AGENDA

<

Scottish Government

gov.scot

Meeting: National Gender |dentity Healthcare Reference Group

Date: 28 August 2025
Time: 14:00-16:00

Location: Virtual, via Microsoft Teams

Item Lead Timing | Papers/comment
1 e Welcome Co-Chairs 5 mins | Previous meeting
e Apologies minutes: Paper A
e Minutes of previous
meeting
2 Policy Update [redacted s38] 10 mins | Policy update and
Co-Chairs next steps: Paper B
Update from NHS
Education for
Scotland: Paper C
University of
Glasgow research:
Paper D and
appendices
3 Progress update from Health | Health Board 30 mins | Verbal update
Boards representatives
4 Public Health Scotland [redacted s38] 10 mins | Verbal update
Waiting Times Data
5 BREAK 5 mins
6 Target Operating Model for [redacted s38] 20 mins | Verbal update
Young People’s Gender
Identity Services
7 Feedback from NES [redacted s38] 10 mins | Verbal update
development day
8 Closing remarks Co-Chairs 5 mins
9 AOB Co-Chairs 10 mins




FOI 202500482415 — CORRESPONDENCE WITH LGBT YOUTH SCOTLAND

From: Redacted - 38(1)(b) (personal information)

Sent: 14 May 2025 13:49

To: Redacted - 38(1)(b) (personal information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information)

Subject: RE: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

| am just back from a lovely week off enjoying the Scottish weather so really can’t
complain. Hope you’re well too! Apologies for the delay in coming back to you with
an update — the team were engaging with the Minister on this last week and had a
final discussion with her yesterday so I'm able to provide an update now.

As you would expect, she has been clear that she wishes to ensure tangible and
measurable actions are delivered over the next year. That is the case with all
organisations that we provide funding to, particularly in the current fiscal climate.

s.29 (1)(a) (formulation of policy)

e We would be grateful for this by COP Tuesday 20 May, to allow us to then
finalise your grant letter for issuing as soon as possible.

We look forward to continuing work with you and very happy to discuss.

Kind regards
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)

Children and Young People’s Community & Advice Team
Mental Health Directorate

Scottish Government

REDACTED - 38(1)(B) (PERSONAL INFORMATION)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 13 May 2025 14:01

Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted



- 38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) >
Subject: Re: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

| hope you're well and enjoying the beautiful weather (and that you're in a part of
Scotland experiencing it!).

I'm just emailing to check whether there have been any advancements in any
discussion with the Minister, and if there's anything we can do to help?

Thanks in advance,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) www.lgbtyouth.org.uk

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 29 April 2025 12:38

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) >;Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information); Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information); Funding
Team <>

Subject: Re: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

Thank you for the update. | just wanted to come back and say we remain keen and
ready to have any further discussions, and await your further instruction in the
meantime.

Kind regards,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) | www.Igbtyouth.org.uk

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 22 April 2025 16:00

To: Redacted - 38(1)(b) (personal information)>; Redacted - 38(1)(b) (personal
information) >



Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) >;
Funding Team <Funding.Team@]Igbtyouth.org.uk>

Subject: RE: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

Apologies for not coming back to you sooner, we had public holidays on Friday and
Monday so picking up today. We greatly appreciate the time and effort you and
REDACTED - 38(1)(B) (PERSONAL INFORMATION) have put into ironing out and
clarifying aspects of your proposal.

Following Redacted - 38(1)(b) (personal information) additional detail below:
s.29 (1)(a) (formulation of policy)

We will be in touch as soon as we can with more detail on this, and feedback from
our Minister on next steps.

Thanks
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)

Children and Young People’s Community & Advice Team
Mental Health Directorate

Scottish Government

REDACTED - 38(1)(B) (PERSONAL INFORMATION)

From: Redacted - 38(1)(b) (personal information) >

Sent: 18 April 2025 09:45

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information); Funding Team <Funding.Team@Igbtyouth.org.uk>
Subject: Re: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)
| hope you're (all) well. | just wanted to reaffirm my availability today to talk through

anything on the proposal, as well as REDACTED - 38(1)(B) (PERSONAL
INFORMATION) being contactable.



Would you please be able to let me know whether we should expect an email or we
should make ourselves free at a certain time today for a call if possible?

Thanks in advance,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 16 April 2025 16:01

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information); Funding Team
<Funding.Team@Igbtyouth.org.uk>

Subject: Re: Updates from LGBTYS

Hello Redacted - 38(1)(b) (personal information)
Thank you so much for coming back on this and | hope you are feeling better now.

This may be easier by telephone — please feel free to call me on Redacted - 38(1)(b)
(personal information) (personal number as I'm on a/l).

Redacted - 38(1)(b) (personal information) is back in work tomorrow and can follow
up as well in my absence.

s.29 (1)(a) (formulation of policy)
Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Date: Wednesday, 16 April 2025 at 12:39

To: Redacted - 38(1)(b) (personal information) >

Cc: Redacted - 38(1)(b) (personal information) >, Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information), Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information),Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information), Redacted



- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Subject: RE: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

Thank you again for sending us your revised grant proposal and objectives so
quickly. Apologies for the delay in coming back to you, | was off sick end of last week
so delayed in reviewing this. We’ve now reviewed and have a few points we’d be
grateful for clarification on.

s.29 (1)(a) (formulation of policy)

Many thanks
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)

Children and Young People’s Community & Advice Team
Mental Health Directorate

Scottish Government

REDACTED - 38(1)(B) (PERSONAL INFORMATION)

From: Redacted - 38(1)(b) (personal information) >

Sent: 10 April 2025 16:05

To: Redacted - 38(1)(b) (personal information) >

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information)

Subject: Re: Updates from LGBTYS

Hello Redacted - 38(1)(b) (personal information)

Thank you for the time yesterday to discuss the proposal. Please find attached a
revised proposal that develops two parallel workstreams with a greater focus on
implementation across the year. In addition, we’ve added information around the
additional details requested.

Please do come back with further questions. | have attached the proposal in pdf and
word version. If comments could be added to the word version | would appreciate it
as | am unable to see comments in pdf’'s due to a quirk of adobe on a mac.

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) | www.lgbtyouth.org.uk



From: Redacted - 38(1)(b) (personal information) >

Date: Wednesday, 9 April 2025 at 10:03

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) > ,Redacted - 38(1)(b) (personal
information), Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information), Redacted - 38(1)(b) (personal information) >,Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Subject: RE: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

It was good to catch up this morning, thanks for your time. We thought it would be
helpful to follow up with some notes of what we discussed and also, as Redacted -
38(1)(b) (personal information) mentioned, a note of what we would like to see
included in your revised proposal if possible.

e You agreed to provide an updated grant proposal to us by COP tomorrow
(10/04/25) to be considered and reviewed. We will review and provide any
feedback by Wednesday next week (16/04/25) at the latest.

s.29 (1)(a) (formulation of policy)

e Once we are content with the proposal received and confirm grant funding for
25/26, we will establish regular catch ups (initially monthly) to talk about the
ongoing work and any other relevant topics over 25/26.

« We will look at and consider who we can facilitate links within the public sector
to support the resource work- including setting up a meeting between LGBT
Youth Scotland and Mental Health Directorate’s newly appointed Principal
Medical Officer.

If you have any further questions, please do not hesitate to ask.

Kind regards
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)

Children and Young People’s Community & Advice Team
Mental Health Directorate

Scottish Government

REDACTED - 38(1)(B) (PERSONAL INFORMATION)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)
Sent: 19 May 2025 18:35



To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Cc: Funding Team <Funding. Team@Igbtyouth.org.uk>

Subject: Re: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

Thank you again for the update below and for having a considered conversation with
me the other day about next steps.

s.29 (1)(a) (formulation of policy)

Please do let me know if there are any other questions or points of clarity. As
mentioned the other day, | will shortly loop in our new colleagues so that the ball can
really get rolling!

Kind regards,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Why | share my pronouns

Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) www.lgbtyouth.org.uk

From: :Redacted - 38(1)(b) (personal information)

Sent: 21 July 2025 14:16

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information)

Subject: Re: Grant Meetings

Sounds good — please can you invite Redacted - 38(1)(b) (personal information) and
1?7

Just checking on reporting as | know Redacted - 38(1)(b) (personal information) has
some time booked in upon her return from leave for this — are you looking for a
report from April to June or for reporting to start from July and grant signing?

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) www.lgbtyouth.org.uk

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)



Date: Monday, 21 July 2025 at 14:10

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information) >

Subject: RE: Grant Meetings

Hi,

Yeah end of August is absolutely fine.
Would you be ok with 1pm?

Thanks

Redacted - 38(1)(b) (personal information)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 21 July 2025 14:04

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information)

Subject: Re: Grant Meetings

Hi Redacted - 38(1)(b) (personal information)

Thanks for this.  I'm on annual leave until 19" August so would you be happy that
our first meeting is the end of August?

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) | www.Igbtyouth.org.uk
Why | share my pronouns | Join our mailing list

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Date: Monday, 21 July 2025 at 13:26

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Subject: RE: Grant Meetings

Hi Redacted - 38(1)(b) (personal information)



Hope you are well?

Thanks for your email, Would the last Wednesday of every month work for you?
What time suits you best?

Thanks
Redacted - 38(1)(b) (personal information)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 21 July 2025 10:54

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Funding Team <Funding.Team@)|gbtyouth.org.uk>; Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information); Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information);
Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Subject: Grant Meetings

Hello Redacted - 38(1)(b) (personal information)

I’'m just getting in touch to let you know that sadly, Redacted - 38(1)(b) (personal
information) has left the organisation. Redacted - 38(1)(b) (personal information) on
annual leave this week and then I'm on annual leave so it would be good to pick up
and check we have our regular meetings scheduled in with you and if not to put them
in the diary before | finish up on Thursday if possible.

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) | www.Igbtyouth.org.uk
Why | share my pronouns | Join our mailing list

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Date: Tuesday, 10 June 2025 at 12:42

To: Redacted - 38(1)(b) (personal information) >

Cc: Redacted - 38(1)(b) (personal information)>, Funding Team
<Funding.Team@)]Igbtyouth.org.uk>, Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information), Redacted - 38(1)(b) (personal information) Redacted -



38(1)(b) (personal information)
Subject: RE: Updates from LGBTYS
Hi Redacted - 38(1)(b) (personal information)

I’'m well thanks, hope you are too!

Nothing required from your side at this point. We are finalising your grant letter at the
moment but, as part of this, we are required to seek legal input into all of our grant
letters so unfortunately this is where the delay has come from.

Redacted - 38(1)(b) (personal information) and Redacted - 38(1)(b) (personal
information) are working with legal colleagues to progress as soon as possible and
will be in touch once all is finalised.

Many thanks
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)

Children and Young People’s Community & Advice Team
Mental Health Directorate

Scottish Government

REDACTED - 38(1)(B) (PERSONAL INFORMATION)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 06 June 2025 16:59

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Funding Team <Funding. Team@Igbtyouth.org.uk>; Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information); Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information);
Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Subject: Re: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

I'm just emailing to check where we're up to and if there's anything needed from
LGBTYS at this point in order to advance.

| hope you're well and have a nice weekend when it comes,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Why | share my pronouns



Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) www.lgbtyouth.org.uk

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 27 May 2025 10:30

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Funding Team <Funding.Team@]Igbtyouth.org.uk>; Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information)

Subject: Re: Updates from LGBTYS

Morning Redacted - 38(1)(b) (personal information)

Wonderful, that's great news - | look forward to receiving the grant letter in due time
and setting up the catch-ups.

Kind regards,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Why | share my pronouns

Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) www.lgbtyouth.org.uk

Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information)

Sent: 22 May 2025 09:55

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information);Funding Team
<Funding.Team@Igbtyouth.org.uk>; Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information)

Subject: RE: Updates from LGBTYS

Morning Redacted - 38(1)(b) (personal information)
Thanks for this and really appreciate your support in getting to this position. We are

content with the revised proposal and will get working on the final grant letter to
LGBTYS as soon as possible in line with this.



We will be in touch soon with regard to your grant letter, and sending through dates
for regular monitoring catch ups.

Kind regards
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)

Children and Young People’s Community & Advice Team
Mental Health Directorate

Scottish Government

REDACTED - 38(1)(B) (PERSONAL INFORMATION)

From: Redacted - 38(1)(b) (personal information)

Sent: 21 May 2025 18:35

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information)

Subject: Re: Updates from LGBTYS

Redacted - 38(1)(b) (personal information)

Thank you for your email. Redacted - 38(1)(b) (personal information) proposal, we’ve
made adjustments to the budget as much as is practicable while still being able to
deliver the remaining two workstreams effectively.

s.29 (1)(a) (formulation of policy)

I'm off tomorrow and Friday and am copying in REDACTED - 38(1)(B) (PERSONAL
INFORMATION) in hopes that any further conversation can take place in my
absence. | look forward to hearing from you, and have a good weekend when it
comes.

Kind regards

Redacted - 38(1)(b) (personal information)

LGBT Youth Scotland

Why | share my pronouns

Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) www.lgbtyouth.org.uk

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)



Sent: 20 May 2025 17:07

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Funding Team <Funding.Team@]Igbtyouth.org.uk>; Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information); Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information)

Subject: RE: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

Many thanks for this, and for the Redacted - 38(1)(b) (personal information). s.29
(1)(a) (formulation of policy)

Kind regards

Redacted - 38(1)(b) (personal information)

Children and Young People’s Community & Advice Team
Mental Health Directorate

Scottish Government

REDACTED - 38(1)(B) (PERSONAL INFORMATION)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 19 May 2025 18:35

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Funding Team <Funding.Team@)|gbtyouth.org.uk>

Subject: Re: Updates from LGBTYS

Hi Redacted - 38(1)(b) (personal information)

Thank you again for the update below and for having a considered conversation with
me the other day about next steps.

s.29 (1)(a) (formulation of policy)

Please do let me know if there are any other questions or points of clarity. As
mentioned the other day, | will shortly loop in our new colleagues so that the ball can
really get rolling!

Kind regards,

Redacted - 38(1)(b) (personal information)

LGBT Youth Scotland
Redacted - 38(1)(b) (personal information) www.lgbtyouth.org.uk



From: Redacted - 38(1)(b) (personal information)

Sent: 03 September 2025 15:36

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); MRedacted - 38(1)(b) (personal information)

Subject: RE: Mental Health Welfare Commission for Scotland contact

Hi Redacted - 38(1)(b) (personal information) and Redacted - 38(1)(b) (personal
information)

Hope you are both having a lovely day @ .

s.29 (1)(a) (formulation of policy)

Could you also please put in a formal invitation to the Minister to meet with the MH
commission in February and to see the launch of the resource. You can send this to
ministerscmw@gov.scot, it would be good if you could please include suggestions of
dates and times for the Minister to consider?

| have also emailed some contacts at NES so | will get back to you as soon as
possible with their email addresses once we have confirmed the correct department.

Thanks
Redacted - 38(1)(b) (personal information)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 02 September 2025 16:06

Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Subject: RE: Mental Health Welfare Commission for Scotland contact

Hi Redacted - 38(1)(b) (personal information)

It was great to meet you last week as well and thanks for sending through this
contact.

We will be in touch with Redacted - 38(1)(b) (personal information) shortly to
introduce ourselves and | agree joined up work here will be fruitful.

All the best,
Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

From: Redacted - 38(1)(b) (personal information)
Sent: 27 August 2025 15:28



To: Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information)

Cc: Redacted - 38(1)(b) (personal information)

Subject: Mental Health Welfare Commission for Scotland contact

Good Afternoon Both

Thank you for the catch up earlier @ as promised | have dug out the contact email
for Mental Health Welfare Commission for Scotland, it is: Redacted - 38(1)(b)
(personal information)

Please do reach put to her regarding their LGBT inclusive Mental health Services,
Good Practice guide, and feel free to cc me in and say | gave you her contact

details. | think there could definitely be some interesting joined up work here &
Kind regards

Redacted - 38(1)(b) (personal information)
Children and Young People’s Mental Health Team
Targeted Support Unit

Population Mental Health Division

Mental Health Directorate

REDACTED - 38(1)(B) (PERSONAL INFORMATION)

From: Redacted - 38(1)(b) (personal information) On Behalf Of Gender Identity and
Healthcare Access

Sent: 29 July 2025 10:01

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information); Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Cc: Deputy Chief Medical Officers <DCMO@gov.scot>; Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Gender Identity
and Healthcare Access <genderidentityhealth@gov.scot>

Subject: Evaluation of impact of SG funding for gender identity services - upcoming
report publication



Dear Colleagues,

Since 2022, the Scottish Government has been providing direct funding to Health
Boards to support them to improve the delivery of their gender identity services.

In 2024, we commissioned an independent evaluation of the impact of this funding.

This email is to notify you that the final report of this evaluation will be published on
Scottish Government website 7 August 2025 at 10:00am, and you will be able to
access them on the day via the following links:

https://www.gov.scot/isbn/9781836912545 - Evaluation of the Impact of Scottish
Government Funding: Gender Identity Healthcare

https://www.gov.scot/isbn/9781836912538 - Evaluation of the Impact of Scottish
Government Funding — Gender Identity Healthcare: Research Findings

We would also like to take this opportunity to thank the members of the Group for
your ongoing support with this work. We appreciate the pressures and demand on
time for everyone involved, and we are grateful for your time and invaluable
expertise that continues to guide and inform the improvement work.

We will continue to work constructively and collaboratively with our NHS partners as
the learnings of this evaluation — alongside standards of care and Knowledge and
skills framework - inform and support on-going improvements to delivery and access
to NHS gender identity service.

Best wishes,
Gender ldentity and Healthcare Access Team

Gender Identity and Healthcare Access | Population Health Strategy and
Improvement Division | Scottish Government | St Andrew’s House | Regent Road |
Edinburgh | EH1 3DG

From: Redacted - 38(1)(b) (personal information) On Behalf Of Gender Identity and
Healthcare Access

Sent: 22 August 2025 14:54

To: Gender Identity and Healthcare Access <genderidentityhealth@gov.scot>
Subject: Papers for meeting of the National Gender Identity Healthcare Reference
Group - 28 August 2025

Dear members of the National Gender Identity Healthcare Reference Group,

Please find attached an agenda and papers for the next meeting of the Group on 28
August 2025, from 14:00 till 16:00.

Paper B is still being finalised and will be circulated early next week.



We would be grateful if you could let us know if you are not able to attend the
meeting, or if someone else is attending on your behalf.

If this is the case, please share their name and email address with us so we can
ensure that they receive an invite and that they are admitted to the meeting.

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information) Gender Identity and Healthcare Access
Population Health Strategy & Improvement Division | Population Health Directorate

From: Redacted - 38(1)(b) (personal information) On Behalf Of Gender Identity and
Healthcare Access

Sent: 26 August 2025 15:58

To: Gender Identity and Healthcare Access <genderidentityhealth@gov.scot>
Subject: RE: Papers for meeting of the National Gender Identity Healthcare
Reference Group - 28 August 2025

Dear members of the National Gender Identity Healthcare Reference Group,

As per our email last week, and with apologies for the delay, please find attached
Paper B for the meeting of the Group on Thursday.

Colleagues in NHS National Services Scotland have also shared slides for their
agenda item, which | have attached for your information.

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information) Gender Identity and Healthcare Access
Population Health Strategy & Improvement Division | Population Health Directorate

From: Redacted - 38(1)(b) (personal information) On Behalf Of Gender Identity and
Healthcare Access

Sent: 22 August 2025 14:54

To: Gender Identity and Healthcare Access <genderidentityhealth@gov.scot>
Subject: Papers for meeting of the National Gender Identity Healthcare Reference
Group - 28 August 2025

Dear members of the National Gender Identity Healthcare Reference Group,

Please find attached an agenda and papers for the next meeting of the Group on 28
August 2025, from 14:00 till 16:00.

Paper B is still being finalised and will be circulated early next week.



We would be grateful if you could let us know if you are not able to attend the
meeting, or if someone else is attending on your behalf.

If this is the case, please share their name and email address with us so we can
ensure that they receive an invite and that they are admitted to the meeting.

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information) Gender Identity and Healthcare Access
Population Health Strategy & Improvement Division | Population Health Directorate

From: Redacted - 38(1)(b) (personal information)

Sent: 24 July 2025 11:14

To: Redacted - 38(1)(b) (personal information)>; Redacted - 38(1)(b) (personal
information)

Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information)>; Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information)>; Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Subject: Re: Ministerial Visit - Trans Youth Commission - 18 August - Proposal

Hello Redacted - 38(1)(b) (personal information)
| hope that you’ve had a lovely time off by the time you receive this.

The TRYC'’s have come back with a preference of Tuesday 16" September- 10:00-
11:00.
Redacted - 38(1)(b) (personal information) and | are tag-teaming so | will pass back

to her for next week as it's my turn to go on leave &

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) www.lgbtyouth.org.uk

From: Redacted - 38(1)(b) (personal
information)sarah.lawson@|Igbtyouth.org.ukRedacted - 38(1)(b) (personal
information)

Date: Thursday, 17 July 2025 at 15:33

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal



information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information), Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information), Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information), Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information), Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information), Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Subject: RE: Ministerial Visit - Trans Youth Commission - 18 August - Proposal

Hi Redacted - 38(1)(b) (personal information)

Thanks so much for getting back to me with these dates, it is very much appreciated.

| will share these dates with the youth commissioners at the TRYC and get back to
you RE whether these dates and times work ASAP next week. This will likely be via
Redacted - 38(1)(b) (personal information) as | will be off on annual leave next week.

All the best,

Redacted - 38(1)(b) (personal information)

LGBT Youth Scotland

Why | share my pronouns

My normal working days are currently Monday — Thursday.
30 (3/2) Bell Street, Glasgow, G1 1LG |

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 16 July 2025 15:33

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information);Redacted - 38(1)(b) (personal
information)

Subject: RE: Ministerial Visit - Trans Youth Commission - 18 August — Proposal

Hi Redacted - 38(1)(b) (personal information)

Apologies for just coming back to you on this now, but I've managed to get some
potential dates from the Minister’s Private Office for meeting with the TYC.

Unfortunately, there are no more dates in August, but | have been given the below in
September for you and the TYC to consider.



o Tuesday 16" September- 10:00-11:00
o Tuesday 23 September- 10:00-11:00

Are mornings going to be a struggle for the TYC to meet with the Minister?

| am on annual leave from 18 July until the 4 August, but | will ensure that this is
progressed in my absence to get a suitable date sorted for this visit.

Let me know what works best for the TYC.

Best
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information) LGBTQI+ Equality Team & Gender
Equality Team | Equality Unit | Scottish Government

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 04 July 2025 15:06

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information); Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information); Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information)

Subject: RE: Ministerial Visit - Trans Youth Commission - 18 August - Proposal

Hi Redacted - 38(1)(b) (personal information)

Shall | wait for you to see what dates will be available for the minister first and then |
can send them through to the young people and get a quick response?

| will aim to get a fast turn around time from them once we know what might suit on
your end.

All the best,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 03 July 2025 10:43

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) CRedacted - 38(1)(b) (personal information); Redacted - 38(1)(b)



(personal information) Redacted - 38(1)(b) (personal information)
Subject: RE: Ministerial Visit - Trans Youth Commission - 18 August - Proposal

Hi Redacted - 38(1)(b) (personal information)
No worries!

Would you please be able to do a poll first for dates in August/September and | will
go back to PO and ask about other available dates?

Do you know when you would be able to canvas the young people’s views by?

Best
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information) | LGBTQI+ Equality Team & Gender
Equality Team | Equality Unit | Scottish Government

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 03 July 2025 10:11

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Redacted - 38(1)(b) (personal information)

Subject: RE: Ministerial Visit - Trans Youth Commission - 18 August - Proposal

Hi Redacted - 38(1)(b) (personal information)

Our Trans Rights Participation Officer has been busy liaising with young people in
the background and we have just heard back from them all just now. Unfortunately,
not all the young people are able to make this date so | am wondering if an
alternative date would work better.

Apologies for this as | can understand you are lining up lots on your side to make this
work — any alternative dates we can poll for availability asap to get a quick reply for
you.

All the best,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 01 July 2025 09:53

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal



information)

CcRedacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information);

Subject: RE: Ministerial Visit - Trans Youth Commission - 18 August - Proposal

Hi Redacted - 38(1)(b) (personal information)
Yeabh, it's nice to get the summer sun while it's here; got to make the most of it &

That’s great, thank you! If you could try and get back to me by late Thursday/early
Friday that would be great as | need to update the Minister’s Private Office on this,
and co-ordinate with Asylum and Refugee colleagues around the other visit that the
Minister is undertaking on 18 August.

No worries about not being there on the day, although it would have been lovely to
have met you. Hope you're going somewhere nice!

Best
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information) | LGBTQI+ Equality Team & Gender
Equality Team | Equality Unit | Scottish Government

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 30 June 2025 14:36

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information) Redacted - 38(1)(b) (personal information)
Subject: RE: Ministerial Visit - Trans Youth Commission - 18 August - Proposal

Hi Redacted - 38(1)(b) (personal information)
| am well thanks and enjoyed the sunshine had in Glasgow this weekend.

Thanks for this email and sharing a potential date through. We are currently asking
our young people involved in the Trans Rights Youth Commission about this date to
see if they are available / and what times they prefer. | will get back to you as soon
as | can on this.

| will be away on annual leave on the 18" August but Redacted - 38(1)(b) (personal
information) responsible for running the Trans Rights Youth Commission, as well as
Redacted - 38(1)(b) (personal information), will be available on the day to take you
round our offices and support a visit with our young people.



Speak soon.
All the best,

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 27 June 2025 12:39

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Cc: Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information)

Subject: Ministerial Visit - Trans Youth Commission - 18 August - Proposal

Hi Redacted - 38(1)(b) (personal information)
| hope you're well and the week has been kind to you.

I’'m writing to say that Minister has earmarked 18 August as a potential date to meet
with the Trans Rights Youth Commission.

There are plans for another Ministerial visit to the Scottish Refugee Council to take
place on 18 August. Timings for this visit are still TBC, but | am cc’ing a colleague
who is leading on this.

Would you be able to accommodate a visit on the 18 August? If so, are there
particular times that would suit you? Would the afternoon/evening be more
preferable?

| have to write back to the Minister Private Office with a more concrete plan by 4
July.

If the 18 August isn’t a suitable date, | will relay this to PO and look to find an
alternative date.

Best
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information) | LGBTQI+ Equality Team & Gender
Equality Team | Equality Unit | Scottish Government

From: Redacted - 38(1)(b) (personal information)
Sent: 10 June 2025 17:44



To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information) Redacted - 38(1)(b) (personal information); Redacted -
38(1)(b) (personal information); Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information)

Cc: Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b) (personal
information)>; Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b)
(personal information)>; Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information)>; Redacted - 38(1)(b) (personal information)>;
Redacted - 38(1)(b) (personal information)

Subject: RE: EHRC Consultation - Views - Thurs 12 and Mon 16 June 2025

Hi All,

With genuine apologies — | have now had something come up which clashes with the
rearranged Monday time to discuss this, and it is one of very few things that would
take precedence over this session.

| am going to move things around to be able to attend on Thursday though — could |
please be sent the invite for that session?

However wanted to flag as | don’t think Redacted - 38(1)(b) (personal information)
can make Monday’s time (she’s currently off so can’t confirm but had indicated that
to me last week) — and just wanted you all and Redacted - 38(1)(b) (personal
information) be aware in case you don’t want to go ahead with the second session
as well.

Really appreciate the attempts to be flexible and sorry to be a pain!
Thanks,
Redacted - 38(1)(b) (personal information)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 03 June 2025 13:00

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information);Redacted - 38(1)(b)
(personal information); Redacted - 38(1)(b) (personal information) Redacted -
38(1)(b) (personal information) Redacted - 38(1)(b) (personal information) Redacted
- 38(1)(b) (personal information)

Cc: Redacted - 38(1)(b) (personal information); Redacted - 38(1)(b) (personal
information); Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Subject: EHRC Consultation - Views - Thurs 12 and Mon 16 June 2025

Hi all,

Thank you very much for taking the time to respond to the Doodle Poll, much
appreciated as always.



To try and accommodate as many of you as possible, I’'m going to schedule two
sessions.

The first session will be held on Thursday 12 June, 13:30 — 15:00 and will include:

e Redacted - 38(1)(b) (personal information) - Note, Redacted - 38(1)(b) (personal
information) you’ve selected “maybe” and you might feel that LGBTYS can still be
represented at the meeting on Monday which Redacted - 38(1)(b) (personal
information) attending. I'll leave that up to you to consider what’'s most
appropriate.

The second session will be held on Monday 16 June, 13:30 — 15:00 and will include:
Redacted - 38(1)(b) (personal information)

These groupings are solely based on the most suitable dates from the Doodle Poll.
I'll issue invites later today, but | wanted to give you a heads up to flag any issues
before | start issuing invites.

Best
Redacted - 38(1)(b) (personal information)

Thank you so much for this Redacted - 38(1)(b) (personal information)
Have a lovely weekend.
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) www.lgbtyouth.org.uk

From: Redacted - 38(1)(b) (personal information)

Date: Thursday, 17 July 2025 at 15:34

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Subject: RE: Introductions to data teams?.

Hi Redacted - 38(1)(b) (personal information)
Sorry for the delay getting back to you, my colleague Redacted - 38(1)(b) (personal
information) from NRS Redacted - 38(1)(b) (personal information) would be happy to

help and provide a demo of the FTB if useful also. Here’s a link to the user guide too:
Flexible Table Builder - User guide | Scotland's Census

Let me know if there’s anything else we can help with.

