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PART ONE

WHY THE TREATMENT SYSTEM HAS FAILED 





1.0 STATEMENT OF PRINCIPLES

1) Gender dysphoria is not a mental disorder but if untreated can become the catalyst
for mental disorder.

2) When untreated, gender dysphoria could be described as a state of perpetual
emotional torment for the individual.

3) Gender dysphoria can be addressed through a combination of specialist services
working towards the goal of delivering peace of mind to the patient.

4) People with gender dysphoria are entitled to treatment under the NHS.

5) All practitioners will adhere to current Standards of Care guidelines1.

6) Treatment will be patient-centred and should recognise the Individual’s
preferences, needs, and differences in circumstances

7) Respect for the dignity and human rights of people with gender dysphoria is the
paramount principle of the Care Pathway. 

8) Zero tolerance of physical or of psychological abuse of patients by employees of
the NHS

9) A choice of psychiatric and surgical units will be offered to patients



2.0 THE ROOT OF THE PROBLEM 

The policy of Calderdale PCT towards transsexual people is the product of the following influences 

1) The two to three year wait to be assessed at Leeds Gender Identity Clinic
2) An extraordinary degree of rigidity in addressing the needs of individual patients
3) The indifference by the PCT to their needs
4) Possibly institutionalised discrimination within the PCT against transsexual people

The consequence of this policy as been to create the epitome of worst practice in the care of Calderdale’s
transsexual people. Calderdale share with the other West Yorkshire PCTs the longest waiting list in the
country to be assessed by a Gender Identity Clinic. Calderdale also has in common with these PCTs a
system for the financial management of its gender treatment SLA that is extraordinarily weak and even
exacerbates the problems with the current care pathway. That Calderdale PCTs approach to this issue is
shared by other West Yorkshire PCTs isn't something that it should take comfort from. The current SLA
was agreed to by Calderdale PCT, not imposed upon it; it is sovereign over its own affairs and is under no
legal obligation that would prevent it from making unilateral changes within Calderdale if the incentive
to do so existed.

3.0 PCT’s POLICY

If the yardstick is the existence of a policy document then Calderdale PCT's policy on gender reassignment
appears to be to have no policy at all because ‘the PCT does not have a specific policy document on gender
reassignment’2. That is at variance with the PCTs outside of West Yorkshire who invariably have such a
document, that gives not just the basis of their agreements with service providers, but also provides a
methodology behind their treatment and a view of the directions this should take in the future.

4.0 MEASURING BEST PRACTICE IN THE COMMISSIONING OF GENDER IDENTITY
 TREATMENT?

There are three measures of this as defined by the waiting time for an assessment at a Gender Identity
Clinic and of patient choice. The published guidelines are the Parliamentary Guidelines for Health
Organisations Commissioning Gender Treatment Services and those of the Royal Collage of Psychiatrists’
draft Good Practice in the Assessment & Treatment of Gender Dysphoria. Another measure is the quality
of practice as implemented by PCTs outside of West Yorkshire. By these two measures Calderdale PCT
falls within the category of worst practice and far short of even standard practice.

4.1 Parliamentary Guidelines for Health Organisations Commissioning Gender Treatment Services

The Parliamentary Forum on Transsexualism published these guidelines in April 2005. 

It states that 

There is an obligation to treat trans people in accordance with
current best practice and in the light of the most up-to-date research
in the field. Failure to meet the demonstrable medical needs of trans
individuals may result in legal challenges.3

Treatment should be patient-centred and should recognise the
Individual’s preferences, needs, and differences in circumstances4



4.2 Good Practice in the Assessment & Treatment of Gender Dysphoria

The Royal Collage of Psychiatrists published their draft guidelines in November 2006, stating

Regardless of location there should be a competent gender identity
service which is readily accessible within the geographic region or
reasonable travelling time thereof. The waiting times for access to
such services should be in line with those of other tertiary clinics in
the region5 

In reality the PCT considers that it is under no obligation to acknowledge the Parliamentary Guidelines
or Good Practice because they emanate from Parliament and the Royal College of Psychiatrists not the
Department of Health and as such are not binding upon the PCT. Indeed in late 2005 an objection was
made on this basis and the Calderdale PCT chose to refer the issue to their lawyers. 

4.03 Evidence based Standard Practice beyond West Yorkshire

As noted one needs to look beyond West Yorkshire because all of the West Yorkshire PCTs have identical
commissioning arrangements. Doubtless if Calderdale PCT were to look hard enough it perhaps might find
a PCT with a worse waiting time and service level agreement than their own but that is doubtful. Even if
they did manage to cite the example of a PCT that is worse than themselves, it is no excuse for their own
actions.

To determine what is not even best practice but standard practice beyond West Yorkshire, six PCTs6 were
asked to reply to identical questions about their care pathway and commissioning system. All responded
to the enquiry

The questions were

1) Which Gender Identity Clinic they use 
2) Waiting time for an assessment at a Gender Identity Clinic 
3) Demand 
4) Cost of Treatment 

It is unnecessary to contact every PCT in the country to establish what is the national norm. To achieve
this it is sufficient to contact one PCT in each Strategic Health Authority area with a preference for towns
whose demography that approximates to Calderdale. London and Birmingham were included as being to
permit a comparison with the care system within West Yorkshire as a whole. Scotland and Wales were
excluded because, due to self-government, their basic approach to care differs from that of the NHS in
England.

4.4 Conclusion to the survey 

1) The average waiting time is about 7 months.
2) The shortest waiting time is three months7 and the maximum one year8

3) The average number on the waiting list is three people9 
4) Only two PCT's offer a choice of Gender Identity Clinics
5) Most commission to Charing Cross GIC (London)
6) One commissions Dr Curtis, a private practitioner in London10

7) Only two PCT commissions by risk sharing the rest use variations on spot
purchase

The responses to questions 2 & 3 do not endorse the existing commissioning system. Many PCTs returned
a zero number to the number of persons requiring the service and this is due to 

1) A waiting time measured in months not years
2) Extremely low demand for gender reassignment treatment. 



This has the consequence of a rapid clear up rate of pending cases. By contrast the effect of in excess of
a two year waiting time in Calderdale as been to create an artificially high number of people waiting when
the probability that the demand level during any year might be expected to be between one or three but not
the current number in waiting of six11.

Patient choice in the selection of their treatment centre is a stated desired goal within the NHS. However,
this survey examined standard practise and all but two of the PCTs surveyed offer a choice of two Gender
Identity Clinics. Thus, ostensibly, in this matter Calderdale conforms to standard practise but with one
critical difference, the waiting time to access a Gender Identity Clinic outside of West Yorkshire is an
average of seven months. Accordingly the possibly deleterious effect of commissioning to just one Gender
Identity Clinic are noticeably lessened. But if the goal of commissioning is to adhere to Best Practice, then
consideration must be given to the policy objectives of Salford and of York & Selby PCTs who
commission to two clinics12. Moreover it should be noted that the waiting time for a patient in the York
& Selby PCT to access Leeds Gender Identity Clinic is just six months.

5.0 FINANCIAL ACCOUNTABILITY 

There is nothing inherently flawed in the concept of commissioning using the risk-sharing model in which
the projected costs are spread evenly amongst the PCTs. The PCTs agree to, in effect, operate a mutual
‘insurance scheme’ against sudden increases in demand driven costs for a specialist service. However the
way by which risk is calculated is far too simplistic. Calderdale is assessed as having 9% of the risk. A
figure derived not from calculating the demand amongst West Yorkshire’s transsexual population but
merely because nine percent of West Yorkshires population live in Calderdale13. The NHS does have a
statistical model that can help to predict demand and many PCTs avail themselves of these but in W.Yorks
they have declined to do so14.

If the premise behind the calculations is dubious, the theory breaks down when applied in practice to
Calderdale. This is due to the requirement for the PCT to pay an annual fee regardless of local demand.
This absurdity can be illustrated by the PCT's commissioning system for male to female gender surgery
at a hospital in Leicester. Previously, surgery was commissioned by the spot purchase system or only
paying for a service when local demand exists. Under this system the cost of surgery was £12,799 but for
reasons that are disputed only one women has had surgery in the past two and half years. The PCT only
funded this single operation . The new risk share system based SLA15 commits the PCT to pay the hospital
£17,970 per16 annum regardless of whether the service is accessed or not. The reason for the increase is
purely due to the PCT accepting 9% of the commissioning risk for the whole of W.Yorks. This renders
hollow the PCT's assertion that it is doing the best it can with a limited budget.

As a generalised observation, even when the relative sizes of population are taken into account,17 the
metropolitan PCTs such as Leeds and Bradford & Airedale statistically should produce new cases each
year. The far smaller Calderdale should, by the same measure, lead to years in which new demand might
even be zero and accordingly a cost saving is theoretically possible. The notional risk in any year of
Calderdale being flooded with transsexual people is, to put it mildly, highly unlikely, given the low
national incidence of transsexuality. To sum up, risk share works well when there is a higher annual
demand for the service. This system works effectively but for individual PCTs it falls down when 

a) The local demand is almost non existent
b) The cost of a specialist treatment is small and spread over a number of years.

5.1 Value for Money

Leeds Gender Identity Clinic fee structure is18 

Assessments Consists of ~6 appointments £1,351
Year 1 Treatment £2,317
Years 2 & 3 £2,561
Second Opinion £   329
Total £9,119



The W.Yorks patient capping levels are 

Assessments 23
Year 1 Treatment 23
Years 2 & 3 58
Second Opinion 13

Leeds Gender Identity Clinic is intrinsically a more expensive ‘product’ and of identical quality to its
counterparts. For example, it is two and half times more expensive than the service provided by Sheffield
Gender Identity Clinic. Its fee structure is19

Assessments Consists of 1 appointment £375
Follow up appointments Consists of 20/25 appointments20 £178 each

Treatment at Sheffield Gender Identity Clinic costs £4,753 for a two-year course. By charging per
appointment it is possible to accurately track a patient’s progression through the service and only pay for
appointments that have been kept. Furthermore on a per appointment basis it is cheaper than Leeds Gender
Identity Clinic.

By contrast, Leeds Gender Identity Clinic’s fee structure does not allow this level of financial monitoring
of activity. This is because the fee structure is calculated on a per patient per annum basis and this can lead
to an overspend in the third year. That is because by the third year within the service, the patient should
either have been discharged or be waiting for surgery during that third year. The psychiatric demands of
people during that hiatus tend to be less than during the previous years and often disappear altogether after
surgery. Therefore it would be financially more prudent to charge per appointment during the third year
than the existing per annum basis. This approach also has the virtue of freeing up time in a service where
consultation time is scarce in order to allocate more time to those who certainly require appointments at
the start of the care pathway.

