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1.

Introduction

This literature review has been undertaken as part of the specification of
work for meeting the health and social care needs of transgender people in
the criminal justice system in England.
The NHS is responsible for the provision of healthcare for people in custodial
settings within the criminal justice system. The advent of the Social Care
Act also places a duty on local authorities to assess the social care needs of
those in custodial settings. In discharging these responsibilities the NHS and
local authorities need to have due regard to the particular needs of those
with protected characteristics, including Gender Reassignment (Equality Act
2010).
It is important to note that the protected characteristic of gender
reassignment covers only those who are proposing to undergo, are
undergoing or have undergone the process of changing their gender.
However, it is best practice to consider all transgender people as though
they are equally protected in the provision of appropriate healthcare
services.
The terms transgender and trans are used in this report to refer to people
whose gender experience, expression and behaviours are diverse and differ
from those that are often associated with the sex they were born into.
However, a wide variety of terms are used in the literature and where
appropriate, the terms associated with the relevant literature are used. A
full glossary of terms can be found at Appendix A.

2.

Population estimates and demographics

In comparison to other demographic groups, there is a lack of data relating
to the health of transgender people. For example, they tend not to be
included in population-based studies and statistical datasets, and
transgender people are under-represented in peer reviewed journals on
which epidemiologists and commissioners of health services base their
decision-making. Transgender populations also tend not to be included in:
•
•
•
•

international cancer registries or national Department of Health
datasets;
the UK Census;
the majority of Office for National Statistics surveys; and
published research into trans health issues outside of gender
reassignment pathways of care.

These data issues are further compounded by the variety of people and
identities that are encompassed by the term trans. For example, some
people identify as non-binary (neither solely male nor female), while others
identify as gender fluid. There is a significant diversity of non-binary
identities, therefore, it is important that ‘non-binary’ is understood as both
an umbrella term and an identity in its own right (LGBT Foundation, 2017):
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“While this might present a new challenge for providers of healthcare, it is
an issue that does require consideration. There is a lack of evidence as to
the number of people who would identify themselves within these sections
and their experiences of healthcare, but healthcare providers should be
sensitive to these patients’ needs and aware that gendered classification is
not always appropriate.” (Williams, et al. 2016)
Population estimates for trans people tended to be based on published
research in The Netherlands (Van Kesteren, et al. 1996)1 and Scotland
(Wilson, et al. 1999)2, combined with available data from government
agencies that dealt with changes of name and gender e.g. Department for
Work and Pensions, Identity and Passport Service, DVLA (DH, 2008).
More recently, using more direct methods for estimating population sizes, in
which samples from the general population were questioned about their
gender identity, it has been extrapolated that there are around 25 million
transgender people worldwide. This gives some idea of the potential
worldwide need for transgender healthcare (Winter, et al. 2016).
Survey estimates from the Netherlands suggest that the proportion of trans
people in the population may be as high as 3.9% (Kuyper and Wijsen, 2014).
This study examined the self-reported prevalence of ambivalent and
incongruent gender identities and various aspects of gender dysphoria Data
were taken from a sexual health study among the general Dutch population
in 2012 and included weighted adjustments to match the sociodemographics of the population, for example with regard to gender, age,
education, and urbanicity. The final sample consisted of 8,064 participants
and the response rate was 20.9%. Participants who indicated at the
beginning of the questionnaire that their sex assigned at birth was male
were asked the following questions:
1. Many men experience themselves clearly as a man. For some men, this is
not (completely) the case. Could you indicate to which degree you
psychologically experience yourself as a man? (1=not at all; 5=completely).
2. Could you indicate to which degree you psychologically experience
yourself as a woman (1=not at all; 5= completely).’
Participants who indicated that their sex assigned at birth was female
completed the female version of the questions. A measure was developed
from the answer to these questions to determine whether participants had
an ambivalent or incongruent gender identity. Amongst participants who
reported an ambivalent or incongruent gender identity, the following
questions were asked:

1

This research provides the longstanding statistic that gender identity disorder affects 1 in 11,900 of
the adult population (rounded in some accounts to 1 in 11,500).
2
This broadly supports the Dutch figure with a population estimate of 1 in 12,500 of the adult
population.
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•

Do you have a dislike of your male body?’’ 1=absolutely; 2=somewhat;
3=not really; 4=not at all)

•

Would you like to have hormones or surgery to become (more)
feminine?’