Thanks,
Redacted - 38(1)(b) (personal information)



Redacted - 38(1)(b) (personal information) | Equality and Human Rights Division |
Scottish Government | Redacted - 38(1)(b) (personal information)

From: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information)

Sent: 16 July 2025 08:42

To: Redacted - 38(1)(b) (personal information) Redacted - 38(1)(b) (personal
information) MRedacted - 38(1)(b) (personal information) Redacted - 38(1)(b)
(personal information)

Subject: Introductions to data teams?

Hi Redacted - 38(1)(b) (personal information)

Hope you're doing well. Sorry if you're not the right person to be pinging but we're
looking for an introduction to one of the data teams. Redacted - 38(1)(b) (personal
information) our Redacted - 38(1)(b) (personal information) copied here, is looking
for demographic data on young people by local authority and the publicly available
census data is proving somewhat challenging to get sensible information out of.

Do you know of someone in SG who may be able to help please?

Best wishes,
Redacted - 38(1)(b) (personal information)

Redacted - 38(1)(b) (personal information)
LGBT Youth Scotland

Redacted - 38(1)(b) (personal information) | www.Igbtyouth.org.uk



LGBT Youth Scotland is a company limited by guarantee (No.SC244805) and a registered charity (SC024047)

Proposal for Mental Health LGBTQ+ Youth Engagement Group
Continuation Funding

1 April 2025 -31 March 2026

Further to the programme started with Scottish Government Mental Health Directorate in
20232024, and on pause since August 2024, we are pleased to submit this proposal to progress
from completed development activities to a programme of practical delivery in 2025-2026.

This programme supports the Scottish Government Mental Health and Wellbeing Strategy through a
whole system approach to improving mental health and wellbeing, with a particular view on
increasing confidence of access to services for young people and practitioners. The impact of this will
directly support the following summary outcomes from the strategy:

1. Improved overall mental wellbeing and reduced inequalities

2. Increased availability of timely, effective support, care and treatment that promote and
support people's mental health and wellbeing, meeting individual needs

3. Better informed policy, support, care and treatment, shaped by people with lived experience
and practitioners

4. Adiverse, skilled, supported and sustainable workforce across all sectors.

This programme focusses on positively influencing the Support, Care and Treatment Pathway, with
actions targeted across the pathway: from self-care and self-management; across primary care and
general mental health care; into specialist mental health services such as CAMHS and highly
specialist services such as eating disorder services. We will achieve this through production of
highquality information resources for LGBTQ+ young people; training and awareness-raising activities
with mental healthcare professionals; and with a view of this leading to LGBTQ+ youth advocacy to
create long-term improvements in policy and practice in any following stages.

Support, Care and Treatment Pathway

By embedding equalities improvements at every stage of the pathway, we will deliver tangible
outcomes to improve mental healthcare for LGBTQ+ young people. Our particular aspiration is to
improve access to, and interactions with, Mental Health services for LGBTQ+ children and young
people in Scotland. This will be achieved by implementing recommendations evidenced through our
research and Youth Engagement Group, made actionable through collaboration with relevant service
providers.

We will achieve these outcomes through a co-production model, bringing together LGBTQ+ young
people from across Scotland. This represents the next stage of the Mental Health LGBTQ+ Youth
Engagement Group. Our co-production approach will directly bring together LGBTQ+ young people
with lived expertise to collaborate with key partners and decision makers who can effect meaningful
change when it comes to accessing mental healthcare spaces across Scotland.

Igbtyouth.org.uk @ €@ @ @lgbtys
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Programme background

This work builds on our report published in April 2023 exploring LGBTQ+ young people's experiences
of healthcare across Scotland. This research identified a number of general recommendations for
healthcare services, and specific recommendations for mental healthcare providers. The Mental
Health Youth Engagement Group was developed to gather in-depth evidence, update and expand on
the identified recommendations, and facilitate the practical implementation of these
recommendations.

Key, immediately actionable, recommendations from our original report included:

e Needs and experiences of LGBTQ+ young people with lived experience of using mental health
services to be centred through meaningful research and direct engagement with young
people (i.e. our proposed programme of work)

e Tailored training and guidance to be developed for mental health services, including frontline
CAMHS staff, regarding supporting LGBTQ+ young people and disclosures of LGBTQ+ identities
(supporting the mental health and wellbeing workforce vision within the Mental Health and
Wellbeing Strategy)

e Support for young people who do not meet the threshold for a referral to CAMHS to be
provided. Young people should be clearly signposted to alternative services.

The report and subsequent work with Youth Commissioners identified a significant number of further
recommendations which are outwith our ability to action directly, and could slot easily into a future
programme of work centred on wider systems change.

Progress to date

In 2023-24, 10 young people from across Scotland with lived experience and expertise joined the
Mental Health LGBTQ+ Youth Engagement Group as Youth Commissioners. The young people
received training and support, mapped key stakeholders across the mental health space (see
attached pdf) and developed an action plan to meet with partners with a view to ensuring the
recommendations turned into tangible actions.

In addition, LGBTQ+ young people engaged in consultation with support from Four Pillars LGBT+
support service in Grampian. This provided the commissioners with key information on existing
mental healthcare provision in Scotland, and stronger understanding and evidence regarding the
experiences of mental health provision for the wider LGBTQ+ community.

We have maintained a core of Youth Commissioners since going on pause in August 2024, who
remain eager to build on their groundwork and begin effecting the positive changes they have
identified. These young people are ready to pick up where they left off, both guiding the action plan
for 2025-26 and participating in its implementation.

Proposed priority activities for 2025-2026

The commission has identified two key workstreams to be delivered within 2025-2026 which can
drive tangible outcomes at pace as well as influencing longer-term structural change. These support
the Scottish Government strategic mental health and wellbeing strategy priority outcomes outlined
above and deliver on our key research recommendations:

instynttiernak @ €@ @ @lghtys
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e Building confidence and knowledge for practitioners to support LGBTQ+ young people

e Building confidence and knowledge for LGBTQ+ young people to access services

These two workstreams focus on tangible actions which will realise recommendations identified
through our Life in Scotland Health Report and the existing work of the Youth Commission,
deepening confidence in access of services for young people and enabling upskilling in practitioners
to better enable equitable access of services alike.

Workstream 1- Building confidence and knowledge for practitioners to support

LGBTQ+ young people

This workstream supports the Scottish Government Mental Health and Wellbeing Strategic Process
Outcome that the mental health and wellbeing workforce is diverse, skilled, supported and
sustainable by rolling out specialised resources, training and CPD opportunities.

By improving LGBTQ+ youth skills amongst mental healthcare practitioners, this programme supports
the Whole Population Level Outcome that people with mental health conditions, including those with
co-existing health conditions experience improved quality of life, free from stigma and discrimination.

This workstream also meets our recommendation that tailored training and guidance are developed
for mental health services, including frontline CAMHS staff, giving them tools to support LGBTQ+
young people and respond appropriately to disclosures of LGBTQ+ identities.

Outcome: To raise mental healthcare practitioners' awareness of LGBTQ+ identities and
particular challenges in accessing mental health support, raise confidence in
working with LGBTQ+ identities, improving patient outcomes for LGBTQ+ young
people.

Activities: Mental Health Youth Commission will engage with healthcare professionals such as
NHS Education Scotland and CAMHS practitioners to create resources, training
and/or development opportunities for frontline mental health workers to increase
their knowledge and skills for supporting LGBTQ+ young people.

Specific outputs will be identified through the engagement with mental healthcare
professionals and co-designed with the LGBTQ+ young people. These are envisaged
to include:
A legacy resource for mental health professionals
Ongoing training and development opportunities for mental health
professionals (e.g. a 2-hour training session which can be delivered online
or in person).
Work with Greater Glasgow and Clyde CAMHS service as they undertake
their LGBT Charter accreditation programme to improve outcomes for

LGBTQ+ young people, using assessment to inform wider roll-out of the
programme for mental healthcare services..
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Impact:

Scotland's mental health workforce will have increased skills for meeting the needs
of LGBTQ+ young people and will have clear recommendations to inform further
improvements within each unique service.

Evaluation will be undertaken through pre and post training surveys with
anticipated improvements in levels of awareness and confidence.

Young LGBTQ+ people will have more positive experiences when accessing mental
health care, reporting reduced experiences of discrimination and better sensitivity
to their unique needs. This will increase their trust in these services to provide
appropriate and informed care, improving engagement levels and supporting early
intervention.

Evaluation methods will be developed in partnership with relevant healthcare
providers in order to align with their review mechanisms. In addition, LGBT Youth
Scotland will capture experiences within the next iteration of Life in Scotland in
2027, offering a view of wider systems change across Scotland. Should the
programme be extended, the youth commissioners could engage with their peers to
understand how experiences of CAMHS change with delivery of these programmes.

[obtyouth orghuk: G @ @Ightys
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Timeline:

Mental Health Youth Commissioners and Participation Officer co-design
schedule of engagement with mental health professionals by end June 2025
July-September 2025 - consult with professionals to identify priority training
needs and preferred format

October-November 2026 - Commissioners and Officer create bespoke new
training and resources

The content of legacy resources will be agreed with the youth commissioners and
healthcare professionals, examples of prior materials include:

Care Experienced Youth Commission Top Tips

Top tips for Trans Inclusion (in partnership with Healthy Respect, LAYC and
Wester Hailed Youth Club)

Domestic Abuse Training Film

The following timeline is provisional based on the timing of live training sessions
being arranged according to the needs of practitioners.

December 2025-January 2026 — pilot delivery of two training sessions
February 2026 - feedback and evaluation used to improve and finalise
content/delivery

March 2026 — third session delivered with the potential for further sessions
should the programme be extended. An aspiration would be to deliver a
session within each health board by 2028.

Workstream 2- Building confidence and knowledge, enabling LGBTQ+ young people

to access services

This workstream supports elements of the Scottish Government Mental Health and Wellbeing
Strategic Whole Population Outcomes that people have an increased knowledge and understanding
of mental health and wellbeing and how to access appropriate support; and that communities are
better equipped to act as a source of support for people's mental health and wellbeing.

This workstream also supports our Life in Scotland Health Report recommendation that support is
provided for young people who do not meet the threshold for a referral to CAMHS be provided.
Young people should be clearly signposted to alternative services.

Activities here focus on the increased knowledge and understanding of mental health and wellbeing
for oneself and LGBTQ+ friends/family, as well as pathways to access appropriate support.

Outcome:

LGBTQ+ young people across Scotland know where to access clear information
about mental health support services available to them. LGBTQ+ specific
information and advice will support them to access services where they will be
safe from discrimination or lack of understanding of their needs; as well as
understanding how to engage safely (e.g. when disclosing sensitive information).
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Activity:

Develop and deliver a bespoke, continually updated according to LGBTQ+ young
people's current experience set of resources for LGBTQ+ young people to use and
share as a point of reference focussed on their own mental health and supporting
friends or families with mental health.
This resource would be young person led — where young people shape the
content to meet the needs of their peers. Examples of recent resources that
young people have created in relation to our Delivering Equally Safe
programme include:
o Voices Unheard: Speak Out! Video resource on domestic abuse in
LGBTQ+ relationship and support available in Scotland o Domestic
Abuse Support for LGBTQ+ People online/print resource available on
our website o Healthy Relationships Guide for LGBTQ+ Young People
Resources will be hosted on the LGBT Youth Scotland website
We will run a promotional campaign and use our network to signpost
young people to the resource (from partners such as Young Scot, mental

health specialist charities and NHS Health Boards across Scotland).

Impact:

LGBTQ+ young people's across Scotland will have improved awareness around
their mental health and how to manage that. In addition, their understanding of
mental health service provision is improved with the aim of reducing barriers to
access universal services.

Data on access to the resources will be captured and analysed to understand
referral pathways and request feedback from young people following resource
launch. We will also request young people's feedback from test groups on the
resource to inform further work.

Impact evaluation methods will be developed in partnership with relevant
healthcare providers in order to align with their review mechanisms. In addition,
LGBT Youth Scotland will capture experiences within the next iteration of Life in

Scotland. Should the programme be extended, the youth commissioners could
engage with their peers to understand how these resources support their own
mental health and approach to engaging mental health services across Scotland.

[obtyouth orghuk: Q @ @Ightys




LGBT Youth Scotland is a company limited by guarantee (No.SC244805) and a registered charity (SC024047)

Timeline: Youth Commissioners will develop young people's resources slightly behind the
timeline for healthcare professionals to manage their capacity.
First resource development day: September 2025 to scope format and
content, understanding where re-use of materials may be possible from
workstream 1.

Second resource development day: October 2025 to develop outline
resources.

Full draft of resource(s): November 2025

Review with young people: December 2025 / January 2026 Second
draft: January 2026

Publication of resources: February 2026 (to coincide with LGBT History
Month)

Support required
To effectively deliver the above activities, Scottish Government will commit to:

e Sharing knowledge of the mental health landscape across Scotland, providing details of
organisations delivering relevant services and other key stakeholder groups.

e Supporting LGBT Youth Scotland through introductions, recommendations and, where
relevant, presence at meetings, to bring together relevant key decision makers across
healthcare to support the implementation and embedding of recommendations
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The majority of the budget across this programme is staffing to ensure support and development for
the young people leading this work. This includes co-ordination of activities, training and
development, pastoral support, facilitating engagement with partner, commissioning design work for
resources, marketing and more.

While there will be some smaller variations each quarter developing on resource development
timescales, spend will be largely linear across each quarter.

[obtyouth orghuk: 0 @ @Ightys




NATIONAL GENDER IDENTITY HEALTHCARE REFERENCE GROUP
Wednesday 4 December 2024 — 14:00 — 15:30

Attendees

e Professor Nicola Steedman, (Co-chair), Deputy Chief Medical Officer, Scottish
Government

e Dr Ewan Bell, (Co-chair), Associate Medical Director, NHS Dumfries and
Galloway

e [redacted s38], EImwood Geder Identity Clinic, NHS Grampian

[redacted s38] Interim Clinical co-lead Sandyford Gender Identity Service,

NHS Greater Glasgow and Clyde

[redacted s38] Chalmers Gender Identity Clinic, NHS Lothian

[redacted s38] Public Health Scotland

[redacted s38] Director of Psychology, NHS Grampian

[redacted s38] Postgraduate and Post-registration Education and Continuing

Professional Development, NHS Education for Scotland

[redacted s38] NHS National Services Scotland

[redacted s38] NHS Highland

[redacted s38] Health Improvement Scotland

[redacted s38] Prison and Police services, Sandyford Gender Identity Clinic,

NHS Greater Glasgow and Clyde

e Niamh O’Connor, Deputy Director, Public Health Strategy and Improvement
Division, Population Health Directorate, Scottish Government

e [redacted s38] NHS Education for Scotland

e [redacted s38] University of Glasgow

e [redacted s38] Interim Clinical co-lead Sandyford Gender Identity Service,
NHS Greater Glasgow and Clyde

e [redacted s38] Healthcare Improvement Scotland

e [redacted s38] Public Health Scotland

[redacted s38] Specialist Healthcare Commissioning, National Networks &

National Planning, NHS National Services Scotland

Lived Experience Coordinator

Representative, * LGBT Health and Wellbeing

Representative, * LGBT Youth Scotland

Representative, Transparentsees

Scottish Government Secretariat

Apologies
e [redacted s38] Chalmers Gender Identity Clinic, NHS Lothian
[redacted s38] NHS Greater Glasgow and Clyde
[redacted s38] Raigmore Gender Identity Clinic, NHS Highland
[redacted s38] University of Glasgow
[redacted s38] Sandyford Gender Identity Clinic NHS Greater Glasgow and
Clyde
e Representative, Scottish Trans



Welcome & minutes of previous meeting: Paper A (minutes)

1.

2.

3.

4.

Ewan Bell (EB) welcomed attendees to the 215t meeting of the National
Gender ldentity Healthcare Reference Group (the Group). Apologies were
noted.

The Group agreed the minutes of the meeting on 1 October 2024.

EB highlighted that a member of the policy team is moving to another post
and the Group thanked them for their work.

The Group was updated that following a pause while the NHS Lothian
reviewed their governance processes, the health board has now resumed the
appointments and referrals for gender-affirming surgeries for those aged 18 —
24. It was highlighted that UK Government is extending the temporary ban on
private and EEA prescribing and supply of puberty blockers for gender
dysphoria until the end of year.

Policy Update and Risk register

5.

Actions arising from previous meeting were completed, including sharing of
the NHS Lothian shared care agreement, which came into effect in
November, with the Group.

A number of completed workstreams progressed by the Group were
acknowledged and some of the workstreams nearing the completion outlined,
including consideration of future funding and on-going work by NHS
Education for Scotland. It was highlighted that the final report of the
independent evaluation into the impact of Scottish Government funding to
NHS for improvement of their gender identity services has been submitted to
the Scottish Government. The boards were thanked for supporting the
evaluation and next steps before the publication of the report in early 2025
were outlined.

Update on the ongoing and outstanding workstreams was provided, including
that Task and Finish group is progressing young people’s commissioning and
the update will be provided at a future meeting. The commitment to, and duty
for, public involvement in service planning at different phases of this work was
acknowledged and that this will continue to be highlighted at meetings of task
and finish group.

Strategic network work was discussed and it was noted that there is still a
commitment and need to form such platform. This is a wider piece of on-going
work between NSD and SG that spans across specialities, including
considerations of role and remits of networks and how they sit nationally.

Updates to the risk register were outlined, including risks now archived, and
new risks arising highlighted.



PHS Waiting times data

10.PHS highlighted the first publication of ‘official statistics in development’ of

11.

waiting times for first outpatient appointment at gender identity clinics. This
publication marks a start of the process in terms of getting to nationally
consistent, comparable waiting times data and it was agreed that there is still
work to do.

Discussion on the data followed and how it is presented in the publication.
Concern regarding comparison on like for like basis between services was
raised as they all work differently and cover different areas and number of
patients. The Group also asked whether there is sufficient focus on internal
waiting lists, whereas patients may have a first appointment but have to wait
months or years for next steps, such as hormones or surgeries, which is not
currently captured. An issue of internal waiting time ‘wastage’ was highlighted,
where by the time a person gets second opinion the first one times out.

12.PHS agreed comparison is not like for like and are aware of differences, and

noted that work continues on getting the balance right in a way that makes the
statistics helpful.

Next Steps

13.Next priorities and how these were identified was outlined, including:

Young people, including work progressed by Task and Finish Group, NHS
Education for Scotland work and four nation research on puberty blockers.

Adult services, including review and implementation of evaluation findings,
future allocations depending on HIS, PHS and evaluation, scoping of surgical
provision in medium and long term, consideration of future provision and
commissioning of adult services, and reviews and updated of Gender Identity
Healthcare Protocol to reflect new and emerging evidence and best practice.

Strategic support, including strategic forum to replace the Group in 2025,
continuation of PHS work on waiting times data collection and reporting until it
becomes routine, completion of University of Glasgow research projects and
consideration of future funding for this purpose to encourage research,
implementation of evaluation findings, and future training needs.

14.The next step includes advice to the Minister regarding future priorities.

15.The co-Chairs acknowledged that the Group cannot continue with this work

indefinitely, but expressed their anxiety that there is still no strategic forum for
this area and that while a lot has been achieved thee is also still a lot that
needs to happen.

16.The Group mirrored their concern that the work accomplished so far would be

lost. The need for a strategic forum and for operations/clinical support to
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encourage collaboration, learning and sharing of best practice was discussed.
The clinicians expressed they feel vulnerable while the work on what future
network models is on-going, especially as this area of healthcare is under
such intense scrutiny and would welcome clarity on the future of networks.
NSD confirmed that a Director Letter is expected early next year in relation to
this and it was agreed that policy team will follow up with Chief Operating

Officer Directorate about timelines.

17.The group also acknowledged the progress so far, including work progressed
by HIS, NES and PHS, which was not happening before the Group started

work.

18.The Deputy Director acknowledged the need for continuing the work and
highlighted that the work achieved so far should provide the foundations so

that the progress us not lost.

AOB

19. Co-chairs proposed that the next meeting is scheduled for February to allow
for some of the work to be completed. The Group agreed.

20.No other business was raised, and the meeting concluded.

ACTION

OWNER

Ask COO about the timelines for DL letter re future of
strategic networks

Policy team




National Gender Identity Healthcare Reference Group
Thursday 28 August 2025 14:00 — 16:00
Virtual, via Microsoft Teams

Paper B: Fulfilment of Group’s core aims
Introduction

The Scottish Government’'s 2021/22 Programme for Government stated that “NHS
Gender Identity Services have seen increased demand, leading to longer waiting
times. To improve access and delivery over the next three years we will centrally
fund Gender Identity Service improvements until late 2024. A plan for transformation
of these services will be also developed and published by late 2021, and
implemented in 2022-2024. This work will include the voices of those with lived
experience throughout.”

Accordingly, in December 2021, the Scottish Government published a Strateqic
Action Framework for NHS gender identity services 2022-2024 (“the Framework”).
The Framework set out 17 commitments to improve the delivery and accessibility of
these services.

The National Gender Identity Healthcare Reference Group (“the Group”) was
subsequently established in November 2022 to coordinate this improvement work by
advising on the implementation of these 17 commitments.

The Group’s Terms of Reference set out a number of metrics against which success
could be measured. As the end of the 2024/25 financial year has now passed, this
paper will consider whether the Group has achieved the goals set out in its Terms of
Reference, and whether the 17 commitments in the Framework have been delivered,
with a view to deciding whether the Group can now be wound down.

Strategic Action Framework commitments

This section considers each of the 17 commitments in the Framework and whether
they have been delivered.

Commitment 1: “Establish a National Gender Identity Healthcare Reference Group
(the Reference Group) which will oversee the implementation of commitments set
out within this Framework until 2024”

e This commitment has been delivered.

e The Group was first convened in November 2022, and has met approximately 20
times since then.

Commitment 2: “Support the NGICNS to become a National Strategic Network for
gender identity healthcare, to allow it to take ownership of service improvement and
planning from the Reference Group from 2024”



https://www.gov.scot/publications/fairer-greener-scotland-programme-government-2021-22/
https://www.gov.scot/publications/nhs-gender-identity-services-strategic-action-framework-2022-2024/
https://www.gov.scot/publications/nhs-gender-identity-services-strategic-action-framework-2022-2024/
https://www.gov.scot/publications/national-gender-identity-healthcare-reference-group-terms-of-reference/

e This commitment is still in progress and remains on track to be delivered, subject
to final decisions on the future overarching model for networks. A delivery timeline
is being finalised in discussion with NSS.

e The National Gender Identity Clinical Network for Scotland (NGICNS) was
paused in late 2022, as a result of a combination of staffing changes and a wider
review of clinical networks in Scotland undertaken by NHS National Services
Scotland (NSS).

e The Scottish Government’s Directorate for the Chief Operating Officer (DCOOQO)
has since led a review of network governance and configuration. Discussions
with NSS are in their final stages and it is anticipated that gender identity services
will be incorporated into the renewed network structures.

e Stakeholders, including members of the Group, will be provided with an update
once the final approach is agreed. This will include clarity on how the successor
to the NGICNS will operate within the emerging single planning framework and its
role in supporting national service improvement and planning.

Commitment 3: “Support the current review and update of the Gender Reassignment
Protocol by NHS National Services Scotland and NGICNS”

e This commitment has been delivered.

e The updated document, titled the Gender Identity Healthcare Protocol for
Scotland, was developed in partnership between NSS and the Scottish
Government and was published on 3 September 2024.

Commitment 4: “Commission Healthcare Improvement Scotland to develop national
standards for adult and younq people’s gender identity services”

e This commitment has been delivered.

e Healthcare Improvement Scotland published national standards for gender
identity healthcare services on 3 September 2024.

Commitment 5: “Direct the Reference Group to produce specifications to allocate
funding which will develop and test new multidisciplinary models for delivery of
gender identity healthcare i.e. ‘pilot services”

e This commitment has been delivered.

e In 2022, all 14 Health Boards in Scotland were approached and invited to submit
proposals for gender identity services. Proposals were received from the 4 Health
Boards with existing GICs, although no new pilot schemes were established in
any of the other Boards.


https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf
https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf

Direct Scottish Government funding to these 4 Health Boards has permitted
existing gender identity clinics to explore new approaches to delivering these
services, however.

Commitment 6: “Direct the Reference Group to produce specifications to allocate

funding which will support existing GICs to use new approaches to address current

waiting lists”

This commitment has been delivered.

A number of Health Boards have used direct Scottish Government funding to
explore new approaches to gender identity healthcare, by diversifying their mix of
staff and trialling pilot schemes such as a trans and non-binary sexual health
outreach clinic offered by NHS Lothian.

Commitment 7: “Fund enhanced support for people currently on waiting lists,

including community and voluntary sector led support’

This commitment has been delivered.

A number of Health Boards have used direct Scottish Government funding to
recruit third sector support for those on the waiting list for gender identity
healthcare services.

For example, NHS Greater Glasgow and Clyde (GGC) has funded the role of a
youth and community development officer to act as a dedicated worker to
coordinate third sector support, one-to-one practical and emotional support and a
new physical activity group for young people.

Commitment 8: “Bring gender identity services within national waiting times

standards”

This commitment has been delivered.

Updated NHS Scotland Waiting Times Guidance was published in November
2023. A letter was circulated to Health Boards in April 2024, confirming that this
guidance is applicable to gender identity clinics and these services should be
included in Boards’ implementation plans.

The Scottish Government recognises, however, that waiting times for gender
identity services currently greatly exceed the standard of 12 weeks set out in the
Waiting Times Guidance.

Direct funding to Health Boards with gender identity clinics to sustain
improvement work and further reduce waiting times will continue until the end of
the 2026/27 financial year, after which it is expected that this funding will be
baselined.


https://www.lothiansexualhealth.scot/outreach-sexual-health-clinic-for-trans-non-binary-people/
https://www.lothiansexualhealth.scot/outreach-sexual-health-clinic-for-trans-non-binary-people/
https://www.gov.scot/publications/nhsscotland-waiting-times-guidance-november-2023/
https://www.publications.scot.nhs.uk/files/dl-2024-09.pdf

Commitment 9: “Support the establishment of a nationally commissioned Young
Person’s Gender Identity Service”

e This commitment is still in progress and remains on track to be delivered.

e In December 2024, a “Task and Finish” Group was convened to design a
sustainable long-term model for young people’s gender identity services in
Scotland.

e This professional group is expected to hand over a new Target Operating Model
in 2025, which will set out the service design, delivery principles and governance
arrangements. This will then be presented for discussion and approval by the
NHS Scotland Executive Group. Work will then commence to implement the new
model, which will include development of service specification, establishing
performance measures and budget.

Commitment 10: “Re-establish work to scope gender reassignment surqgery provision
in Scotland, within the wider framework of the four nations surgical contract’

e This commitment has been delivered.

e NSS was commissioned by the Scottish Government in 2023 to undertake a
scoping exercise to assess the feasibility of patriating gender reassignment
surgeries to Scotland. Currently, the specialist nature of these surgeries means
that they are carried out in the UK under a four-nations contract managed by
NHS England.

e The report of this scoping exercise was received by the Scottish Government in
March 2024. This report found that delivering genital procedures in Scotland is
not currently feasible. As a result, it was agreed that the current arrangements for
surgical referrals will be kept in place, although this position may be revisited in
future.

Commitment 11: “Commission NHS Education for Scotland to complete development
of a Transqgender Care Knowledqge and Skills Framework”

e This commitment has been delivered.

e NHS Education for Scotland (NES) published its Transgender Care Knowledge
and Skills Framework on 3 September 2024, and is currently working on an
annex to the document for children and young people’s care.

Commitment 12: “Explore with NHS Education for Scotland opportunities for staff
training and improved resources to support best care of trans people accessing
services in the NHS”

e This commitment has been delivered.


https://frameworks.nes.digital/transgender-care-knowledge-and-skills-framework/
https://frameworks.nes.digital/transgender-care-knowledge-and-skills-framework/

In 2024, NES undertook a scoping exercise to assess the availability of specialist
and non-specialist training on gender identity healthcare for NHS staff. A report
from this exercise was submitted to the Scottish Government in November 2024.

Following the findings of this report, NES is now working to improve the provision
of training for NHS staff. This includes supporting staff at gender identity clinics to
undertake a specialist workplace credential offered by the Royal College of
Physicians, as well as developing other training materials such as a webinar for
GPs.

Commitment 13: “Continue to review and develop all Equality, Diversity and Inclusion

training for all NHS Scotland staff’

This commitment has been delivered.

As stated above, NES has reviewed the provision of training materials for NHS
staff, and is in the process of developing new materials, using the NES
Transgender Care Knowledge and Skills Framework as a foundation.

Commitment 14: “Commission Public Health Scotland to establish robust national

waiting times data collection, monitoring and reporting for gender identity services”

This commitment has been delivered.

On 5 November 2024, Public Health Scotland (PHS) began publishing nationally
collated data on waiting times to access NHS gender identity clinics, making
Scotland the first country in the UK to do so. Going forward, these will be
published annually.

Commitment 15: “Commission a trans healthcare specific report, as part of the NHS

Greater Glasqow and Clyde, NHS Lothian and Public Health Scotland national LGBT

Health Needs Assessment’

This commitment has been delivered.

In July 2022, a trans/non-binary health report, commissioned by the Scottish
Government, was published as a supplementary to a wider LGBT+ Health Needs
Assessment, commissioned by PHS.