This is the logical approach when commissioning is by spot purchase rather than risk sharing. Risk sharing
decreases the necessity for financial monitoring without decreasing the costs. It penalises PCTs with a low
demand on the service twofold. First through the payment of fees in excess of their demand upon the
service and secondly with a countywide cap upon the activity level to the detriment of the low user
populations within such PCTs. 

5.2 Impact in Calderdale of a better fee structure

Calderdale PCT spends approximately £21,348 p.a.21 on gender identity treatment at Leeds Gender Identity
Clinic. If the above price structure was adhered to and Calderdale PCT was to make its own commissioning
arrangements, it would cost approximately £54,741 over three years to treat all six patients on the waiting
list out of the £64,044 that is allocated to this budget over the time span. Providing that the waiting time
is reduced to under a year, even more substantial savings could be made if the SLA stipulated eighteen to
twenty four month duration at a Gender Identity Clinic followed by discharge or surgery.. Allowing for
new cases presenting themselves for treatment it is not an unrealistic expectation that once the backlog plus
new case load has been cleared up (perhaps within a two to five year period22) the number of new cases
may be expected to fall within the range of zero to three cases a year♦. The peaks and troughs average
themselves out but rarely exceed the amount of money already allocated to treatment.

5.3 Leeds Gender Identity Clinics Capacity

The total capacity is 46 new patients per annum, with  in any one year a theoretical maximum of 162
patients23 in their care. In reality there is a far smaller number than this.

As already noted, the W.Yorks SLA caps the number of new patients at 23 people or slightly more than
half the of the clinic’s capacity. The other places are being filled by patients from outside of W.Yorks.
                                                          
♦ Based on the Conclusions of the Comparative Model see p.6



The fact that a clinic designed for West Yorkshire patients should have a 50 – 50 split between these and
non-W. Yorkshire patients is a disgrace. A weighting of 80 – 20 would be fair to West Yorkshire’s
transsexual people. That this does not occur cannot be blamed entirely on the clinic because it cannot
exceed the demand level of 23 new patients that was set by the SLA. This is an entirely artificial demand
level that does not approximate to actual demand and has created the longest waiting time in the country.
Equally the PCTs, while denying patients a fuller use of its capacity, are paying a substantial part of its
operating costs. Furthermore they are doing so while permitting an inflated cost per patient fee to be set
if the calculations about the value for money of the service are considered.

5.4 Conclusion

The current commissioning system is failing to deliver value for money for both the patients and the
taxpayer. It is overpriced and lacks any meaningful financial accountability. Indeed, for Calderdale patients
and taxpayers, if this commission system were discarded there would be a rapid and radical improvement
in the service.

What is the purpose of the annual fee paid to Leeds Gender Identity Clinic? If the primary purpose is for
the treatment of patients then for the W.Yorks PCTs it is an overpriced product that should not be
purchased. One obvious explanation for the actions of the metropolitan PCTs is that this is a mechanism
by which those with a relatively high demand can unload some of their costs onto low demand PCTs. For
them it is a good deal, if not for their patients or the mostly rural PCTs. Another explanation is that the high
costs reflect the intention that the SLA is a guaranteed revenue stream for the Gender Identity Clinic, in
which the treatment of West Yorkshires transsexual people is a coincidental by-product. Indeed one gains
the impression that meeting the needs of the county’s transsexual people is a bothersome irritant to an
otherwise amicable financial transaction between the PCTs and the clinic. The former being able to evade
litigation over the level of service by proving that, in accordance with the N.W.Lancs ruling, it is providing
a service, whilst the latter are retained in salaried employment.

Having a Gender Identity Clinic in W.Yorkshire is in principle a good idea – if it meets the requirements
of the greater part of West Yorkshire transsexual community. A waiting time of over two years is
indicative that it is failing to meet the most basic of requirements. If either financial or capacity factors
prevent Leeds Gender Identity Clinic from meeting Calderdale’s requirements, then the PCT should not
be commissioning to it for sentimental reasons and commission elsewhere.

6.0 THE CLINICAL CONSEQUENCES OF THE EXTENDED WAITING TIME

That the PCT considers gender dysphoria is merely a ‘state of discomfort’ is an insight into their opinion
on this subject. It can be reasonably surmised that it is also an insight into their position in regard to the
consequences of waiting for two years for treatment might be that there is no adverse effect. Not an
unreasonable conclusion given their disinterest in offering support to people during this waiting period and
of course a deduction that can be drawn from a waiting time that is at the PCT's instigation. 

This is a view not shared by eminent psychiatrists in the field of gender dysphoria.

A waiting time of one year would certainly add to the distress and morbidity of those
seeking gender reassignment treatment. Once a person has accepted the fact that they are
transsexual and a persistent feeling of gender dysphoria is present, the person’s needs
become acute. My current waiting time for assessment is one month

Dr Richard Curtis, London Gender Clinic

It is noted that, untreated, the disorder carries with it an appreciable suicide risk. There
is the general view that treatment serves to lower this risk. If the Primary Care Trust
were only to refer for treatment those whose frustration had reached such a level that
they had developed such symptoms, in the form perhaps of a depressive disorder, it would
mean that whichever Gender Identity Clinic they were to refer to would have a more ill
patient to deal with than would otherwise be the case. It would take time, possibly quite
a bit of time, to establish that the depressive disorder was due to frustration rather than
to some more sinister cause, which might make treatment with hormones or surgery
contraindicated. A depressive disorder would also diminish the ability of the patient to



cope with the travails of a change of gender role and might thus slow their progress
within the Gender Identity Clinic. I would point out that such slower assessment and
progress would cause additional cost to the Primary Care Trust and use up clinical time
that could otherwise have been given to other patients from that or other Primary Care
Trusts24.

Dr Barret, Charing Cross Gender Identity Clinic:

'I am concerned at the information that gender dysphoric patients, or any other patients
for that matter, have to endure such long waiting times for assessment and treatment.
This is a lifelong condition, causing enormous stress , depression and poor quality of life
whilst trying to suppress it. When finally coming to disclose their situation most trans
people require enormous support. The advantage of treatment is that it has up to 97%
success rate, and it is shown that the people who have earlier access to the appropriate
treatment have greater chance of success.’ 

Dr Susan Carr, Sandiford Initiative 

6.1 What is the waiting time in Calderdale?

Judged by the information submitted by the PCT it is clear that the PCT itself knows what the
waiting time is. While Dr Wardmen, the Director of Public Health asserts that its is twenty to
twenty one months, Mr Paul Butcher the Deputy Director of Public Health has, in correspondence
to Chris McCafferty MP and at the LGBT Conference on February 26th 2007, stated that it is
eighteen months. This discrepancy matters for the patients and, after December 2008, for the PCT
has to know if it is hitting its eighteen week waiting time target

7.0 NEGATIVE OUTCOMES

As a generalised observation about the NHS’s tendency to create negative care outcomes I can do
no better than to quote verbatim from ‘Engendered Penalties: Transgender and Transsexual
People’s Experiences of Inequality and Discrimination’, a document commissioned as part of the
Government’s Equality Review.

When they are seeking treatment to transition, they will start a medical process which reduces every aspect
of their life and, in particular, their health down to the most minimal of issues, their trans mental health.
Practitioners, at every level of medicine, ignore the trans person’s abilities to cope with ongoing crises
that would destroy other people, their educational standing and the nature of the actual illness they are
presenting with. The fact that some qualified nursing staff will insist on calling a person who has been
transitioned for over 30 years in their former gender, is indicative of the level of ignorance that exists
within our health services.

The NHS  is not a welcoming place for many trans people, much of their medical treatment they will pay
for themselves, and if any treatment is actually obtained it is often as a result of a Herculean struggle past
recalcitrant GPs, rude nursing staff, arrogant and demanding psychiatrists, finally to be met with the news
that there are very few surgeons and the waiting list is several years long. Is it surprising then that many
sell their homes in order to be able to self finance their own way through the private route ways to surgery
in Thailand…. The NHS is a service, and like other service providers has used the excuse of the lack of
protection against discrimination in goods, services, facilities and housing to provide an atrociously bad
level of provision for trans people25

In regard to the specifics of Calderdale PCT policy, what amounts to failure by the PCT is seen
as a not negative outcome by all of Calderdale’s transsexual people. It is to be hoped that those
who can afford private care can resolve their medical issues to their satisfaction. However, for
those less fortunate one of the consequences of the care pathway of this duration and which offers
no meaningful support during the waiting time is to steer people into negative side effects and
outcomes.



7.1 Self medication 
People purchase hormones on line because they have made the commitment to live openly in what
they perceive to be their real gender. Having summoned up the courage to make this commitment,
elsewhere they can expect immediate NHS intervention. Because in Calderdale this is not
forthcoming for some years, they feel that they are left with no choice but to go it alone and to
commence unsupervised medication. These are prescription pharmaceuticals manufactured abroad
and purchased through web sites without a prescription. Because they are not narcotics this is
perfectly legal and the medication is (hopefully) produced to pharmaceutical standards. 
Nevertheless, when taken at the levels necessary to produce the desired physical effects, these drugs
can have dangerous side effects, including liver damage, heart conditions and emotional problems.
It is therefore vital that these medications are taken under the clinical supervision. Quite rightly, a
GP cannot become involved in facilitating self medication but, outside of West Yorkshire, the
remedy to this is the expectation that within six months a patient will be assessed and might then
commence hormone therapy. This does not occur in Calderdale, where people are abandoned by the
PCT for over two years and are driven by PCT policy to take extreme and potentially dangerous
measures.
The effects that the user is looking for present significant problems should the user or Leeds Gender
Identity Clinic decide to discontinue hormone therapy. After about six months, apart from the
obvious physical and emotional changes, the user might well have become chemically sterile. This
is why the waiting time for assessment shouldn’t be much longer than six months. Furthermore self-
medication creates a problem for Leeds Gender Identity Clinic when they prescribe hormones
because it would be helpful to them to establish the patient’s base lines prior to prescribing.
Unfortunately if the patient has been self-medicating for over six months this isn't possible. 
Leeds Gender Identity Clinic’s solution to this issue has been to include in its half yearly ‘contact’
letters to those on the waiting list the exhortation to the recipient not to take hormones prior to
assessment while not offering any alternative. This is indicative of the clinic placing the onus upon
the patient for the creation of a problem that is wholly of the PCT's making.