As previously noted, participants who indicated that their sex assigned at
birth was female completed the female version of the questions. Analysis of
the results showed that 4.6% of the natal men and 3.2% of the natal women
reported an ambivalent gender identity, while 1.1% of the natal men and
0.8% of the natal women reported an incongruent gender identity. An
ambivalent gender identity was determined as having an equal
identification with the other sex as the sex assigned at birth. Incongruent
gender identity was determined as having a stronger identification with
other sex than sex assigned at birth. The authors concluded that:
“The presented prevalence of ambivalent or incongruent gender identities
and gender dysphoric feelings in the general population sample confirmed
the idea that prevalence rates based on the number of individuals seeking
medical help might underestimate the prevalence of gender dysphoria in
the general adult population.” (Ibid Page 383).
While the authors acknowledge the limitations of the study, for example the
relatively low response rate and simplicity of the measurements, they did
find some diversity in responses amongst those with ambivalent or
incongruent gender identities with respect to a desire for hormone
treatment or surgery. In particular that there is not a one-to-one
relationship between gender incongruent feelings, a dislike of one’s natal
sex characteristics, and the wish to obtain hormones or surgery to support
transition.
A study from Belgium (Van Caenegem, et al. 2015) used the same
measurements for gender ambivalence and gender incongruence as in the
Netherlands study, but this study used a general population health survey
with a higher response rate (40% or 1,832 respondents). The Belgium study
found that 2.2% of men identified as gender ambivalent and 1.9% of women.
The percentage of males identifying as gender incongruent was 0.7% and
amongst women 0.6%. The authors draw a similar conclusion to that of
Kuyper and Wijsen regarding population estimates that were based on
presentations in clinical settings:
“Consistent with the broader definition of gender nonconformity, our
findings confirm that prevalence rates based on the number of individuals
seeking medical help underestimate the prevalence of gender
nonconformity in the general adult population.” (Ibid Page11)
In the UK, it has been estimated that there are 300,000 trans people (Reed,
2009). This estimate is based upon numbers accessing Gender Identity
Clinics (GIC), however, this figure includes significantly more trans women
than trans men.
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A report, which worked on the basis that there are likely to be around as
many trans men as trans women brings this estimation to approximately
500,000 (GIRES, 2011).
Neither of these studies breaks down data to give details into the numbers
of non-binary or gender fluid people. An increasing number of trans people
are accessing GICs and it is unclear if this represents an increase in the trans
population or an increasing proportion of trans people accessing Gender
Identity Services (LGBT Foundation, 2017).
It is also difficult to estimate the demographic characteristics of trans
people for the same reasons. Large sample surveys on trans issues give
some indication, although these surveys are all self-selecting and therefore
cannot be assumed to be fully representative of the trans population as a
whole. In spite of this, the research that does exist suggests that around
8%-10% of trans people are non-binary with 10% of GIC attendees being nonbinary. These surveys also identified a significant proportion of respondents
who had fluid identities, were unsure of their gender and/or sometimes
identified as non-binary (McNeil, et al. 2012; NHS England, 2017).
A recent survey in Manchester, which enabled respondents to enter their
own gender identity found the most common self-described identities
alongside male or female were agender, non-binary, genderqueer and trans,
accounting for a third of respondents (Manchester City Council, 2016).

Sexual orientation
Surveys which have reported on the sexual orientation of trans respondents
suggest that trans people are more likely to identify as bisexual or queer
than gay, lesbian or straight. For example, a study of over 900 trans people
found respondents identified as follows:
•
•
•
•
•
•

27%
24%
20%
15%
13%
10%

bisexual
queer
straight
pansexual
lesbian
gay

Many people identified in multiple ways and a large proportion identified in
a way other than gay, lesbian, bisexual or straight. For example, a notable
proportion identified their sexual orientation using other terms, including
asexual, polyamorous, BDSM/kink, unsure and not defining their sexual
orientation altogether (McNeil, et al. 2012).
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Ethnicity
There is limited research into health needs and ethnic differences amongst
trans people. Research from the USA shows that race and ethnicity is a
source of stigma for transgender people from BAME groups and the evidence
indicates that they experience the most severe discrimination, poverty, and
lack of access to basic healthcare and social services (Grant, et al. 2011).
An Australian study of transgender people from the indigenous community
had similar findings (Kerry, 2014).
In the USA, one study based on a small sample of ethnic minority male to
female trans identified youth, highlighted a range of needs, including
homelessness, unemployment, substance misuse, unprotected anal
intercourse and higher rates of HIV positive status, especially amongst
African-American youth (Garofalo, et al. 2006a). In another report of the
same study this subgroup of African-American trans youth were less likely to
be involved in high-risk sex. The report highlighted the need for further
research into the risk behaviours amongst trans Black and minority ethnic
youth (Garofalo, et al. 2006b).
A study from the Netherlands found that individuals from non-Western
backgrounds reported an ambivalent gender identity twice as often as often
as those from Western backgrounds (Kuyper and Wijsen, 2014).
In the UK, the two largest surveys that monitored the ethnicity of trans
people from minority ethnic groups reported that only 6% and 2.5% of trans
respondents were identified as BAME (Black, Asian and Minority Ethnic)
respectively (Whittle, et al. 2007; McNeil, et al. 2012).
While it is possible that BAME people are less likely to be trans, it is far
more plausible, given the difficulties of capturing data on trans status, that
BAME trans people are being under-represented in research. Neither of the
above surveys had a large enough sample of BAME people to provide robust
data on the representation of different ethnicities and nationalities (LGBT
Foundation, 2017).
Estimating the numbers of trans asylum seekers presented even greater
challenges as this data is not consistently collected by the Home Office. In
2015, it was reported that 21 trans asylum seekers had been detained in
immigration centres but this number was likely to be higher (Action for
Trans Health, 2017).
Researchers have calculated the number of trans asylum seekers at around
2% of the total number of Lesbian, Gay, Bisexual and Transgender (LGBT)
asylum seekers. This assumption is based on the proportion of UK Lesbian &
Gay Immigration Group’s (UKLGIG) case load who identify as trans (Bell and
Hansen, 2009).
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Older transgender people
There is a lack of research on the health needs and visibility of older
transgender individuals (McGovern, 2014). Limited Canadian data suggests
that older LGBT individuals are more likely to live alone and be socially
isolated, and have a strong desire to avoid long-term care facilities (Ottawa
Senior Pride Network, et al. 2015).
For older trans people, a key theme in the literature is fear regarding endof-life care, including chronic disease and disability, as well as fear of
discrimination within the medical and legal systems. For example, a large
study of 1,963 trans-identified adults that focused on later life and end-oflife preparations found that respondents expressed fear about the potential
late-life events and end-of-life needs, including concerns about legal
requirements and care needs. The findings indicated that respondents were
not prepared for major legal issues and events that take place in the last
stages of life and reported fears about the future (Witten, 2014).
A follow-up study using the same database but focusing on transgenderidentified lesbians, similarly found that respondents were poorly prepared
for end-of-life (Witten, 2015).
Williams and Freeman (2005) and Witten and Whittle (2004) suggest that
many transgender elders may be at greater risk for health impairment than
those who are younger because of the longer duration of hormone use,
which may well exacerbate the effects of aging, such as cardiac or
pulmonary problems. Clearly, more research is needed to ensure the
appropriate provision of health and social care of older trans people. For
example, it is important to ensure that health and social care staff working
in care homes and providing home care, as well as in mainstream health
care, receive appropriate training and guidance in relation to safeguarding
the wellbeing of older trans people.