Commitment 16: “Commit to have funded service improvements or pilots established

via the direction of the Reference Group independently evaluated”

This commitment has been fulfilled.

An independent evaluation of NHS gender identity services in Scotland was
undertaken between December 2022 and August 2024, and its findings were
published on 7 August 2025.


https://publichealthscotland.scot/publications/nhs-gender-identity-clinics-waiting-times-for-first-outpatient-consultation/nhs-gender-identity-clinics-waiting-times-for-first-outpatient-consultation-5-november-2024/
https://www.stor.scot.nhs.uk/server/api/core/bitstreams/7c5d033f-dd63-4eb6-b6f5-c681cf443bf4/content
https://www.stor.scot.nhs.uk/entities/publication/e88041b4-e8c8-4462-9838-f40df2538ff6
https://www.stor.scot.nhs.uk/entities/publication/e88041b4-e8c8-4462-9838-f40df2538ff6
https://www.gov.scot/publications/evaluation-impact-scottish-government-funding-gender-identity-healthcare/pages/25/

Commitment 17: “Work with the Chief Scientist’s Office to develop research
proposals, and make funding available, for additional research on long term health
outcomes for those accessing gender identity healthcare”

e This commitment has been fulfilled.

e In March 2023, the Scottish Government awarded a grant to the University of
Glasgow to administer a programme of research into the long term health
outcomes of people accessing gender identity healthcare.

e Following an open call to bid and a recommendation by independent assessment
panel, the University of Glasgow awarded research grants to six projects, each
addressing an aspect of long term health outcomes of people accessing gender
identity healthcare, such as cardiovascular health, hypertension, sexual health,
mental health and longer-term wellbeing.

e The outputs of this programme were presented to officials in 2025, and will help
to support and drive improvements in service provision and health outcomes for
people accessing gender identity healthcare in Scotland.

Success
The Group’s Terms of Reference state the following:

“The Group will consider whether specific targets or measures should be set to
evidence success in improving gender identity healthcare provision. These
measures set out that gender identity healthcare services:

e adopt a human rights-based, person-centred and multidisciplinary approach to
improving trans healthcare provision

e are in line with national waiting times standards

e offer improved support to those waiting on a gender identity service
appointment, including peer support

e examining, in conjunction with the upcoming revised Gender Reassignment
Protocol for Scotland, different models of delivering these services, with
models to be adopted based on the principles of Realistic Medicine

e ensure that the newly improved services are accessible to trans, including
non-binary, people”

As of August 2025, NHS gender identity services in Scotland are:

e continuing to work towards improving trans healthcare provision, using a
human rights-based, person-centred and multidisciplinary approach;

¢ now subject to national waiting times standards, with work ongoing to reduce
waiting times;

o offering third sector and peer support to those on the waiting list, where
available;

e using the 2024 Gender ldentity Healthcare Protocol for Scotland to inform
local standard operating procedures; and



e increasingly accessible to trans, including non-binary, people.
Conclusions

Considering that all 17 of the commitments set out in the Framework are either
complete or on course to be completed in the near future, and that most of the
metrics for success set out in the Group’s Terms of Reference have been fulfilled,
officials are satisfied that, following the Group’s meeting in August 2025, the Group
can be formally dissolved.

While it is clear that significant progress remains to be made in reducing waiting
times at gender identity clinics, officials are content that the Group’s remaining
responsibilities are now being actively considered within national planning and
governance structures. Engagement between non-clinical members of the Group,
the successor to the NGICNS, and the Scottish Government will continue as
appropriate.



Scottish Government
Riaghaltas na h-Alba
gov.scot

<

NHS NES: Framework: Chris Rice / David Parker — 21 August 2025

Workstream Objectives: To develop an annexe to the Transgender Care Knowledge and Skills Framework for Children and Young People.
. 1st .
Owner Orgs NES Milestones development C?:;Trln:::;n
Group meeting Today
Key inter- HIS standards Jan 2 Mar May Jul | Sep Nov Jan 26 Mar May
ey mter Start 12V s ! | | ! | | I Finlsh
dependencies  GRP Oct 24 | 2
Lived experience A ‘ Mar 26
coordinator .
igh Level Draft Launch
NSS (COO T&F Draft Sign off
Group)
Key Risks and Issues
Summa ry NETTS Risk/Issue/Dependency Prob. Impact Mitigation plan
Dependency - HIS, GRP review, and other emerging Engagement with NSS and HIS to share feedback from
. Overall status is GREEN. evidence on knowledge and skills. engagement and learning. Remaining cognisant of

emerging evidence.

* Childrens’ right based approach (UNCRC)

o Scope of this project is non specialist transgender 2 Allgr?ment WIFh work moving forward to establish new | Med Med |Liaison with NSS represen?ajuves and !lnklng in with
service for children and young people COO T&F Group. Regular liaison meetings to be
healthcare established.
° Chair Professor Emma Watsonr Medical D|rector, NES 3 |Duplication of engagement and work related to the Med Low |Engagement with NSS, Lived Experience Coordinator
o Development group recruited and has met twice new gender identity service for children and young to align engagement opportunities and to share
. . . . f k I ing.
First high level draft circulated to members for people eedback and learning
consideration 4 |CLO input required at different stages High High |CLO input requested as indicated by development
° Liaison with NSS (COO Task & Finish Group) group progress, expectation that final framework will
. be reviewed by CLO
*  SLWGs being formed to take forward key themes S— — : : : — y
. . . . 5 [Maintaining scope to non specialist service — High High |Discussion with key stakeholders. Awareness of
* Consultation eXpeCted to start Q3 with pu blication planned awareness of future educational needs of new current scope and consideration of future work that
for Q4 specialist service may be required to support educational needs of staff

in new service.




Scottish Government
Riaghaltas na h-Alba
gov.scot

<

NHS NES: Adult KSF Education: Chris Rice / David Parker 21 August 2025 .

Workstream Objectives: To embed education for NHS Scotland workforce and specialist gender identity staff.

Owner Orgs NES

Key inter- GICs
dependencies  NES KSF
RCP

Summary Status Key Risks and Issues

* Overall status is GREEN., ID Risk/Issue/Dependency Prob. Impact Mitigation plan
* RCP Credentials Mapped to Adult Framework 1 |RCP credentials continue to be Med | High [Liaison with RCP and GICs regarding
* 16 NHS Scotland clinicians grandparented or undertaking available to NHS Scotland staff continued availability
foundation/enhanced credential (1)
* Expert credential (2) reviewed and first applications open > . X
Burden on clinical supervisors for Med | Med |Grandparented staff able to support

* Competency assessment required for clinician signoff
* Essential level eLearning in progress
* Primary care first webinar, further planned on regular basis

higher levels of learners

learners, discussions with GICs about
cross clinic support where needed

* Continued engagement with stakeholders to promote
framework and learning

* Intention to deliver in house elLearning based upon national
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National Gender Identity Healthcare Reference Group
Thursday 28 August 2025 14:00 — 16:00
Virtual, via Microsoft Teams

Paper D: Update on Funded Research Projects - University of Glasgow
Research Commission

Background

1. Following a commitment in the NHS gender identity services: strategic action
framework to 'Work with the Chief Scientist Office to develop research
proposals, and make funding available, for additional research on long term
health outcomes for those accessing gender identity healthcare’, University of
Glasgow was awarded a grant to deliver a programme of research on long
term health outcomes of people accessing gender identity healthcare. The
programme included a grant for six small research projects and one funded
PhD post.

2. This Group agreed this approach on 3 March 2022, and were given an update
on the grant award provided on 18 May 2022, followed by an outline of the
research projects on 1 August 2024. Regular written updates have been
provided on the progress of the research at Group meetings.

Small Research Projects

3. All small research projects concluded in the first half of 2025, with Lead
Applicants/Research Authors submitting a short report to University of
Glasgow outlining the project, main findings and next steps. These can be
found within the papers for this meeting.

e Project 1: Assessment and Management of Cardiovascular Health in
Transgender Individuals
= Lead Applicant: [redacted s38] School of Cardiovascular and
Metabolic Health, University of Glasgow
Authors[redacted s38]

e Project 2: Multidisciplinary Care in Gender Identity Services: Service
User Experiences of Triage and Initial Assessment at Chalmers
Gender Identity Clinic

= Lead Applicant: [redacted s38], Senior Clinical Nurse Specialist,
Chalmers Gender Identity Clinic, NHS Lothian
= Authors: [redacted s38]

¢ Project 3: Understanding the Human Papillomavirus and microbial
environment in transgender and non-binary people with neovaginas
(UMON); a feasibility study
= Lead Applicant: [redacted s38], Scottish HPV Reference Lab,
NHS Lothian
= Authors: [redacted s38]



e Project 4: Trans Complex Healthcare Pathways in Scotland
= Lead Applicant: [redacted s38] Research Associate, MRC/CSO
Social and Public Health Sciences Unit, School of Health and
Wellbeing, University of Glasgow
Authors: [redacted s38]
e Project 5: Safety of Puberty Blockers and Testosterone Therapy for
Cardiovascular Health in Adolescents with Gender Dysphoria
= Lead Applicant[redacted s38], Consultant Paediatric
Endocrinologist, Royal Hospital for Children, Glasgow
Authors: [redacted s38]
e Project 6: Long-term health outcomes for patients of NHS gender
identity services in Scotland
= Lead Applicant: [redacted s38], University of Edinburgh
= Author: [redacted s38]

PhD Studentship

4.

The focus of the PhD project was the long-term physical health outcomes of
people who have previously accessed gender identity services (see Paper H
from 1 August 2024)

University of Glasgow has informed us that the student will not be able to
complete their PhD at this time due to unforeseen circumstances.

The University also highlighted that the student is otherwise a talented early
career researcher, and that they will complete the analysis they worked on so
far, with intent to publish the paper which will be of interest to the scientific,
policy and clinical communities.

Officials and University of Glasgow will discuss the financial implications and
consider how any remaining funds for this part of the project can be effectively
used to further the research in this area.

Dissemination and next steps

8.

9.

Each of the small research reports outline any planned next steps for their
respective projects.

An in-person all-day dissemination event was organised by University of
Glasgow in March 2025, with all projects presented by the researchers and an
opportunity for discussion. The event was attended by researchers, clinicians
and people with lived experience.

10. The main challenge reported by all the researchers was difficulty in recruiting

participants due to lack of trust in the research from trans communities, which
became more acute post-publication of the final Cass Report. The event was
an opportunity to facilitate discussions between the research community and
the lived experience attendees, and it was agreed that opportunity for future
engagement, such as this event, should be considered.



11.The policy team is exploring options for organising further dissemination and
engagement events later in the year, including using online platforms to open
up the opportunities to different audiences. The team would welcome any
suggestions from the Group.



Abstract

Aim: The aim of this study was to explore the awareness of CVD risk in gender identity specialists,
generalist clinicians and transgender individuals as well as the approach to CV health in terms of
identification, diagnosis and management. The focus is primary prevention of CVD.

Methods: Qualitative study using a pre-interview survey to collect demographic data and semi-
structured interviews with thematic framework analysis using NVivo. Individuals were recruited
through clinical contacts, mailing lists and word-of-mouth across Scotland. Clinicians were individuals
of varying levels of experience who work in gender identity clinic, cardiology, endocrinology, acute
medicine, primary care practices and other relevant clinicians across Scotland who make
assessments on cardiovascular health. Transgender participants had to identify as transgender
(transgender woman, transgender man, non-binary or other), be aged 18 and over and utilised
healthcare services in Scotland. Outcome measures were the views and experience within the
healthcare system as a transgender patient or clinician treating transgender individuals in the context
of cardiovascular health.

Results: The lack of clinician education was an overarching research theme, with a lack of evidence-
based resources, risk assessment tools and a centralised specialist service impacting patient care.
Community members felt a lack of education from healthcare professionals, highlighting a
communication gap and a barrier to safe care.

Conclusion: Our study shows a clear need for standardisation, with clear parameters for assessment,
monitoring and follow up allowing quality improvement and safe practise.



Introduction

Transgender is an umbrella term for individuals with a gender identity which differs from their
assigned sex at birth. A transgender woman (TGW) is defined as an individual who was assigned male
sex at birth but identifies as a woman. A transgender man (TGM) is defined as an individual who was
assigned female sex at birth but identifies as a man (Streed et al. 2021). Approximately 0.5-0.6% of
individuals are transgender and gender diverse (Baker 2019). Recent studies have reported a higher
risk of cardiovascular disease (CVD) in the transgender population (Poteat et al. 2021; Karalexi et al.
2022; Howerton and Harris 2022; Alzahrani et al. 2019; Nota et al. 2019). The mechanisms
responsible for the increased CVD risk are poorly understood and may reflect health inequalities,
difference in behavioural risk factors, minority stress or utilisation of gender-affirming hormone
therapy (GAHT) (Baker, 2019; Getahun et al, 2018; Streed at al, 2021). GAHT is used to align
secondary sex characteristics with affirmed gender, where in the US at least 80% of transgender
individuals have received or intend to receive GAHT in their lifetime making this an important
consideration for clinicians (Alzahrani et al, 2019).

Psychosocial, behavioural and clinical CVD risk all contribute to physiological stress influencing overall
CVD risk and cardiovascular events (Streed et al, 2021). Behavioural risk factors such as increased
alcohol consumption, cigarette use, drug use and physical inactivity are more prevalent in the
transgender population, which can increase risk of CVD (Baker 2019). These behavioural risk factors
were often linked to psychosocial factors such as mental health conditions like depression and
anxiety as well as stigmatization (Streed et al, 2021). There is a lack of consensus concerning clinical
CVD risk factors such as hypertension, obesity, lipid profile and insulin sensitivity in the transgender
population, particularly with administration of GAHT (McGinley et al, 2024). The intersectionality and
complexity of assessing cardiovascular health in this population provides a challenge for clinicians
when assessing and managing CVD in this population.

One of the main challenges in transgender healthcare is determining what sex-specific laboratory
reference values to use and how to interpret them. Much of the research within the transgender
population looks at lipid profile, indicating a proatherogenic profile in TGM and antiatherogenic
profile in TGW (Cocchetti et al. 2021; Leemaqz et al. 2023; Allen et al. 2021), inviting the question as
to whether the lipid profile is aligning the individual with their affirmed gender or whether it is
indicating a change in CV risk. This means transgender individuals lipid profile may not fall within the
healthy range for female or male sex and it is not clear what protocol clinicians should follow in this
case. In TGW some measurements will fit in with a male phenotype (alkaline phosphatase) and some
a female phenotype (LDL, haemoglobin), meaning there is not a one size fits all for clinicians (Roberts
et al. 2014). Cheung et al (2021) suggested the assessment of laboratory values should be based on
whether an individual has received GAHT for a minimum of 3 months. However, there are no
systematic guidelines in place for clinicians to follow.



Aims

This study aimed to explore the awareness of CVD risk in gender identify specialists, generalist
clinicians and transgender individuals as well as the approach to CV health in terms of identification,
diagnosis and management. The focus is primary prevention of CVD. The secondary aims were as
follows: (1) To understand the knowledge of CVD risk and health priorities in transgender individuals.
(2) To understand what clinicians understand about CVD disease risk in transgender individuals and
how this would be assessed, including approach to laboratory values, and managed. (3) To
investigate is there are any differences in knowledge, approach, and attitude to CV risk between
gender identify specialists and generalist clinicians. (6) To assess if the priorities of clinicians are
aligned with the needs of transgender individuals.

Methods

Research Design

A qualitative study consisting of a pre-interview survey and semi-structured interview was conducted
in 2024. This study was carried out in consultation with experienced qualitative study investigators
and a lived experience coordinator from the trans equality network. Pre-interview survey study data
was collected to provide context and understanding of the demographic of participants and allow
more in-depth analysis of results based on these characteristics.

Setting and Participant Recruitment

This study was based in Scotland across Glasgow, Edinburgh, Aberdeen and Dundee. Clinicians were
initially recruited based on location. Purposive sampling though a neutral contact of one of the
researchers (CD) was used to recruit clinicians from a range of healthcare services including gender
identity services, endocrinology, cardiology, acute medicine, primary care and other relevant clinics.
The neutral contact was given details of a study investigating cardiovascular health assessment and
management, without mention of the focus in transgender patients to prevent any bias in selection
of participants. Once potential participants were selected, they were sent the advertisement with full
study details. Transgender individuals were initially recruited across Scotland though advertisement
by the Scottish Trans Equality Network mailing list.

The recruitment goal for each arm of the study was 20 participants. This was not achievable through
only neutral contacts and the Scottish Trans Equality Network mailing list, therefore recruitment was
expanded to include word-of-mouth to allow fulfilment of recruitment targets.

Eligibility Criteria

Clinicians were recruited if they were a healthcare professional with a variety of experience. The
clinicians could be from a variety of healthcare services but had to make assessments on
cardiovascular health as part of their role. Transgender participants had to identify as transgender
(TGW, TGM, non-binary or other) and be aged 18 and over. Transgender participants must have

utilised healthcare services in Scotland and have sufficient competency in the English language to
participate in the study interview.



Data Saturation

It was estimated that a sample size of 20 participants in the transgender and clinician arm would be
required to reach data saturation. Data saturation was defined as when no new themes were
emerging from the interviews. During the data collection stage this was monitored by C.G who was
conducting the interviews. Following this the thematic framework for analysis was reviewed and
confirmed by all authors to identify any additional themes present in interviews. All data collected
from patients was encrypted and transferred via secure file transfer systems.

Pre-Interview Survey

A pre-interview survey was created using Qualtrics software (https://www.qualtrics.com/en-au/),

detailed in supplementary (supplementary provide table format of the questions). Prior to
commencement of the survey written consent was required. Demographic data such as age,
ethnicity and gender identity were collected from both the transgender and clinician arm through
the pre-interview survey. Within the transgender arm lay definitions were provided of cardiovascular
health and any cardiovascular conditions to improve accuracy of reporting. Data on GAHT
administration, healthcare access, discussion of cardiovascular health and any current health
conditions were collected. This provided background on the extent of engagement with healthcare
services. In the clinician arm data on the type of clinic, length of experience and specific roles within
the transgender community were collected.

Topic Guide Development

A semi-structured interview topic guide was developed (provide as supplementary) by K.A.M with
input from the other authors. The transgender interview consisted of questions on why they took
part, CVD health risk, health care received and experience in healthcare. The clinician interview
consisted of questions on why they took part, approach in treatment of transgender individuals and
challenges when treating transgender individuals. The interviews were composed of main open
guestions and question prompts to gain a greater depth of understanding of participant views. This
consisted of 13 and 14 main questions in the transgender and clinician arms, respectively. The
interviews were piloted with one clinician and one user of general healthcare facilities to ensure the
guestions were clear and fit to answer the aims. Minor modifications were required to adjust
wording of questions in response to piloting.

Interview Procedures

All interviews were conducted by one interviewer (C.G.) a Clinical Research Fellow and Resident
Doctor within GGC. Interviews took place online via Microsoft Teams, with consent from individuals
to have the interview audio recorded. Face-to-face interviews were available upon request. Online
interviews minimised the geographical and physical barriers to participation. The interviews were
transcribed verbatim though Microsoft Teams and encrypted on the interviewer’s computer.
Transcripts were checked to ensure accuracy.

Prior to the interview the aims of the study were confirmed, and the participant was allowed to ask
any guestions. Audio consent was provided alongside confirmation of consent and privacy notice
forms. For the transgender arm a definition of cardiovascular health was provided to ensure clarity
for the interview questions. Upon completion of the interview individuals were given the
opportunity to provide any additional thoughts on the topic which had not been covered by the


https://www.qualtrics.com/en-au/

interview and thanked for their participation. All participants were offered a £25 love2shop vouchers
as a token of appreciation of their time.

Data Analysis

Thematic analysis was used to produced themes based on the aims of the study and the interview
transcript data. The aims were broken down into key suspected themes and any additional themes
which summarised the interview data were added (provide list of themes as supplementary). Data
was structured using NVivo (Version 15) to lay out what each participant had said about each theme.
This allowed a set of main themes and subthemes to be identified and comparison between any
divergent views to be observed. Analysis was carried out by the individual who conducted the
interviews (C.G.). A second researcher (K.A.M) reviewed 50% of the transcripts to confirm they
matched the themes and subthemes indicated by the first researcher. Descriptive statistics were used
to summarise the demographic data collected in the pre-interview survey using GraphPad Prism
(Version 10.2.3). The number and % of responses was reported. Continuous data was tested for
normality using Shapiro-Wilk test and data reported according to these results. Mean and SD were
used for normally distributed data and median and IQR for non-normally distributed data.

Patient and Public Involvement

Attempts were made to conduct PPI groups in conjunction with other research within the
transgender healthcare space but due to the time constraints on funding of the project these were
unable to be utilised. A lived experience coordinator from Scottish Trans Equality Network was
consulted to provide feedback on recruitments materials, pre-interview survey and interview topic
guide.



Results
Participant Characteristics

Table 1. Clinician Participant Demographics

Clinicians (N = 18)
Age, mean (SD) 39.9 (10.1)
Ethnicity, n (%)
White Scottish/British 14 (77.6)
White Maltese 1(5.6)
British Indian 1(5.6)
British Pakistani 1(5.6)
Asian 1(5.6)
Prefer not to say 0(0)
Gender Identity, n (%)
Cisgender Women 8 (44.4)
Cisgender Men 10 (55.6)
Non-binary 0(0)
Transgender Women 0(0)
Transgender Men 0(0)
Other 0(0)
Prefer not to say 0(0)
Type of Clinic, n (%)
GP 3(16.5)
Cardiology 2 (11.2)
Endocrinology 6 (33.3)
Acute Medicine 2 (11.2)
Gender ldentity Clinic 0(0)
Surgery 1(5.6)
Obstetrics & Gynaecology 1(5.6)
General Internal Medicine 1(5.6)
Paediatrics 1(5.6)
Resident 1(5.6)
Prefer not to say 0(0)
Time in Clinic (yrs), median (IQR) 8.5(0.8-17.5)
Work in a Role Related to Transgender Community, n (%)
Yes 2 (11.2)
No 15 (83.3)
Prefer not to say 1(5.6)




Recruited participants included 18 clinicians from a range of different clinics, mostly from GP,
cardiology, endocrinology and acute medicine fields but also 1 clinician from each surgery, obstetrics
& gynaecology, general internal medicine, paediatrics and residency (Table 1). Clinicians had a range
of experience within their field from 0.8 to 17.5 years with a median of 8.5 years of specialty (Table
1). Clinicians were mostly of White Scottish or British ethnicity (77.6%) with some representation
from White Maltese, British Indian, British Pakistani and Asian individuals. All clinicians identified as
cisgender with a balanced 44.4% cisgender women and 55.6% cisgender men. Only 2 clinicians
worked in a role related to the transgender community (Table 1).

Table 2. Transgender Participant Demographics

Transgender Individuals (N =
8)
Age, mean (SD) 38.8(17.9)
Ethnicity, n (%)
White Scottish 6 (75)
Arab/ Bosnian 1(12.5)
Prefer not to say 1(12.5)
Gender Identity, n (%)
Non-binary 2 (25)
Transgender Women 2 (25)
Transgender Men 4 (50)
Other 0(0)
Prefer not to say 0(0)
Received GAHT, n (%)
Yes 8 (100)
No 0(0)
Plan to at some point 0(0)
Prefer not to say 0(0)
Health Care Provider, n (%)
NHS 4 (50)
Private Healthcare 1(12.5)
Both NHS and Private 3(37.5)
Other 0(0)
Prefer not to say 0(0)
Discussion of CVD with Healthcare Professional, n (%)
Yes 8 (100)
No 0(0)
Prefer not to say 0(0)
Received Guidance to Reduce CVD Risk, n (%)
Yes 5(62.5)
No 3(37.5)
Prefer not to say 0(0)




Blood Pressure Checked, n (%)

Yes 8 (100)
SBP (mmHg), mean (SD) (n=4) 121.8(3.9)
DBP (mmHg), mean (SD) (n=3) 83.7 (6.1)
No value provided, n (%) 4 (50)

No 0(0)

Prefer not to say 0(0)

Cardiovascular Conditions, n (%)

Never Diagnosed 6 (75)

Aortic & lliac Dilation 1(12.5)

Postural Orthostatic Tachycardia Syndrome 1(12.5)

GAHT,; gender-affirming hormone therapy, CVD; cardiovascular disease

Recruited participants in the lived experience arm included 8 transgender individuals who had all
received GAHT, with 50% TGM, 25% TGW and 25% non-binary individuals (Table 2). Individuals were
mostly of White Scottish ethnicity, with 1 individual who identified as Arab/ Bosnian and 1 who
preferred not to disclose this information. Only 1 individual exclusively utilised private healthcare,
with 4 individuals using NHS and the remaining using both services. All participants had discussed
their CV health with a healthcare professional and 62.5% had received guidance on how to reduce
CVD risk. All individuals had received a blood pressure check at some point with 50% remembering
the value with a mean of 121.8/83.7 mmHg across those participants. Seventy-five % of participants
had never been diagnosed with a CV condition with 1 individual each being diagnosed with aortic
and iliac dilation and postural orthostatic tachycardia syndrome (Table 2).

Clinical Education
Reduced Presentation

Resources

Infrastructure ————— Medical Education

Mental health
Neurodiversity

Psycho-sexual counselling

Stability and Standardisation

Service Limitations



1.0 Knowledge

1.1 Clinician Education

Clinicians were largely unfamiliar with the cardiovascular risk profile amongst transgender individuals

“I didn't know that they were sort of at higher cardiovascular risk. | don't really have a good
understanding of that.” C14

“I wasn't fully appreciative that transgender people might have different cardiovascular risks
as opposed to cisgender patients. I'm not fully aware that there are differences between
cisgender patients and transgender patients from a cardiovascular point of view.” C29

A notable lack of education surrounding transgender health was reported, with 100% of clinicians
reporting no training in cardiovascular risk assessment, management and treatment in transgender

patients.

‘No training’ C12

‘I dont think so’ C18

‘No’ C2, ¢4, C7

‘No, | haven’t’ C20

‘I don't think I've probably ever had any training specifically on that.” C3
'Not specifically cardiovascular, no’ C6

“You would do lots of equality and diversity online modules, not specific to this [cardiovascular
health].” c2

“We have to adjust and adapt, but I’'ve had no training, absolutely no training” c4

“even in my foundation year training in the UK and | didn't receive any training at all” C29

Multiple clinicians identified improved education within HCP’s as a solution for improved assessment
and management of CVD within the transgender community

10

“One thing is education. It is important that it is embedded within the medical curriculum.
Within endocrinology speciality training it’s embedded, which is really good, but [this needs to
be] across the board.” c2

“[We need] departmental teaching. We had one teaching session at University. | can’t
remember the statistic exactly, but it roughly 10x more of the population are transgender than
have rheumatoid arthritis, but we have 10x more teaching on rheumatoid arthritis than on
transgender health. It doesn't make sense.” c6

“Educating clinicians would be great so they know what to look for. Not just from a
physiological point of view, but also maybe from a communication skills point of view.” c7

“There needs to be standards of care for people who are transgender. It needs to be led at a
national level and to say what is expected in order to drive improvements a change to meet
these standards” c2



“Awareness and training [...] would be positive for patients and doctors” C3

“I hope [this study] can raise awareness of what we, ask doctors and as a health services, to
help people get to our clinics.” C3

“Educating primary care physicians and hospital physicians, when they're treating transgender
patients that they need to be aware of differences in risks” C29

This is supported by suggestions from those with lived experience on how to improve their
cardiovascular care.

“I think making more doctors and nurses aware, particularly primary care, so they can
communicate the risk and also begin screening for contributing things.” t10

“Education professionals at all levels, receptionists to GPs to cardiologists [...] awareness of
trans people at all levels, depending on their level with depend on what knowledge they need.”
t4

When comparing CV management between cis and trans gender patients, two clinicians reported that
gender would not influence their approach, with the exception of potential for pregnancy.

“The only time | would think about gender is when I’'m thinking about reproductive health and
[...] pregnancy planning” C20

“Unless they were at risk of becoming pregnant and identify as male, | would take that into
consideration with any drug prescriptions” c3

When comparing CV risk assessment between cis-gender and trans-gender patients, alternate
literature and guidance is sought to influence decision making on known endocrine conditions and
HRT.

“I guess you’d be guided by literature from HRT or the pill. | think there’s just not enough known.”
c3

“There are medical conditions which women express very high levels of testosterone, such as
congenital adrenal hyperplasia, and you wouldn’t use male phenotype to calculate risk. Its very
complicated and nuanced.” C2

1.2 Risk Factors

Despite a lack of formal training, clinicians were largely aware of increased CVD risk factors amongst
people who are transgender. Risk factors identified can be separated into modifiable (smoking, alcohol
consumption) and societal (social isolation, reduced presentation, poor mental health, systemic
discrimination).

Modifiable:

“I do wonder if they are more inclined to smoke and drink alcohol [...] | don’t know that for
certain though.” c18

“People are not only adopting masculinising hormones, but also masculine health behaviours
associated to increased cardiovascular risk, such as smoking and drinking” c2

11



“The rates of smoking are much higher in transgender population, and that smoking risk tends
to increase with exposure to discrimination as well” c2

“It’s not as simple as people who take hormones are at higher risk of CVD, it is much more of
a complex situation there” c2

This was supported by a participant with lived experience, reporting increased substance use amongst
the transgender community.