7.2 Debt
Passage through the private sector care pathway costs about £9,000. This is something that very few
can afford without a loan. However, because their health is at stake, for many people this is not a
deterrence to raising the necessary amount – be it money that they have borrowed or in some cases
their parents who are pensioners have raised by such devices as taking out a loan with surety against
their home. In consequence the patient and their family are needlessly pushed into severe debt that
it is exceedingly difficult to escape from. In Calderdale the motive for taking out a loan isn't because
the desire to purchase better treatment than is available through the NHS; it is simply because in
Calderdale there is no other way. If it chose to do so, the PCT might alleviate the situation by funding
surgery for a person who is on the waiting list and after the completion of the psychiatric element of
care by a recognised psychiatrist. This it absolutely refuses to contemplate and, by not doing so,
creates only one entry point into the care pathway when a person goes onto the waiting list, when
there should be multiple points of entry. This frequently is the case for the care pathways for other
medical conditions but in Calderdale never for gender dysphoria.
The PCT treats the mixing of private and NHS medicine as blatant queue jumping when it is
operating a policy of fair shares for all. Thereby off loading onto the patients the consequences of its
bad practices, while sending out a stark message that they require absolute compliance to the care
pathway, even when no care is provided, or they will wash their hands of the transgressor. While it
should be added, not saving a single penny on the budget. Because of their use of Risk Theory to
commission, this money will be spent regardless of whether or not a person requires a particular
component of the care pathway.
So what has been created is a step backwards in the quality of care provided in Calderdale to the era
(prior to the creation of the NHS) when those who could, would borrow money to pay for treatment,
leaving the destitute to rely upon medical charities and their strange mean minded regulations.

7.3 Prostitution
A person who as begun transition but finds there is no meaningful care for them for some years is
quite likely to do what ever is necessary to quickly obtain treatment. For the majority this may mean
moving or borrowing the money perhaps upon the surety of their home. There will remain a minority
for whom this simply isn't an option and some of them are destined to suffer mental illness during the



waiting period. Others, those young enough and desperate enough, might well seek another solution
– that of raising the money through prostitution.
Enquiries made to the sex worker charities in West Yorkshire have disclosed that to their knowledge
there are no transsexual prostitutes in Calderdale. Let us breathe a sigh of relief at that news but by
no means take comfort from it because they also state that many Calderdale prostitutes work in Leeds
and Bradford. 
Because this is a covert and illegal business it is impossible to gauge the precise number of
prostitutes, mostly women, and for obvious reasons it is even more difficult to establish which women
are pre-operative transsexual people. Nor is it possible to determine where they live – only where they
work. Therefore the sex worker agencies confine their observations to those women whom they have
recently been in contact with and concede that this is more of an anecdotal rather than a rigorously
statistical survey. While keeping these caveats in mind they report that in Leeds there are 230
prostitutes of which 6 are transsexual. By contrast in Manchester the Lifeshare agency has been in
contact with just one transsexual prostitute. But then for transsexual people the critical difference
between Leeds and Manchester is a two-year wait for treatment in Leeds versus a six-month wait in
Manchester.
At the very least this enquiry shows that there are six women in Leeds who are in desperate trouble
and that should be of grave concern and reason enough why further research is required. The survey
also shows that the number of transsexual prostitutes in West Yorkshire is proportionately higher than
might be expected –  not only in relation to the incidence in Manchester but in relation to the number
amongst the known number of Leeds prostitutes. 230 women is a minuscule figure when set against
the total female population of West Yorkshire26 but for 6 of them to be transsexual is an unusually
high incidence when, as in Manchester, one or no transsexual prostitutes should be the likely
expectation.

8.0 PATIENT CHOICE.

In W.Yorks this simply does not exist in any part of the care pathway. Users have no choice in regard to
at what point they enter the care pathway or the types treatment or its location. The PCT lays down a ridged
care pathway, with its in built excessive waiting time that it demands patients comply with or incur the
consequences. An outlook that may be acceptable within the Probation Service but it is not appropriate to
a Primary Care Trust. This approach is completely at odds with the precepts expounded as good practice
by the Royal Collage of Psychiatrists:

Care should be taken to respect the patients autonomy for decision making at all
times

The idea of empowering people to make informed choices about their own
healthcare is a strong principle within modern healthcare thinking. It is embodied
throughout current health and social care legislation

Treatment should be patient-centred and should recognise the individual’s
preferences, needs and circumstances. Treatment should not be prescriptive but
should allow choices for individuals with regard to their treatment, which are
clinically safe.27

A situation in which the PCT presents patients with a fait accompli of either waiting years for treatment
to commence or paying for treatment, and thereby driving themselves into debt, does not sit well with the
above description of best practice. Nor does the PCT's restriction of aftercare for those who have taken the
private route and are so deemed to have departed from the ‘care pathway’

9.0 THE SIZE OF CALDERDALES TRANSSEXUAL POPULATION

Estimating the number of transsexual people in Calderdale is the key to estimating demand not only for
gender identity treatment but also for postoperative ancillary services. Unfortunately there are no accurate
figure for the size of the population – just two conflicting estimates and a flawed statistical model. But to
keep all of the estimates in perspective, it should be kept in mind that the total of number of people from



W.Yorks waiting for treatment at Leeds Gender Identity Clinic in November 2006 was just eighty two28. 



9.1 The transsexual Community’s estimate of numbers

The criteria that are a significant guide to demand is the number of people who are 

a) On the waiting list
b) In the process of transition. 
c) Have undergone surgery

This is because the incidence of people who at some point consider a sex change is far greater than those
who actually begin the process. Of the three figures broadly speaking (a) indicates approximate demand
for the services of a Gender Identity Clinic. (b) Those who within a few years might require surgery, and
(c) those who at any point afterwards might require medical assistance. The inclusion of (c) is a wider
definition of demand than that considered by the PCT, – and it does not make a artificial distinction
between surgery delivered by the NHS and the private sector. There is one caveat to these criteria, it must
not be assumed that every person on the waiting list will transition, some will change their minds during
the assessment process or are found not to have gender dysphoria. 

Accordingly, Calderdale’s transsexual community believes that the minimum number is between eight to
eleven people that we actually know to be living in Calderdale. The upper limit assumes, perhaps
erroneously, that three on the waiting list will continue on into treatment.  This figure being arrived at
through contacting people within the community and asking how many people they know about. 

This survey breaks down into 

Six male to female
Two female to male
The birth gender of the three on the waiting list is unknown

Two being treated at Leeds Gender Identity Clinic – one awaiting surgery
One being treated at Charing Cross Gender Identity Clinic
Two being treated privately – one currently undergoing surgery
Three on the Leeds waiting list
Three are postoperative

It is possible that one more person might be added to the list if they chose to transition. The number on the
Leeds Gender Identity Clinic waiting list is extrapolated from the figure given by the PCT29. This is 6
people but we suspect that of those two have already had surgery and one is being treated privately30

leaving just three who are likely to require treatment at the Leeds Gender Identity Clinic. 

This survey produces demand levels of 

a) Three awaiting treatment
b) One potential case
c) Five in psychiatric or surgical treatment both private & NHS
d) Three currently postoperative
e) Seven potentially might require from 2006 onwards specialist services after

surgery

For the purpose of ascertaining (e) The distinction between persons who’s surgery was delivered by the
NHS and the private sector is ignored. This being an artificial distinction that is as morally repugnant to
the tenants of the NHS as it is inhumane.

9.2 PCT's estimate of numbers31

In the space of seven months the PCT has given two different figures for the number of people on the
waiting list. In October 2006 Dr Wardmen informed the Health Scrutiny Committee that this was six
people but in April 2007 Dr Wardmen informed the Health Scrutiny Committee32 that it was three people.
This begs the question of, in a waiting list that is so static, how did the PCT halve the figure and is either
figure accurate? But to examine their figures we have used their October 2006 estimate and it should be



noted that these figures are focused entirely upon the care Pathway and therefore based on three criteria,
which are 

a) Those being treated at Leeds 2 people
b) Those on the Leeds waiting list 6 people
c) Those about to undergo surgery at Leicester 1 person

Total 8 people in the system

This criterion not only excludes private patients but also the one NHS patient who is being treated at
Charing Cross Gender Identity Clinic in London. Accordingly it excludes from possible demand private
patients who are transitioning, which is PCT policy, and the possible number of people requiring
postoperative treatment. It also reaches an estimated total transsexual population that is smaller than that
which is estimated by Calderdales transsexual community itself. In other circumstances the PCT might
have derived a more accurate figure by consulting with its own transsexual community. Unfortunately there
is no communication between the PCT and the transsexual community that isn't of a combative nature, a
situation that some might think to be an appalling state of affairs but evidently the PCT seems to find to
be agreeable.

Finally one other figure worthy of comment emanates from the PCT’s statement it has discharged eight
people since 200433. This does not represent eight people who after assessment chose not to proceed with
gender treatment but merely the removal of eight people from the list in April 2004 with whom Leeds
Gender Identity Clinic had lost contact. This produced a large but ‘on paper only’ clear up of the demand34.

9.3 Comparative Modelling 

The NHS model used by the PCTs within the Central South Coast Specialist Services Confederation35

predicts that the annual number of persons waiting for gender treatment (Incidence) is 0.17 per 100,000
people aged over 16 and that the transsexual population will be 8.18  per 100,000 people aged over 16. For
Calderdale as a 16+ population of 155,00036 and the model predicts 

Annual Incidence Prevalence
0.25     12.27

In applying this model to Calderdale it needs to be kept in mind that the incidence rate assumes a waiting
time of under one year. To give a context to this statistic compare this with two PCTs within the Central
South Coast who have 16+ populations of a similar size to Calderdale and have a waiting time of under
one year. The closest demographic matches with Calderdale PCT are Portsmouth PCT and Southampton
PCT that have 16+ populations of 156,000 and 184,50037.  

PCT Annual Incidence Prevalence
 Of Transsexualism Of Transsexualism

Portsmouth City Teaching PCT 0.26 12.6
Southampton City PCT                         0.31                                                     14.9
Calderdale PCT 0.25 12.27

The actual NHS activity level in these towns during 2006 was
PCT Treatment Number Cost £ p.a.
Portsmouth City Teaching PCT At a Gender Identity Clinic

Surgical cases
1
2

£3,000
£20,086

Southampton City PCT At a Gender Identity Clinic
Surgical cases

3
1

£9,000
£10,043

Calderdale PCT At a Gender Identity Clinic
Surgical cases

2
0

£21,348
£17,970

Logically Calderdale could be expected to fall in between the two and have an annual number of referrals
to a Gender Identity Clinic of between 1 to 3 with possible the occasional year with zero new contacts.



This should be the case in Calderdale but for the deformation of the annual incidence of cases due to the
waiting time. Here the length of the waiting time creates an incentive for people to ‘drop off’ the care
pathway while maybe still on the waiting list by paying for treatment or to leave Calderdale altogether. Or
at least move ‘on paper’. It is not inconceivable that while some might actually move, others might
endeavour to obtain accommodation addresses in localities with waiting times measured in months not
years and there re-register with GPs. Due to Calderdale PCT’s decision to use Risk Theory, the number
of persons who are dropping off the Care Pathway represents not only the failure of the existing policy,
but there is not even a monetary saving. It must be kept in mind that money will be spent on gender
treatment regardless of local demand.