Younger transgender people
A UK study estimated that 0.6% of people aged over 15 identified as
transgender (Reed, et al. 2009).
A relatively small number of studies using nonprobability samples have
attempted to assess the incidence of childhood gender-variant identities.
One such study found that 1% of parents of boys aged 4–11 reported that
their son wished to be of the other sex; for girls, the percentage was 3.5%
(Zucker, et al. 1997).
However, there is a lack of research and evidence estimating the number of
young transgender people (aged 10–24 years). Although anecdotal evidence
does suggest that an increasing number of young people are self-identifying
as transgender (Wilson, et al. 2010), some may not develop a full awareness
of their gender identity until later in adolescence or young adulthood.
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Nevertheless, transgender individuals are coming out to affirm their gender
identity at younger and younger ages (Makadon, et al. 2007). Transgender
men tend to come out at earlier ages than transgender women (Zucker and
Lawrence, 2009).
LGB youth are at increased risk for suicidal ideation and attempts as well as
depression. Small studies suggest the same may be true for transgender
youth. Almost no research has examined substance use among transgender
youth. Some research suggests that young transgender women are also at
significant risk of homelessness (Institute of Medicine, 2011).
Grossman and D’Augelli (2006) conducted focus groups with young selfidentified transgender males and females aged 15–21 and explored factors
related to physical and mental health. In this qualitative study, most of the
youth reported experiences of family and peers reacting negatively toward
their gender-atypical behaviours. Gender-variant children may have more
difficulties with peer relationships and behavioural problems than nongender-variant children (Ibid Page 170).
Another study, of 55 transgender youth aged 15–21, found that 45% seriously
thought about taking their lives, and 26% reported a history of lifethreatening behaviour. These studies suggest there is an elevated risk for
depression and attempted suicide among transgender youth (Grossman and
D’Augelli, 2007).
Limited studies suggest that male-to-female transgender youth may face a
risk for HIV similar to or even higher than that faced by young men who
have sex with men (Ibid).
In addition, many young transgender people are particularly vulnerable to
transphobia and isolation and, therefore, are less likely to acknowledge
their identity to others (World Health Organisation, 2015b). In regards to
gender reassignment surgery, in 2015/16, according to data from the
Tavistock Clinic 1,398 children applied to have surgery.
The data from the Clinic shows referral numbers have increased in recent
years and the number of girls seeking help has also risen. In 2009/10, there
were 97 referrals, of which 40 were for girls, 56 referrals for boys and one
referral was counselling for the child of a transsexual parent. The number
of appointments has continued to increase by 50% in every subsequent year
and in 2015/16 the number of referrals increased by 697 from 2014/15. The
data also showed that twice as many biological girls than boys were referred
to the Clinic. Of the 1,398 referrals in 2015/16, 913 referrals were for girls
and 485 referrals were for boys. 3
The paucity of data on young transgender people, however, is a barrier to
providing adequate health and psychosocial services tailored for them, and
highlights the need for more research and attention from national
governments (World Health Organisation, 2015b).
3

http://www.telegraph.co.uk/news/2016/04/11/referrals-for-young-transgender-people-double/
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3. Experience of prejudice, stigma and
discrimination
It is important to understand and acknowledge the particular concerns that
trans people have with respect to stigma, discrimination and violence, as it
relates to their gender identity. This is, at times, conflated with
discrimination and violence on the basis of sexual orientation. However,
trans peoples’ human rights concerns, grounded in their gender identity, are
inherently different and necessitate their own set of approaches (Divan, et
al. 2016).
Across much of the world, transgender people experience prejudice, stigma
and discrimination on a daily basis, being viewed by others in society as
“sexually deviant”, “morally corrupt”, “unnatural” or “mentally
disordered”, which can leading to poor health and wellbeing (White, et al.
2016).
Although, it is changing and there are increasing numbers of positive role
models of transgender people in the media, the Trans Mental Health Study
reported that media portrayals of trans people has impacted negatively on
many people, with 51% of the 525 respondents saying that the way trans
people were represented in the media negatively affected their emotional
wellbeing (McNeil, et al. 2012).
In the UK, trans people have long endured high levels of prejudice (referred
to as “transphobia”) and misunderstanding. This has manifested in
numerous forms and in a wide range of settings, including public services.
Discrimination, abuse and violence, including sexual assault and murder are
often reported. Prejudice and discrimination can undermine trans people’s
career opportunities, incomes, living standards, access to social capital,
quality of life, and physical and mental health.
The evidence is limited, but the available data indicates:
•

57% of transgender adults have experienced family rejection (Haas, et
al. 2014).

•

1 in 4 trans young people experienced physical abuse at school (Whittle,
et al. 2007).

•

1 in 5 transgender people reported having experienced homelessness at
some time in their lives because of discrimination and family rejection
(Haas, et al. 2014).

•

29% of trans people reported having been turned away from a homeless
shelter and 55% reported having been harassed by shelter staff or other
residents (Grant, et al. 2011).

•

14% of transgender adults reported being unemployed compared to 7% of
the general population (Haas, et al. 2014).
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•

11% of transgender people reported having engaged in sex work to
survive (US Transgender Survey, 2015).