“My understanding is that substance use, both legal and illegal, is higher in the trans
community” T10

Societal:

“Trans people as a minority are under increased minority stress [...] and psychiatric abuse.
Those conditions themselves have increased risk.”

“I know stress can contribute to heart disease and everything [...] Is how were accessing health
care worth discussion? Or is it saying Wow, this is a really stressed community and it is having
a knock on effect. | don’t think people tend to know at all.”

“Trans people tend to have a general distrust of medical services and a reluctance to engage,
particularly outside of trans related care. Theres a reluctance [...] less likely to go to your GP to
talk about your cardiovascular risk, and less aware of those risk and more at risk as a result”

“transgender people are more likely to have health problems in general and a lower standard
of living.”

Clinicians showed a range of approaches and clinical confidence to risk assessment and management
of modifiable behaviours.

“Cessation of smoking is a difficult topic because a lot of them are not [...] ready to make a
change”

“I need to properly look at my knowledge of smoking cessation so that | have something to
offer young people as to what they should do to stop smoking” C12

“I would inquire about smoking more within transgender populations because | am
understanding that the evidence is there is a higher risk there.” C2

Additionally, duality between modifiable risk factors such as PAL and adiposity, and societal risk factors
(mental health, social isolation) was explored.

“More lifestyle and physical activity coaching. Not an emphasis to lose weight, but on asking
them to be more active due to the benefits to their CV risk, bone health and mental health.”
C12

“Online classes [we] find to be much more palatable to them because they're not having to
deal with what they perceive as difficulties.” C12

One participant from the transgender community mirrored this.
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“Part of the reason to do fitness stuff is that the community has increased risk of CV disease”
T10

Additionally, physical health was explored as a health priority for TG individuals.
“I try to be active [...] keep everything health and hope my heart slots into place”

“having a good fitness level, those noticeable things, like if you're out walking all day, how out
of breath you are.”

1.3 Clinical Confidence
“I feel quite inexperience for someone whose been a consultant for 9-10 years”

Clinician Education

The impact of reduced clinician teaching onto clinician confidence has been explored

Reduced Presentation

Clinicians were aware of reduced presentation to health services by people who are transgender,
furthering cardiovascular risk factors.

“I’'ve seen very few [people who are transgender] coming through our clinic. | think that
probably doesn't represent the number in the population that should be coming to our clinic”
c3

“It’s not super common feature of the population, so individuals [clinicians] wouldn’t have
come across it very often” c18

“We’ve (consultant cohort) have had conversations around our lack of confidence in this field”
c4

“I wouldn’t profess to have a lot of experience dealing with that” c20
“Not every does work with [...] people that have gender dysphoria”

This is furthered by relaying cardiovascular disease as a feature of an ageing population, limiting
clinician exposure and education through clinical need.

“Strokes are overall an illness of the elderly, there's not that many retired transgender people
in the Scottish population” c18

“It is quite an unusual scenario, not a wholly common thing. That’s maybe why there is not lots
of teaching on it” c18

An awareness of reduced presentation and reduced familiarity of clinicians is reflected in the
healthcare experiences of transgender individuals.

“My experience with most HCPs, I'm usually the first trans person they’ve ever met [...] that
requires lots of explaining or accepting of mistakes on my part, which can be really exhausting”
T1
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Resources

A lack of evidence-based resources and a non-uniformed approach to guide clinical assessment was
apparent, citing a lack of guidelines requiring a best guess approach.

“Thats largely the majority of transgender guidelines, the evidence base isn’t as strong, but it’s
not the typical approach you would use in a cis gender patient” C2

“When it comes to sex-based calculations and reference ranges, you're really in the dark and
you’ve got to use your best estimates as to what the risks are”

“When you're filling out the Q risk score or the assign score, and you have to put female or
male, there's not a transgender box, so | would probably have gone with their birth. | would
have thought that would affect the more sort of physiologically. But then if they're on
hormones, then that's obviously not the case.”

“It’s not unusual for me to calculate the risk based on a male and female sex and take the result
in-between.”

“As for any individual with complicating factors that aren’t included in risk calculations, | might
use calculators as a rough guide and see what the risks are either way, and then come to my
own conclusion with all the data about what we should do” C3

When asked whether they would use natal sex or chosen gender for reference range calculations,
clinicians evaluated the influence of hormone therapy but were unclear on its significance.

“It depends on the hormone therapy they are on. If they are not on hormone therapy, we would
still use natal sex. It they are on hormone therapy, it becomes own judgement.”

“Normally once they are on cross-hormone therapy, | would analyse in context of their chosen

”

Sex.

Lack of standardisation leads to collaborative decision making, in which clinicians' emphasis a need for
transparency with their patients on the reasons for a specific-gender selection and the associated risks.

“I would look at the risks [for both] and discuss this with the patient. It’s a very different
approach but largely the same broad strokes, it takes more thought.” c2

“If you look at both reference ranges, and if it both presents in line, [the patient] can decide for
themselves” C12

“It’s important to be sensitive to the patient and make sure they’re aware why exactly you
would consider using sex-based calculation” C2

“I advise the patient. | would say, you’re choosing to go on hormonal manipulation. This is the
risk. This is what we know.” C20

1.4 Education of transgender individuals

When asked if aware of the increased CV risk within the transgender population, those with lived
experience were largely unaware of a potentially increased risk.

“No, | certainly wasn’t aware of it being an increased risk.”
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“I’'ve never heard anyone talk about it specifically.”

“I’'ve never heard that and | am on quite of lot of [social media] forums with 6000+ trans people
on them. | haven’t heard them talk about it, that surprised me.”

“l understand my personal risk, but | don’t understand how my transness relates to that. | can
only speculate.”

Those with lived experience were specifically asked if they’d ever discussed CV health with a HCP.
“Not specifically”
“I think things just fall through the cracks, there’s other things you need to worry about”

“Sort of, | have never specifically gone for that, but [Gl service] do my blood pressure when |
get my bloods done. So very generally yes.”

“It doesn’t tend to be a conversation that comes up a lot”

“There doesn't seem to be much in the way of preventative treatment around cardiac health,
I don’t know anything to prevent myself [...] and | don’t think that's a priority for [HCP]. It’s
more waiting until you’ve got a problem then reacting to it rather than preventing it.”

“GPs tend to not really know because that’s kind of specialised information.”

“I’'ve built [knowledge regarding CV health risks] up through googling and through community
members, it’s not from speaking to HCPs. Equally, when | speak to HCPs, they don’t tend to
know.”

The lack of patient education and community awareness contradicts the patient centred, informed
approach adopted by clinicians (explored above). This highlights gaps in retained awareness and
efficient communication, showing a need for monitoring and follow-up services. This is explored
through those with lived experience reporting increased advice and input from HCPs as a solution to
CVD risk management.

“Other than don’t smoke, drink lots of water and oh, please be aware there’s a clotting risk.
But to be fair, | didn’t ask”. T11

“I was given a slip of paper and that’s it. [What would be better is] actually sit down and talk
it through with me.” T11

“There is alot of conflicting information”
This translates into poor self-advocacy and health literacy for those with lived experience.

“What are the signs of heart attacks in trans people? Women experience heart attacks
differently to men” T11

“There was no mention of this is what it feels like to have a clot, if there is a risk, | should know
about it. | can look it up, but I'd rather have a health professional tell me.”

Similarities were apparent between clinician and patient knowledge. This highlights the reduced
clinician education and confidence discussed, impacting the quality of care, education and risk
management clinicians are able to provide patients.
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“I know some of us going on hormones can change risks, but we don’t know if it raised or
decreases the risks, and which hormone and which method, and if the dosage changes that.”

Increased patient education from HCPs, reliant on improved clinician education, was identified by
clinicians as a solution to improved cardiovascular care.

“There might be a need for better education, perhaps of people who are transgender, that they
should be able to access cardiovascular services and that they should have their blood pressure
checked.” C3

Risk Vs Benefit

Whilst those with lived experience stressed the importance of dual decision making and informed care,
universally they reported cardiovascular risk assessment would unlikely influence whether to engage
with hormone therapy. This was attributed to the psycho-social benefits of gender affirming care,
versus the potential risk in time of increased cardiovascular events, further lessened in priority by
minimal monitoring and discussion.

“You want to change this really significant part of your life, versus some hypothetical risk, it
doesn't really seem relevant.”

“Unless you knew for sure that the change was gonna kill you, not doing it because of an
increased risk of some other condition seems unlikely.”

“We tend to look for the positive benefits that [gender affirming care] will have on my bodly.
Maybe you don’t so much attention to the other side.”

Cardiovascular health was discussed in the context of health priorities to those with lived experience.
“Would you say that cardiovascular health is a priority for yourself?”

“it’s really important to me to live longer so my kids have a parent for longer [...] it’s all about
longevity.”

“Its very central to general health and long-term health. Its important to have awareness of it
if you're doing something that could impact you long term.”

“Absolutely yeah, its probably the thing that I'm most likely to die off” [family history]

“Its a less priority. | think about it a little bit in the sense | could be doing more to maintain my
general health. Cardiovascular health is a lesser priority as | don’t consider myself someone's
whose particularly high risk for it. Maybe that’s naive.”

2.0 Systemic Bias

2.1 Evidenced based resources

When exploring the lack of education surround transgender CVD health, clinicians showed a want to
provide optimal cardiovascular care for transgender individuals but felt unable to. This was due to a
lack of appropriate research and corresponding guidelines.

“We have a number of patients who attend endocrinology clinic who are underserved, and are
lacking in data to support their effective management” c2
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“If we were to identify a risk, how do we mitigate it? Because there is a significant lack of
guidance [...] on what we should do with this population.” c2

This is supported by clinicians relaying their priority of ensuring safe care and efficient CVD
management.

“It’s important to me that they get safe and effective care”

Increased research was identified by clinicians as an area of improvement for CVD risk assessment and
management.

“More research would [be beneficial]. It’s a fairly new phenomenon and its probably quite
different depending on which countries you go to. It’s more tricky to research things if it’s less
of a global problem.” C18

“We really want to know if [any hormone treatments] are affecting cardiovascular health. We
treat that appropriately early on and see if it alters their long term risk in comparison. | know
some people are young, but either using surrogate end points or actual hard end points.” C20

“Definitely having more research, identifying potential differences between transgender and
cisgender patients from a cardiovascular point of view was even as a clinician, | wasn't actually
aware that there might be any differences at all. And if there are major differences picked up
on research and trials, it would be addressing it and communicating it with the general public
just to make everyone fully aware of it.” C29

This was mirrored by transgender individuals, reporting an awareness amongst the community of a
lack of research, leading to a reduced desire to self-advocate and seek education on risks. This
consequence of reduced advocacy due to insufficient research and guidelines echos the consequence
of reduced advocacy due to insufficient clinician and patient education explored above (1.4).

“Theres no research on trans people, whether it’s true or not, it’s an area that needs to be
improved. Some people don’t go to learn because they feel there's nothing there.”

“I’'m just appreciative that people are studying us, thinking about us and doing important
research, it doesn’t feel like were always seen.”

“You know, there's not a lot of research information out there about trans people and their
healthcare [...] it’s very important.”

“It’s important to talk about our health issues because often were overlooked or not listened
to, I always take the opportunity to voice my experience.”

When asked if transgender individuals were included in Clinician research, it was largely reported that
they may be included by default, but it was not a clear inclusion or exclusion criteria, or a recorded
data set to allow for stratification.

“People of any gender are allowed to participate in them”

“The research is mainly large clinical trials, we have no exclusion or specific inclusion for
transgender individuals.”

“[Transgender individuals] are not specifically the named cohort, no”.
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One clinician specified recording of natal sex, with gender identity not recorded or analysed.

“all of that data is collected by traditional sex rather than gender. So gender is never recorded
as part of that data, and it's not something that we analyse for that project” C27

Additionally, the same clinician explained difficulty in inclusion of transgender people within their
research.

“we've had a lot of difficulty in terms of trying to integrate gender, queer and transgender
people within our research [...] whenever we've raised trying to include gender queer people,
we've been able to do things that change language to remove gendered wording around it,
but we've not been able to do anything from an infrastructure perspective or collect any data
on young people who are experiencing both this illness and gender dysphoria.”

When discussing inclusion barriers, they identified the small initial sample size as a limiting factor,
directly compared to cardiovascular research where co-morbidities have a larger population pool. This
presents an argument for proportionally increased inclusion of transgender individuals within CV
research.

“Obviously the numbers would be tiny, it’s an oncology trial where we’re involving 20 people
across the world, so it's hard to get buy in from people who are maybe less clued into
transgender issues”

"For me, it’s about making sure that we record someone's gender as well as sex, and we record
whether or not their experience of gender had an impact on their health, especially for
cardiovascular stuff where, like, you know, the trials at all 10s of thousands of people.”

“Cardiovascular health impacts everyone. It's probably the easiest place to make that
infrastructure work and involve and be inclusive for transgender folks. And it definitely has a
huge kind of role to play in terms of like then that all filtering down into the clinical environment
[...] it's all about how it's designed, healthcare systems are predicated on a uniform
heterosexual system model. The only way that that's going to change and allow for more kind
of inclusion is and safety is active progress. For me, the biggest generator of all that is research
and a good research environment.”

2.2 Administrative bias

“The fact [transgender individuals] don’t access healthcare because of simple issues when they
arrive or the binary nature of tick-boxes on forms, systems don’t cater for nuances and
potentially people don’t want to identify as male or female” Clinician

“Unknown was my gender for a while because that was the best the NHS could come up with”
Individual

This is furthered by a lack of inclusivity within information, such as posters, leaflets and medication
side-effects.

“The little, microscopic print leaflets you get inside of boxes of hormones, there's no reference
at all to transgender healthcare”

“It’s all written based on the assumption a woman assigned at birth is taking the medication”
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The lack of appropriate, inclusive resources for clinicians is acknowledge, incorporating the above
discussion regarding insufficient research as an attributing reason.

“We have intention to resolve the electronic [risk- assessment] systems, but it hasn’t been done
[because] we don’t know the answers.”

“[l worry about] upsetting somebody by referring to them by their birth name and not what
their current name is. [Their birth name] comes up on our screen. So if you are in a hurry you
can say the wrong this.”

Opt-In education

Clinicians described poor access to teaching on transgender healthcare, with clinician education largely
dependent on opt-in education sessions rather than mandatory training.

“I have had some experience because I've attended lectures and done modules, but | would
argue it’s probably insufficient. Largely my approach is self-taught rather than specific
guidelines and training.”

“I wasn’t forced to go. It was a choice to attend.”

“It depends on what societies or postgraduate associations you're signed up to. | recently
joined the Society for Endocrinology and you get to select [what information you want]:
transgender, adrenal, pituitary, bone health.’

“[Confirms it is an opt-out process] Yes, it’s about managing how many emails and notifications
you get’

When discussing education sessions for GP’s, it was recalled that sessions were independently led
and without specific mandatory inclusion of transgender-related healthcare topics.

“It's really at your own discretion. The only mandatory thing is that we do is Basic life support
on a regular basis, but other than that, it's really up to you and identifying what you want to
learn about.” C14 GP

2.3 Unconscious/ Interpersonal bias

Unconscious bias was directly reported by one clinician but explored as an underlying theme following
thematic analysis.

“l do think there is an uncomfortableness there [...] Clinicians do not feel prepared or
knowledgeable enough to approach the management of disease in people who are
transgender. That needs to change”

A lack of gender inclusive language, including incorrect pronoun use, was reported as a barrier to
access by those with lived experience.

“I’'ve noticed a couple things, at appointments [...] maybe someone will mess up my pronouns.”

Varied familiarity with inclusive terminology was noted when asking Clinicians which pronouns they
use, reflecting the experience outlined above of incorrect pronoun use and binary paperwork (2.2),
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presenting a barrier to healthcare access and attributing to reduced presentation and clinical
confidence (1.3).

“I'm male, cisgender’
“I am cisgender, | think that’s the right word”
“This is where | am less confident knowing what the right terminology is”
“My pronouns are she/her, | think”
“I identify as a straight male, my pronouns are he/him”
Clinician challenges and priorities

When clinicians were asked what the greatest challenges were assessment and management of a
transgender patient, a lack of training on gender-inclusive language was widely acknowledge. This
shows the direct impact clinician education (1.1) through opt-in sessions (2.2) has on patient care,
creating an unconscious bias through non-inclusive service provision.

“The lack of training we’ve had [...] getting the right terminology, using the right language,
knowing that you’re not going to upset or offend anybody when that's the last thing
you want to do, because you may say things incorrectly”

“If  am not aware or cause discomfort to them by not appropriately identifying what gender
they use [...] then the consultant gets off to a bad note”

A scenario in which this happened is recalled by a clinician. The lack of pronouns within medical
documents, or a lack of routinely checking this prior to reviewing the patient, relating to the barrier to
healthcare that administrative bias creates (2.2).

“The doctor used the wrong pronoun [...] the medical documents didn’t have pronouns on
them [...] [the pronouns] might have been on the front sheet, I’'m not sure”

Additionally, clinicians wished to make sure individuals felt welcomed, enabling increased presentation
and optimising CVD prevention and management.

“Making sure they feel included and able to attend an appointment like everyone else to get
the best advice [...] make sure the system isn’t discriminating against them [...] the simple dichotomy
systems that have been in place shouldn't be in place anymore”

3.0 Fragmented service provision

3.1 Intersectionality of service requirements

Mental health

Clinicians widely identified the increased prevalence of mental health disorders amongst transgender
individuals, increasing CVD risk factors (1.2). This is further by mental health being reported as a
significant health priority amongst transgender individuals.

“Mental health and transition related care seem to be much more pressing and urgent”

“Mly top priority is always my mental health”
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“I’'ve had quite a lot of mental health problems, survival is a big war there from a mental health
and physical health perspective.”

Additionally, clinicians had an awareness of the overlap between gender identity, body dysmorphia
and disordered eating.

“Body dysmorphia may co-exist" c12

This is also explored through those with lived experience, reporting patterns of disordered eating with
concern on how this may impact their cardiovascular health.

“When | presented with a condition like when my anorexia was bad, | was getting palpitations,
they checked my heart out and checked that | was OK, gave me advice on eating more, but
there's not much preventative care” t1

“If | open a packet of biscuits, | don’t have one or two, I’ll eat the whole packet [...] | don’t know
if this triggered heart pain”

Additionally, the increased prevalence of body dysmorphia is explored by those with lived experience,
reporting uncomfortable experiences with having monitoring and examinations done.

“When | got an ultrasound of my heart, the deep dysphoria | have of heaving my [breasts] out
on the table, | hated it so much.”

This contradicts the above discussion (2.2) on how a priority amongst clinician's of creating an inclusive,
welcoming environment to increase presentation and optimised CV assessment and care.

Neurodiversity

Prevalence of neurodiversity amongst transgender individuals was explored by both clinicians and
individuals, with clinicians reporting the direct impact this may have on CV monitoring.

“A lot of young people with gender dysphoria dislike having blood pressure cuffs applied
because of sensory issues” c12

“There’s a comorbidity with trans people and autism, | also have autism.” Individual
“I’'m autistic and there’s a real overlap between autism and transness.” Individual
“I’'m diagnosed with autism, managing that disability [is a health priority].” Individual

Individuals explored how the intersectionality for how their autism may affect their CV care, and
solutions for how it can be amended to improve access.

One individual discussed the impact of their neurodivergence on self-advocacy, furthering this barrier
to healthcare explored in 1.4 and 2.1.

“I guess anything to do with trans access to cardiac care should also consider autistic access to
cardiac care and how it’s more challenging for autistic people to access health services,
because of the intersectionality of being able to advocate for yourself and articulate your
thoughts and be in unusual settings.”
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Distrust of health professional was explored as a barrier to affirming care. One individual with lived
experience reported a consensus within the community, in which disclosing an autism diagnosis to
HCPs having limitations on accessing affirming surgery.

“A lot of the community feels a certain way [...] if you have a diagnosis or mentioned being
autistic in a gender healthcare appointment, you fear the professional will turn around and say
you just need therapy, you’re not trans.”

Additionally, misconceptions surrounding testosterone use were shared, furthering the need for
optimised community education (1.4) and the importance of patient-informed care (1.3).

“[Discussing wanting IM Testosterone instead of topical gel] Changing my routine | don’t like,
but then my healthcare provider explained the risks, explained it can make my clot risk worse;
I'll have big dips in my mood as Il spike then have a big drop. Theres a myth gel doesn't work
as well”

The impact of how distrust of medical professionals may affect CV monitoring was also reviewed.

“There blood pressure may be artificially higher just because they’ve stressed to come into
contact [with HCPs]” c12

Psychosexual counselling

One clinician highlighted that although Endocrinologist may be able to advise on hormone therapy, a
lack of additional training, such as psychosexual counselling, meant they failed to give a holistic, full
person approach to consultations.

“As endocrinologists, were not trained in [...] psychosexual counselling. We don’t have
experience in this field. Obviously, a lot of discussions are around this topic, which | don’t feel
fully competent to embrace or advise on.” C4

3.2 Centralised service

Lack of clear service remit is reported below to add confusion to the care of transgender individuals.

“I don’t know what is my remit and | don’t know what is the remit of [local Gender Identity
service]. What do they look after and how do we overlap on some things or not? | don’t really
feel clear on that.” C4

“There is still no this goes to [local Gender Identity service] and these go to Endocrinology [...]
I don’t think there’s a document” C4

Additionally, clinicians evaluated the capacity and accessibility of current services as a barrier to safe
and efficient healthcare provision.

“The systems just can’t cater at the moment, and that puts people off accessing healthcare” C

“There is a [trust handbook], | am not sure entirely where it lives. If you ask me to go look it up
now and provide it to you, | don’t think | would be able to.” C4

Confusion with existing models Absence of unified approach Service limitations (waiting times,
financial)
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Stability and standardisation of care

A non-uniformed approach to risk assessment, use of references ranges, and result interpretation was
explored above (1.3), affecting clinical confidence and service provision.

A lack of automated care and follow up times was discussed, compared to automated recalled systems
for alternate health services. This presents a further example of administrative bias (2.2).

“I'individualise follow up time. We don’t have a set recipe for when we bring people back. It
depends on the individual.” c3

“To my knowledge, there isn’t an automated recall system for monitoring that the system puts
you into if you’re receiving affirming care.”

Stability of care and affirming therapy was explored as a health priority amongst those with lived
experience.

“My predominant priority is accessing transition related healthcare and maintaining the care
I currently have, accessing future treatments [...] that | see as part of my gender transition”

One individual recalled acknowledged their risk of CVD to be in line with that of the gender population,
however stated receiving regular monitoring with their GP and Gender services reduced their worry
regarding CV risk.

“I do [...] look at my blood results when | go to clinic [...] The fact | see somebody regularly is
reassuring about my general health, so I’'m less concerned”

A reliance on Endocrinologist’s to advise on CVD risk was explored, further identifying a gap in
specialist service provision and clinician knowledge (1.1).

“lam not a cardiologist, | am an endocrinologist. If you have a significant cardiological problem
[associated to taking gender affirming care], you should really see a specialist in that area.”

“A challenge for me, I’'m expected to give an expert opinion on specialities in which | am not an
expert."

A requirement for a centralised, specialist service was identified, with HCPs given appropriate training
to meet the requirements outlined above (3.1).

Service limitations

Clinicians felt unable to increase follow-up times in transgender individuals due to service provisions.
“I would put them on my normal returns as there is no one else”

Individuals did not unanimously feel their health priorities were shared by providers, citing reduced
service capacity and reduced patient education as limiting factors.

“Weve got a family history of cardiac stuff but I’'ve never felt particular encouragement or
information around cardiac health from [HCPs]”

“I don’t know what [HCPs] priorities are. With private providers, | ask for hormones, they give
them to me, there’s no talk around it. With NHS and my GP, | go to them, they tell me the
answer, that's the end of it”
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“A gate way to getting the healthcare | need is being seen by the [Gl service], right doesn't
they’re not providing [anything] for me.”

3.3 Primary care

Primary care services were widely identified as a first point of call for speciality access and community
monitoring.

“At a primary care level, making sure people are able to attend and feel welcomed and included
[...] making sure they can discuss cardiovascular issues with their GP and that they are getting
the routine screening for blood pressure that they should be and making sure they are being
referred appropriately.” C3

The dual need for inclusion and education amongst primary care was identified by those within the
transgender community, highlighting the need for GPs to have baseline knowledge of CV risk
assessment and management of transgender individuals.

‘Educating professionals at all levels. You know, be it from receptionists to GPS to proper like,
you know, cardiologists and everything, all levels need some awareness of trans people and
you know, depending on their level will depend on the level of knowledge they need’

‘GPS tend to not really know because that's kind of specialised information.’

A lack of knowledge by primary care was identified as a barrier to presentation by those with lived
experience.

“I can see why if you were less likely to go to your GP or going to less likely to, you know, take
on your cardiovascular health, you would be less aware of those risks and also more at risk as
a result?’

This was further by clinicians hypothesising a lack of referrals as a contributing factor to a population
sample within their clinics that was non-representative of the population.

“I see very few [people who are transgender] coming through our clinic. | think that probably
doesn’t represent the number in the population and that should be coming to our clinic.”

Discussion

Statement on Main Findings

This qualitative study found clinician education and confidence, lack of evidence-based resources and
systemic bias as significant barriers to the quality of cardiovascular care clinicians provide individuals
that are transgender. Systemic bias and fragmented care were noted by both clinicians and the
community, with a reliance on Endocrine and Primary, despite inadequate service provision and
training for these specialities. This is supported by speaking to members of the community, who were
both aware on the lack of research training, with resultant reduced self-advocacy and education
regarding their risk factors, either at baseline or following hormone therapy.
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The lack of clinician education was an overarching research theme, with a lack of evidence-based
resources, risk assessment tools and a centralised specialist service impacting patient care. Due to this,
clinicians reported treating TNB patients with an individualistic, patient-centred approach, seeking
clinical experience from other patient demographics and conditions (HRT, endocrine disorders).
Additionally, community members felt a lack of education from HCPs, highlighting a communication
gap and a barrier to safe care. This shows a clear need for standardisation, with clear parameters for
assessment, monitoring and follow up allowing quality improvement and safe practise.

Clinicians were partially able to identify the increased prevalence of risk factors for TNB individuals:
increased smoking, alcohol consumption, mental health prevalence, social isolation and reduced
presentation. However, they lacked confidence communicating effectively with TNB individuals,
secondary to reduced knowledge and a fear of causing offence when discussing gender-specific topics
or from using non-informed language. This shows an unconscious bias to the quality of communication
provided, resulting from systemic bias in medical education. Members of community reported
experiences with incorrect pronouns use or invasive questioning, finding the binary nature of a
hospital environment (gendered bays, binary paperwork and a lack of inclusivity in PIL) an influential
factor for reduced presentation. This further increases their cardiovascular risk through reduced
monitoring, perpetuating reduced clinician confidence through reduced exposure, and reducing the
statical power to guide research funding and service provision. One clinician discussed the essentiality
of inclusive study design within well-powered studies, such as cardiovascular research, to enable a
statistically significant representation of TNB individuals, influencing systemic bias from academia.

Study strengths and weaknesses

A strength of our research is the inclusion of community members as research participants. This has
strengthened the key themes of the research, highlighting: (a) community awareness in lack of
physician knowledge (b) influencing factors for reduced presentation, (c) the intersectionality required
for service provision and (d) a consensus priority of mental health and maintaining access to gender
affirming care.

Clinician opinions were sought from a variety of trainee levels (Resident Doctor to Consultant), years
of experience (RANGE) and age. Interestingly, clinician experience and confidence were not influenced
or improved with years of service. However, our clinician sample is limited to cis-hetero individuals
(fact check if people put prefer not to disclose) with an absence of TNB representation. This potentially
represents the lack of diversity amongst medical professionals. Socio-economic status of community
members and clinicians was not recorded. However, literature suggests a disparity between the two
population groups (back this up with research and what it may mean). Whilst gender identity was
recorded, sexual orientation and/or allyship was not recorded, which may influence pattern
identification with clinicians who may have been more familiar and comfortable discussing issues
surrounding TNB healthcare. Neurodiversity was an incidental trend identified through thematic
analysis, however this was not recorded in the initial clinician information.

The interviewer's status as a cis-female may have influenced disclosure of sensitive information from
participants with lived experience. Moreover, the interviewers status as a medical doctor may have
limited disclosure, due to a potential distrust of medical professionals explored through thematic
analysis and documented within literature. Additionally, the recruitment strategy of word of mouth
introduced bias and may have limited disclosure, with the interviewer (CG) knowing some of the
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clinician sample. This recruitment strategy was required to reach saturation. A second interviewer was
not present, with the interviewers' own opinions shaping discussions. However, this impact cannot be
guantified, and an approved interview schedule was adhered to standardise interviews surrounding a
sensitive topic. Additionally, no participants withdrew consent following interviews.

Whilst this study aimed to recruit nationally, a large proportion of participant were from the Greater
Glasgow and Clyde health board. Our population size was small, however is acceptable for qualitative
research. Saturation of themes was identified at the end of the data-gathering period, indicating that
identifying further themes was unlikely. However, it is acknowledged that discussions surrounding
service provision may have been different within our NHS Trusts. Additionally, although clinicians
widely felt their medical education and training surrounding TNB healthcare was inadequate, which is
supported by literature, we did not record the country or deanery participants trained in, limiting the
impact participants demographic information has on data analysis.