9.4 Conclusion

It is impossible to get an entirely accurate picture of the size of the transsexual population or the demand
for NHS services but a close approximation is possible. But if the PCT's estimate of demand was accepted,
and that is disputed, it seems that this accounts for just six of the eighty-two patients on the waiting list.
In return for this, the PCT as locked itself into bearing the costs of the seventy-six patients residents within
the other PCTs.

The PCT has the resources to attempt this task if it chose to do so and ideally it should be working in
collaboration with the transsexual community to do so. Unfortunately the PCT has so alienated the
community that it cannot access the information that is held within that community. In consequence, the
transsexual community has offered its own estimate of demand. However, they acknowledge that they are
not statisticians and cannot call upon resources that even remotely compare to that of the PCTs.

Both models are flawed estimates of demand. The Transsexual community’s model takes the broad view
of activity that is necessary to reach a useful assessment of demand but lack some of the critical data held
by the PCT and Calderdales GPs. The PCT's has the ability to add to it this vital element. But by choosing
to focus entirely upon the narrow indices of patient activity connected within the Leeds care pathway fails
to detect important trends in future demand. Furthermore because it accepts a two-year waiting time its care
pathway centred model distorts the real annual level of demand. 

The Comparative Modelling approach is an interesting method of gauging possible demand and activity
in Calderdale if the waiting time was reduced to about six months. It is not an entirely accurate guide but
one that is sufficiently robust for the Central South Coast SHA to use this in their planing. But until the
waiting time is brought down to this figure it remains just a guess at the effect that this would produce. It
is on this basis that it is possible to hypothesise that the psychiatric demand, in Calderdale, under these
conditions might be between one to three new contacts per annum with the occasional zero new contacts.
It is also noted that the amount spent by the two PCT's, who do commission is far less than that expended
by Calderdale PCT for less money than it is currently committed to spending.

To sum up there is a need for a through study of the activity levels in Calderdales transsexual community
to help determine the future overall and the types of demand. The PCT has the resources to undertake this
task and it should be encouraged to do so. The current lack of willingness to do this is certainly in part due
to its attachment to Risk Share commissioning which gives no financial incentive to do this. The other
reason suggested by the transsexual community is the PCT's antipathy towards them. Finally, whatever
methodology is used the outcome is in one sense predictable. It will disclose that the approximate number
of transsexual people is infinitesimally small in relation to the size of Calderdales population. Currently
the estimate is somewhere between eight to eleven people out of aged 16+ population of 155,000. To put
that in perspective, even if the number was tripled they would not fill a double decker bus to capacity. 

Which begs the question why does the PCT go to such extraordinary lengths to restrict the treatment
options of at best no more than six people? And, what is more, show willingness to frankly waist money
and a considerable amount of time in this undertaking?

10.0 WHICH SECTORS OF THE NHS ARE MEETING THE PATIENTS NEEDS

The GPs and departments of the NHS in Calderdale that have no direct contact with the Exceptional Cases
Committee. These people have the ability to meet many of the needs of the community’s transsexual
people. It’s only when they come into dialogue with the PCT about a particular case that their efforts are
negated.



11.0 DOES INSTITUTIONALISED DISCRIMINATION EXIST WITHIN THE PCT?

11.1 The Legal Position

Certain aspects of PCT policy notably the blanket ban on follow up referrals for patients who have had
private gender surgery is already illegal under existing legalisation. Furthermore other aspects of PCT
policy will be in breach of the EU Equality Treatment Directive when it is implemented (by December 21st

2007). For example, with the duration of the waiting time and the role of the Exceptional Cases Committee
in restricting access to treatment, being categorised as discriminatory practices.

11.2 Decimation in Calderdale 

In other parts of the country where PCT's have a relationship with their transsexual population that isn't
markedly different from other NHS user groups this would be an absurd consideration. Unfortunately in
Calderdale the PCT seems to have gone to some lengths to treat transsexual people with an appalling
degree of callousness. That in itself does not indicate institutionalised discrimination, it might be the case
that the PCT treats other user groups with equal harshness. If so, and the ethos of ‘fair shares for all’ is
based on the equality of misery, then it is not one that any PCT should be considering upholding, much less
practising. 

But transsexual people and those who have been involved in this issue for any duration, are left to consider
the reasons why the PCT has chosen to not just have one of the longest waiting time in the country but also
a draconian approach to treating patients. It’s attitude to patient choice is ridged in the extreme. By taking
no account of the effects of choices, in effect imposed on people by the waiting list, the PCT creates the
perception that you obey their rules or suffer the consequences. It’s an attitude that might be laudable
within Her Majesty’s Prison Service but reprehensible within the National Health Service. The patients
seem to be regarded as an irritating problem to be neutralised rather than people who require help and, what
is more, it is their primary duty to help not hinder. 

The PCT's hindrance of a person’s treatment options come in many forms but almost every person who
has encountered the ‘Care Pathway’ has experienced it. There is hindrance through indifference and
neglect. What else could describe the proposition that a person must wait no less than two years after a
possible diagnosis before treatment commences and in that time neither the PCT nor Leeds Gender Identity
Clinic offer meaningful support to the patient or guidance to GPs? There is the hindrance of imposing on
a person the decision whether they feel strongly enough to continue untreated on the waiting list or to pay
for private treatment. Beyond West Yorkshire this is purely a matter of choice and bank balance but in
Calderdale it is an act of desperation brought about by a system that narrows a person’s options down to
enduring the wait, to move out of West Yorkshire or to pay for private treatment. On some, fortunately rare
occasions, hindrance seems to have even moved from being of the passive to an active nature. The writing
of a letter to a GP advising that GP that they should not prescribe hormones to a patient under the
supervision of a private  psychiatric clinic. The PCT's refusal to fund a short course of injections to a
person who is about to have surgery that she has paid for but is now severely in debt. These are but two
examples of the instinctive mean mindedness of the PCT to say nothing of a rigidity of thought. It is simply
not good enough to say in these circumstances that it is justifiable to refuse assistance to a person who is
taking the private treatment route because this is unfair to those who stick it out. Again this is the logic of
the equality of misery and a misery that is at the instigation of the PCT.

The PCT is not making any appreciable cost savings from its current commissioning system, indeed short
of there being a sudden and unexpected demand it is more expensive to do so. At least this removes the
suspicion that the PCT is driven by an utterly ruthless and cold-blooded cost saving exercise. Yet the policy
remains and with it the reason why.

Clearly its continuation isn't because this is the best system that the PCT can devise or afford. It’s the worst
commissioning system in the country and based on a cost basis we cannot afford – something that
squanders money. Sloppy managerial practices and an indifference to the needs of the patients are certainly



reasonable answers to this question. Except that, for those involved with this issue for any duration, this
doesn't really explain why the PCT seems to have singled out just about the smallest of all of the minority
groups for a particularly callous attitude to their needs. That is the starting point for the consideration of
whether the PCT is institutionally discriminating against transsexual people.

12.0 IMPLICATIONS OF FORTHCOMING REFORMS

As of April 2007 the PCT will be required to implement a Gender Equality Scheme and by December 2008
to have met a national target of reducing the waiting time to eighteen weeks. While the PCT have
acknowledged that it must reform the waiting time within eighteen months time it does not address any of
the other issues.

The existing system needs immediate reform because it is not compliant with the PCT’s Gender Equality
Scheme. The generally held view of transsexual people is that even when the waiting time is eventually
reduced, the PCT’s ‘Vision and Values of the PCT’38 apply to them. The care pathway does not maximise
‘the positive impact that we can have as a health service organisation’39 in fact it strives towards the very
opposite outcome. Similarly in regard to the scheme’s claim that the PCT’s values encompass40

Putting patient first 
Involving the public in making decisions
Integrating care around the patient
Changing services where we can improve them
Investing in care as close to peoples homes as is possible

The evidence points towards the very opposite being the practice and if the reduction in the waiting time
is implemented nothing else will change. In fact why must this timid reform be delayed until December
2008? The effect of this delay is felt by patients now not in at the end of next year and the PCT will be in
breach of their ‘Gender Duty’ in respect to this not from December 2008 but May 2007.

The PCT has decided that, should by December 2008 Leeds GIC be unable to meet this target, it will ‘look
at other means of meeting the eighteen week target’41 and it is hoped that this ‘other means’ is to look for
other providers and not to remove people from the waiting list.  If the intention is the former then there are
other providers that will meet this target now and the PCT should not be tied to the requirements of Leeds
GIC to gear up for this target.

13.0 CONCLUSIONS

1) The current commissioning system in W.Yorks does not even conform to standard
practice in the rest of the country and this is far short of best practice. 

2) It has created the longest waiting time for treatment in the country while also being
more expensive than it need be. The objective should be an immediate reduction of the
waiting time to six months

3) In a PCT that is short of money, this has lead to the bizarre situation that, for basically
administrative reasons, it has increased the budget without any appreciable gain to the
quality of the service.

4) Other commissioning methods would deliver a cheaper service for the same budget and
reduce the waiting time to a suggested target of six months.

5) There is nothing intrinsically wrong with Risk Share theory, but the variant used in
W.Yorks is flawed because financial control is extremely weak. This is evident in the
cost per patient analysis in the W.Yorks SLA’s in contrast to the approach taken by, for
example, Salford or Mid Hampshire PCTs.

6) However, in regard to the funding of surgery, the PCT should revert to spot purchase
for the funding of surgery unless there is clear evidence of an impending surge in



demand in Calderdale over the next three years. The demand for surgery being mostly
predictable. 

7) The only rational for the funding of Leeds Gender Identity Clinic should be best value
for money and never of the desirability of maintaining a clinic in West Yorkshire for
no better reason than that West Yorkshire should have one.

8) Leeds Gender Identity Clinic should be encouraged to move from a 50 – 50 to an 80 –
20 split between its treatment of West Yorkshire and non-West Yorkshire patients. It
is after all, foremost meant to be to serve the needs of West Yorkshire transsexual
people. While acknowledging that this would eventually require an increase in the
budget, initially a renegotiation of tariff structure would produce an increase in patient
numbers

9) A policy document for the commissioning of gender services is a necessity so that
decision-makers beyond the PCT can evaluate their strategy. This accord’s with best
practice beyond W.Yorks.



PART TWO

REFORMING THE TREATMENT SYSTEM



1.0 REASONS FOR IMMEDIATE CHANGE

1.1 The moral case

The reduction of the waiting time during the course of this year is an attainable goal because other
providers can already meet this requirement and offer a better service. That Leeds Gender Identity Clinic
might require eighteen months to ‘gear up’ to meet this target is no justification for the PCT not to access
providers who can immediately deliver these objectives. 