While there are significant gaps in data and knowledge due to the lack of
routine monitoring of sexual orientation and gender identity, there is a
significant evidence base on the variety of health inequalities experienced
by trans people from peer-reviewed research, grey literature published by
the broader LBGT community and through personal accounts and surveys
(Boehmer, 2002; Winter, 2012).
The available evidence on the broader LGBT community points to the
significant impact of discrimination on health and wellbeing outcomes for
LGBT people, such as a heightened risk for HIV, mental health disparities
and substance abuse (Beattie, et al. 2012; Poteat, et al. 2013; Williams, et
al. 2016), including significantly higher rates of attempted suicide, selfharm and mental ill health across all minority groups compared to the
general LGBT population (Guasp, et al. 2012). Domestic violence rates are
also higher among trans people than in the general LGB population (Guasp,
et al. 2012).
Although the context of the USA is very different to the UK and data cannot
simply be extrapolated to the UK, the data does suggest some common
patterns of discrimination and inequality. For example, a USA study found
that discrimination against transgender and gender-nonconforming
individuals in Massachusetts was associated with adverse mental and
physical health, as well as delays in accessing health care provision
(Reisner, et al. 2015).
This study found that with the exception of an asthma diagnosis,
discrimination in healthcare settings led to unique health-related risks, such
as psychological symptoms i.e. hypersensitivity and ruminative distress and
related affective, cognitive and behavioural responses including avoiding
situations in which potential rejection or discrimination may occur.
Anticipatory stress may also be a unique contributor to negative health for
transgender people, who based on prior experiences of discrimination may
come to expect that others will devalue them based on their transgender
and/or gender-nonconforming status. This resulted in postponing medical
care when sick or injured, postponing routine preventative care, and
postponing care that resulted in having to see emergency or urgent care. Of
the 452 transgender people who took part in the study, approximately 1 in 5
respondents (19%) indicated that they postponed or did not try to get
medical care when they were sick or injured in the previous 12 months
because of disrespect or mistreatment from doctors or other healthcare
providers, based on being transgender or gender nonconforming, and
because of discrimination, approximately 24% of the sample reported
postponing routine medical care (Ibid).
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In addition, widespread transphobic behaviours and attitudes result in many
trans people changing their dress or presentation. 81% of respondents to
the Trans Mental Health and Wellbeing Study avoided certain situations due
to fear of transphobia (McNeil, et al. 2012). Of these, over 50% avoided
public toilets and gyms, 25% avoided clothing shops, other leisure facilities,
clubs or social groups. 51% said that a fear of being harassed, being
perceived as trans or outed resulted in avoidance of social situations or
public places.
This shows that transphobia is not simply “manifested through actual acts”
of crime or violence, but also through trans individuals feeling they must
avoid social situations in order to prevent potential harassment or
discrimination (Ellis, et al. 2014).

Changes in public attitudes in Britain
The British Social Attitudes survey4 has been conducted every year since
1983 and was most recently carried out between June and December 2016.
It consisted of 2,942 interviews with a random, representative sample of
adults in Britain.
The survey found attitudes towards same-sex relationships have become
significantly more liberal with 64% of people saying that they are “not
wrong at all”, up from 59% in 2015, and 47% in 2012.
Attitudes to transgender issues were measured for the first time and the
survey reported that low self-reported levels of prejudice to transgender
people contrast with when people are asked about specific situations.
The vast majority of people (82%) describe themselves as “not prejudiced at
all” to transgender people, but less than half of people say suitably
qualified transgender people should definitely be employed as police
officers or primary school teachers (43% and 41% respectively).

4.

Health and social care issues

Transgender people face multiple health and social care problems that not
only impact on their health and wellbeing in the community, but also in the
criminal justice system (see section 8 Criminal Justice issues). It is,
therefore, not a simple matter of having due regard to trans peoples’ needs
under equality legislation, it is also essential that health and social care
commissioners are aware of and able to address the particular health and
social needs of trans people outlined in health and social care needs
assessments.
Across much of the world, transgender people have difficulty accessing (or
affording) good quality healthcare, whether specific to their gender needs
or more general in nature.
4

British Social Attitudes Moral Issues Sex, gender identity and euthanasia, National Centre for Social
Research http://www.bsa.natcen.ac.uk/media/39147/bsa34_moral_issues_final.pdf
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The view of transgender people as “mentally disordered" has a potentially
negative impact on transgender peoples’ health and wellbeing. WHO
proposals to abandon the psychopathological model are welcomed by many
researchers, clinicians and transgender individuals. These reforms promise
empowerment for transgender people, enabling them to exercise greater
autonomy in their lives (Winter, et al. 2016).
In the UK (as described above in section 3), LGBT individuals often
experience discrimination and marginalisation that impacts on wider factors
such as education, housing and perceptions and experiences of crime and
violence, meaning that these groups experience specific health inequalities
as a result (Williams, et al. 2016). Yet, healthcare that aims to help
transgender people live in their affirmed gender is widely regarded as the
most effective way in ensuring their health and wellbeing (Winter, et al.
2016).
Some of the particular health and social care issues known to face the trans
people includes the following (some of the data is only recorded for LGBT
people as a whole).

Physical health
•

LGBT people living in neighbourhoods with high levels of prejudice
experienced shorter life expectancies of 12 years, compared to peers
living in low-prejudice communities (Hatzenbuehler, et al. 2014).

•

for transgender adults, hormone therapy has been associated with the
potential for worsening cardiovascular disease risk factors (such as blood
pressure elevation, insulin resistance, and lipid derangements), although
these changes have not been associated with increases in morbidity or
mortality in transgender men receiving hormone therapy (Streed, et al.
2017).

•

LGBT people are more likely to smoke, drink alcohol and use drugs (see
section below on Substance Misuse), which increases the risk of
cardiovascular disease and so can contribute to premature mortality
related to cardiovascular disease.

•

trans people may be at more risk of osteoporosis if they do not take
either oestrogen or testosterone regularly. Also, older LGB people are
more likely to be socially isolated, suggesting that they will experience
worse outcomes related to falls (Guasp, 2011).