Future Work and Implications

As part of the strategic action framework 2022-2024 for NHS gender iden5ty services it was a main
goal to improve collection of data and develop national standards for NHS services. The research
within the transgender population in terms of CV health and risk requires standardisation and
improvement. It is important that due to the paucity of data and limitations within the scare
information available concerning CV risk that clinicians are aware of the possible elevated risk within
the transgender population and how to best provide care in terms of CV health. The first step within
this is identifying what clinicians are aware of and how they currently address CV health. Identifying
any regional variation in the care provided and what transgender individuals using these services are
aware of in terms of CV health and what they consider their health priorities to be.
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Multidisciplinary Care in Gender Identity Services: Service User
Experiences of Triage and Initial Assessment at Chalmers Gender
Identity Clinic
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1. Introduction

Since its inception in 2016, the Chalmers Gender Identity Clinic (CGIC) has undergone significant
development. Initially operated through sessions led by a Specialty Doctor and later a Consultant
Psychiatrist, the service has expanded to a multidisciplinary team (MDT) model by 2025. This
transition has aimed to increase service capacity while maintaining a holistic, person-centred
approach to gender-affirming care.

This evaluation examines the experiences of service users undergoing initial assessments at CGIC
between January 2024 and January 2025. It explores the acceptability of the MDT model and identifies
opportunities for improvement to support the continued enhancement of high-quality transgender
healthcare in Scotland.
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2. Background

2.1 Transgender Healthcare in Scotland: Evolving Practices and International Frameworks
Transgender healthcare delivery varies worldwide, shaped by national policies, healthcare systems,
and professional guidelines (Coleman et al., 2022). The World Professional Association for
Transgender Health (WPATH) Standards of Care (SOC 8) provide an internationally recognised
framework, advocating for multidisciplinary, patient-centred, and evidence-based care (WPATH,
2022).

Scotland's approach to transgender healthcare has evolved in response to growing demand and
international best practices. The Scottish Public Health Network’s (ScotPHN) report Health Care
Needs of Gender Identity Services (May 2018) called for alternative, multidisciplinary models of care,
emphasising a person-centred and integrated approach. These recommendations have been
instrumental in shaping ongoing transformations within NHS Scotland, most recently articulated by the
Gender Identity Healthcare Protocol for Scotland (September 2024) by the Scottish Government.

The shift from a mental health model to a needs-led, person-centred approach, which began in 2019,
aligns with the principles of Realistic Medicine, focusing on shared decision-making and the
involvement of a multidisciplinary team of professionals from various specialties, including primary
care. (Scottish Government, 2025) This shift is reflected globally as well, with the World Health
Organization (WHO) reclassifying gender identity-related health in International Classification of
Disease 11" Revision (ICD-11), moving it from a mental health disorder to a broader health framework
within conditions related to sexual health. (WHO, 2025)

The delivery of transgender healthcare in Scotland is supported by the National Gender ldentity
Clinical Network for Scotland (NGICNS), a managed clinical network that supports clinicians in
delivering high-quality care. Additionally, Healthcare Improvement Scotland (HIS) has introduced
national standards, Gender Identity Healthcare: Adults and Young People (September 2024), to
improve accessibility, reduce waiting times, and enhance the quality of person-centred transgender
healthcare.

2.2 Chalmers Gender Identity Clinic at Chalmers Centre

The CGIC operates within the Chalmers Centre in Edinburgh, a specialist sexual health clinic providing
a comprehensive range of services, including contraception, STl testing and treatment, HIV care, and
gender identity healthcare. As part of NHS Lothian, the Chalmers Centre serves as a central hub for
sexual and reproductive health services in the region. (NHS Lothian, 2025)

While CGIC remains a distinct gender identity service, its location within a specialist sexual health
setting presents an opportunity for a more integrated and accessible model of care. The co-location
allows for practical benefits, such as proximity to relevant health services, which may streamline care
pathways for those requiring additional support related to sexual and reproductive health. However,
CGIC continues to function independently, maintaining its focus on the specific needs of transgender
and gender-diverse individuals.

2.3 Clinical Pathway and Multidisciplinary Approach

Since 2019, CGIC has refined its approach in line with Scotland’s Realistic Medicine principles and
shared decision-making frameworks (Scottish Government, 2025). The adoption of an MDT model
has enhanced care coordination, integrating psych-social and medical support to provide a more
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holistic and person-centred approach. While service users generally praise the quality of care, waiting
times remain a significant challenge.

CGIC operates a structured, evidence-based MDT model, involving psychologists, psychiatrists,
endocrinologists, specialist nurses, speech and language therapists, and GPs. This collaborative
framework ensures that service users receive comprehensive, individualised care throughout their
clinical journey to meet their needs in a timely manner.

The pathway begins with a GP referral, followed by a triage appointment designed to streamline the
assessment process. Triage gathers key health, gender journey, and treatment information.
Conducted via a 30-minute video call, triage also facilitates pre-emptive mental health or specialist
support if required, allowing service users to be matched with the most appropriate clinician for their
initial assessment. While this may perceive it as an additional step, triage enhances efficiency by
ensuring background coordination and targeted clinician allocation after a long referral wait.

The initial assessment follows, involving a needs-led psychological and medical evaluation to
determine gender incongruence and the most appropriate treatment pathway. Conducted in person
over 90 minutes—sometimes across multiple appointments depending on individual needs—the
assessment may lead to the initiation of gender-affirming hormone therapy or referrals to specialist
services. These may include surgery, hair removal, voice coaching, advocacy, social work, support
groups, or additional psychological support from CGIC, ensuring service users receive the necessary
care to progress in their transition journey.

3. Study Aim and Objectives

3.1 Aim

The aim of this study is to evaluate the triage and initial assessment process at CGIC by exploring
both service user experiences and their care pathways.

This will be achieved through service users reported experience on their engagement with the CGIC
service and case-note reviews assessing MDT touchpoints, clinical decision-making, and service
coordination. This evaluation seeks to provide valuable insights into the quality of care, service
accessibility, and areas for improvement in CGIC.

3.2 Objectives

1. Assess service user satisfaction with triage and initial assessment
In alignment with Healthcare Improvement Scotland’s Gender Identity Healthcare: Adults and
Young People (September 2024) standards, this objective evaluates key aspects of the care
provided at CGIC during triage and initial appointments. The study aims to assess whether service
users feel they:
- Are supported to make informed and shared decisions about their care (HIS Standard 1).
- Have timely, equitable, and person-centred access to services (HIS Standard 5).
« Receive a holistic, effective, and personalised care plan (HIS Standard 6).
- Access safe, high-quality specialist gender identity care (HIS Standard 8).
- Have access to timely mental health and well-being support (HIS Standard 9).

For young people, the study also examines whether they:
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- Have timely access to safe, high-quality, and person-centred gender identity services that
respect and uphold their rights (HIS Standard 10).

2. Explore service user experiences of care

Through interviews with service users, the evaluation explores their journey through CGIC,
including their interactions with clinicians, their perceptions of service quality, and the
accessibility of care. It seeks to understand the aspects of care that service users find
supportive or challenging, how well the service meets their needs, and where improvements
could be made. By gathering direct insights from service users, the study aims to identify
strengths and areas for development to enhance the overall experience and effectiveness of
care.

3. Review of service user pathways and care coordination
A case notes review was conducted to map service user pathways and identify key points of
engagement within the care process. This review examines how different professionals
contribute to assessment and treatment, highlighting trends in clinical decision-making, service
coordination, and referral processes. By analysing these records, the study provides insights
into how care is delivered in practice and where improvements may be needed to enhance
continuity, efficiency, and person-centred support.

By integrating service user experiences with findings from case note reviews, this evaluation offers a
comprehensive assessment of the triage and initial assessment process, supporting the ongoing
development and refinement of gender identity services at CGIC.

4. Methodology

4.1 Study Design

This mixed-methods study collected both quantitative and qualitative data to evaluate service user
experiences of triage and initial assessment at CGIC. Data were gathered through an online survey,
semi-structured interviews with service users, and a case-note review to map care pathways within
CGIC and relevant external services. This combined approach provided a comprehensive
understanding of service user experiences and the effectiveness of the care model.

4.2 Study Population and Eligibility
- Eligible participants: Service users who completed their triage and initial assessment
appointments at CGIC between January 2024 and January 2025.
« Exclusion criteria: Individuals who did not consent to be contacted for evaluation purposes
or did not meet the study eligibility criteria.

4.3 Data Collection Methods
1. Online Survey
- Survey Development: The survey was developed with input from people with lived experience
to ensure it reflected service user concerns and priorities. Questions aligned with HIS
standards, covering shared decision-making, access to care, holistic assessment, and the
quality of specialist services. The survey included a mix of Likert-scale, multiple-choice, and
open-ended questions to capture both quantitative and qualitative insights.
- Participant Recruitment: CGIC invited eligible service users to participate in the survey at
their final initial assessment appointment. Clinicians distributed a cover note containing a QR
code linking to the survey. Additionally, two rounds of text messages were sent to service users
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who had attended at least one initial assessment appointment during the study period. Eligible
participants were identified through the NaSH appointment system, with 635 unique service
users contacted. Text invitations were sent on 14/01/2025 and 17/02/2025.

Data Collection and Analysis: Responses were collected anonymously through the JISC
secure online platform. Quantitative data were analysed using descriptive statistics, focusing
on satisfaction with care, access, and service quality. Free-text responses were thematically
analysed, with key themes summarised in this report.

2. Semi-Structured Interviews

Interview Guide Development: The interview guide was developed based on themes
emerging from the survey, exploring service user experiences, interactions with different
clinicians, and perceptions of the care process.

Participant Recruitment and Sampling: Participants were recruited through the online
survey, where they could indicate interest in a follow-up interview. The study aimed to interview
20 service users, with four ultimately participating.

Interview Process: Interviews were conducted via telephone (3) or video call (1), lasting
approximately 45—-60 minutes. The NHS Near Me platform was used, with secure links sent to
participants via email. Approval was obtained from Information Governance, and explicit
consent was secured via email before each interview.

Data Collection and Analysis: Interviews were not recorded; instead, detailed notes were
taken, and a summary of key themes was developed. Findings were compared with themes
generated from the online survey and are reported in this evaluation.

3. Case-Note Review of Service User Pathways and MDT Touchpoints
A review of 25 randomly selected clinical case notes from service users invited to participate in the
online survey was conducted to explore their care pathways at CGIC. This review aimed to:

Identify common patterns in service user journeys, including key milestones in assessment
and treatment.

Examine the role of different professionals within the multidisciplinary team (MDT) and their
contributions to care.

Assess trends in clinical decision-making, service coordination, and referral processes.

This analysis provided objective insights into how the MDT model operated in practice, complementing
the qualitative findings from service user feedback.

4.4 Data Analysis

Quantitative Analysis: Descriptive statistics were used to summarise survey responses,
quantifying satisfaction levels and perceptions of access and service quality.

Qualitative Analysis: Thematic analysis was conducted on free-text responses from the
online survey and interview transcripts. Responses were coded into categories, identifying
patterns that reflected service user experiences. The analysis combined inductive (emerging
from the data) and deductive (aligned with evaluation questions and HIS standards)
approaches. Key themes are summarised in this report.

Visualisation of Care Pathways: Findings from the case-note review were synthesised into
a graphical representation of care pathways, highlighting common patterns in MDT
involvement and service coordination.
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4.5 Patient and Public Involvement (PPI)

Patient and public involvement was central to this evaluation. Service users with lived experience of
gender identity services contributed to the development of the survey and interview guide, ensuring
the evaluation was relevant, inclusive, and reflective of community needs.

Service user representatives provided feedback throughout the project, shaping the interpretation of
findings from a patient-centred perspective. Their insights directly informed service improvements,
supporting the development of a more responsive and person-centred model at CGIC.

Beyond CGIC staff, input was sought from external stakeholders, including Waverley Care, LGBT
Youth, LGBT Health and Wellbeing, and the Scottish Trans Network. These organisations had the
flexibility to determine their level of involvement, including whether to engage their clients directly in
the evaluation process.

4.6 Ethical Considerations

The evaluation received approval from the Chalmers Quality Improvement Team. Explicit informed
consent was obtained from all participants providing survey and interview data. Data were collected
and stored securely, ensuring confidentiality and anonymity in compliance with the General Data
Protection Regulation (GDPR).

This evaluation is part of the Scottish Government Chief Scientist Office-funded Long-term Health
Outcomes for those Accessing Gender Identity Healthcare in Scotland project, managed by the
University of Glasgow. A financial statement is available in Appendix 1.

5. Results

5.1 Service User Satisfaction with Triage and Initial Assessment Appointments

A total of 103 service users responded to the online survey, representing 16.2% of those invited to
participate (103/635).

5.1.1 Demographics

Most respondents (50.0%) were aged 18-25, followed by 26-35 (22.5%), 36-50 (12.7%). A minority
was aged 17 (4.9%) and about a tenth (9.8%) were aged over 50. Over a third (35.9%) reported a
disability or chronic condition, with autism (29 respondents) and mental health conditions (20
respondents) being the most common. More than half (62.4%) did not identify as having a disability,
while 11.7% preferred not to disclose this information. The majority (91.2%) identified as white, with
3.9% from other ethnic groups, 1.0% from mixed/multiple ethnic groups, and 3.9% preferring not to
disclose. No respondents identified as Asian, African, Caribbean, or black ethnicities. These
demographic details are outlined in Table 1.

Table 1: Demographic Characteristics of Survey Respondents

Age n (% | Disability n (%)
Under 18 | 5 (4.' | Prefer not to say 12 (11.7)
18-25 51 (£ | No 54 (52.4) .
— * As many as applies
26-35 23 (2 | Yes (specified below)* 37 (35.9)
36-50 13 (1 Autism 29 Health related disability | 6
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Over 50 10 (9.8) Mental Health Condition | 20 Learning Disability 3
Attention deficit (ADHD) | 12 Deaf or hard of hearing
Mobility related disability | 7 Other 3

Ethnicity n (%)

White ethnicities (including Polish, Irish, Other Western European, Gypsy Traveller

and other) 93 (91.2)

Other ethnic groups (including Arab and other ethnicity) 4 (3.9)

Mixed/ Multiple ethnic groups 1(1.0)

Asian ethnicities (including Pakistani, Chinese and Indian and other) 0

African, Caribbean or Black ethnicities 0

I'd prefer not to say 4 (3.9)

Gender identity

Respondents provided a wide range of gender identities, reflecting the diversity and complexity of
gender experiences. The most commonly reported identities were trans/transgender woman (18),
trans man/male (18), male (11), female (9) and non-binary (8). A breakdown showing the 8 most
common, with 2 or more frequency is presented in Table 2.

Table 2: Self-Reported Gender Identities of Survey Respondents

Gender Identity n Gender Identity n
Trans/ transgender woman 18 No-binary 8
Trans man/male 18 Trans masculine 4
Male 11 Queer 3
Female 9 Agender 2

5.1.2 The triage and initial assessment appointment

Respondents were asked whether they felt welcomed to bring someone to their triage and initial
assessment appointments. The majority answered yes, with 89 (87.3%) for triage and 92 (89.3%) for
initial assessment.

Regarding the triage appointment, nearly all respondents (100, 97.1%) reported that the clinician
conducting their video call was able to answer their questions. For the initial assessment, most
respondents (90, 88.2%) saw only one clinician, while a minority (12, 11.8%) saw more than one. See
Table 3.

Table 3: Service User Experience of Triage and Initial assessment appointment

Triage n (%) Initial assessment n (%)
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Welcomed to bring someone? Welcomed to bring someone?
Yes 89 (87.3) Yes 92 (89.3)
No 13 (12.7) No 11 (10.7)
Questions answered? No. of clinicians seen?
Yes 100 (97.1) One 90 (88.2)
No 3 (92.9) More than one 12 (11.8)

5.1.3 Service user perceptions of multiple clinicians

Service users who saw more than one clinician during their assessment had varied experiences. Some
found the opportunity to engage with multiple professionals beneficial, as it provided diverse expertise
and allowed for more thorough discussions about their care. Having input from different specialists
helped ensure that their concerns were fully addressed and reduced the risk of misunderstandings.

However, not all service users viewed this aspect of care positively. Some found that seeing multiple
clinicians made the process feel more formal or intimidating, rather than supportive. Others felt that it
added unnecessary delays to an already slow system, increasing frustration with the overall service
experience.

The variation in clinician approaches also influenced perceptions, with some users appreciating the
complementary perspectives offered by medical and mental health professionals, while others found
inconsistencies in how their concerns were understood and addressed. These mixed experiences
highlight the importance of clear communication around the role of multiple clinicians in the care
pathway and ensuring service users understand how this approach contributes to their treatment.

5.1.4 Overall experience
Service users generally provided positive feedback on their experiences at CGIC, with the majority
reporting satisfaction across key aspects of care. See Figure 1.
1. Dignity and Respect — Most respondents (91%) felt they were treated with dignity and
respect, with 69 strongly agreeing and 22 agreeing.
2. Involvement in Decisions — While most participants (84%) felt adequately involved in
decisions, a small number (8%) were neutral, and 8% disagreed.
3. Information Provided — 87% of respondents agreed they received enough information about
their care, while 10% were neutral and 6% disagreed.
4. Kindness and Compassion — 92% strongly agreed or agreed that staff treated them with
kindness and compassion, with very few reporting a negative experience.
5. Recommendation of Service — 85% would recommend the service, though 11% were neutral
and 4% disagreed.
6. Clinic Environment — 95% agreed that the clinic was clean, safe, and comfortable, with no
reports of strong disagreement.

Figure 1: Service User’s experience at recent appoints at Chalmers Gender Identity Clinic
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Your experience at your recent appointments
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mStrongly Agree  mAgree  mNeutral Disagree mStrongly Disagree

Statements

1. I was treated with dignity and respect

2. | felt involved enough in decisions made about me

3. | received enough information about my care or treatment

4. | was treated with kindness and compassion by the staff looking after me

5. I would recommend this service to friends and family if they need similar care or treatment

6. The clinic space was clean, safe and comfortable

5.1.5 Key Themes from Service User Free-text Feedback

Service users generally had positive experiences with triage and initial assessment appointments,
particularly regarding staff support and professionalism. However, some raised concerns about
communication clarity, procedural inconsistencies, and waiting times.

Triage Appointments
1. Positive Experiences with Clinicians
- Many users found the triage process reassuring and supportive, describing staff as welcoming
and kind.
- Some felt the appointment helped validate their experiences and provided a solid foundation
for their transition journey.
2. Communication and Clarity Issues
- Several respondents were unclear about the purpose of the triage appointment or only realised
it was a triage session after attending.
« Some users wished they had received more information in advance about appointment
expectations.
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3. Technical and Procedural Challenges
«  Online appointments occasionally faced technical issues, such as audio problems that required
switching to phone calls.
- Scheduling errors led to shortened appointments, making it difficult for some users to fully
discuss their concerns.

Initial Assessment Appointments
4. Positive Staff Interactions
« Most users praised clinicians for being professional, empathetic, and thorough.
-  Some appreciated that staff acknowledged their medical history, avoiding the need to
repeatedly explain their background.
5. Concerns About Appointment Structure and Information
- Some users found the assessment process unclear and would have preferred more
information on what it would cover.
- Alack of clarity about next steps and differences between triage and assessment appointments
contributed to stress.
6. Administrative and Process Issues
- Some users faced repeated appointment postponements, leading to gaps of several months
before being seen again.
« A few reported that system failures during appointments created uncertainty about whether
referrals and next steps had been properly recorded.
- Several respondents suggested improved communication regarding follow-up appointments
and next steps.

Service users valued the professionalism and support of CGIC clinicians but highlighted challenges
with communication, appointment clarity, and administrative processes. While triage and initial
assessments were generally positive, confusion about care pathways, technical issues, and
scheduling inconsistencies caused frustration. Improving transparency, streamlining administrative
coordination, and ensuring clearer guidance on next steps could enhance service user experience
while maintaining the compassionate approach that users appreciate.

5.2 Service User Perspectives on Care at CGIC: Findings from Semi-Structured Interviews

As part of the evaluation, four service users participated in semi-structured interviews to share their
experiences of care at CGIC. Two respondents were aged between 18-25, and two was between 26-
35. Three were seeking masculinisation treatment, while one was undergoing feminisation treatment.
Their narratives provided valuable insights into the strengths and challenges of the service.

Common Themes Across Experiences

1. Trust in Clinicians, Frustration with the System

Service users consistently praised the professionalism, kindness, and expertise of individual
clinicians. However, they expressed frustration with systemic barriers that impacted their care,
including delays, inconsistencies, and administrative challenges. While clinicians were seen as
supportive, users often felt that structural inefficiencies, rather than individual staff members, were
responsible for their difficulties in accessing timely and coordinated care.

10
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2. Unclear Processes and Communication Gaps

Many service users described confusion about appointment purposes, referral pathways, and the
overall structure of their care journey. A lack of clear communication left some unsure about what to
expect at each stage, leading them to seek information from external sources. Improved
transparency and clearer explanations could help reduce uncertainty and support service users in
navigating their treatment pathway more confidently.

3. Administrative Barriers and Need for Self-Advocacy

Service users frequently reported administrative challenges, including miscommunications about
referrals, unclear medication adjustments, and difficulties coordinating care with their GP. These
barriers often required them to take an active role in following up on their care, adding stress and
uncertainty to an already complex process. Ensuring that referrals, prescriptions, and follow-up care
are communicated effectively between providers could help alleviate the burden on service users.

4. Concerns About NHS Guidelines and Policies

Some service users expressed dissatisfaction with NHS protocols, particularly in comparison to
international guidelines or private gender care services. Differences in hormone dosage policies,
surgery timelines, and referral processes were sources of frustration, particularly for those
transitioning from private care. Greater transparency and explanation of NHS protocols, along with
opportunities for shared decision-making, could help service users feel more informed and engaged
in their treatment plans.

5. Impact of Weight and BMI Practices and Policies

Concerns were raised about weight-related discussions and BMI checks, particularly in relation to
surgical eligibility. Some service users found these policies distressing and felt that a more sensitive,
person-centred approach was needed. Ensuring that conversations around weight and BMI are
handled with care and that service users fully understand their implications for treatment pathways
could help improve their experience.

6. The Role of the MDT Model

While the multidisciplinary team (MDT) played a crucial role in care delivery, some service users
were unaware of its purpose or why they were seeing multiple clinicians. Although MDT involvement
helped ensure clinical decisions were informed by a range of specialist perspectives, a lack of clarity
around its function contributed to uncertainty and dissatisfaction. Better communication about the
role of the MDT and how different professionals contribute to assessment and treatment could help
service users feel more reassured and engaged in their care.

Conclusion

Service users valued the compassion and professionalism of clinicians at CGIC but encountered
systemic challenges that impacted their care journey. A key concern was the lack of clarity around the
purpose of different appointments, which sometimes led to a perception of repetitive assessments
rather than an understanding that they were actively progressing through their treatment pathway.

While the MDT model facilitated a comprehensive and structured approach to care, its role was not

always visible to service users, leading to uncertainty about why different clinicians were involved at
each stage. Improving transparency around clinical pathways, enhancing referral efficiency, and
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clearly explaining the role of different clinicians in the MDT model could significantly improve service
user experiences. Addressing these concerns while maintaining the high standard of compassionate
care from clinicians would help ensure that service users feel supported and informed throughout their
transition journey.

5.3 Service User Journeys at CGIC: Insights from Case-Notes Review

A case-notes review of 25 service users was conducted to better understand their care journeys at
CGIC and to assess the role of the MDT approach in supporting their needs. An overview is provided
in Figure 2.

Figure 2: Service User Pathways at Chalmers Gender Identity Clinic

GP referral (25) GP
Assessment Chalmers GIC Treatment options
paused until
service user H .
ready (1 case) Triage (25) Surgical (11) |
Laser hair removal (10)
| Onwards
Initial assessment Gender Speech and L
(25) incongruence pee_!rchef:anpv z;:f;mge referral
diagnosis (23)
1 Fertility preservation (2) I
Signpost to : Add itionalt
other assessmen
: : \\ required W_'th Gender affirming .
i \,_ psychologist hormones (20) Prescribe GAH
: \.‘(1 case)
Additional support Psychology (e.g. eating disorder, body Sexual health — (e.g. STls,
from multidisciplinary dysmorphia) (6) PrEP, contraception) (3)

team (12) |

Mental health support (2) | | Endocrinology (3) |
| |

| Young People services (1) Gynaecology (1) |

The pathway begins with a GP referral, after which service users undergo triage and an initial
assessment. At this stage, most individuals receive a gender incongruence diagnosis, allowing them
to progress toward gender-affirming treatment. Among those reviewed, 20 users began hormone
therapy, some of whom received their first prescription at their initial appointment. Others required
onward referrals for interventions such as surgery (11 users), laser hair removal (10 users), speech
and language therapy (12 users), or fertility preservation (2 users).

In some cases, further assessment was necessary, such as a user who was referred to the Clinical
Psychologist for additional support as part of their evaluation for their gender incongruence diagnosis.
For others, the pathway was more complex. One individual needed additional time to consider their
options and was signposted to third-sector organisations for support before resuming their
assessment at a later date.

Beyond medical treatments, many service users also benefited from additional support within the
CGIC team to help address psychological and social factors. Six users accessed psychological
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support for concerns such as body dysmorphia or eating disorders, while two required mental health
support. Meanwhile, onward involvement of specialist services were made where needed, including
sexual health (3 users), endocrinology (2 users), and gynaecology (1 user). One service user was
signposted to the young person’s service, Healthy Respect+, within the Chalmers centre.

The case-notes review highlights the structured yet flexible nature of the CGIC care pathway, ensuring
that service users receive tailored medical, psychological, and specialist support. While most progress
directly to gender-affirming treatments, others require additional assessment, time to explore their
options, or onward referrals to specialist services. The MDT approach plays a vital role, not only in
facilitating gender-affirming care but also in addressing broader psychological and social needs,
reinforcing a holistic, person-centred model of care.

6. Discussion and learning

The findings from this evaluation highlight both the strengths and challenges of service user
experiences at CGIC. While many respondents expressed satisfaction with the compassion,
professionalism, and expertise of clinicians, recurring concerns emerged around communication,
administrative barriers, and clarity of processes.

Key areas for improvement are outlined below:

1. Transparency in the MDT Model

Service users valued the person-centred care provided by the MDT but reported confusion about its
role. Many were unsure why they saw multiple clinicians or why certain steps were required in their
treatment pathway.

Improving transparency and providing clear, consistent information would help service users feel more
informed and reassured about the structure and purpose of their care.

2. Clarity of Appointment Purpose and Reducing Repetition

Many service users were uncertain about appointment purposes, treatment timelines, and referral
processes. Some felt they were being repeatedly assessed without understanding their progress.
The need to explain their history multiple times across different clinicians was particularly challenging,
especially for neurodivergent individuals and those with past trauma.

Streamlining information gathering and improving information-sharing practices would help reduce
stress, enhance trust, and create a more supportive care experience.

3. Improving Administrative Efficiency and Reducing Service User Burden

Miscommunications about medication adjustments, appointment scheduling errors, and referral
delays were common concerns. Service users often had to follow up proactively to resolve these
issues. While CGIC has shorter wait times than other GICs, delays in follow-ups and sudden
appointment cancellations contributed to uncertainty and distress.

Enhancing administrative consistency and communication would improve the service user experience,
reduce stress, and create a smoother care pathway.

13



MDT care in CGIC (V1-March 25)

4. Addressing Concerns About NHS Guidelines and Private Care Transitions

Some service users, particularly those transitioning from private healthcare, found NHS protocols
around hormone therapy and surgical referrals frustrating. Many felt that NHS guidelines did not align
with international best practices or the flexibility offered in private care, leading to concerns about
restricted options and a perceived loss of autonomy over treatment decisions.

Providing clearer information on NHS prescribing policies, referral criteria, and how they compare to
private care could help manage expectations and improve service user confidence in their treatment
options.

7. Recommendations and next steps

Having gathered insights from service users and identified key areas for review, the next step is to
engage with service providers to explore potential solutions that are feasible within the existing delivery
model and constraints. This consultation will provide an opportunity for providers to reflect on the
findings, clarify any ongoing or planned improvements, and assess where further refinements may be
needed. It is also important to acknowledge that some of the issues raised may already be addressed
in policy or practice but require better implementation or communication. By working collaboratively,
this process aims to develop practical, sustainable improvements that enhance service user
experience while aligning with current operational realities.

The following discussion points, informed by the findings of this evaluation, are intended to guide a
collaborative review with service providers to explore feasible improvements:
1. Enhancing Clarity and Transparency in the MDT Process
« How can the role of the MDT be better communicated to service users?
- Would a standardised resource (e.g., a webpage or leaflet) help clarify the purpose of multiple
clinician involvement?
« How can clinicians more effectively explain how each appointment contributes to the overall
treatment pathway?

2. Reducing Repetition and Improving Appointment Clarity
« How can appointment purposes and expected outcomes be communicated more effectively in
advance?
- Would pre-appointment summaries or opportunities to submit key information beforehand
improve efficiency?
- How can a more neurodivergent-aware and trauma-informed approach be integrated into
consultations?

3. Streamlining Administrative Processes and Communication
« What measures could improve communication about medication changes, referrals, and
follow-ups?
- Could automated appointment reminders and confirmations help reduce scheduling issues?
« How can service users be better supported in navigating delays and administrative
challenges?

4. Addressing Service User Concerns About NHS Guidelines and Private Care Transitions
« What additional information could help explain NHS prescribing policies and referral criteria?
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«  Would a dedicated resource comparing NHS and private care help manage expectations?
- How can clinicians better support service users transitioning from private healthcare within
NHS constraints?