1.2 The legal case

While the moral case for reforming the system is probably of scant interest to Calderdale PCT, even it
cannot ignore the legal imperatives of compliance to forthcoming legislation, namely 

Gender Equality Duty the existing system is contrary to the PCT’s ‘Gender Duty’s by impeding
access of transsexual people to treatment42. Currently the PCT and its Chief Executive have the
latitude to flout the spirit of the act because Part III of the Sex Discrimination Act covering Goods
& Services has not yet been extended to encompass transsexual people. However this must occur
by December 21st 2008 so that the government is in compliance with the EU Goods & Services
Directive.

Goods & Services Directive EU legislation that opens the possibility for prosecution of the PCT
This would be on the basis that access to medical care falls within the ‘services’ element of the
directive and such impediments to accessing health care constitute a breach of the directive.

Therefore, while the PCT has licence to continue discriminating against transsexual people until the end
of this year, after that it lays itself open to prosecution and conflict with Department of Health policy. It
therefore follows that delaying meeting the eighteen week target until December 2008 is of questionable
legality.

2.0 COMMISSIONING OBJECTIVES

1) To be compliant with the PCT’s Gender Duty by January 2008
2) Facilitates access to treatment

3) Is calculated to steer the patient towards an outcome that is acceptable to the patient 
4) Embodies the principle of patient choice throughout the care pathway and acknowledges that
gender reassignment surgery is just one of a range of outcomes that are made available to the
patient to chose form
5) That calls upon specialist services from outside of Calderdale only when these skills are not

available within the PCT area
7) To establish a maximum waiting time for an initial assessment of five months
8) To reduce the average time within the gender identity system from three years to eighteen

months



3.0 METHODOLOGY 

The recommendations have been made after having 

1) Evaluated them against their compatibility with the Statement of Principles∗, the
Commissioning Objectives and Best Practice

2) Basic cost analysis made using the figures given to us by the prospective providers
    during 2006 – 2007
3) To adhere to the PCT’s 2006 – 2007 Gender Reassignment Budget of £17,970 for

psychiatric and ancillary services and £12,799 for surgical services.
3) Discussions with the clinicians who would implement the care package
4) Discussions with the transsexual community about the care package that they would like 
    to be implemented. Something that Calderdale PCT has always refused to do.

4.0 WHY GENDER IDENTITY CLINICS EXIST

Essentially they were created primarily for administrative rather then therapeutic reasons in the early
1970’s. This was the era when at last it was decided to move the treatment of transsexual people from
inside asylums and into the community at which point the issue arose of the structure of the treatment
regime and which profession would coordinate treatment. There were two possible choices as care
coordinators the endocrinologists and the psychiatrists. For the former this would be an extension of their
general hospital based practices which favoured a decentralised approach in which patents were referred
to different departments. The latter group, the psychiatrists, were essentially the same group of people who
had administered the psychiatric wards in asylums but had now decamped to the out patient clinics of the
same mental institutions. They chose a corporatist management style with a highly centralised operational
approach. This of course placed the psychiatrist in sole control of the treatment of transsexual people,
people who were still regarded as suffering from a personality disorder. Furthermore this centralised
methodology led to the endocrine and other ancillary services being located in one location for ease of
coordination in the pre-IT age.

The ensuing turf war was played out throughout Europe and North America. In some countries, the USA
and Holland for example, the psychiatrists lost the argument and the responsibility for care was devolved
to local agencies. In these countries psychiatry did not acquire a dominating position over the other
providers and by the end of the twentieth century transsexualism ceased to be regarded as primarily a
psychiatric illness. Furthermore when shorn of the presumption of transsexuality being a severe personality
disorder the patient was generally presumed to be rational and capable to the making informed choices that
mitigated against the necessity for their close monitoring 

In Britain the psychiatrists won the debate and the reverse occurred. Moreover within the NHS they
constructed the existing care mechanism in which the presumption remains that transsexualism is
principally a psychiatric disorder that is incurable (by the psychiatrists) but in the last resort the symptoms
can be relieved through gender reassignment. The patient being presumed to be mentally ill was judged
to be incapable of making difficult decisions and would require close scrutiny by the psychiatrists. Out of
the centralisation of treatment grew the treatment centres attached to psychiatric hospitals – the Gender
Identity Clinics who offered most of the care package elements in one location. In the decades since the
1970’s while many of these elements of care have become established in most towns, psychotherapy for
example, the tendency as been for other agencies to be content for treatment to remain under the control
of psychiatrists and Gender Identity Clinics because transsexuality is perceived as a mysterious, rare and
incurable malady.

Gender Identity Clinics were thus an accident of history and one that wasn’t replicated in other countries.
There is nothing intrinsically virtuous about the concept and in the twenty first century much that is to be
condemned. They duplicate services for no better reason than allowing the Gender Identity Clinic to claim
that it can provide a total care package which accordingly allows them to charge a premium for a service
that they claim that only they can provide. 

                                                          
∗ See Statement of Principles 1.0



As noted, there is another and far better philosophical and managerial model than one based upon a single
specialist centre in a single location and that is the decentralised or multi agency model. It acknowledges
that transsexuality is not a mental illness and furthermore local resources are now so sophisticated that in
most PCT areas very few of the key few clinical skills are unavailable. This is in line with the Carter
Report on specialist services which does not preclude a PCT accessing its own specialist services when
they would better serve the needs of its patients. In practice this would mean that PCTs following this
model need only jointly commission the services that are not available within their PCT area. This
approach brings the treatment of transsexualism into line with that of the majority of other conditions and
by doing so reintroduces patient choice and local control and monitoring of the care package.

5.0 ELEMENTS OF THE CARE PACKAGE

This is based upon the pilot project proposed within Brighton & Hove City PCT and assumes that because
of the other W.Yorks PCTs attachment to Leeds Gender Identity Clinic, it is recommended that Calderdale
PCT serves as joint commissioner. The following elements are necessary to the care package

Psychotherapeutic Element Surgical Element

Psychiatric consultant Genital Surgery
Psychotherapist Breast Augmentation (for Male to Female patients)
Endocrinologist Mastectomy (for Female to Male patients)
Speech therapist
Hair removal 
Communication mechanisms

Of these services only the psychiatrist is not resident within Calderdale and must be commissioned
elsewhere. Psychotherapy in Calderdale is already being accessed by transsexual people and Endocrine
skills are similarly being accessed at Leeds General Infirmary, one of whose consultants has specialist
skills in the endocrine treatment of transsexual people. Furthermore transsexual people have been accessing
these services for several years without any noticeable increase in pressure upon these services, facts that
are indicative of local capabilities and the medical irrelevance of the services offered by Leeds Gender
Identity Clinic.

Communications encompasses dialogue between clinicians, the patient and the PCT but in this context
primary the clinician to clinician and clinician to patient dialogue. There is no intrinsic value to efficient
communications of all of these bodies being placed in the same physical proximity in the IT age and rarely
occurs within other areas of medicine.

THE CARE PACKAGE 
See Part 4 Care Pathway

6.0 ROLE OF THE PSCYHIATRIST 

1) To conduct the initial assessment and to make recommendations 
2) To monitor the patient’s progress through the care pathway and in particular their progress

through the Real Life Experience 
3) The psychiatrist takes the lead in many aspects of decision making, for example accessing

hormonal therapy, breast augmentation and mastectomies 
4) To refer patients for services that as appropriate

5) To determine the point at which a patient is ready for gender reassignment surgery and
arrange a second opinion

6) To write reports at the request of the patient e.g. in support of a Gender Recognition
Certificate



The above are the psychiatrist’s primary duties and yet the amount of time a patient is likely to spend with
a psychiatrist throughout the care pathway is perhaps a couple of hours. Although critical meetings at
which the unique skills of the psychiatrist come to the fore but never the less the bulk of the care package
is undertaken by the psychotherapist and endocrinologist. Furthermore, as noted, Calderdale’s
psychotherapists are already providing this element of care as a palliative and it is a minor step to work in
conjunction with a psychiatrist as part of the a care package.

7.0 DURATION OF THE CARE PATHWAY

From the initial contact by the patient with the GP to discharge after surgery this process should take
approximately eighteen months exclusive of the time taken for breast augmentation at the end of the care
pathway.

The proposed care package proposes a waiting time for an assessment by a gender psychiatrist of about
five months and the assessment is conducted in one hour appointments. Thereafter the Real Life
Experience is the largest single time component of the care pathway; the care package recommends that
on average this should last for about a year. Finally followed by surgery within six months of obtaining
the necessary consents and an assessment by a surgeon.

Currently the assessment at Leeds Gender Identity Clinic consists of six appointments spread over six
months. Of these the psychiatrist is only present for one or two of the interviews the rest are conducted by
the clinics psychotherapists. The Real Life Experience lasts for about two years and likewise is managed
by the clinics psychotherapists, thereby duplicating the skills already available in Calderdale.

There is no clinical imperative for the assessment to be extended beyond a single interview or the Real Life
Experience to go beyond one year except in exceptional circumstances. It is not a requirement of the Harry
Benjamin Standards and shorter time spans are routine in the care regimes of the psychiatrists who we
advocate commissioning. The consequence of speeding up the care package will be to 

1) Reduce stress upon the patient
2) Considerably speed up through put through the system
3) Save money, since all services are commissioned by spot purchase

This contrasts starkly with the current care pathway that is designed to delay and impede treatment at all
points in the care pathway. This is maintained even though it involves waste of money and duplication of
services because it meets the self serving requirements of Calderdale PCT and Leeds Gender Identity
Clinic. The former requiring a legally watertight method of discriminating against transsexual people
whereas for the latter the ‘care package’ is a guaranteed income stream in return for meeting the needs of
West Yorkshires PCTs at the expense of their patients. 

8.0 PATIENT CHOICE & COMMISSIONING OPTIONS

8.1 Overview

Patient choice is an attainable goal in the care of transsexual people and choices are offered to patients in
E. Yorks. and Greater Manchester. There is a shortage of capacity within the Gender Identity Clinics but
this problem resolves itself when it is recognised that Gender Identity Clinics are part of the problem and
their complete care packages are unnecessary.

Unfortunately, Gender Identity Clinics adopt an ‘all or nothing’ approach to providing care packages.
Therefore the PCT must look to the private sector to meets its requirement to commission gender
psychiatrists. If the private sector is accessed in conjunction with local providers then the capacity problem
disappears. Incidentally accessing the private sector for gender identity treatment is not an untested theory;
currently Dr Curtis’s Transhealth clinic in London is commissioned by four PCTs43. 

In respect of the risk of decentralisation vastly increasing pressure upon local services, this is unlikely to
occur because the demand is exceedingly low. In fact, the PCT have claimed that there are only three
people on the waiting list44 and these patients are already in counselling.