•

Trans people may be at a higher risk of cancer due to certain risk factors,
such as higher rates of smoking and alcohol consumption (Ashbee and
Goldberg, 2006). There is also some evidence to suggest that long-term
exposure to hormones can increase the risk of cancer. For example, the
National LGBT Cancer Network has suggested that for those assigned
male at birth taking high dosages of oestrogen for a long period of time
may result in an increased risk of developing breast cancer.
14

However, information about cancer screening is not always extended to
trans patients due to a lack of awareness in healthcare services. For
example, trans women may still need prostate and AAA screening and
trans men may still need cervical screening (World Health Organisation,
2015a).

Sexual health
•

A lack of standardised data collection across the UK means that
prevalence of HIV in the trans community is still unknown. There is very
little comprehensive data on HIV prevalence in the UK as studies are
small and rarely use actual test results (Bauer, et al. 2013). However,
estimates based on USA research indicate that trans people may be up to
four times more likely to be HIV positive than those in the general
population (Grant, 2010).

•

1 in 2 Black transgender women report living with HIV and 1 in 5 Latino
transgender people5.

•

Young trans people appear to be disproportionately affected by HIV, as
comparable data from the USA found that 14.3% of trans young people
are reported to be HIV positive, the highest rate of any youth group in
the USA (Grant, 2010).

•

Trans people show lower rates of testing for HIV, with 46% of
participants in a Canadian survey never having been tested (Bauer, et al.
2013).

•

A survey in the UK, in Birmingham, indicated that 64% of trans
respondents had never visited a sexual health clinic, which should be
considered especially problematic as international research has
suggested that trans women are 49 times more likely to have HIV,
compared to a general population (Keeble, 2013).

•

The primary contributor to HIV risk is unprotected receptive genital sex.
A Canadian study of trans men who have sex with men found that
between 44% - 69% reported inconsistent condom use with cisgender6
men over the past year. Only 46% reported ever being tested for HIV and
self-reporting of HIV prevalence was 10 times the baseline prevalence
for the region i.e. Ontario, Canada (Bauer, et al. 2013).

5

https://www.avert.org/professionals/hiv-social-issues/key-affected-populations/transgender
Cisgender (often abbreviated to simply cis) is a term for people whose gender identity matches the
sex that they were assigned at birth. Cisgender may also be defined as those who have "a gender
identity or perform a gender role society considers appropriate for one's sex" (Crethar, et al. 20017).
It is the opposite of the term “transgender” (Schilt, et al. 2009).
6
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•

A systematic review and meta-analysis found a pooled HIV prevalence of
19% among transgender women in the 15 countries with available,
laboratory-confirmed data. Transgender women had odds of HIV
infection 49 times greater than the general population (Baral, et al.
2012). A separate meta-analysis of HIV among transgender women sex
workers found that these women had a pooled HIV prevalence of 27%,
compared with 15% among transgender women who did not engage in sex
work (Operario, et al. 2008).

Despite this, there is a clear difference in the overall risk of HIV when
comparing trans men with trans women; whilst just under 70% of trans men
are at low/moderate risk, only 30% of trans women are at low/moderate
risk (Bauer, et al. 2013). Neglect of the needs of transgender women has
contributed to the disproportionate risk of HIV in this group and widespread
failure to develop effective interventions to address this global problem
(Baral, et al. 2012; AmFAR, 2014).
In addition,
•

While the majority of trans men may be at low/moderate risk of HIV, it
is important to note that transgender mens’ needs for sexual healthcare
have been ignored almost entirely (Winter, et al. 2016).

•

Medical uncertainty remains over whether and how hormonal
contraceptives affect HIV acquisition and transmission among natal
women (Geneva: World Health Organization, 2014).

•

There is published data that the effect of estrogen on antiretroviral
(ARV) efficacy is limited, but the concomitant use of certain
antiretroviral (ARV) drugs may decrease estrogen levels. While
guidelines of the World Professional Association for Transgender Health
(WPATH) discourage the use of ethinyl estradiol for body transition, this
is the only formulation of estrogen available to some transgender
women. Data is lacking on additional drug interactions between ARVs
and 17-β estradiol, the form most commonly used for hormone
replacement therapy (Coleman, et al. 2011).

A better understanding is needed of how hormones used for transition may
affect HIV risk among transgender people (World Health Organisation, 2015).
Black transgender individuals have a significantly higher infection rate than
other racial or ethnic groups, with male-to-females being at a particularly
high risk of infection. In their systematic review, Herbst and colleagues
(2008) found that some of the risk factors that may contribute to the high
infection rates among trans women include multiple sex partners who are
male, casual sex, and sex while under the influence of drugs or alcohol. The
authors also note that the studies considered in their meta-analysis included
a high percentage of trans women who engage in sex work (Herbst, et al.
2008).
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In a qualitative assessment of training needs among providers of HIV-related
care to transgender people (n 513), providers admitted discomfort with
interviewing such patients, stated a need for more standards and guidelines
for their care, and acknowledged a lack of understanding of distinct
transgender identities and the nuances of transgender-specific care (Lurie,
2005).

Disability
There is evidence to suggest that trans people have higher rates of
disability:
•

58% of trans people were reported to have a disability or chronic health
condition, including 8.5% who were deaf and 5% who were visually
impaired (McNail, et al. 2012).

•

Transgender people may be more likely than the general population to
have an autistic spectrum disorder (Pasterski, et al. 2014).

In addition, 18% of trans people have been identified as carers with 7%
giving significant levels of care (McNeil, et al. 2012).

Mental health and wellbeing
Mental ill health is thought to be more prevalent among transgender people
than in the wider population. Almost all population based surveys of trans
people report high levels of depression, which would suggest that selfreported health will be lower (Williams, et al. 2016). In particular:
•

The vast majority of trans people experience symptoms of depression at
some point in their lives (Mayock, et al. 2009).

•

A national Australian study found that 56% of transgender people had
been diagnosed with depression at some point in their lives, four times
the rate for the general population. 38% had been diagnosed with
anxiety, around 50% higher than the background rate (Hyde, et al. 2014).