This framework serves as a foundation for engaging service providers in identifying practical,
evidence-based solutions that align with service user needs while considering current operational
capacities.

Acknowledgements

The Evaluation Team would like to acknowledge the invaluable contributions of the CGIC staff, whose
insights and engagement have supported this evaluation. Input from external stakeholders, including
Waverley Care, LGBT Youth, LGBT Health and Wellbeing, and the Scottish Trans Network, has
provided important perspectives that have enriched this work. Sincere thanks also go to the service
users who completed the survey, participated in interviews, and shared their experiences. Their
contributions have been essential in shaping the findings and informing the care pathway mapping.

Service user representatives provided feedback throughout the project, ensuring that the interpretation
of findings remained grounded in a patient-centred perspective. Their input has been instrumental in
highlighting key areas for review and improvement. Insights from this study have directly informed
service developments, supporting the enhancement of a more responsive and person-centred model
at CGIC.

References

Coleman, E., Radix, A. E., Bouman, W. P., Brown, G. R., & de Vries, A. L. C. (2022). Standards of
Care for the Health of Transgender and Gender Diverse People, Version 8. International Journal of
Transgender Health.

Healthcare Improvement Scotland. (2024). Gender Identity Healthcare: Adults and Young People.
Standards. September 2024. Available online:
https://www.healthcareimprovementscotland.scot/wpcontent/uploads/2024/09/Gender-ID-Standards-
September-2024.pdf (accessed 08/03/2025).

National Gender Identity Clinical Network for Scotland (NGICNS). (2025). Available online:
https://www.ngicns.scot.nhs.uk/ (accessed 08/03/2025).

NHS Lothian. (2025). Lothian Sexual Health. Available online: https://www.lothiansexualhealth.scot/
(accessed 08/03/2025).

Scottish Public Health Network (ScotPHN). (2018). Health Care Needs Assessment of Gender
Identity Services. May 2018. Available online:
https://www.scotphn.net/wpcontent/uploads/2017/04/2018 05 16-HCNA-of-Gender-Identity-
Services-1.pdf (accessed 08/03/2025).

The Scottish Government. (2024). Gender Identity Healthcare Protocol for Scotland. 3 September
2024. Available online: https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf  (accessed
08/03/2025).

15


https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/09/Gender-ID-Standards-September-2024.pdf
https://www.ngicns.scot.nhs.uk/
https://www.ngicns.scot.nhs.uk/
https://www.lothiansexualhealth.scot/
https://www.lothiansexualhealth.scot/
https://www.lothiansexualhealth.scot/
https://www.lothiansexualhealth.scot/
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.scotphn.net/wp-content/uploads/2017/04/2018_05_16-HCNA-of-Gender-Identity-Services-1.pdf
https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf
https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf
https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf
https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf
https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf
https://www.publications.scot.nhs.uk/files/dl-2024-21.pdf

MDT care in CGIC (V1-March 25)

The Scottish Government. (2025). Realistic Medicine. Available online: https://realisticmedicine.scot/
(accessed 08/03/2025).

World Health Organization. (2025). International Classification of Disease 11th Revision, 2024.
Available online: https://icd.who.int/en (accessed 08/03/2025).

World Professional Association for Transgender Health. (2022). World Professional Association for
Transgender Health (WPATH) Releases the Standards of Care for the Health of Transgender and
Gender Diverse People, Version 8.

Appendix 1

A budget of £33,967 was allocated for the evaluation study, covering the salary costs of a Band 7
Researcher (0.06 FTE) and a Band 5 Project Support Manager (0.9-1.0 FTE) for the evaluation period
from July 2024 to March 2025. All evaluation activities are scheduled for completion by 31st March
2025.

Budge Jul-Sep | Oct-Dec | Jan-Mar
Itemised cost | sl 2024 2024 2025 ota
Salaries -Research 14,786 2,094.53 | 6,283.59 | 6,283.59 | 14661.71
Salary Recoups-Research 15,555 4.998.11 | 4,961.52 | 5,632.77 | 15592.40
Others 3,626 0.00 1,675.62 | 1,842.38 | 3518.00
All | 33,967 | 7,092.64 | 12,920.73 | 13,758.74 | 33,772.11

Reported by [redacted s38] (17/03/2025)
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Project report: Understanding the Human Papillomavirus and microbial environment in
transgender and non-binary people with neovaginas (UMON); a feasibility study

[redacted s38]

1Scottish HPV Reference Laboratory, NHS Lothian, Royal Infirmary of Edinburgh, Edinburgh, EH16 4SA
ZHPV Research Group, Institute for Regeneration and Repair, University of Edinburgh, Edinburgh, EH16 4UU
3 Chalmers Centre for Sexual and Reproductive Health, NHS Lothian, Edinburgh, EH3 9ES

ABSTRACT WITH KEY FINDINGS

Human papillomavirus (HPV) infection is a common virus that can infect the anogenital tract. While it
usually clears, it can cause certain anogenital cancers. Very little is known about the natural history of
HPV infection in trans and non-binary people with neovaginas.

We performed a systematic review of the literature to assess HPV positivity in neovaginas and a
narrative review to assess the associated clinical implications. We also undertook a prospective
feasibility study through a sexual health centre to determine if transgender individuals with neovaginas
would be willing to engage in research on microbial diversity in neovaginas. Attitudes to neovaginal
sampling were assessed as was the quality of biomaterial for molecular testing when captured through
clinician taken or self-taken swabs.

A total of 6 studies were included in the systematic review, HPV prevalence was 15%; relatively high
when compared to cis women. Symptomatic HPV infection was largely associated with benign genital
warts, although some cancer was observed. At time of this report, of 42 eligible individuals
approached, 11 (26.2%) have engaged (7 consented, 4 appointed). Engagement was higher though
text message rather than an opportunistic offer. Of those consented participants from whom we have
received questionnaires so far (n=4), 3 stated a willingness to take part in this type of research in the
future and 2 expressed preference for clinician vs self sampling, while two did not express a preference.

The quality of collated biomaterial from swabs from consented participants (n=7) was suitable for
molecular testing with no significant difference between self and clinician taken samples.

This study has provided valuable information on how to engage and sample trans individuals into
studies designed to assess the microbial health of neovaginas. We hope that future much needed
longer-term studies in this area will be informed by these findings.

BACKGROUND

Human Papillomavirus is an infection that most individuals will encounter at some point in their life.
Infections of the anogenital tract are very common and usually clear, however, persistent infection with
certain types referred to as “high risk” can cause cancers of the anogenital tract including cervical, anal,
vulval and vaginal cancer. Our knowledge of the natural history of HPV infection in cis women (and to
an extent cis men) has been fundamental in tailoring prevention and management strategies. Notably,
the cervical screening programme has been based on molecular HPV testing in the UK since 2020 and
the delivery of the HPV immunisation programme was substantially informed by epidemiological data
on HPV prevalence in anogenital samples. We know that the natural history of HPV infection in cis men
and cis women is quite different, this is thought to be due to different anatomy providing different



opportunities for persistence and colonisation. For example, the peak of HPV infection in cis women
occurs soon after onset of sexual activity and then declines sharply. Comparatively, this sharp decline
is not generally observed in cis men where a “flatter” distribution of HPV positivity is seen irrespective
of age.

Comparatively, very little is known about the positivity of HPV infection or the implications of HPV
infection in trans individuals with neovaginas. This is an important area of study as this group are likely
to be under-represented in existing epidemiological studies. Most vaginoplasties are achieved through
scrotal inversion and the extent to which the neovagina constitutes a biological environment that
reflects the epithelia of origin, or a totally new environment is unknown. What we do know is that the
extent and diversity of microbial colonisation or the “microbiome” has been shown to be influential in
the implications of HPV infection in the vaginas and cervixes of cis women. However, the microbiome
of trans-gendered individuals with neovaginas is understudied.

In the project “Understanding the HPV and microbial environment in transgender and non-binary
people with neovaginas (UMON); a feasibility study” we aimed to address some of the knowledge gaps
described above.

RESEARCH QUESTIONS

RQ-1. According to the literature what is the prevalence of HPV in transgender and non-binary people
with neovaginas

RQ-2. Would transgender people accessing a gender identity clinic in NHS Lothian be willing to take
part in a study designed to assess HPV and microbial diversity in neovaginas.

RQ-3. What is the optimal method of sampling neovaginas for o HPV testing o Molecular
testing for microbial targets (including microbiome analysis).

RQ-4. Is it feasible to collate information on vaginal hygiene practices in trans women.

RQ-5. Would trans women be willing in principle to engage in a longitudinal study to assess the
microbial environment of neovaginas (i.e. involving the collection of sequential samples over >1 year).
METHODS

1. Systematic and narrative review (RQ-1)

For full details of the search and inclusion criteria please see Elasifer et a 2025'However, in brief, a
systematic review, with a meta-analysis of HPV prevalence in the neovaginas of transgender individuals

was performed. Additionally, a narrative review of the clinical consequences of anogenital infection
HPV infection in this population was performed.



2. Prospective Study (RQ-2 —5)

Setting

The study involved the Chalmers Sexual Health Centre for the recruitment and clinical aspects and the
Scottish HPV Reference Lab [(NHS Lothian)- and associated HPV Research Group (University of
Edinburgh)] for the laboratory aspects. The Chalmers Centre provides clinical services to the trans
population and so routinely interacts with the individuals relevant and eligible for this study. The
SHPVRL provides a national function for specialist testing and advisory services for HPV and works in
close partnership with the HPV Research Group at the Centre for Reproductive Health at the University
Edinburgh for research and development.

Recruitment strategy

Inclusion criteria were - transgender or non-binary person who has had a vaginal construction
procedure (> 3 months ago), who had the ability to provide informed consent and were aged 18 years
old or older. Eligible individuals were approached in various ways (1) via text (2) via information
provided opportunistically to eligible individuals during attendance at the clinic for non -study reasons
and (3) via an e-Poster that was shown in communal areas of Chalmers and LGBT health and Scottish
Trans networks (See Appendix 1 for poster). The poster contained a link to the patient information
sheet. Patient information sheets were also made available for the opportunistic and text offer. As this
was a feasibility study, the recruitment target was 20 participants.

Interventions

Informed consent was obtained from eligible participants. Participants were then asked to provide (at
the clinic visit) two neovaginal samples using soft tipped Flog Swabs; one taken by the clinician and
one taken by themselves. These devices were chosen as they have been used extensively for HPV based
self sampling projects and programmes albeit in cis women. The order of the sample-taking alternated
between clinician first and self first to help address the influence of sampling order on downstream
laboratory testing and results. Participants were asked to answer a brief questionnaire (See Appendix
2) on vaginal hygiene practices and on how comfortable they found the self taken and clinician taken
swab, they were also asked on their theoretical willingness to take part in this kind of research in the
future.

Governance

The project was granted favourable ethical opinion by West Midlands — Sollihul Research Ethics
Committee 24/WM/0114, IRAS project ID: 341484.

NHS Lothian R&D approval was also granted: Project No: 2024/0110. The project is registered with
ISTCTN: ISRCTN - ISRCTN83943170: Exploring human papillomavirus and microbial environment in
transgender and non-binary individuals with neovaginas

Laboratory testing

Samples were received at the SHPVRL with a study number. HPV testing was performed using the
Seegene Allplex HPV28 Detection test which detects 28 types of HPV including all established high risk
types and the types most commonly associated with anogenital warts. The assay provides a semi-
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quantitative output of any HPV target detected and also the endogenous human gene “control” target,
which is beta globin which is divided into A and B due to the assay setup having a separate mastermix
for high-risk types (A) and putative and low-risk types (B). Aliquots of the samples were provided to
the HPV Research Group where extraction and quantification of RNA were performed (with yield and
quality in self-taken and clinician taken samples compared) as well as 16S5rRNA PCR. 16SrRNA PCR was
performed to gauge candidacy/credibility of the biospecimens for future microbiome analysis. Given
that this was a feasibility project with resource commensurate with that, we did not perform
microbiome analysis which would have required next generation sequencing.

Analysis

For RQ-1, a meta analysis of prevalence is presented with a descriptive analysis of the clinical symptoms
associated with HPV infection.

For RQ-2, the number of eligible participants approached vs the number which engaged was assessed.
We also reviewed participation level by method of offer.

For RQ-3, we assessed the qualitative and semi-quantitative outputs of the assays(s) used for human
and viral targets and compared outputs between self and clinician collected samples

For RQ-4, we reviewed the questionnaire to determine how many of those who completed it provided
information on vaginal hygiene practices

For RQ-5, we reviewed the questionnaire to determine the number of participants would stated they
would be willing in principle to take part in research of this kind in the future.

Results

RQ-1: According to the literature what is the prevalence of HPV in transgender and nonbinary
people with neovaginas?

As mentioned earlier, full details can be found in Elasifer et al 2025*However, to summarise, 21 studies
were included in the review and 6 assessed the prevalence of HPV in transgender individuals with
neovaginas which were pooled into a meta-analysis. 15 articles were case reports or case-series, which
were used to construct a narrative review of the clinical implications of HPV infection in this population.
The meta-analysis showed the prevalence of genital HPV in TGW with neovaginas was 15% (95% Cl 9%
to 21%). HPV 16 was the most frequently detected HPV type (Figure 1). Given the age of the
participants in the meta-analysis (which ranged from 19-80) 15% prevalence is relatively high when
compared to the prevalence observed in the vaginas of cis-women, although we appreciate that
prevalence varies from setting to setting and that our sample size was small.

The median age of trans individuals the 15 case reports was 42; 12 presented with genital warts and
six had squamous carcinoma. Six patients reported pain in the neovaginal area; four patients had
neovaginal bleeding (including post coital bleeding) and seven patients reported unusual or foul-
smelling neovaginal discharge.

Very few studies provided granularity on pre-analytical processes (including type of swab and media,
transit time to testing laboratory and measure(s) and criteria for sample adequacy).



Additionally, most studies were cross sectional and did not perform longitudinal sampling and
monitoring of individuals.

HPV Proportion Weight

Study ID positive Total with 95% CI

]
Uaamnuichai 2021 7 35 —8— 0.20[0.07, 0.33] 18.17
Maohr 2021 8 46 —E— 0.17[0.06, 0.28] 26.60
Grosse 2017 1 3 0.33[0.00, 0.87] 1.12
Van Der Sluis 2016 6 54 - 0.11 [ 0.03, 0.19] 45.43
Loverro 2016 1 = 0.12[0.00, 0.35] 6.08
Weyers 2010 1 ~»- 0.20[0.00, 0.55] 260
Overall B 0.15[0.09, 0.21]

Heterogeneity: I = 0.00%, H’ = 1.00
Testof 6, =06;: Q(5)=2.13, p = 0.83
Testof6=0:2=5.19, p=0.00

Fixed-effects inverse-variance model

Figure 1 — Meta analysis of HPV prevalence transgender individuals with neovaginas

RQ-2: Would trans women accessing a gender identity clinic in NHS Lothian be willing to take part
in a study designed to assess HPV and microbial diversity in neovaginas.

Of the 42 eligible individuals who were contacted and informed of the opportunity of taking part, at
time of preparation of this report (26" March 2025) a total of 11 (26.2%) have engaged — 7 consented
with a further 4 appointed (for consent and sample collection) later in March/early April. 8 participants
who have engaged did so through direct engagement via the clinical team (via text), 2 participants
were recruited opportunistically due to their attendance at the clinic for other reasons, and 1
participant was recruited via a response to the poster circulated to the Trans healthcare network.

The clinical team did not receive specific negative comments or concerns about the study design or
topic area, although lack of incentive and use of the term non-binary together with trans individuals
was commented on by some. The recruitment level reflects the level of engagement achieved
according to the methods utilised in this project.

RQ-3: What is the optimal method of sampling neovaginas for o HPV testing o Molecular
testing for microbial targets (including microbiome analysis).

We are still to test the specimens from individuals who have been appointed and have not yet come
to the clinic, however — of the 7 samples assessed so far, cellular and viral status was consistent
between the clinician taken swab and the self taken swab at the qualitative level. All 7 samples
generated beta-globin signals indicating eligibility for molecular testing, 2 samples were positive for a
single HPV type, and 1 sample was positive for two HPV types with consistency across the self and
clinician taken sample. One clinician-taken sample was initially invalid (no beta-globin detected), but a
valid result was obtained on repeat testing.



According to the semi-quantitative measure of the assay - Ct value - values were similar in clinician vs
self swabs for HPV and cellular targets. The mean Ct values for cellular target in all self vs clinician taken
samples in beta-globin A was 35.45 (range: 33.52 — 37.59) and 35.31 (range: 27.82 — 40.29),
respectively. In beta-globin B, this was 34.78 (range: 32.47 — 37.80) and 34.43 (range: 27.51 — 38.93),
respectively.

The 2 samples that were positive for a single HPV type were HPV53 and HPV66. For HPV53 positive
samples, the Ct values for the HPV target in self vs clinician taken samples were 39.56 and 36.09,
respectively. For HPV66 positive samples, the Ct values were 32.88 and 34.37, respectively.

The single sample that was positive for two HPV types tested HPV53 and HPV42 positive. For HPV53,
the Ct values in self vs clinician-taken samples were 23.89 and 25.43, respectively. For HPV42, the Ct
values were 33.85 and 37.05, respectively.

Of the questionnaires received so far (n=4), 2 participants expressed a preference for clinician taken
sample and 2 did not express a preference. With respect to the clinician taken sample, 2 participants
“agreed” that the process was comfortable, and 2 “disagreed”. With respect to the self taken sample 1
participant “agreed” that the process was comfortable, 2 disagreed and 1 strongly disagreed. Again it
will be important to assess the full dataset given that sample-order may have an influence on comfort.

At time of preparation of this report, we have not collated all samples and have not completed RNA
quality assessment. The 16SrRNA testing is more time and cost efficient in batches, however the
16SrRNA PCR has been optimised (Figure 2) using E. coli.
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Figure 2 — Optimisation of 16S PCR using serial dilutions of bacterial DNA

RQ-4: Is it feasible to collate information on vaginal hygiene practices in trans women.



All questionnaires received so far contained this information, no participant chose not to answer, so
yes it is feasible to collate this information

RQ-5: Would trans women be willing in principle to engage in a longitudinal study to assess the
microbial environment of neovaginas (i.e. involving the collection of sequential samples over >1
year).

Of the 4 questionnaires received so far, 3 participants expressed a theoretical willingness to engage
whereas one preferred not to answer.

CONCLUSIONS

In this feasibility study we have learned many lessons both from the literature review and the practical
aspect(s) of the work. The paucity of high quality studies in the literature reinforces the need for larger,
multi centre studies where the extent and implications of HPV infections in neovaginas are assessed.
Many studies do not include detail of sampling or testing strategy which we know can affect the
robustness, consistency and quality of HPV and microbial test results. Additionally few studies were
longitudinal and those which focussed on the clinical implications of HPV infection tended to be case
reports or series. Itis therefore encouraging to observe that in the present work, 3 of the 4 transgender
individuals from whom we have received questionnaires did express a theoretical willingness to
engage in longitudinal research to support studies of microbial health in neovaginas.

We are delighted to have forged a new collaboration with the Chalmers Centre, the Scottish HPV
Reference Lab and HPV Research Group to support research in this community; while we were pleased
that recruitment via this setting was possible, engagement was relatively low when looking at those
that consented compared to those approached. For future studies companion qualitative research that
helps inform how we can optimally engage this population into studies of this kind would be of value.

The quality of self taken samples for molecular HPV testing was encouraging — this suggests credibility
of a home testing approach for future studies. However still await “preference” results from the larger
group. Although the numbers are small at this stage, it was notable that some participants found the
process of sampling uncomfortable, future work should include the use of lubricant as a means to ease
sampling while quantifying any implications that this may have to downstream molecular testing.

NEXT STEPS

Next steps are to complete recruitment and laboratory testing for the 20 (target) participants -all
systems to support lab work are in place. We are keen to submit an abstract of the work to the
International Papillomavirus Conference in 2025 and publish the findings in a peer review journal. We
are also keen to share the final results with the trans community via existing networks. The work will
be instrumental in shaping a larger, multi centre proposal.



FINANCIAL STATEMENT

We will have sufficient resources (including laboratory consumables) to be able to complete
recruitment and testing of 20 participants.

Item Sum of GBP Amount
Consumables - Research Consumables £1,770.23
Directly Allocated - Estates Costs £6,656.40
Directly Allocated - Infrastructure Technician

Costs £435.70
Indirect Costs £12,929.55
Research Support £13,447.27
Grand Total £35,239.15

Table 1 — Summary of costs associated with the UMON project
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PARTICIPANT QUESTIONNAIRE

PARTICIPANT NUMBER: UMON-__ DATE OF QUESTIONNAIRE:
Do you use vaginal lubricant? Yes No
When did you last use a vaginal lubricant? N/A
If Yes to question 1, what type of lubricant did you use? Don't know N/A
Do you douche your vagina? Yes No
When did you last douche? N/A
If Yes to question 4, what did you douche with (e.g. water)? Don‘t know N/A

To what extent do you agree with the following statement?
“| found the swab taken by a health care worker comfortable”

Strongly Neither Agree Strongly Prefer not to

Disagree

Disagree nor Disagree Agree Agree answer

To what extent do you agree with the following statement?
“| found taking the swab myself comfortable”

Strongly Neither Agree Strongly Prefer not to

Disagree

Disagree nor Disagree Agree Agree answer

To what extent do you agree with the following statement?
“| found taking the swab myself easy”

Strongly Neither Agree Strongly Prefer not to

Disagree

Disagree nor Disagree Agree Agree answer

If you were to take part in future research that required a vaginal swab, would you rather take the sample
yourself or have a health care worker do it?

Have a health care No preference, feel the Prefer not to

Take it myself worker take it same about both answer

Would you be willing to engage in research in the future that involved taking vaginal samples more than once
(e.g. once every 6 months for 2 years)?

Prefer not to

No
Yes Not sure answer

Version 1.1 09 04 2024
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LAY ABSTRACT

Human papillomavirus (HPV) infection is common and is usually spread through close, sexual contact.
While we know a lot about the impact of HPV infection in the vaginas of cis women we don’t know
much about the impact of HPV infection in trans individuals with neovaginas

We reviewed scientific articles to summarise what is known about HPV infection in trans individuals
with neovaginas. We also invited trans individuals to take two swabs of their neovagina -one by
themselves and another by a healthcare worker. Samples were taken at a clinic which supports
healthcare and sexual wellbeing. We assessed samples at the lab to see how readily they could be
used for HPV and bacterial testing. We made individuals aware of the study by text, at the clinic and
through printed and e-posters. We asked participants how comfortable they found the swabs and how
likely they would be to participate in future research in this area

Through our review of articles, we found that the amount of HPV in the neovaginas of trans individuals
was 15%. Disease linked to HPV infection included warts and anogenital cancer. Many studies were
single time point & small, and few provided details of how the sample was taken. So far we have
received samples from 7 participants and 4 more have made appointments. More participants
engaged in the study through the text message compared with other means. The quality of material
from both the self taken swab and swab taken by the health care worker was suitable for laboratory
testing.

This study provides valuable information on how to engage and sample trans individuals with
neovaginas into studies designed to assess their anogenital health.
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Lay Summary

Introduction

This report highlights the complex healthcare pathways into and beyond the gender identity
clinic (GIC) among the trans, non-binary (TNB) and gender questioning population in Scotland.
The aim was to map out the social ecosystem including other National Health Service services,
private healthcare community and 3™ sector services, and social contacts; identifying common
sequences.

Methods

A social network interview captured qualitative and quantitative data on 25 participants and
the services they accessed for transgender affirming healthcare, as well as referral pathways
between services on Network Canvas. Services were grouped into broad categories such as
general practitioners (GPs) and GICs. Descriptive statistics and multilevel models were used to
assess variation in the ratings given to different types of service. Qualitative data was analysed
and coded on NVivo.

Results

GPs were a frequent point of contact and referral to elsewhere, particularly direct referrals
from GP to trans affirming care, counselling, and GICs. However, there was a frequent GP to
GP pathway, indicating a loop of multiple GP visits before being referred elsewhere. There was
a notable pathway from GIC to trans affirming care (albeit the long waiting lists). Third sector
trans organisations seem to refer the patient-participant to informal support significantly.
Finally, there was a repeated referral between different forms of informal support. It was found
that these complex healthcare pathways are a result of prolonged waitlists; symptomatic of
an ‘Ailing administration’ that TNB and gender questioning people have grown to mistrust.
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Background

This study examines healthcare service use pathways for trans, non-binary (TNB) and gender
guestioning people in and beyond gender identity clinics (GICs) in Scotland. A linear pathway
of gender identity service use in Scotland is viewed as a general practice (GP) or self-referral
to a GIC. Some may choose to access private healthcare to avoid waiting times while others
may first make contact with third sector organisations which then support referrals into a GIC.
Others may have negative experiences which may reduce their utilisation of wider health
services, and thus lower opportunities for referral to a GIC. The study examines the diversity
of experiences that this population has across National Health Service (NHS) services, third
sector services and other related services.

It does so in order to shed light on potential ways to resolve barriers to accessing services.
Using interviews about participant support networks, it maps out the range of NHS, private
healthcare providers, and community groups in TNB and gender questioning people’s lives that
support their health and wellbeing. Hence the aim of the study was to investigate some of the
linear and non-linear pathways (i.e. complex) of healthcare accessed by this population in
Scotland. In order to meet this aim, we addressed the following research questions:

1. What is the range and diversity of healthcare service utilisation among the trans
population in Scotland?

2. What kinds of experiences have trans people had with these healthcare services?

a. What are the reasons for the diversity of experiences? Which of these factors act
as barriers or facilitators to accessing services?

3. What are the pathways into and out of GIC utilisation, considering the social system
including other NHS, private healthcare, community and third sector organisations?

Methods

Egonet interview

Participants took part in an egocentric social network interview, a structured interview that
involves the participant (“ego”) providing information on other people or organisations
(“alters”) to whom they have some form of connection. This was conducted using the
Network Canvas software package. The first step collected information about the
participant themselves, such as gender, disability, and ethnicity. Second, a ‘name generator’
guestion prompted participants to name the people and organisations who have been
important in supporting their health. For this name generator stage, partlapants could
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select people and organisations from a prepopulated roster or add unique nominations.
Third, a ‘name interpreter’ stage collected additional information about each of the people
and organisations nominated, including a rating of the service. Finally, directional
connections (alter-alter ties) were placed between names, to represent the sequential
order of referrals from one person or organisation to the next. We recoded raw data into a
consolidated set of eleven types of contact (e.g., the names of different third sector
organisations were combined into a single category of Trans Organisations).

Multi-level Modelling

A descriptive analysis was used to calculate the counts, percentages, and average ratings of
each type of person or organisation. The average number of contacts for each participant
were calculated, along with the average number of unique contact types. Across all
participants, the frequency of specific types of referrals were counted (e.g., GP to Trans
Affirming Consultation). We used Multilevel Logistic Regression Models to predict the effect
of contact types on the probability of the contact receiving a high rating (defined as a rating
of 4 or 5). This produced Odds Ratios and Confidence Intervals to interpret whether each
type of contact was significantly more likely than the reference category to receive a high
rating. GPs were selected as the reference category due to being the joint most frequent
contact type. We also calculated the predicted probability of each contact type receiving a
high rating, which produces a proportional probability (e.g., the probability of GPs receiving
a high rating expressed as a percentage).

Visualisation

The referrals from all individual networks were combined into a single network, with its
edges weighted based on the frequency of the referral pathway across all the networks.
This network was visualised using the igraph package in R, with the frequency of each
referral type visualised by increasing the thickness of the connecting lines between
contacts.

Qualitative thematic analysis

Field notes were taken by the interviewers, and these were fleshed out further by
transcripts from the interview for direct quotes. The transcripts were anonymised and then
imported into NVivo (a qualitative analysis software programme) where coding was carried
out to identify the emerging themes. We presented our initial coding to our Research
Advisory Group to elicit their input. They validated the findings and suggested additional
codes. These suggested additions were taken to into account.

TC I—hﬁé] I Pathways
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Results

Demographic description of the participants
Sexual orientation

In our study, the most reported sexual orientation by the participants was queer, which
comprised 28% (n=7) of the entire sample population. This was followed by bisexuals, who
reported to be 24% (n=6) of the total participants. Among the rest, pansexual/omnisexual and
lesbian orientations were each reported to be 16% (n= 4), and asexual, gay, and
straight/heterosexual orientations were each reported by 4% (n = 1) of the participants (see
Figure 1).

Sexual Orientations of the participants
NA

Straight’Heterosexual

Pansexual/lOmnisexual

Bisexual

Sexual Orientation by Category

Asexual

Figure 1: Self-reported sexual orientation(s) of participants

Gender identity

Gender identity wise, 44% (n = 11) participants identified themselves as woman/female.
Among rest of the participants, 28% (n = 7) identified as man/male, while the same proportion
reported being non-binary. Unlike sexual orientation, all participants reported their gender
identities (see Figure 2).
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Gender Identities of the particiants

Man/Male Non-binary Woman/Female

Gender Category

Figure 2: Self-reported gender identities of participants

Ethnicity

All the participants belonged to a white ethnic background. The majority of the participants
were white Scottish by ethnicity (52% of the entire sample). The rest were either white British
(24%) or from other white (24%) ethnic background (see Figure 3).
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Ethnic background of the participants

White British White Scottish
Ethnic Categories

Figure 3: Ethnic distribution of participants

When the participants were asked to rate the services they received on a scale of 1-5, 64.1%
of them reported that the quality was high (i.e., they rated the received service with a high
rating score ranging from 4-5 in a scale) and 35.9% ranked low (which is a rating of 1-3).