8.2 Selection Procedure

Using the decentralised approach patients are allowed to choose from a list of psychiatrists and
subsequently their surgeon. Information about these clinicians will be sent to the patient in information
packs from the PALS team at the appropriate moment.

The recommended psychiatrists and their clinics are 

Dr Susan Carr Sandiford Initiative Glasgow  - NHS
Dr Kevin Wylie Porterbrook Clinic Sheffield  - Private 
Dr Richard Curtis Transhealth London   - Private

All of these clinics meet the specifications set out above. Moreover they were selected upon the basis of
correspondence with the psychiatrists and feed back from Calderdale women who are already attending
these clinics due to the failure of the current system.

Conversely, due to their predilection to overcharge, it is recommended that the PCT does not commission
the Gender Identity Clinics at Leeds, Nottingham, and Charing Cross (London)

9.0 SPOT PURCHASE

The key to the success of this approach is the replacement of risk share with spot purchase because the
tracking of patients through the pathway is critical to allowing a patient to chose which services to access.
Furthermore this will save the PCT money through only purchasing services when required and by ceasing
to subsidise the requirements of Leeds GIC and the larger PCTs. Also by this method it readily accounts
for the money spent and gives a good picture of demand, something which it currently does not have and
has no incentive to acquire.

10.0 COST EFFECTIVENESS 

Based upon the 2006 – 2007 SLA the total per patient cost of accessing Leeds Gender Identity Clinic
psychiatric and ancillary services is £9,119 spread over three years45. The PCT is committed to spend
£21,348 per annum to treat three people at a cost of £7,117 per patient per annum.

The alternative of decentralisation, spot purchase and reduction of the duration of the care pathway to
eighteen months will produce the following costs for a full treatment course based on the following fee
structure.

Psychiatric services 46

One assessment interview £350 (Dr Wylie) £200 (Dr Curtis)
Of one hour duration 

Follow up appointments £178 (Dr Wylie) £100 (Dr Curtis)
Of thirty minutes duration

Psychosexual counselling £100 per appointment (NHS service)

Uncosted items due to lack of information Endocrinology
Second opinion

Number of appointments Indicative cost

Assessment   one £350 taking the most expensive cost 
Follow ups    normally about three £534
Psycho sexual normally about six £600

Total £1,484



This is an underestimate but even when the missing cost elements are factored in, it will not come remotely
close to the £7,117 that the PCT is prepared to spend per annum to treat one patient. Furthermore while
the PCT is committed to spending this amount on a three year treatment course, the above costs are spread
over an eighteen month treatment course.

11.0 ENHANCING THE QUALITY OF THE SERVICE

11.1 Overview

That gender reassignment is about much more than merely genitalia is obvious to all except the PCT who
assume that genital surgery is the only surgical procedure that is necessary. 

Gender reassignment is about the alternation of the entire body form , for medical needs, and to achieve
this a patient needs access to

Speech therapy
Hair removal
Breast Augmentation
Mastectomy 

Currently the PCT takes an irrational attitude of allowing access to speech therapy but none of the other
services. Speech therapy is important to some in helping them to transition whereas all male to female
service users will require hair removal and all female to male patients need mastectomies. 

It therefore defies logic to comprehend why the PCT permits speech therapy but refuses to fund any of the
other treatments because, to use that much abused word, they are ‘cosmetic’. Why is speech therapy for
a transsexual person, who after all has not lost the ability to speak, regarded as not being cosmetic but hair
removal is cosmetic? Is it the PCT’s goal to facilitate the creation or bearded ladies and men with hairy
breasts? If not then clearly the care package is well short of what is required and what can be provided.

11.2 Breast Augmentation / Mastectomy

Second only to facial hair is the ability of the patient to blend into society, a persons breasts or the lack of
them are of high importance. It is obvious that British society is not a society of nudists and genitalia are
concealed but not facial appearance and it and breast shape as well as speech are indicators of a person’s
gender. For this reason for male to female transsexual people facial hair removal should be an integral part
of the care package that is offered during the Real Life Experience phase. Breast augmentation should also
be available but offered after (or at the same time as) genital surgery when there are indications of the
degree of natural breast growth. Conversely for female to male patients mastectomies are a priority during
the Real Life Experience because obviously it is very difficult for a large breasted patient to integrate into
society as a male. For such men the solution has been to tightly bind their breasts, that in addition to the
pain is also dangerous because binding can lead to blood clots due to the disruption of the blood supply.
Because the absence of breasts is crucial to male gender identity their removal must be part of the care
package.

11.3 Storage of sperm and eggs

One consequence of gender reassignment is that the patient is rendered sterile. It might be the case that
because of the nature of the substances involved few transsexual people will wish to have gametes
extracted and stored but some may wish to become parents after surgery and the option for storage should
be available to them. This practice being in accord with best practice for other procedures were sterility
is a likely outcome of treatment. Once again the costs are minimal due to the number of transsexual people
presenting for gender reassignment being very small and of those even fewer might wish to exercise this
option.



11.4 Expanding the Service

Expanding these services to transsexual people does not open up the PCT to demands for these services
from non-transsexual people because the access requirement is defined as having a clinical need and in
most cases it is a component of a care pathway. Nor does the addition of these services lead to massive
increase in cost because.

1) The total number of people requiring gender treatment is very small, the PCT
currently states it is just three

2) Not every person will access all of the additional services

3) Breast augmentation / removal is a one off procedure and payment that it is 
possible to predict might be required 

4) The PCT, by abandoning its commitment to bankroll Leeds Gender Identity
Clinic, can shift some of the money committed to gender treatment to commission
other elements. Providing that is it terminates commissioning at Leeds GIC.

12.0 DISSEMNINATING INFORMATION

12.1 Overview

A consequence of assigning treatment to Leeds Gender Identity Clinic has been to create for patients, GPs
and indeed the PCT, an insuperable barrier to accessing information. 

It is for this reason the PCT is unable to ascertain with any certainty how long the waiting time is or what
are the projected demands for the service. Of course, under the current arrangement there is no incentive
to know these facts, the PCT having agreed to fund what amounts to a ‘file and forget’ mechanism for
coping with its transsexual people. However under the spot purchase system the PCT must, for financial
reasons, collate information so that it can track patients through the pathway and predict demand. The
mechanism within the PCT to manage information already exists; the Specialist Care Team and it would
be the logical organisation to monitor the care regime.

The other consequence of care being entirely centred at Leeds means that the clinic also has no incentive
to disseminate information to GP’s or patients on the waiting list. The clinic operates in a world of its own
in which the needs of those beyond their doors are simply of no interest to them. GP’s have very little
knowledge of gender identity disorder, they might see just one case throughout their career, and because
treatment occurs in a specialist centre they are loath to take steps that might be regarded as interfering, e.g.
prescribing hormones or a referral to counselling. Likewise the leaflet sent to patients on the waiting list
is unhelpful, as it’s merely a description of the care pathway and it offers no practical advice such how to
contact helpful agencies or discussion of the issues a person transitioning might face. 

A decentralised care regime requires the dissemination of information in order to function and it is to be
expected that clinicians will be encouraged to communicate with each other between the different agencies.
Furthermore GP’s and patients require information packs and PALS Mental Health is the appropriate
agency to undertake this as it already distributes information packs about other health issues.

12.2 Information Packs

GP’s require an information pack that will help them to respond when a patient first presents themselves
as believing that they are transsexual. This information will also inform the GP of 

1) Entry points into the care pathway
2) Name and gender change issues
3) Gender Duty
4) Referrals and proscribing47 

The patient also needs an information pack informing them of



1) Care pathway
2) Choice of psychiatrist
3) Issues associated with transition
4) Changing name 
5) Gender Recognition Certificate
6) Hormonal therapy
7) Mastectomy (female to male leaflet only)
8) Support Groups both patient groups and PALS Mental Health 
9) Legal issues

The GP’s pack would be sent out by PALS Mental Health at the request of the GP or the patient.

Information packs are only part of the support needed for a patient to chart their way through the
bewildering situation that is transition. For this reason they should be encouraged to contact PALS Mental
Health who can act as a guide and listening ear as they progress through the system. Of course, as with
many other agencies in Calderdale, they already have considerable experience of assisting transsexual
people.

A web site needs to be created setting out very basic information, for example contact addresses. This site
to be linked to the principle transsexual web sites and Calderdale library must ensure that their ‘net nanny’
system does not block access to this site.

13.0 EXCEPTIONAL CASES COMMITTEE 

Specialist Cases exists to monitor the care packages and a patient’s progress through the care pathway and
in the context of spot purchase to administer the payment of the elements of the care package. Accordingly
the ECC’s remit must be limited to precisely that, exceptional cases not covered by the care pathway.
Because there is a care pathway for gender treatment there is no reason why it should intervene in a
patient’s progress through the care pathway by, for instance, approving the funding for surgery. This does
not occur in other care pathways and there is no justification for it in respect to gender surgery.

14.0 THE RELATIONSHIP WITH THE PRIVATE SECTOR

In Calderdale, a very small of minority of transsexual people are treated within the NHS. This is due to the
PCT inhibiting access to treatment and of course there are others who, during the Blanket Ban era, had no
access to the NHS whatsoever. The PCT cannot disown a Duty of Care to these people because to do so
is immoral and to some extent illegal, it must be in accord with the PCT’s relationship to other user groups
who have had private care.

14.1 Persons currently being treated privately 

There are two Calderdale women who are currently being treated privately and I believe that both of them
are under the care of Dr Curtis and they went to him due to PCT restrictions. The PCT must rectify this
problem and bring them within the care pathway at the current point in their treatment. The way to do this
is to commission Dr Curtis, which is one of the reports recommendations, thereby providing a remedy to
their situation of the PCT’s making. Furthermore, the case for accessing private care due to necessity is
invalidated at the point at which the quality of the service notably improve and the time spent waiting to
access care and on the care pathway goes down to eighteen weeks and eighteen months respectively.

14.2 Post Operative access to care 

It cannot be assumed that after the immediate recuperative phase of surgery will a patient never again need
to access services relating to gender surgery. If a revision is required those who have paid for surgery
within the UK will probably contact their surgeon who under their after care arrangements should conduct
the work for free. However this is not an option for patients who's surgeon has retired or if the surgery was
conducted abroad and they cannot afford to travel. The PCT has a duty to meet their needs and this is in
conflict with the clause ‘The PCTs will not accept responsibility for continuing treatments initiated
privately’ to be found within its ‘Principle for the process of decision making’. While it may be the case
that this regulation is seldom applied but it remains as an illegal impediment to accessing health care and



must be removed. That being so, access to health care should be on the merits of the case and never
dependant upon whether a patient has or has not had privately funded surgery. 