•

A survey which used a clinically validated scale to identify depression
amongst respondents and which was not primarily focused on mental
health (therefore reducing selection bias), found that 52% of trans men
who have sex with men are depressed (Bauer, et al. 2013).

•

Trans women on average are more likely than trans men to report
paranoid ideation, interpersonal distrust, anxiety, depression, and
obsessive-compulsive complaints (Claes, et al. 2015).

•

Nearly a third (29%) of transgender people who accessed mental health
services felt that their trans status was regarded as a symptom of mental
illness. 19% of trans people say they have had an undiagnosed eating
disorder, with 5% saying they have had an eating disorder diagnosed
(McNeil, et al. 2012).
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For transgender people the available studies generally suggest high rates of
negative mental health outcomes. Most of these studies, however, are
limited by the use of nonprobability samples, and few compare the mental
health of transgender people and non-transgender controls (Institute of
Medicine, 2011).

Social isolation
The national standards on treatment and care to support trans people states
that ‘trans people suffer enormous social isolation as one of the most
marginalised groups in society’7. This statement is supported by a growing
body of evidence, which demonstrates that social isolation of trans
individuals is a significant barrier to seeking health and medical support
until crises occur and contributes to serious mental ill health and suicidal
intent. The evidence strongly suggests that trans individuals will experience
significantly higher social isolation than the general population (Williams, et
al. 2016). For example:
•

In one study, when asked to rate how often they felt isolated due to
being trans or having a trans history on a scale of one representing never
feeling isolated and 7 representing constant isolation, the average score
for trans people was 3.9 (McNeil, et al. 2012).

Also, isolation due to separation from families and loss of employment may
result in trans individuals being particularly badly affected by homelessness,
and temporary shelters are often single sex (Williams, et al. 2016).

Self-harm and suicide risks
Trans people are known to be susceptible to depression and at risk of
suicide (DH, 2008). Many trans people experience a number of
discriminatory factors that are likely to increase the risk of self-harm
and/or suicide, for example, trans people are more likely than others to
experience difficulty in finding work or retaining it if others know their
trans identity. They may also be obliged to change jobs because of
workplace harassment and abuse. Upon revealing their gender identity
trans people are at high risk of being shunned by family and friends and
many also experience violent intimidation on the streets or outside their
homes. There is a significant body of evidence demonstrating high rates of
self-harm and suicide attempts:
•

53% of trans people have self-harmed at some point, with 11% currently
self-harming. 84% of trans people had considered suicide and half of
trans people had attempted suicide (McNeil, et al. 2012).

7

Research quoted in ‘Social Work Practice with Transgender and Gender Variant Youth’ G.P.Mallon.
p16. From Israel & Tarver (1997) and Dean et al. (2000)
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•

Self-harm is more common amongst younger trans people. Three
quarters of trans young people have self-harmed and over a quarter
(27%) are currently purposely self harming (METRO, 2012).

•

A 2007 report highlighted that 34% of respondents in a survey of 872
trans people had considered suicide one or more times before receiving
professional assessment and support, which is higher than the risk in
many other groups (Whittle, et al. 2007).

•

A 2014 study found that in the face of repeated hate and discrimination,
trans people in particular were likely to begin considering suicide a
‘pragmatic consideration’ (Williams and Tregidga, 2014).

•

Transgender people can remain at increased risk of death, including
death by suicide, even after transition (Dhejne, et al. 2011).

Substance misuse
Local and national research, and needs assessments of LGBT communities
have repeatedly demonstrated higher levels of health risk behaviours, such
as smoking and drug and alcohol use. LGBT people are less likely to engage
with health interventions and screening programmes, and gender-specific
screening can present particular challenges for trans and non-gendered
individuals. LGBT communities, therefore, have higher levels of need for
intervention and targeted support related to these indicators (Williams, et
al. 2016). The evidence suggests that:
•

32% of trans people smoke cigarettes regularly compared to LGBT
people in general (Rooney, 2012).

•

24% of trans people have used drugs within the last 12 months, the
most common being cannabis, poppers and ecstasy (McNeil, et al.
2012).

•

10% of trans people indicated signs of severe drug abuse using the
Drug Abuse Screening Test (Rooney, 2012).

•

62% of trans people may be dependent on alcohol or engaging in
alcohol abuse (McNeil, et al. 2012).
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Chest binding
Chest binding encompasses any activity that involves the compression of
breast tissue to create a flatter appearance of the chest and is a common
practice amongst trans men, trans masculine and some non-binary people as
a means of gender expression (LGBT Foundation, 2017).
An online survey into the chest binding of individuals assigned female sex at
birth and intersex individuals (total n=1800) found that 52% of respondents
used binding every day for an average of 10 hours per day, for a median
duration of two years (Peitzmeier, et al. 2015). 97% reported at least one
negative outcome related to binding including back pain (53.8%), shortness
of breath (46.6%) and bad posture (40.3%). The study found that binding
often was most consistently associated with negative health outcomes and
suggested that having days away from binding would provide health benefits.
Respondents also reported a significant increase in mood from before to
after binding, increasing on average from 2.1 to 3.8 on a 5-point mood scale.