The range and diversity of healthcare service utilisation

The participants self-reported using different modes to access gender identity clinics and other
healthcare services. The most frequently mentioned category of service accessed by the
participants was jointly GPs and Families and Community, both of which were 19.01% (n=88).
Trans Affirming Consultation followed with 11.66% of total mentions. Counselling and Mental
Health services were noted in 10.15% of mentions, and Trans Organisations (e.g. third sector)
were mentioned 9.72%. Finally, Miscellaneous services constituted 5.40% of the total
mentions (See Table 1).
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Table 1: Consolidated service types mentions and percentages

We mapped the service networks of participants to show how they navigate and interact with
different modes of services to access gender identity clinics and other healthcare services. Our
dataset consisted of 25 participants (egos), who collectively mentioned 463 services (alters).
The network size, representing the number of distinct services reported per participant,
ranged from a minimum of 8 to a maximum of 46 (average network size of 18.52). The average
network density was 0.09, which indicated that on average, the services were sparsely
interconnected, and referrals followed a generally linear pattern (see Table 2).

Table 2: Network Summary Statistics

We calculated the mean rating for each category of service. Trans organisations had the
highest mean rating of 4.38. The lowest rated service category was GP, with a mean rating of
2.91.
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Table 3: Average rating of each service category

We conducted a multilevel logistic regression model, assessing whether there were
statistically significant differences in the probability of a high rating between GPs and each of
the other categories. Odds ratios show that, compared to a reference category of “GP”
(selected due to being joint most frequent category):

O GIC NHS Scotland were no more likely to be highly rated

O Counselling and Mental health were no more likely to be highly rated
O Trans affirming procedures were no more likely to be highly rated

O Family and Community was 6.16 times more likely to be highly rated

O GIC Outside Scotland was 8.80 times more likely to be highly rated

O Private GIC was 6.11 times more likely to be highly rated
O Consultations were 3.09 times more likely to be highly rated

O Trans organisations were 14.02 times more likely to be highly rated

We calculated the predicted probability of each category having a high rating. Trans
organisations had a 0.90 (90%) probability of receiving a high rating. GPs had a 0.39 (39%)
probability of receiving a high rating. (see Table 4)
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Table 4: Predicted probability of a high rating for each category

Qualitative findings: Experiences with healthcare services

Eternal waiting

This was consistent with the qualitative findings of the study which indicated that gender
clinic waiting times are counted in years for a first appointment, followed by extensive gaps
between appointments. The main NHS GICs referenced were Chalmers by participants
resident in Edinburgh and Lothian whereas participants in (Greater) Glasgow and Clyde
accessed Sandyford’s GIC.

[redacted s38] comments support the above as they state:

It's gotten a lot worse in the years since [the COVID-19 pandemic], like | remember when
I've been on the waiting list in 2014 for [mentions two NHS Scotland GICs], it was three
or four months. | think it's like a year or two. [Mentions NHS Scotland GIC] has always
been quite long, just because the area it covers, but | think in 2014, so like 10 years
ago, the wait list was, | think 14 months. It's now something like four or five years.

This was found to be consistent with [redacted s38] who has been on the waiting list for
[the same GIC mentioned by participant 18] “for the past five years”. This qualitative finding
resonated with the quantitative findings wherein GIC Scotland had a low frequency, making

ronfie
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up just 3.67% of total alters and low predicted probability of a high rating at 55%. NHS
Scotland GICs were not significantly more likely to be rated as positive than GPs.

‘Alling’ administration

From the perspective of the participants, the administration at gender clinics is in disarray.
Information is not conveyed; patients are left with little choice but to fill in the staffing and
effectiveness gaps by coordinating their own case(s) if and when remaining in the NHS
system to access gender affirming care

[redacted s38] recounts waiting 8 months for a reply to an e-mail following up on an
appointment with [abovementioned GIC] and still not receiving one. Another participant,
[redacted s38], on the other hand refers to the dehumanisation of communication
channels, stating that is

Really hard to contact [private services] now they've got rid of staff and replaced mostly
with Al. No way to email with staff. Interpretation of hormone blood results has been
incorrect, requiring double checking separately and learning how to interpret blood
results.

Pathways

There was a frequent GP to GP pathway (n=27), indicating a loop of multiple GP visits before
being referred elsewhere. The referral pathways revealed a frequent loop where
participants in the study had to visit the GP several times before being referred elsewhere
e.g. to the GIC or mental health services. One participant, [redacted s38] is a perfect
example of this, stating:

They lied to me a number of times [...] And | mean, | went for an appointment [...] to get
referrals, turned out, it was an assessment requested by GP 2. Didn't even | didn't even
need to see the GP, apparently, to get the appointment. That was through the mental
health team that | spoke to on the on the phone. They told me to, to get the referral —
didn't need it. When | got to the assessment that as it ended up being there was two of
them sitting there, so they they, they double teamed them as well.

Common referral pathways

In addition to the GP to GP pathway, the pathway from GP to trans affirming care was also
frequent (n=23) as well as the pathway from GP to counselling and mental health services
(n=20), Trans organisations seem to refer to informal support frequently (n=15), then there
was a repeated referral between different forms of informal support .
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GP

Overall ratings for NHS GPs had the lowest probability of having a high score. One
participant, [redacted s38], explains that they did not experience any unsuccessful referrals,
“Referral was delayed for some reason. My GP seemed like she did not know about trans
people and was asking strange questions like "Did | grow up with my mum/dad?" These
guestions are indicative of the NHS GIC approach of pathologising trans, nonbinary and
gender questioning people as gender dysphoric and tracing it to childhood neglect or
parental absenteeism.

Another participant, [redacted s38], equally communicates dissatisfaction with the GP who
only began “doing my blood tests and monitoring” because of “[tlhe recommendations
from [NHS GIC in Scotland]”. However, since these recommendations there is an
acknowledgement that processes have become streamlined by the practice nurse who
does:

other monitoring through me anyway so things just will happen at the same time. The
same | went along for; one set of bloods and they just did all of them at once, so kind
of get just for efficiency.

Though experienced as inefficiency and delays, the actions are in complete alignment with
the original Scottish GRP and the 2024 update, both of which stipulate that Health Boards
are expected to either already or put in place:

a local policy on expectations of local primary care providers for their patient’s ongoing
care in the community e.g. provision of cross-sex hormone prescriptions and facilitating
local monitoring blood tests as recommended by a GIC, and establishing responsibilities
for the management of test results.

Other hormone sources

Due to difficulty with having gender affirming care needs met by NHS GPs, some participants
resorted to informal ways of sourcing hormone replacement therapy. For example,
[redacted s38], who had to wait for an NHS GIC’s recommendations before blood work
began, indicated that they sourced oestrogen from their partner who accessing gender
affirming healthcare in the US. This participant describes the form of oestrogen they
obtained from their partner as injectable, unlike the UK where it is only available in the form
of tablets, patches, gels, and sprays (NHS Pan Mersey Area Prescribing Committee, 2021).
[redacted s38] mentions Reddit as an online community that is a source of hormones,
knowledge and skills. They explain with the information on Reddit, a TNB or gender
qguestioning person is able to like give resources for DIY hormones, if that was something |
wanted to pursue, or like checking my hormone levels, | am now able to read my own
hormones and | know if I'm in a safe level on the off chance no actual human looks at it. It
helps with like finding a surgeon because people post their pictures and everything.

ronfie
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Presenting an acceptable gender story

According to the survey interviews, TNB and gender questioning people have to present an
acceptable gender story. For example, [redacted s38] recollects that

So like they wanted to hear things like, oh, what was your favourite colour as a child?
Because whether it was pink or whether it was blue would mean certain things. It just
felt very. Like they just had a list to go through. Yeah, like stuff that maps that they made
no difference to anything that was being discussed, but | knew that that was the people
I had to speak to to get to where | needed to be.

Similarly, one participant, [redacted s38], highlights the pathologisation of the need to
access gender affirming care, recalling that:

It was just one meeting. | think it was it a lot easier for them to diagnose me with the
gender dysphoria thing that you need to carry out things because I've already had been
on testosterone and had top surgery by the time | encountered them. So it was quite an
easy one. So yeah, they just they ask you about your background and and when you
recognised it basically just they sort of push you to test how confident you are in your
own identity. So it's meant to be challenging, but | think that would probably upset
some people, but | understood it and yeah, it was good.

The narrations above raise the question of pathologisation versus informed consent. Based on
the qualitative data collected during the survey interviews, it is fair to conclude that
depathologisation is itself a pathway to humanisation, humanising the processes undergone
in order to access gender affirming care. Pathologisation of gender identity can be traced back
to

1975 onf[wards], [when] gender transition processes [began to be] classified as a
mental disorder in diagnostic classification manuals, a classification that was
removed recently from ICD, International Classification of Diseases, and continues
in DSM, Diagnostic and Statistical Manual of Mental Disorders.

Not only are trans people subjectified as patients to the degree that they have to accept
psychiatric diagnoses like gender dysphoria as a result of this pathologisation, it also
motivated them to have to present an acceptable gender story. According to Talcott Parsons
(1951), as ‘deviants’ they must take up the sick role in order to have their needs met. The work
of Konishi (2024) helps us to consider ways “to challenge the pathologisation of trans identities
in Western psychiatry” though, for example, is not unusual to tout the developments that
have taken place for example: in September 2024, Scotland updated its Gender Identity
Healthcare Protocol to replace the 2012 Gender Reassignment Protocol, with a focus on
person-centered, needs-led care and a collaborative approach between patients and

clinicians.
reHfIE
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Systemic blocks

There were instances where health service staff denied treatment provision and progress,
even sometimes when recommended by gender clinic staff due to overly rigid
interpretation of how the gender reassignment protocol should be administered. Some staff
outside the GIC would even refuse to provide care within their specialism. For example,
[redacted s38] thinks back to how:

She [Practice Manager] wouldn't accept | only need a blood test every two years. She
came up with this paperwork that she said she got from [Scottish gender clinic], which
talked about people going through transitioning that had been at [other UK gender
clinic]. I have never been at [other UK gender clinic] and two, I'm not going through
transitioning. | have transition level of post operative as well you know so.

Beyond Borders: opting out and taking control

Another theme that emerged was the accessing international or local private services
exclusively or after experiencing intolerable delays. This granted participants who could
afford it greater privacy; control over their health and body autonomy, which by
consequence allowed their life to progress. One participant, [redacted s38], explained that
they accessed private surgery before starting testosterone and they found that

they're [the staff] very nice and friendly. It's just in general like how quick everything has
been. It's still not as quick as, say in America, but definitely way faster than both Bulgaria
and other parts of Scotland. Cause like when I'm listening to people talk about like I've
been waiting to be seen for a first appointment for five years and I'm thinking to myself
I'm really lucky here.

Opting out of the NHS and accessing services either abroad or privately challenged
dominant narratives of disempowerment as participants managed to have the gender
affirming care needs met in the face of an ailing administration and within the healthcare
system fraught with unbearably long waitlists.

Yet crossing borders was not without its challenges. It did not guarantee that gender
affirming care needs or expectations would be met. [redacted s38] who travelled to
England from Scotland for an NHS examination laments:

My examination was in the room for about 15 minutes was on the bed. He didn't even
touch me. He just looked at between my legs and said OK, let me dress now. | thought
I've come all this way. Driven all this way. 500 miles and booked accommodation and

everything."
o
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[redacted s38] was also disappointed by the services abroad, elucidating that in

They just gave me, like, a time frame. It will be between this day and this day. And yeah,
so | didn't even have a date. So you have to get there a certain amount of days before
and then booked before, after. And then when | was having the consultation, they didn't
tell me the address. They didn't tell me what time it was. Locally. | woke up early and
was like, checking my emails. But they told me on the day what the time was of my
consultation, that it was, it was terrible. It was really poor it. Well, | was looking
elsewhere because of just how terrible the communication was. And | know we're
probably well, there is a language barrier, but even still. The service was pretty
shocking.

Paying the price:

Private healthcare provision is expensive. State provision of gender affirming care is costly
to health due to long waits.

1. "They were all right. But you pay in an awful lot of money. And | think because | didn't
actually get anything out of it, | paid a lot of money. They wrote me a letter, and |
didn't even use it, and | didn't need it. So | just. And it was like £300, so | feel like I've
just wasted my money. But they still they gave me what | wanted, but | didn't end up
needing it." (Participant 8)

1. So my GP referred me to [other Scottish gender clinic]. And and then | don't how
you're gonna manage to communicate this. The [other Scottish gender clinic]
waiting list was really long. So then my mum referred me to [private gender
specialist] for, like in the meantime. (August Bonhomme)

2. They [private services] provide the care on an informed consent basis. Much quicker
than NHS, which would have been late 2020s for hormones and 2030 for chest
surgery. They know they're providing where the NHS doesn't, and you pay for it. A
£30 a month subscription plus charges for prescription and for medication on top.

3. Yes, because I've had my top surgery done, but | did it privately...I actually got my
top surgery in [another country]. But yeah, it was still through a private thing
[private gender specialist] that was from the UK.

4. |Interviewer: How come it was in [another country]?

Study participant: Because you cannot get top surgery in this country unless you are 18
and | was 16.

This is partly as a result of the GIC not having been not planned for from a top-down like
other services.
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(Over-)reliance on partner and friends

Partners and friends are beneficial in their own right but also fill in the gaps in formal health
service provision. As friend and community are legitimised as sources of accurate and useful
information it was found that:

Always being there for me. | have a place to talk about my gender identity and my
journey with somebody who always supports me. The surgery, | don't think I'd be able
to go through that on my own just because you need someone to help you for some
days after and my family doesn't live in Scotland. It's hard to rely on friends just because
you're still just a friend to them and you know staying at someone's place for a week or
so, that's a bit of a burden. I'm quite confident that without my partner | wouldn't have
got my surgery when | did. So that's probably the biggest thing. ([redacted s38])

Filling information gaps seeking information from friends, Reddit or other online sources.
Discernment is needed to determine what is reliable. Nevertheless, gathering information
outside of NHS primary care and gender clinic settings is essential for learning about
treatment options and triangulating information given by healthcare professionals.

"For trans people's healthcare, obviously always you need to know what you're doing,
but it's pretty easy to interpret results. You just have a healthy range, especially for
testosterone. There's one range and if you're in that range, you're good. If you're
struggling, there's always people on Reddit that are helpful with interpreting your
results for you. With my first test, | knew what it meant, but still it was nice to get a
second opinion." ([redacted s38])

Outstanding allyship including family support (even) without understanding

Some professionals in organisations and services not specialising in gender affirming care have
gone out of their way to proactively learn about trans people and associated health needs to
improve their service. Some family involvement was pivotal to accessing and progressing with
healthcare provision, such as transport to the first GP appointment or confirming support to
gender clinicians. One participant, [redacted s38] explained, that “[Mum] turned up and sat
at appointments, nodded to allow [names Scottish GIC] boxes to be ticked.”

Showing humanity even when lacking awareness:

The participants noted that on one hand, health professionals can be dismissive, however
there are also some with a warm, humorous manner. Others demonstrating lack of
familiarity with TNB identities still let their warmth and humanity prevail. One participant,
[redacted s38] describes their gender specialist as a:

Really nice guy. Humorous. Straight to the point. e.g. when attending for pre-op
examination he said "right, stand to attention" then drew on my chest ready for surgery
and said "see you later. (Jake)
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The Research Advisory Group conceded that accessing gender affirming care can be
disempowering and when we shared out the preliminary findings, one research advisor

noted the quote about photographs being taken post-operatively evoked the theme of
dehumanisation,

I've met and I've just call them what | call everybody else and the the gynaecologist |
saw you because they always want to take photographs and they do that in
[mentions a country abroad] as well and that's that's fine. And then no problem.
She was one side of the bed. The nurse was on the other side on my in the stirrups.
And they want to take photographs and | say, right, come on. (Crissy5)

Dehumanisation was further buttressed by the Participant 1’s observation, “And so we're

guinea pigs. We're guinea pigs all the time. We educate doctors more than they educate
us.”
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Pathways into and out of GIC utilisation

Combined network with weighted edges

Figure 4: All referrals combined into a complex single network

The above graph indicates that GPs (6), families and communities (2), mental health services
(1), and trans (third sector) organisations (8) are the most central alters in the participants’
social networks, with many loops and bidirectional ties from GICs. Prescriptions (10) and
procedures (11) tend to be receiving end of incoming ties. All of these ties in Figure 4 are
weighted by frequency and the thickest tie is the loop from GP to GP, the next thickest is GP to
consultations (9).
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Discussion

Using an innovative network approach, this study highlights the diversity of healthcare
experiences and multiple pathways through which the Trans population in Scotland utilises
gender affirming treatment.

Limitations of the study

The sample size of 25 TNB and gender questioning people in the study is not a
representative sample of the population. We were forced to exclude 3 participants as we
identified them to be scam participants (Pullen Sansfacon,, Gravel & Gelly, 2024). who did
not meet the selection criteria but had likely been incentivised to be involved because of
the £20 compensation for study participants.

Recommendations

Improving User Experience

* Dissatisfaction was expressed around the current complaints process, and it was
recommended to have more inclusive appeals panel with at least one lived
experience representative.

* It can be discerned from the findings that there needs to be a shift from
systemcentred and patient-centred care to person-centred care where TNB and
gender questioning people are seen as people and not just patients to be
pathologised. This nuance emerges as even the rhetoric of the participants referred
to the gender clinic instead of the UK gender identity clinic where one must obtain
a gender dysphoria diagnosis before then can progress their access to gender
affirming care.

Next steps

1. Wider dissemination of findings

2. Sharing of the findings with research participants

3. Hosting a TNB community forum event to share findings and co-produce a research
agenda for the community

4. Publish a journal article based on the study
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Safety of Puberty Blockers and Testosterone Therapy
for Cardiovascular Health in Adolescents with Gender
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Abstract:



GnRH analogues are used to delay pubertal progression in adolescents with gender dysphoria,
providing benefits by alleviating distress associated with physical changes. However, recent concerns,
including the need for robust evidence on their long-term safety, have led to their use being halted
for adolescents in the UK. This study evaluates cardiovascular safety in adolescents on GnRH
analogues, focusing on ambulatory blood pressure monitoring (ABPM). Thirteen adolescents (6 male
and 7 female) on GnRH analogues, including 3 trans men on testosterone therapy, were assessed.
Clinic systolic blood pressure (SBP) and 24-hour ABPM were measured, with analyses comparing
smokers vs. non-smokers and correlations between SBP/ABPM and BMI. Clinic SBP and 24-hour
ABPM measurements were comparable between birth assigned males and females (Clinic - Male:
124.8+1.90 mmHg vs Female: 125.6+2.50 mmHg; ABPM - Male: 86.22+2.54 mmHg vs Female:
84.6311.47 mmHg). Smoking status (tobacco and vape) did not affect clinic SBP or 24-hour ABPM
(Clinic - Non-smokers: 123.12+1.52 mmHg vs Smokers: 129.504+3.03 mmHg; ABPM - Non-smokers:
83.5741.66 mmHg vs Smokers: 88.72+1.32 mmHg). ABPM measurements showed minimal
association with BMI (R>=0.31, p = 0.06). Those assigned female at birth with and without
testosterone therapy had similar ABPM results, including awake and asleep periods (Testosterone
naive: 85.51+2.20 mmHg vs Testosterone treated: 83.46+1.54 mmHg). A nocturnal dip >10% was
observed in both those birth-assigned male and female. These findings suggest that the current
treatment protocol for adolescents with gender dysphoria, involving puberty blockers and, in some
cases, testosterone therapy, is safe with respect to cardiovascular function. They provide valuable
evidence supporting the cardiovascular safety of these treatments, in this population, and highlight
the importance of ongoing research to further explore their effects in larger cohorts longitudinally.

Background:



Cardiovascular related morbidity and mortality are reported to be higher in Transgender populations.
However, it is unknown whether this excess morbidity reflects differences in behaviour and lifestyle
within the transgender population or relates to clinical risk factors associated with treatment.

The Endocrine Society recommends the use of GnRH agonists in transgender adolescents
demonstrating persistent gender dysphoria or incongruence following the onset of pubertal physical
changes. GnRH agonists decrease the activity of the gonads, leading to pre-pubertal levels of sex
hormones. Puberty blockers lead to favourable physical changes in transgender youth, achieving
decreases in breast tissue and testicular volume. Through stopping pubertal progression, GnRH
analogue aims to help young people with established gender dysphoria to alleviate their distress and
anxiety, which are both linked to appearance of secondary sex characteristics. Thus, suppression of
puberty can provide time and space for the young person to explore their gender identity with the
support of their Mental Health professional prior to making decisions on treatments associated with
irreversible change. In addition, the GnRH agonist, will prevent further development of unwanted
secondary sex characteristics, obviating the need for future affirming surgeries and making it easier
for the person to live in their affirmed gender in the future. These changes may alleviate distress and
improve psychosocial function among transgender youth.

The effects of pubertal suppression, with GnRH agonist therapy, on blood pressure are unclear in
transgender adolescents. Previous studies have been limited by small sample sizes, cross-sectional
and retrospective study designs, lack of clarity on appropriate control populations and difficulties in
measuring blood pressure in a clinic setting. Clarifying the prevalence of hypertension in transgender
adolescents is important to guide development of clinical pathways on monitoring and management
of this important health issue.

Anxiety disorders are common in transgender adolescents and clinic measured blood pressure may
not allow differentiation between true hypertension and white coat hypertension. To the best of our
knowledge, there are no published longitudinal studies of blood pressure monitoring using 24-hour
ambulatory blood pressure monitoring (ABPM) in transgender adolescents.

Given the impact of hypertension with long term health outcomes and the reversibility of the health
risks by addressing abnormal blood pressure, prompt and early diagnosis of hypertension in
transgender adolescents should be prioritised. The role of 24-hour blood pressure monitoring in
routine clinical assessment of transgender adolescents should be clarified in future clinical consensus
guidance.

Our primary aim is to determine the prevalence of hypertension in transgender adolescents
attending the Gender Development Clinic in Glasgow who are being treated with GnRH agonist
therapy. As a secondary aim we wish to explore the associated methodologies of blood pressure
evaluation with use of 24-hr ambulatory blood pressure measurement versus a clinic measured
oscillometric device.

Methods:



All young people attending the Gender Development Clinic in Glasgow, receiving GnRH agonist
therapy, were invited to have an ABPM fitted when they attended clinic in addition to their routine
clinic measured blood pressure using an oscillometric device. The Gender Development Clinic is
attended by all young people with Gender Dysphoria, receiving GnRHa, living in the West of Scotland.
All data was obtained via a departmental database and electronic clinical records.

Values for height and weight were taken from electronic clinical records from corresponding dates of
blood pressure measurements. BMI was calculated by taking the weight in kilograms and dividing by
the height in metres squared. All heights were measured to the nearest 0.1cm on wall mounted
stadiometer, and weight measured to nearest 0.1kg on SECA balance. Values for BMI were converted
to standard deviation scores (SDS).

Additional information collected from electronic clinical records included the following: age (years),
assigned sex at birth, smoking and vaping status, and current treatment with GnRH agonist therapy
+/- gender affirming hormones (oestrogen or testosterone).

Blood pressure was measured at clinic attendance as part of our routine clinic practice and defined as
normal, pre-hypertension or hypertenstion (see table 1). Young people were invited to have an
ABPM performed. Hypertension was defined as those recording a mean ambulatory BP >95" and
systolic load >25% and nocturnal dip <10%.

Normal BP <90" centle. <130/85 mmHg' |

High-normal BP 290t but =95 centile 130-139/85-89 mmHg
Hypertension 295 centile 2140/90 mmHg

Stage 1 hypertension 295t-9gth centile, plus 5 mmHg 140-159/90-99 mmHg
Stage 2 hypertension >99™h centile, plus 5 mmHg 160-179/100-109 mmHg
Isolated systolic Systolic BP 295" centile and >140/<90 mmHg
hypertension diastolic BP <90 centile

White coat hypertension Clinic BP is elevated (295" centile) Clinic BP is elevated (>140/30
but ambulatory BP is normal (i.e.,  mmHg) but ambulatory BP is
MAP* <95 centile, and normal
systolic/diastolic load <25%)

Masked hypertension Clinic BP is normal (<90 centile)  Clinic BP is normal (<130/85
but ambulatory BP is elevated (i.e., mmHg) but ambulatory BP is
MAP* >35'" centile, and elevated
systolic/diastolic load =25%)

MAP = mean arterial pressure

MAP = diastolic pressure + 1/3(systolic pressure — diastolic pressure)

Inclusion criteria consisted of any young person with a diagnosis of Gender Dysphoria attending the
Gender Development Clinic who as part of their treatment was receiving GnRHa treatment who had
an available clinic blood pressure measurement and agreed to have ABPM performed. Exclusion
criteria consisted of any young person not currently receiving GnRHa treatment or if there was no
available clinic blood pressure measurement or they did not agree or could not tolerate having ABPM
performed.



All statistical analyses were performed using IBM SPSS Statistics. Continuous variables were
presented as ‘mean (standard deviation)’ or ‘median (range)’ depending on whether data was
normally distributed or not normally distributed, respectively. Mann-Whitney U tests were
performed to assess differences in clinic measured systolic blood pressure and ABPM measured
mean arterial pressure between female and male birth assigned genders and between those with a
current history of smoking/vaping and those without. To examine the relationship between BMI and
blood pressure (systolic blood pressure and mean arterial pressure), Spearman’s Rank correlation
coefficient was used. Statistical significance was accepted at p<0.05, and all tests were 2-tailed.



Results

Twenty four young people were attending the Gender Development clinic at the start of the study
period who were currently receiving GnRH agonist therapy as part of their treatment of Gender
Dysphoria and were therefore eligible to take part. During the study period one young person
discontinued GnRH agonist therapy; two young people moved address and had their care transferred
to another service and therefore the final total number of young people that were eligible and could
be approached was 21. Seventeen young people have been offered to have ABPM performed with 4
remaining who have not yet been offered due to lack of availability of monitors when attending
clinic. Thirteen (76%) young people have had ABPM successfully performed with available data; 1/17
refused ABPM citing sensory difficulties and a further 3/17 were unable to tolerate ABPM and had no
usable data.

Analyses were conducted on the thirteen young people (birth assigned: 6 males, 7 females), with
median age of 17.8 years (range 15.3, 19.9), including 3 trans men on testosterone, who had
available measurements of both clinic BP and 24hr ABPM.

Clinic Blood Pressure Measurements

Clinic SBP were comparable between birth assigned males and females (Male: 124.8+1.90 mmHg vs
Female: 125.6£2.50 mmHg). Two young people would be defined as having isolated systolic
hypertension on the basis of having a systolic blood pressure greater than 95" centile and a diastolic
blood pressure less than 90" centile based on a single clinic blood pressure measurement alone.
Three young people would be defined as having high normal blood pressure with a systolic blood
pressure greater than 90 centile and less than 95 centile on a single clinic blood pressure
measurement alone. The remaining 8 young people had normal systolic and diastolic blood
pressures.

Ambulatory Blood Pressure Measurements

24-hour ABPM mean arterial pressure measurements were comparable between birth assigned
males and females (Male: 86.22+2.54 mmHg vs Female: 84.63+1.47 mmHg). In addition, those
assigned female at birth with and without testosterone therapy had similar 24-hour ABPM mean
arterial pressure measurements (Testosterone naive: 85.51+2.20 mmHg vs Testosterone treated:
83.46+1.54 mmHg). All young people had a 24 hour mean arterial pressure less than the 95" centile,
systolic blood pressure load less than 25% and a nocturnal dip >10% and were therefore normal.

Smoking status

Three young people (23%) are regularly smoking or vaping. Smoking status did not affect clinic SBP
or 24hr ABPM mean arterial pressure. Non-smokers had a mean clinic SBP of 123.12+1.52 mmHg
versus smokers mean clinic SBP of 129.50+3.03 mmHg (NS). Non-smokers had a mean ABPM mean
arterial pressure of 83.57+1.66 mmHg versus smokers mean ABPM mean arterial pressure of
88.7241.32 mmHg (NS).

BMI

The median BMI SDS was +2.25 (range -2.16, 3.91). 24-hour ABPM mean arterial pressure
measurements showed minimal association with BMI (R? =0.31, p = 0.06). There was no association
of clinic SBP and BMI.



Discussion

The transgender population faces lifelong disparities in healthcare, largely driven by biological and
psychosocial factors. These disparities manifest as a higher incidence of myocardial infarction among
transgender populations. Whether this reflects differences in clinical risk factors remains uncertain,
and may be a consequence of behavioural risk factors, such as smoking and lack of physical activity,
and the increased stressors faced.

Our findings suggest that the current treatment protocol for adolescents with gender dysphoria,
involving puberty blockers and, in some cases, testosterone therapy, is safe with respect to the
prevalence of hypertension in our small clinic setting.