PART THREE 

THE CARE OF 
FEMALE TO MALE TRANSSEXUALS



March 12 2007

Cllr Bob Metcalfe
Chair, Health & Social Care Scrutiny Panel
Calderdale MBC
Town Hall
Crossley Street
Halifax
West Yorkshire
HX1 1UJ

Dear Councillor Metcalfe,

Scrutiny - gender dysphoria services commissioning for Calderdale

As a member of the FtM London Health Focus group I have a particular interest in
advocating for the specific health needs of trans men [female-to-male trans people] both
in respect of routine healthcare and also those specifically related to medically assisted
gender transition. Although London-focused, FtM London is in contact with trans men
throughout the UK and its Health Focus group is well placed to advocate on their behalf.

I understand anecdotally that trans people in the Calderdale area have experienced
major problems with accessing gender treatment and ordinary healthcare, and within
this context Calderdale’s scrutiny inquiry into the local commissioning of services to
address gender dysphoria is welcome. Often from a commissioning perspective
relatively low numbers often belie the key role that access to gender dysphoria services
including gender reassignment plays in preventing our social exclusion and maintaining
health and wellbeing. Gender services are indeed significant and substantial matters.

Although trans women are believed to outnumber trans men within the approximately
5,000 [known] transsexual population in the UK, nonetheless there are significant
numbers of female-to-male trans people. Regrettably, the lack of FtM-specific health
needs assessment, casual prejudice, fear of public opinion, and ever-tightening PCT
budgets mitigate to prevent trans men from accessing even basic primary care, let alone
treatment for gender dysphoria.  The recently published Equality Commission
Engendered Penalties report contains truly sobering evidence of how common lack of
access to healthcare is in this country and of the incidence of suicide and attempted
suicide amongst trans people as a result of societal reactions to them being trans1.

The following paragraphs, unashamedly written from a trans male perspective, provide
a broad summary of the key points that commissioners and providers of health services
should bear in mind when commissioning, designing and developing services for and
including trans men. In this respect it reflects the principles put forward in the recent,
more detailed FtM London Health Focus response to the Royal College of Psychiatrists
draft guidelines for the treatment of trans people in the UK, a copy of which is attached. 

                                                          
1 The Equalities Review Engendered Penalties Transgender and transsexual people’s experiences of
inequality and discrimination [February 2007]  Whittle, S; Turner, L: Al-Alami, M



These comments fully acknowledge the great deal of work already undertaken by local
trans people in West Yorkshire to develop ideas and suggestions for locally appropriate
models of treatment and care, and seeks only to complement these by highlighting some
key questions for providers of care to trans men.

FtM London Health Focus would be pleased to clarify the contents of this submission
for members of the Calderdale Health & Social Care Scrutiny Panel if so required. 

General principles
• Offer care and treatment that is patient-centred, delivered in partnership with

trans-people, and which does not aim to control trans people’s transition within a
traditional medical model of care;

• Within the context of Department of Health intentions to reduce all surgery
waiting times to 18 months maximum by 2007, trans-specific treatment should be
treated no differently in the application of maximum waiting times. Trans people
undergoing routine elective procedures should not be kept waiting longer than
their non-trans counterparts;

• The protocols need to acknowledge and address the role of PCTs in providing
advice and support to willing GPs wishing to meet the care needs of their trans
patients. PCTs need to actively inform GPs of good practice and provide
information and professional support in their treatment of trans people. GPs with
Special Interest should be encouraged where these emerge in the future,
however Health Focus is not aware of these existing currently.

• Trans people are unfortunately commonly of low priority for PCTs and there are
consequently long waiting lists for existing gender clinics in the UK, and for ftm
surgeries. As a result many trans people seek private treatment for procedures
such as mastectomy and hormone treatment simply to enable them to get on with
their daily lives. These people should not be penalised by NHS providers for
taking such steps and Health Focus would oppose totally any local protocol that
barred people from joining an NHS treatment pathway following private
treatment, a practice which apart from being inhumane is unlikely to be legally
defensible.

Care pathway issues
• Once a diagnosis of transsexualism or gender dysphoria has been made there

should be no need for further repeated diagnoses during the care pathway.
Because of the longer surgical pathway for ftms it is common for re-diagnosis by
two consultants to be imposed as a condition prior to each individual NHS
surgery !

• The surgical pathways of trans men [ftm] and trans women [mtf] differ
considerably in respect of:
• Number of surgeries involved;
• The fact that UK ftms currently have no choice of surgical provider for genital

reconstruction surgery;
• Differential development of surgical expertise in relation to ftm and mtf genital

reconstruction in the UK;
• The overall length of the surgical pathway [and therefore the overall pathway]

is very much longer for ftms than it is for mtfs.



• Any care pathway that is defined within a local protocol should take into account
that physical and psychological care and support is needed pre-transition, during
transition and post-transition. For FtMs having surgical gender treatment, genital
surgery in particular can be a long-drawn-out process necessitating multiple
surgeries over many years. Health Focus is not aware of any current NHS care
pathway for trans people that acknowledges the extent to which care is required
beyond the point of referral for surgery.

• The implication of not acknowledging the true length of the ftm “pathway” is that
psychological and physical harm is inevitable.

What treatment do trans men need ?
• Treatment for female-to-male transsexuals includes:

o hormone treatment [androgens]
 which the ftm will need to take for life, but which may be

reduced following hysterectomy/oophorectomy, subject to the
advice of a suitably qualified professional with experience of
cross-gendered hormone treatment application;

 providers should never insist on internal gynaecological
examinations of trans men as a condition of hormone
application nor withhold hormones as a way of forcing a trans
man to submit to such a procedure. 

o male chest reconstruction
 not simply bilateral mastectomy or breast removal but the

shaping of a male chest with the aim of retaining as much
nipple sensation as possible;

 For ftms with large breasts it is essential for this procedure to
be carried out early in the treatment pathway to facilitate the
“real-life test”. Trying to conceal large breasts whilst carrying
out strenuous work or where one is under close scrutiny
threatens physical health and safety;

 The risk of breast cancer remains even where trans men have
had mastectomy and hence there remains a need for ongoing
screening and encouragement to self-examination;

o Gamete storage
 Trans men should be proactively provided with information

and offered the opportunity to preserve their future
reproductive capacity if hysterectomy or oophorectomy is
planned.

o Voice therapy
 androgen treatment brings changes to the architecture of the

larynx and voice therapy should be offered as a matter of
course to trans men in acknowledgement of the importance of
voice in presentation and social functioning;

 voice-work with trans men is a relatively rare commodity at the
present time and it is likely that referrals would need to be
made out of the Calderdale area.

o Hair removal



 this is essential for trans men preparing for forearm flap
phalloplasty as serious urethral complications can occur if the
skin used for creation of the neourethra is not hair-free;

 Trans men currently have to pay for this treatment from their
own pockets as it is not offered on the NHS despite being an
important step to ensure success of NHS-funded phalloplasty;

o Genital surgery [“lower” surgery]
 again, because of varied results, fear of surgical

complications, potential loss of sensation, and high financial
and psychological cost, many ftms elect not to have such
surgery.

 N.B. For trans men, there is only one surgical team in the UK
offering lower surgery, and thus no choice of provider. There
are however centres of surgical excellence for ftm lower
surgery elsewhere in the European Union [notably Belgium]
and internationally. In light of this Health Focus recommends
that protocols contain provision for consideration of requests
to have lower surgery at other centres as these may be more
appropriate for the individual. Lower surgery may include:

 hysterectomy with bilateral salpingectomy and oophorectomy
 this is an accepted part of surgical treatment for trans men

although not all ftms will wish to undergo this surgery and
should not be compelled to do so;

 Ftms may be at higher risk of gynaecological cancers as a
result of androgen treatment and should be encouraged
[but not compelled] to be screened;

 If genital reconstruction is to be undertaken, advice should
be sought from the surgeon prior to having a hysterectomy
as it is important that certain tissues are spared if future
genital reconstruction options are not to be compromised;

 Phalloplasty – the creation of a phallus from donor tissue from
the arm [forearm phalloplasty] or lower stomach [abdominal
phalloplasty].

 Metaoidioplasty – involves freeing the clitoris by releasing its
ligaments thus enhancing the appearance of the existing
genitals as more male. Men may undergo this procedure and
later elect to have phalloplasty;

 As part of lower surgery, trans men may elect to have urethral
reconstruction to enable standing urination, scrotoplasty with
testicular implants, and/or a penile prosthetic to enable
erection. In the UK each of these may be carried out as a
separate surgical procedure requiring hospital admission and
convalescence, even if no post-surgical complications occur;

 Vaginectomy – different surgical teams across Europe and
internationally vary in practice with respect to whether they
perform vaginectomies and some such as the UK team
prefers not to do so. This procedure should never be insisted
upon;



Ensuring that protocols remain current
• A review date should be set for your protocols, clearly stated within the document

and also within other key local NHS frameworks/documents. Review protocols at
least every five years. Service users should be consulted and involved in review.

What if things go wrong in practice ?
• Ensure that both a robust and accessible complaints procedure and an

independent appeals procedure are in place and are advertised within the local
community, including specific engagement with the local trans community.

Accessibility of information about treatment
• Include a glossary within your protocols – assume that your protocol will be read

by people without any prior knowledge of trans-specific care and terminology.
• Consider including a diagrammatic representation of the care “pathway”. 

Respecting trans peoples personal information
• In a multidisciplinary setting the protocols should provide clear guidance about the

necessity for health, social care and others involved in the care of trans people to
comply at all times with the provisions of the Data Protection Act 1984, Freedom of
Information Act 2000 and Gender Recognition Act 2004.

• For trans men who have not had hysterectomy and for all trans men whether or not
they have had a mastectomy there remains a clinical responsibility to make
screening services available to them as with any other individual with female
reproductive organs. It is unacceptable to simply cease sending reminders about
smear tests [or breast screening] or to continue sending these in a patient’s former
female name. If in doubt, negotiate with the individual about how they wish to be
called for screening.

Yours sincerely,

FtM London Health Focus members

cc. Claire Eastwood

Enc. FtM London response to Royal College of Psychiatrists Good Practice
Guidelines for the Treatment and Assessment of Gender Dysphoria

Health Focus

Health Focus is a group of members of FtM London with professional medical, legal,
research and administrative skills. Our collective experience as trans men spans four
decades in relation to the treatment of Gender Identity Disorder, both in the NHS and
private provider spheres.