Hormone therapy, self-medication and bridging
prescriptions
Both the World Professional Association for Transgender Health (WPATH)
and the Endocrine Society (Washington) have created transgender-specific
guidelines to help serve as a framework for providers caring for gender
minority patients (WPATH, 2011). Guidelines for hormone therapy in
transgender men are mostly extrapolations from recommendations that
currently exist for the treatment of hypogonadal natal men and oestrogen
therapy for transgender women is loosely based on treatments used for
postmenopausal women.
Previous guidance stated that the person should have lived in role for at
least a period of 12 months before starting hormone therapy. Updated
guidelines do not require this step, and instead, WPATH and the Endocrine
Society now recommend that patients transition socially and with medical
therapy at the same time. The guidance notes that the optimal timing for
social transitioning may differ between individuals and that trans people
increasingly start social transitioning long before they receive medically
supervised, gender-affirming hormone treatment (Hembree, et al. 2017).
WPATH recommends that hormone therapy should be initiated once
psychosocial assessment has been completed, the patient has been
determined to be an appropriate candidate for therapy, and informed
consent reviewing the risks and benefits of starting therapy has been
obtained. A referral is required by a qualified mental health professional,
unless the prescribing provider is qualified in this type of assessment. The
criteria for therapy include:
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(I)

persistent well-documented gender dysphoria (a condition of
feeling one’s emotional and psychological identity as male or
female to be opposite to one’s biological sex) diagnosed by a
mental health professional well versed in the field;

(II)

capacity to make a fully informed decision and to consent for
treatment;

(III)

age of majority; and

(IV)

good control of significant medical and/or mental comorbid
conditions.

(Unger, 2016)
The latter can be a stumbling block for many trans individuals, especially
those in the criminal justice system given the evidence of associated mental
health and substance problems. The higher incidence and additional
complexity of these problems for trans individuals in the criminal justice
system may mean that they have commonly been rejected by a GIC for
hormone treatment and other transitional related treatments.
Guidance from the Endocrine Society states that the evaluation of
transgender youth and adults should include the ability to psychosocially
assess the person’s understanding, mental health, and social conditions that
can impact gender-affirming hormone therapy (Hembree, et al. 2017).
Many of the individuals appear to have commonly sourced hormone
treatment on the Internet and may have been self-prescribing in this way
for some time:
•

A published cross-sectional analysis found that one in four trans women
self-prescribe cross-sex hormones, most commonly through the Internet
(Mepham, et al. 2014).

•

In another study looking at 314 trans women in San Francisco, 49% were
found to be taking hormones not prescribed by a clinician (de Haan, et
al. 2015).

In the UK there is evidence that trans people who are unable to obtain
hormone therapy through the NHS may procure them through other means,
such as the Internet or the black market. This can have serious implications
for their health and wellbeing as the treatment is unregulated and
unmonitored (GIRES, 2007). Research into non-binary people’s experiences
of gender identity services suggests that many non-binary people selfmedicate due to a combination of long waiting times for services, a binaryfocused treatment pathway, ‘real life experience’ not being inclusive of
non-binary genders, and non-binary people feeling and being excluded from
gender identity services due to misunderstandings about their gender
identities and a perceived lack of cultural competency from gender identity
service clinicians (Bradley, et al. 2015).
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The General Medical Council, Royal College of Psychiatrists, GIRES and
Action for Trans Health recommend that medical professionals take a harm
reduction approach to trans people who are self-medicating and focus on
ensuring the safety and efficacy of the medication they are taking, rather
than advising the trans person to stop taking the hormones altogether. This
can include ensuring the patient has access to clean equipment and
providing ‘bridging prescriptions’ for medication (Royal College of
Psychiatrists, 2012; GMC, 2016).
The literature suggests that hormone replacement therapy (HRT) is safe
when followed carefully for certain risks (Safer and Weinand, 2015).
Research has demonstrated that HRT can improve the quality of life for
trans people (Bockting, et al. 2012; Unger, 2016).
However, research into the long-term effects of HRT in trans populations is
limited. Research suggests that hyperandrogenism relating to long-term use
of testosterone can be associated with increased cardiovascular risk factors
(Goodrum, 2014) and that prolonged oestrogen use can result in an elevated
risk of thromboembolic complications (Safer and Weinand, 2015).
Finally, long-term hormone use may increase the risk of some health
conditions or diseases, which must be considered in monitoring the health of
older trans people. For example, older trans people may require a
continued hormone therapy in order to maintain mental and physical health
but some have reported difficulties with continued provision when entering
residential homes (Williams, et al. 2016).

5.

Access to health and social care provision

Background
Transgender people may seek healthcare services for reasons related to
their gender incongruence (and accompanying dysphoria). They may seek
information and counselling support to help explore identity issues or to
consider difficult decisions about gender transition and implications for
family relationships, employment and broader social stigma.
Children and young people with gender identity issues, as well as their
parents and teachers, may require support and information. Young
adolescents going through puberty may seek gender-affirming healthcare
involving gonadotropin releasing hormone analogues (also called hormonal
puberty blocking agents or puberty suppressants). Older adolescents and
adults may seek masculinising or feminising (“cross-sex”) hormones or
surgery, or a range of other services. Such healthcare is sometimes
popularly described as sex or gender reassignment, or as gender confirming
or gender-affirming healthcare (Winter, et al. 2016).
Transgender people may also seek medical services beyond gender-affirming
healthcare. Some will have special sexual and reproductive healthcare
needs, for example, those associated with gamete storage or care of a
surgically constructed vagina.
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Some trans individuals may have more general healthcare needs linked to
the use of hormones and silicone injections, and diseases associated with
birth anatomy, for example, prostate cancer in a transgender woman
(Winter, et al. 2016).
However, trans people experience worse health (both physical and mental)
than the general population, which is likely to be substantively due to the
direct and indirect effects of the inequality, which trans people experience.
The House of Commons Women and Equalities Committee (2016) stated:
“We have found that the NHS is letting down trans people, with too much
evidence of an approach that can be said to be discriminatory and in breach
of the Equality Act.”