It is clear from our findings that measuring blood pressure in clinic is less than ideal and often gives
misleading readings. Young people with GD are subject to increased stressful experiences, on top of
the general life stressors that individuals can expect to experience. Young people with gender
dysphoria are more likely to experience stressful external events than the general population,
including discrimination, exclusion, and victimization. Despite efforts to make clinic settings friendly
for young people attending clinic this still presents difficulties for young people attending with
multiple interactions with health care professionals and fear of being misgendered, measurements of
height and weight and discussions around treatment. This is exemplified by our experience of
measuring blood pressure in young people with gender dysphoria in a clinic setting. We identified 2
young people with ‘white coat’ hypertension on the basis of have a systolic blood pressure greater
than 95 centile and a normal 24-hour ABPM mean arterial pressure.

ABPM is not an acceptable alternative to measure blood pressure for all young people attending the
Gender Development clinic. 23% of the young people approached either refused or were unable to
tolerate ABPM suggesting that we should also offer an alternative to this method. A higher than
expected incidence neurodivergence in young people with gender dysphoria is well documented.
Many of the young people who refused or were intolerant of ABPM cited sensory issues with the cuff
as a reason for being unable to complete the 24 hour recording. It is possible that young people may
better tolerate intermittent home blood pressure measurements on an oscillometric device with a
suitable cuff.

We did find an association with BMI and mean arterial pressure on 24 hour measurement which
would suggest that in the first instance lifestyle factors are addressed. There are many barriers to
engaging in physical activity for young people with gender dysphoria and therefore having an
awareness of barriers and a suitable range of possible suitable activities to sign post young people to
is important for health care professionals. Despite not finding a difference between those young
people who were regularly smoking and those who were not it would seem likely that this would
impact cardiovascular risk in the longer term and should be raised with young people
opportunistically in clinic.

In summary we have provided some valuable evidence supporting the cardiovascular safety of these
treatments in the short term, in this young population, and highlight the importance of ongoing
research to further explore their effects in larger cohorts longitudinally.






Long-term health outcomes for patients of NHS gender identity services in
Scotland.

[redacted s38]
Goldsmiths, University of London

Foreword

This research was commissioned in November 2023. Since then three very significant
developments have happened. The publication of the Cass Report and its aftermath, the
extensive and unparallelled criticism of it by academics and the medical profession, and the
suspension of healthcare for trans and non-binary people under 25 at Chalmers clinic.
Consequently this research has needed to adapt to take account of the changed environment
in the NHS in Scotland.

Summary

While to date, long-term health outcomes of trans and non-binary people in Scotland seem to
have been very positive, which is a very strong endorsement of gender-affirmative healthcare,
there are additional factors to consider that have come into play more recently including the
political installation of anti-trans figures in management hierarchies all the way up to senior
NHS level.

Trans people who have had gender reassignment surgery realise that this is produced by
highlevel political transphobia in the UK, mostly — but not exclusively — from Westminster.
As such the growing political interference does not merely seem to have made the system
more inefficient but constitutes a growing attempt by the political establishment to undermine
trans people’s human rights generally, which directly impacts on long-term outcomes in a
number of ways.

1.0 Introduction/Background

It is impossible to make sense of the state of trans healthcare in the UK without talking about
the Cass Review. The Cass Review is almost universally regarded by the trans communities
as illegitimate pseudoscience. It excluded trans researchers from its analysis and oversight
teams and included members of groups widely regarded as transphobic. It has been very
widely discredited (for the long list of critiques see Pearce 2024), indeed it is likely one of the
most widely discredited pieces of ‘research’ in history. It has been discredited from the



perspective of methodology, bias, lack of balance, omission of research, exclusion of those
with lived experience, process of appointment of lead researcher, and conclusions that are
unsupported by evidence. Yet politicians, journalists, civil servants and others appear to have
treated it with an almost religious reverence and a puberty blocker ban, unjustified by any
evidence, has been imposed by politicians with no clinical or personal knowledge and
without the consent of patients. In effect The Cass Review has given bigoted politicians and
journalists permission to be transphobic.

This appears to have resulted in a significant loss of trust in NHS Scotland amongst trans
people, and trust in politicians and others regulating the NHS in Scotland. It is hard to
imagine any other patient group being excluded and treated with such distain by politicians
and the NHS. This initially made it very much harder for me to recruit participants for this
research and I needed to reassure participants that I am a trusted interviewer in order to allay
their fears about being misrepresented in the way the Cass Review did. To a significant extent
my publication of a preprint “Children of Omelas: Effects of the UK Puberty-blocker Ban”
which was widely circulated in trans communities, resulted in a sudden increase in the
number of participants, as participants realised that I was trustworthy.

It did not end there however, once the unevidenced and clinically unjustified decision was
taken by the management of Chalmers to stop providing healthcare to trans people under the
age of 25 it once again appeared to became harder to recruit participants, although by this
time I was reasonably confident that my data was close to empirical saturation, and that no
new experiences were being reported.

I held 16 in-depth interviews with participants, most of whom had been seen by Sandyford,
with a minority seen by Aberdeen, and two by Chalmers.

Suspicion now seems to be the most widely-reported commonality amongst participants, with
many expressing considerable disquiet about the direction of travel by NHS Scotland and the
way that these changes have been handled, in particular the absence of consultation with
groups representing patients. This reflects one of the key problems with the Cass Review in
particular and anti-trans politics in general, its exclusion of those with lived experience as
trans or non-binary, something that cannot be justified in methodological or ethical terms has
skewed the outcome badly. Treating one particular patient group in this way has resulted in a
significant breakdown of confidence and trust in NHS Scotland.

There were a number of issues raised in data collection, some specific to different
participants’ circumstances, but some others that participants shared.



2.1 Participants

Initially one consideration that needed to be borne in mind is the possibility that those
volunteering to participate may have been those with axes to grind, while those who were
more satisfied would be less likely to participate. My fears over this do not seem to have been
justified as most participants reported being broadly very happy with their long-term
outcomes. However there was one key factor that seemed to be the determinant of
satisfaction in most of these cases; the date when they were treated by the NHS Scotland.
Those expressing more positive outcomes and experiences tended to be those who had
completed their surgery at the earliest dates. Patients seen before the late 2010s were happier
with their outcomes and experiences, those transitioning more recently less so. There seems
to be a relationship between level of long-term satisfaction and time since completion of
gender confirmation surgery with more recent transitioners expressing lower levels of
satisfaction. That said participants were generally very pleased with their medical outcomes.
Gender confirmation surgery clearly greatly improves patient outcomes as very low
detransition levels have demonstrated (Davies et al 2019, Olson et al 2024), especially in
comparison with all other forms of surgery, whereas denying healthcare has been shown to
cause great harm (Kennedy 2024, Lee et al 2024). In particular this makes the decision by
Chalmers to pause gender healthcare for under 25s very concerning. It is very unlikely that
this did not cause significant unnecessary harm to patients registered there, again this seems
to have caused a breakdown in trust and suggests that management there are influenced by
“gender-critical” rhetoric. Indeed it seems that trans healthcare in general is based on this,
rather than science or feedback from patients and former users.

2.2 Findings
2.2.1 Personnel

One of the main factors that seems to have impacted the quality of care and outcomes seems
to be the personnel at gender identity clinics. Most participants were very clear that staff who
adopted a caring and pro-actively affirming stance made their transitions smoother and
considerably less stressful. Gatekeepers seemed to differ greatly in this respect, while
endocrinologists were almost universally regarded as much more helpful. This is of particular
relevance given that the previous government made it clear during the election, that it had
installed specifically anti-trans personnel in key positions in the NHS in order to facilitate
transphobic policies, something Graff & Korolczuk (2022) characterised as ‘elite
replacement’. This was one of the reasons why the quality of care seems to have declined
over time; some former service users named the same personnel as each other, while more
recent ones did not do this, indeed one participant, never saw the same person twice, despite
having had a large number of appointments.



2.2.2 Situating prior experiences

In some instances gatekeepers seemed to regard a new patient as though they had made a
very sudden decision to transition, something that my own research (Kennedy 2020),
replicated by Sorbara et al (2021), has demonstrated to be an assumption that should not, in
most cases, be made.

“I waited such a long time, and was then told to “slow down”. They think you are
making a spur-of-the-moment decision”

This demonstrates that staff may need improved training and need to be exposed to research
conducted by trans academics in order to understand the likely range of histories of patients.

In most cases trans and non-binary people have known or had some idea that they were
gender different from their gender assigned at birth for a very long time, in many instances
since infancy. Assumptions about the history of any given individual’s gender development
often appear to be rooted in anti-trans rhetoric distributed by our hostile and almost
hermetically trans-exclusionary mass media. Having to explain oneself to gatekeepers was
something most patients felt to be problematic in that, in many instances, basic knowledge of
the lives of trans people seemed to be lacking and this produced a lack of confidence and
distrust in this part of the process. In particular participants felt that a desire, on the part of the
GIC, to proceed with ‘caution’ was inappropriate in circumstances where they had waited a
very long time (in some instances almost their entire lives) before seeking

surgical’/hormonal treatment because of barriers such as the social, cultural, emotional and
epistemological.

2.2.3 Communication between NHS GICs

Communication between different NHS centres, when patients had moved either during the
process or subsequently was also an issue that was common to all those who had moved
geographically. This included patients moving between GICs within Scotland, from other
constituent parts of the UK and from abroad. The initial suggestion when this happened, was,
for some, that they should restart the entire process again, as though they were at initial
consultation again. This was regarded as wasteful and unnecessary as communication
between different clinics should not be particularly difficult, it also added a significant
amount of stress. One of the common sources of stress was the feeling amongst patients that
since they had waited such a long time, and now they had finally arrived at a situation in their
lives to be able to transition, they were being forced to ‘slow down’, the media narrative that
somehow people are being ‘rushed’ into transition seems to have taken hold despite a lack of
any evidence to support it, and again the very low detransition figures indicate that the
‘rushed-into-transition’ myth is the opposite of reality.



2.2.4 Silencing by Pseudoscience

Trans people are already one of the most excluded and silenced groups in society. We are
excluded from most mainstream media, we are excluded from most government bodies and,
in particular, excluded from spaces where decisions are made about us. This included the
Cass Review, where trans and non-binary people were excluded from the group producing its
analysis as well as its oversight board. Since its publication it is evident, from data collected
by some former patients, that Cass is being deployed by those in positions of power to further
exclude trans people from decision-making about our healthcare — and indeed about
everything related to our human rights and access to resources. In effect it is now being
deployed, at all levels from government on down, as a tool to silence trans people, in
particular those who are concerned about these issues. It appears that it is being deployed to
permit bodies to make decisions about trans healthcare in the absence of trans people, indeed
with the deliberate exclusion of trans people. By invoking The Cass Report decision-makers
can exclude trans people from the process of decision-making about trans people. This
situation was noticeable prior to the publication of Cass, Cass seems to have made this
process much more prevalent; “Following/implementing The Cass Review” is being
deployed like a collective gag to exclude trans people from expressing concerns about
policies being implemented at both government, overall NHS and local levels.

3.0 Analysis and recommendations

3.1 Analysis

This research’s findings represent analysis based on the most common themes apparent from
the data.

The issues described in Sections 2.2.2 and 2.2.3 are clearly linked, and not exclusive to those
who have moved geographically. The feeling that they are progressing too slowly through a
system that seems designed to coercively slow them down is increasingly common for
patients of all ages, especially those who have recently joined waiting lists.

This is connected to what I have characterised as ‘Deferral’ (Kennedy 2020) which is divided
into two stages tacit and discursive.

* Tacit deferral refers to the time prior to experiencing epiphany as a trans person when
one does not have the language to describe oneself as trans or the realisation that the
term ‘trans’ applies to oneself personally, this period can extend back to early
childhood.

» Epiphany is the time when this changes, and the appropriate language is acquired or

applied to oneself, this can happen either in an instant or over a period of years.



* Discursive deferral then describes the time, prior to coming out, when one
participates in a community of similar people, usually online, to engage in
selflearning and discovery, as well as to acquire knowledge and important
information, for example about different medical healthcare available. In some
instances individuals may have been subject to coercion to prevent them from coming
out or taking steps to change their genders.

Understanding that the above schema applies to most trans people (and indeed this has been
applied to cis LGBQ people also), the only difference between individuals being the length of
time each section takes is crucial for gatekeepers to understand. Sorbara et al (2021) also
concluded that when young trans people come out it can often appear to others that
identifying as trans or non-binary is a very sudden decision when in reality it has been
weighing on them for a long time, in many cases years or even decades. It is also worth
understanding that, during the discursive deferral period trans and non-binary people often
acquire quite considerable knowledge about the medico-legal processes of transition. It would
appear that the best gatekeepers had an element of understanding of deferral, the likely level
of patient knowledge and the ability to empathise with patients during appointments.

3.2 Recommendations

3.2.1 Recommendation 1

The first recommendation is that gatekeeping, management and other staff understand that, in
most (but not all) instances, when they present initially the patients are, and regard
themselves as being, close to an end-point in a very long journey, and not at some initial
starting-point as may be perceived. This is important because it means patients’ needs can be
better understood and catered for. The ‘rushed-into-transition’ myth is just that, a myth. Staff
need to be fully aware of this if they are to fully understand their patients. It is recommended
that this be part of induction training for all staff and administrators at all levels in the GICs
as well as for those further up the NHS hierarchy administering them.

Furthermore it is recommended that all staff, in particular senior staff, at all levels throughout
NHS Scotland, appointed since 2019 should be more to positions where they can no longer
affect trans healthcare, and that Chalmers should end its ban on healthcare for adults under
25. There should be an inquiry into this decision and those responsible moved to different
jobs in the NHS where they have no influence over trans healthcare. Those involved in trans
healthcare should be believers in that healthcare and, if possible, advocates for it. Would
abortion clinics employ anti-abortion campaigners?



3.2.2 Recommendation 2

That NHS Scotland adopts, as a matter of urgency, a policy of including those with lived
experience as trans or non-binary people at all levels of decision-making in trans health and
within the NHS hierarchy when any issues relating to trans-related healthcare are being
discussed, and that those with lived experience are listened to and guide all decisions. Recent
significant decisions, such as the puberty blocker ban should be revisited, and if necessary,
reversed, on this basis. Excluding trans and non-binary people from decisions about their
healthcare is ethically unacceptable and those involved in excluding us from spaces where
those decisions are made should be redeployed to positions where they have no influence on
trans healthcare. All GICs should have a significant number of trans people on an oversight
committee or governing body and they should be invited to all senior management team
meetings.

3.2.3 Recommendation 3

That all patients should be treated as fast as possible unless there are very good reasons not to
do so, and that any reasons for any kind of delay should be shared at all times with the
patient. The nature of deferral means that most patients will experience significant stress if
the pace of their treatment, or the length of time they spend on waiting lists, results in delays.
This should include not automatically using neurodivergence as a pretext for slowing down
progress through the system (Kennedy 2013).

3.2.4 Recommendation 4

That The Cass Review should not be deployed as a means of excluding trans people from
decision-making about trans issues, in particular healthcare. As has been demonstrated
(Pearce 2024) the volume and quality of critiques of Cass is significant and so far I have seen
no critiques of Cass that are not solidly based, most grounded as they are in solid evidence,
methodological, ethical, medical and academic critique. A number have now been
peerreviewed (E.g Bastian et al 2025, Aaron & Konnoth 2025, Gawlik-Starzyk et al 2025,
Brezin et al 2024), unlike Cass, which gives them a higher scientific/academic status than
Cass. NHS Scotland needs to acknowledge that the overwhelming majority of the trans
communities reject most of Cass’s conclusions, as do medical/scientific communities around
the world. It needs to acknowledge that Cass constitutes an outlier in relation to the totality of
research about trans health, an outlier that has been firmly and actively rejected by the
overwhelming majority of the global scientific community.

Failure to acknowledge this and act accordingly constitutes an act of silencing and exclusion
that is extreme even in comparison with the levels of exclusion that preceded Cass. NHS



Scotland needs to understand the significant faults of Cass and genuinely engage with trans
people instead of using Cass as a pretext to exclude and ignore trans people. Cass has
increasingly set Scotland and the rest of the UK apart from the rest of the world as well as
excluding trans people from spaces where decisions are made about us, ending its misuse and
acknowledging its faults and the depth and breadth of criticism of it needs to be a priority for
the NHS in Scotland. The Scottish government needs to understand that Cass has been
superseded and the critiques and alternatives are much more solidly-based

4.0 Conclusion

This is an overview of the research undertaken so far, in many respects it is turning out very
differently from what I had expected when it was originally proposed in November 2023.
This is because there have been a number of significant occurrences which have affected
trans people’s lives both directly and indirectly. Given these circumstances it is to be
expected that the data coming in from this study is considerably at variance from what was
expected. In the UK at the moment trans people feel almost universally under attack and this
affects all of us in every respect.
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Current Service Configuration Services
Scotland

The Young Person’s Gender Service is situated within NHS Greater Glasgow and Clyde.

The service is the only one of its kind in Scotland and sees patients from across Scotland.

Referrals Clinical Input Medical Pathway

All patients in receipt of puberty
suppressing hormones (PSB) or
gender affirming hormones (GAH)
prior to April 2024 remain on the
treatment pathway.

Psychological and Psychiatric
Received from GPs, CAMHS support and Occupational
and Social Work. Therapy input.

Prior to August 2024 self Links with and provide
referrals were accepted. consultancy to CAMHS, Since April 2024, new patients have

Education & Third Sector not been referred for PSB
or GAH.
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Case for Change Services
Scotland

Need to take cognisance of new evidence and reports:
o Independent Review of children and young people’s gender identity services (The Cass Report)
o CMO Cass Review Implications for Scotland Report

o Healthcare Improvement Scotland’s _Gender identity healthcare services standards for adults and young people

« The Service has experienced increasing referrals and significant recruitment and retention issues leading to long waiting
times of over 4 years from referral to initial appointment.

* Need to consider the data and views of young people and their families.

* Need to ask ‘What would be the needs of the child or young person and their family if potential gender dysphoria was not
the presentation and how these needs most appropriately be met?’ This is in response to the risk of ‘diagnostic
overshadowing’ where one diagnosis or concern e.g. potential gender dysphoria becomes dominant and other important
concerns e.g. mental iliness, neurodivergence or previous trauma are missed and/or not addressed.

« There are no national mechanisms to fund the service, the service cross charge NHS Boards for specific aspects of care.

* Due to self referrals (pre August 2024) and GP referrals, NHS Boards do not routinely know that these children and
young people are seeking support from the service and could be supported with their wider healthcare needs more
locally.


https://webarchive.nationalarchives.gov.uk/ukgwa/20250310143827/https:/cass.independent-review.uk/home/publications/
https://webarchive.nationalarchives.gov.uk/ukgwa/20250310143827/https:/cass.independent-review.uk/home/publications/
https://www.gov.scot/publications/cass-review-implications-scotland/
https://www.gov.scot/publications/cass-review-implications-scotland/
https://www.healthcareimprovementscotland.scot/publications/standards-for-gender-identity-healthcare-services-for-adults-and-young-people/
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Strategic Needs Assessment Services
Scotland

» Estimates for the proportion of adults or children with gender incongruence vary considerably. This reflects a
number of factors such as: variable data reporting by providers; differences in diagnostic thresholds applied and
inconsistent terminology; the methodology and diagnostic classification used — population surveys give a much
higher estimate than numbers based on service use; and the year and country in which the studies took place.

* Incidents rates of recorded gender dysphoria for children and young people in England (age 0-18) were 4.4 per
10,000 in 2021. (An increase from 0.14 in 2011).

* Prevalence of gender dysphoria in natal females is twice as high in natal females than natal males (2021 data).
In 2015 prevalence between natal sexes was similar.

« The number of referrals into specialist gender incongruence services is currently likely to be around 1 per 2000
population per year.

» The current referral profile suggests that the majority of referrals will be of adolescents following the onset of

- puberty.

Source: NHS England Draft Service specification: NHS Children and Young Peoples Gender Service 4 August 2025



https://www.england.nhs.uk/wp-content/uploads/2025/08/cyp-gender-service-specification-for-public-consultation-august-2025.pdf
https://www.england.nhs.uk/wp-content/uploads/2025/08/cyp-gender-service-specification-for-public-consultation-august-2025.pdf

Specialist Healthcare Commissioning

Strategic Needs Assessment

Data from NHS Greater Glasgow and Clyde waiting list validation exercise.

Natal Sex
Care
Female Experience
72%
8,9, 10, 11
18 [} o
Age

12,13, 14 Education,
22% Training,
Employment

pu—

15, 16, 17
70%

PN

NHS
N

National
Services
Scotland

9% of children and young people who
received a triage assessment were care
experienced.

16% were not in education, training or
employment.

Of those in school, 25% report poor
attendance or being on a part time
timetable. Young people identified a range
of issues that led to them not being in
education.
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Strategic Needs Assessment — Healthcare Needs

Data from NHS Greater Glasgow and Clyde waiting list validation exercise.

Neurodevelopmental Mental Health Self harm or suicidal
disorders diagnosis thoughts
Reported

diagnoses
32%

With formal
diagnosis
48%

Reported thoughts
or intention of self-
harm or suicide in
the last 2 weeks
32%

Awaiting
assessment with
no formal
diagnosis

18%

Data from this waiting list validation exercise in terms of identified need is consistent
with literature reviewed by the Cass Review.

NHS
N

National
Services
Scotland

Physical Health
conditions

Physical
health
condition
diagnoses
24%

Physical health diagnoses were
predominantly seen for; asthma,
allergies, dermatological issues
(eczema), gastrointestinal issues (IBS),
chronic pain problems (fibromyalgia),
hormonal issues (including hypo/hyper
thyroid), hypermobility and congenital
spinal conditions.

|\
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Young People and Family Engagement Sorvices
g P y g g Services
: . . , , Scotland
« 250 responses to a questionnaire distributed through Third Sector and Young Person’s Service, NHS Greater
Glasgow and Clyde.
* Responses from young people, parents and carers, Third Sector and trans advocates and allies
Result @®Very Important ® Important ® Neutral @ Not so Important ®Not at all important
Access to a number of different healthcare ... 5
Coordinated support 6
Good communication
=
|
o
"y Initial support close to home 15
o
&)
Keeping you safe from harm 10
Reliable support and information 194 53 )
— Support for families 114 77 44 15 5
0 50 100 150 200 250

Number of responses
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Young People and Family Engagement ES}:,FC“%
cotlan
Do you have any ideas or approaches which you would like to be considered that are not currently?

Waiting times for an initial appointment
Help for the parents. Especially those must be significantly shorter, even just to
who want to help their child but have no let the young person’s know that they are
idea who to turn to. in the system and give them some
advice to be getting on with

Better training for GP's to know how to
explain things to patients

A support service young people can
access while on the waiting list - most Better communication around support
young people seeking the service More in the way of non-medical while waiting. We've heard nothing in
struggle on a daily basis with regards to interventions (therapy, "cosmetic" such nearly 5 years about how much longer
gender identity during the wait period as as voice training etc) we need to wait. It really does impact the
well and could do with some form of child when they see no end in sight.
support while waiting




Future State: Principles Whole  Accessto I

Family and consistent care and recognises
Carer high-quality the risk of
Support information diagnostic
At the right overshadowing

place at the
right time

Multi-agency and multi-professional
All children and young people and
their families should be able to seek
support from a trusted professional

at regardless of their age. Pr|nC|pIes of care

and support for
Children, young

people and their
families

Applies to young people up to
the age of 18 care is tailored to
the individuals age and stage
and is embedded in

rooted in the principles and OIS
values of 'Getting it right for @
every child' (GIRFEC).

Focus on

health &
Holistic and Person wellbeing
Centered applying the W.ork.s tothe T:eusfoo:isse support rather
principles of Realistic principles of than diagnosis

Medicine and Shared Safeguarding
Decision Making

As close to home as possible
and accessible to children and
young people

and equitable access to care
regardless of where you live

Support children and young
people to flourish, have
positive mental health and
wellbeing and lead full lives,
building resilience and
enabling people to access
the right information and
advice in the right place.
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Future State: Service Model National
EI’VICESj
0
1] s
Specialist
gender

services
United (Regional)
MNations

Convention '
on Rights of

the Child

Support/advice from
specialist service to
wider services

&

Health and care coordination

(NHS Board)
Referral up where

more specialist input
is required

Safeguarding

Gettigit ﬂ
Right for

Every Child

Y

Holistic wellbeing advice and support
(HSPC and LA)

-

Information and advice (NHS Inform and Third Sector)

Personalised care as
directed by the needs
of the individual. Not
everyone will need
every service element.




Level 1: Information and advice
e

Aim: Children, young people and their families can access robust, verified sources of information and know what Third Sector

supports are available locally.
Pathways into services Who will provide services
* Online information - NHSInform

* Range of Third Sector supports L © Third sector

Service provided

v Evidence based, clinically robust, age appropriate and verified information provided by NHS Inform.
v" Third Sector services are provided as required, tailored to local need.




Children, young people and their families can access emotional health and wellbeing support and sexual health support.
This includes support for care experienced children.

Support will be contingent on local service delivery models and therefore Local Partnerships will need to ensure children, young
people and their families and carers know who to contact.

Identify a designated person to coordinate support for individuals and their families. This can be provided by the Local Partnerships or
commissioned through the Third Sector.

Use the approaches and tools within Getting it Right for Every Child and National Practice Model including the My World Triangle,
Resilience Matrix, eight wellbeing indicators (SHANARRI) and the four contexts for learning within the Curriculum for Excellence, to
support overall assessment.

Provide support and advice alighed to Scottish Government guidance: Supporting Transgender Pupils In Schools Guidance for Scottish
Schools (2021)

Have processes for referring to relevant NHS Board and Third Sector services as required.

Contribute to the GIRFEC wellbeing indicators and the development of the Child or Young Person’s Plan and provide relevant support
across multiple agencies as required by the Plan.

Continue to support and work with children and young people whilst they access support at different Tiers.



https://education.gov.scot/education-scotland/scottish-education-system/policy-for-scottish-education/policy-drivers/cfe-building-from-the-statement-appendix-incl-btc1-5/what-is-curriculum-for-excellence/
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2021/08/supporting-transgender-young-people-schools-guidance-scottish-schools/documents/supporting-transgender-pupils-schools-guidance-scottish-schools/supporting-transgender-pupils-schools-guidance-scottish-schools/govscot%3Adocument/supporting-transgender-pupils-schools-guidance-scottish-schools.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2021/08/supporting-transgender-young-people-schools-guidance-scottish-schools/documents/supporting-transgender-pupils-schools-guidance-scottish-schools/supporting-transgender-pupils-schools-guidance-scottish-schools/govscot%3Adocument/supporting-transgender-pupils-schools-guidance-scottish-schools.pdf

Children and young people can access coordinated clinical care, either in relation to their wider healthcare needs or related to
their gender identity. The care will be personalised as directed by the needs of the individual, not everyone will require every service
element.

Referrals into the service will be from: Primary Care; School Nurses; other clinical services

Person centred clinical care as per service delivery model.

Fully focus on the National Practice Model approach to wellbeing assessment.

Identify what elements of the integrated, holistic service can be provided locally and ensure there are pathways in place for children, young
people and their families to access these.

Develop Personalised Care Plan and the health element of Child or Young Person’s Plan.

Coordinate relevant health and care across healthcare specialities as required by the Personalised Care Plan

Provide holistic healthcare for families and carers as it relates to the children or young person’s gender identity.

Work with the Children and Young Person’s Care Coordinator and Lead Professional and any other identified professionals within Tier 2.
Have robust pathways and communication flows into other services at Local Authority / HSCP level, into other specialist services at regional
level and with Third Sector services.

Have pathways into and communication flows with Adult Gender Services to support the hand over of care to adult services around the age
of 18 years. Ensure Adult Support and Protection services are engaged to support young people who have additional vulnerabilities to
support at the point of moving to adult services.



Level 4: Specialist gender services

Aim: Children and young people who continue to require further support in relation to their gender identity can access diagnosis

and treatment in relation to gender dysphoria and gender incongruence. The main objective is to promote positive mental

health and wellbeing and alleviate distress associated with gender incongruence. The primary intervention is psychosocial
(including psychoeducation) and psychological support and intervention.

Pathways into services

Referrals will be accepted from NHS Board services e.g. Paediatrics, Child and Adolescent Mental Health Services and Primary Care
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Services

A Regional MDT Approach

Be based in a paediatric setting in line with the CMO Cass Review Implications for Scotland Report.

Provide holistic healthcare for children and young people with gender related distress and gender dysphoria and gender incongruence.

Undertake a standardised comprehensive assessment through an MDT approach.

Provide an assessment for diagnosis of gender incongruence in line with ICD-11 criteria.

Undertake readiness assessment for pathway into a research trial, where indicated

Speech and Language Therapy service can provide voice input to those who require it and support with ensuring service user's communication needs are
met throughout their input with the gender service.

The MDT may wish to discuss fertility preservation (with guidance from Fertility Services). Routine referral into Fertility Services will be available within Adult
Gender Services.

The MDT may wish to discuss facial hair removal. Services for body hair removal will not routinely be provided.

Work with the desighated person to coordinate support for individuals and their families, and Lead Professional and any other identified professionals
within Tier 2 and 3.

Provide support/advice to local NHS Board services and Primary Care

Have pathways into and communication with Adult Gender Services to support moving to adult services around the age of 18 years.
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https://www.gov.scot/publications/cass-review-implications-scotland/

Specialist Healthcare Commissioning

Next Steps

August

Analyse
feedback from
engagement with
children, young
people and
families

August

Engagement
with range of
stakeholders to
seek feedback

September

Refinement
based on
feedback where
feasible
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Specialist Healthcare Commissioning

Questions
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