PART FOUR

THE CARE PATHWAY



CARE PATHWAY

INITIAL CARE COMPONANT

Action Outcome

Initial contact with GP Referral to local psychiatrist for mental health check

Time elapsed 6weeks 

Assessment by local psychiatrist 1) Referral to Gender psychiatrist or other consultancy
(exits care pathway)

2) Information pack about GID and transition is sent to the
patient 

Time elapsed  3 weeks after psychiatric appointment

Personal Evaluation Phase Patient can draw upon the information pack as a self
assessment tool to decide the following

1) If they wish to proceed with an appointment with a
gender psychiatrist 

2) Select which psychiatrist they wish to see from the
treatment centre on offer in Glasgow, Sheffield &
London

3) Strategise the issues associated with transition
4) Access support services offered in the information pack

e.g. Mental Health PALS and or psychotherapy 

Time elapsed is at the discretion of the patient

Booking Phase Patient contacts the local psychiatrist secretary stating
which gender psychiatrist they wish to see and the 
referral is made by local psychiatrist 

Patient might see GP and ask for a referral to
Psychotherapy but not hormonal or gender related surgical
procedures

Psychiatric unit notifies the PCT of a new contact to
activate the financial mechanisms to spot purchase
services.

PSYCHIATRIC CARE COMPONANT

Time elapsed @ eighteen weeks

‘Gender’ Psychiatric Conducted by gender psychiatrist if not diagnosed as having GID
Assessment Phase they are referred or other consultancy (exits care pathway) If the

patient has GID the are referred to psychotherapy in Halifax. Are
deemed to have commenced the gender identity treatment at this
point

Referral letters to psychotherapy and GP initiate participation of
both in the treatment under the auspicious of the psychiatrist. PALS
Mental Health Team as a person undergoing GID treatment.



PSYCHIATRIC CARE COMPONANT

Action Outcome

Time elapsed three months since initial assessment 

Care assessment phase At this point the psychiatrist reassesses the patient in the light of
reports from psychosexual counselling to determine which of the
following elements of the care package are appropriate to the
patient 

Hormonal Therapy

Psychiatrists cannot offer hormonal therapy at the second
appointment unless  the patient as been already taking hormones
for in excess of six months. 

Should the psychiatrist deem hormonal therapy at this appointment
to be appropriate
1) GP contacted and asked to proscribe under the consultants

direction
2) Referral made for the patient to endocrine services in Halifax or

Leeds for base line tests and monitoring
3) Entry point for spot purchase of endocrine services 
4) Line of communication for endocrinology is to the psychiatrist

with copies to GP and psychotherapy 

Storage of sperm and
        eggs

 To be offered to patients prior to commencing hormonal therapy

Speech Therapy 
At the patients request referred to the Calderdale speech therapist

Hair Depletion At the patients request patient is referred to a laser hair removal
clinic in ether Halifax or Huddersfield. 

Mastectomy
This is for female to male patients and this is made at the stage in
treatment because of the physical dangers to the patient of them
tightly binding their breasts to hide them. Referral is made to a
breast specialist at Calderdale  Royal for consideration of their
removal.

REAL LIFE EXPERIENCE CARE COMPONANT 

Commenced within four weeks of the ‘Gender’ Psychiatric Assessment.

Psychotherapeutic Appointments These appointments are on going from the point of initial gender
psychiatric assessment to discharge from the service. The
psychotherapy appointments are held in Halifax. These meetings are
the bulk of the appointment hours on the care pathway.

The role of the psychotherapist in this context is both counselling and
as a bridge between the patient and psychiatrist (who it would
normally be expected the patient would see about three times on the
care pathway) and other agencies for example the PALS Mental
.Health Team



Monitoring of the The degree and the extent of monitoring to be determined by the Real
Life Experience psychiatrist within the boundaries of the Real Life Experience

neither infringing the patients human rights or being applied in a
discriminatory fashion.

Monitoring of the Real Life Experience is the duty of the
psychiatrist to be undertaken at appointment with the psychiatrist.

SURGICAL CARE COMPONANT 

Time elapsed @ one year since the patient commenced the Real Life Experience 

Psychiatric evaluation Conducted by psychiatrist and primarily to asses the patients wish
to have gender reassignment surgery. The outcomes are liable to be 

1) Patient wants surgery at this stage – referral to second opinion 
2) Patient wishes to delay taking this step – continue with the Real

Life Experience and schedule a further evaluation at a latter date
3) Does not wish surgery – discharged from the care pathway BUT

with a referral to psychiatric or psychosexual services as deemed
appropriate 

Mandatory Second Opinion Conducted by another psychiatrist, the appointment is arranged by
Patient’s psychiatrist. The outcome is either an endorsement or
otherwise of the patient’s readiness for surgery

Selecting a surgeon Patient is informed of their suitability for surgery and must now
chose a surgeon from a list given to them by the psychiatrist. A
choice having been made, the psychiatrist makes the referral and
informs the PCT of the choice to allow spot purchase from the
surgical unit

Surgical consultation Patients consultation with surgeon leading to ether a decision to
operate and engagement with the surgical units booking service about
a date or a refusal to operate and a referral back to the psychiatrist
with recommendations for other treatments.

Psychotherapy Appointments with psychotherapy continue throughout this
element of the care pathway

Genital surgery Undertaken at the selected hospital

DICHARGE FROM PATHWAY CARE COMPONANT

Psychiatric & Psychosexual At the discretion of the patient. There is no point scheduling 
Follow up appointments appointments that a patient probably will not wish to keep.

Discharge from the psychiatric Psychiatrist informs G.P & PALS Mental Health Team that
care pathway surgery as taken place. PALS send a post operative care

information booklets to the patient and to the GP.

Post Op Referral To endocrinology, this is done by the surgical unit, to established
the patients post operative hormonal level. GP informed of this
appointment 

GP Care Information pack sent by PALS  to the GP informs the GP of the



medical implications of surgery

Breast Augmentation Patient can access this procedure after genital surgery. This is
explained in the post op information pack that PALS sends to her.

GP refers to the breast augmentation specialist at Calderdale  Royal
Infirmary. Should she be suitable for breast augmentation the PCT is
informed of this choice to permit spot purchase. Operation is
undertaken.

TOTAL DURATION OF THE CARE PATHWAY

About eighteen months including waiting time for an initial assessment but excluding waiting time for
breast augmentation
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Notes

1 Currently those published by WPATH (formerly HBIGDA) but soon to be replaced by those of the Royal
  College of Psychiatrists’ Intercollegiate Working Group

2 Email from Eleanor Claire Calderdale PCT PALS to Claire Eastwood ; 17/1/07

3 Note 4.2 page 5

4 Note 6.3 page 8

5 Good Practice – Availability and Choice p.12 note 5



                                                                                                                                                                     

6 Representative of Bournemouth ; Birmingham ; Durham ; Hampshire ; Leicester ; Luton ; London
; Newcastle ;

Norfolk ; Nottingham ; Oxford ; Plymouth ; Salford ; Sheffield ; South Staffordshire ; South
Warwick ; South West Essex ; Sussex ; York

7 South Warwickshire PCT

8 Sheffield PCT

9 Excluding returns from Manchester, Birmingham and London who’s populations are not
representative of Calderdales. The lowest demand is 0 - Newcastle PCT and the largest demand
is 6 – South Warwickshire PCT

10 Norfolk PCT

11 Number given by Calderdale PCT report Gender Dysphoria presented to Calderdale MBC Health
Scrutiny Committee 27/9/06

12 Charing Cross and Leeds Gender Identity Clinics

13 Information contained in a letter from Kevin Robert Acting Chief Executive to Chris McCafferty
MP, January 3rd 2007.

14 One would not calculate demand for maternity services based on the size of the entire population.
Only females of child baring age.

15 Contract commenced December 2005

16  Number given by Calderdale PCT report Gender Dysphoria presented to Calderdale MBC Health
Scrutiny Committee 27/9/06

17 Which is why Calderdale bares 9% of any risk in W.Yorks wide gender related SLA’s

18 Wakefield West PCT's SLA with Leeds Gender Identity Clinic 2006/2007 Appendix 3

19 Figures for 2006 supplied by Sheffield Care Trust

20 These include psychotherapy and endocrine services and where possible will run concurrent with
patient being at the clinic

21 Number given by Calderdale PCT report Gender Dysphoria presented to Calderdale MBC Health
Scrutiny Committee 27/9/06

22 Assuming three years for all of the existing cases to complete treatment plus new ones arriving
within this period

23 The calculation is based figures contained in Wakefield West PCT's SLA with Leeds Gender
Identity Clinic 2006/2007 Appendix 3. The parameters are the agreed activity levels for Years 1
& 2 (23 & 58) x 2 to reflect half of the capacity being taken by non W.Yorks PCT's. The numbers
in assessment and still within the service during Year 3 are excluded because these are more
difficult to predict but if they were included then the capacity would be higher.

24 Extract from a report by Dr Barret to Mr S. Lodge of the Public Law Solicitors ; May 18th 2006

25 ‘Engendered Penalties: Transgender and Transsexual People’s Experiences of Inequality and
 Discrimination’  p. 76 – 77 , Dr Stephen Whittle Equality Review  2007

26 It would be wrong to assume that all of these women live in Leeds many undoubtedly commute
there from throughout West Yorkshire



                                                                                                                                                                     

27 Good Practice ; Informed Consent ; p.14

28 Good Practice : Appendix J , Pathway of care and patient numbers  , p49
29 Ibid

30 Of the two private patients one is not on the waiting list

31 Number given by Calderdale PCT report Gender Dysphoria presented to Calderdale MBC Health
Scrutiny Committee 27/9/06

32 ‘There are three patients on the waiting list to be seen.

33 Ibid

34 Letter from Joanne Wilkinshaw, Clinical Team Manager to Chris McCafferty MP, January 4th

2007

35 Data provided by Mid Hampshire PCT : . Mid Hampshire PCT Policy Document drafted 9/2/06;
: Table 1: Estimated incidence and prevalence of GID in the Central South Coast, p.5

36 Data provided by the statistics office of Calderdale MBC

37 Statistics for 2005/6 supplied by the Planing Office ; Portsmouth City Council : Statistical Office;
Southampton City Council

38 Gender Equality Scheme 1.4 ‘Vision and values of the PCT’

39 Vision and values of the PCT’ 1

40 Vision and values of the PCT’ 2 ‘Improve the Health Services that people in Calderdale  receive’

41 Letter from Dr Graham Wardmen to Bob Metcalf, Chair of the Health Scrutiny Committee, March
2007

42 See 12.0 Implications of Forthcoming Reforms

43 West Norfolk PCT, Norfolk and Waveney PCT, Suffolk PCT, South Hams & West Devon
PCT ; email from Transhealth to Claire Eastwood ; 10 / 2/ 07

44 Letter from Graham Wardmen to Cllr Metcalf, April 3rd 2007

45 Wakefield West PCT's SLA with Leeds Gender Identity Clinic 2006/2007 Appendix 3

46 Dr Wylie’s costs itemised in an email from Sue Wardle to Claire Eastwood 19/12/06 / Dr
Curtis’s costs see www.transhealth.org   

47 The referral options when a patient first presents themselves and at what point it is appropriate
to proscribe hormones
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