Access to primary and secondary care
Integrated care, which is centred around the whole person and co-ordinated
around their needs as a patient is at the heart of the Health and Social Care
Act 2012. This must include addressing the specific needs of patients
related to their sexual orientation and gender identity.
However, evidence shows that LGBT people experience barriers to accessing
mainstream health and social care services due to a lack of understanding of
their specific needs and a lack of targeted service promotion. For example,
gender specific screening can present particular challenges for trans
individuals where screening risk may be linked to their birth gender rather
than the gender they identify with (Williams, et al. 2016).
In order to address some of the difficulties faced by trans people around
screening programmes, Public Health England have recently published
Information for trans people NHS Screening Programmes (July, 2017)8,
which covers breast screening, cervical screening, abdominal aortic
aneurysim (AAA) screening and bowel cancer screening. Similar guidance has
also been developed by Public Health Wales in collaboration with
Transgender Awareness Wales, FTM Wales, Unique Transgender Network and
the NHS Centre for Equality and Human Rights (Public Health Wales, 2015).
There is also strong evidence that access to good healthcare for trans
people is sporadic in the UK and has contributed to distress. At best, there
is widespread ignorance of the healthcare needs of trans people and at
worst, there is prejudice. In 2007, research found almost 20% of
respondents in a survey of 872 trans people reported that their healthcare
was either affected or refused altogether by GPs who knew they were trans.
While there are examples of excellent care and good practice, 60% of trans
people who thought their GPs and other medical professionals would like to
be more helpful and supportive reported that the practitioners felt unable
to do so through lack of training and information (Whittle et al, 2007). This
survey also reported that:

8

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/623309/Transgend
er_cross_programme_screening_leaflet.pdf
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•

21% of respondents’ GPs either did not want to help or, in 6% of cases,
actually refused to help. This is an improvement of 50% compared with
the experience of services over the previous 15 years, but it still
presents a considerable barrier.

•

In the more general healthcare sector, 17% of respondents had
experience with a doctor or nurse who did not approve of gender
reassignment and hence refused services.

•

29% of respondents felt that being trans adversely affected the way they
were treated by healthcare professionals.

A 2008 report looking into the healthcare experiences of trans people found
that 29% of trans people felt that being trans affected the way they could
access general healthcare services. Lack of awareness and sensitivity,
discrimination in accessing health services, and bad experiences are
common, including staff expressing their own negative views of trans people
to trans service users and trans patients, or trans people being placed on
the wrong-gendered hospital ward.
Many also reported that clinicians focused on their trans status when it is
not relevant, including disclosing information inappropriately, and clinicians
assuming that being trans or accessing transition-related healthcare is the
cause of an unrelated health problem (Whittle, et al. 2008).
More recently, the House of Commons Women and Equalities Committee
(2016) found that “prejudice against trans people among medical staff” was
one of the reasons for poor health outcomes in trans people.
Many healthcare professionals reported that they felt they lacked the skills
and knowledge required to meet the needs of trans people. 56% of nurses
had provided care directly to a trans person, however, 87% felt that they
were unprepared, primarily due to a lack of access to opportunities for
training or gaining experience (Lyons, 2016).
Data on patient satisfaction is mixed; with one study finding 46% of trans
people rated NHS GP practices as extremely or very good (Scottish
Transgender Alliance, 2008) while another found 40% rated their
experiences negatively (Bishop, 2013). One study found that out of 83% of
respondents who had discussed feelings of gender incongruence with their
GP, 80% found this experience to be positive or very positive, but less than
50% found the care given to be appropriate or useful (LGBT Foundation,
2017). The most common difficulty reported with GP practices was in
having records updated to reflect individuals’ names, correct titles and
gender (Morton, 2008).
In terms of secondary care, trans people reported lower than average
satisfaction with hospitals - 65% compared to 85% non-trans respondents.
89% of trans people who were admitted to hospital were not consulted on
which room or ward they would feel most comfortable in, despite hospitals
primarily using single-sex wards.
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Ward/room allocation is particularly problematic for non-binary people as
often no gender neutral facilities are available (LGBT Foundation, 2017).
More broadly, non-binary people are least likely amongst all trans people to
feel that their needs have been met in healthcare services, with 80% of
respondents in a 2016 report stating they had not been met, compared to
67% of men and 60% of women. Misgendering was a key cause of
dissatisfaction, alongside inappropriate questioning. 80% of trans people
experience anxiety before accessing hospitals due to fears of insensitivity,
misgendering and discrimination, with the receiving of intimate care causing
the most concern (LGBT Health and Inclusion Project, 2016).
For older trans people, the experience of barriers to accessing services as a
trans person can be compounded by age (Williams, et al. 2016). Trans
people who have dementia may be particularly at risk as they are typically
less able to advocate and make decisions for themselves and may require
personal care (Witten, 2014). For some, anxiety and fears about accessing
services can result in not accessing services in a timely manner or not
accessing services at all, which can have significant negative impacts on
health and wellbeing (Jones, et al. 2016).
In order to tackle and address the above issues NHS England created the
Transgender and Non-Binary Network in 2013. This network has over 150
members and has held a number of workshops. The group is organised and
facilitated by the NHS England Public Participation Team with support and
contributions from colleagues in Highly Specialised and Specialised
Commissioning, NHS Clinicians, transgender and non-binary people,
organisations that represent them and providers.
The overall purpose of the group is to highlight and discuss the needs of
trans patients in the hope that the more they are talked about the better
they could be addressed. The House of Commons Women and Equalities
Committee stated that the creation of the Transgender and Non-Binary
Network “was a commendable step” (House of Commons Women and
Equalities Committee, 2016).
The National LGB&T Partnership was established in early 2010, in order
reduce health inequalities and challenge homophobia, biphobia and
transphobia within public services. As of January 2017, the Partnership
combines the expertise of eleven key LGB&T organisations across England.
The Partnership is a Sector Strategic Partner of the Department of Health,
Public Health England and NHS England, collaborating with a wide range of
organisations as part of the Health and Wellbeing Alliance. It has
experience of successfully influencing policy, practice and actions of
Government, statutory bodies, and others
(https://nationallgbtpartnership.org).
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General Practitioners’ attitudes towards transgender
patients
The House of Commons Women and Equalities Committee (2016) reported
that there appeared to be particular problems with the attitude of some
GPs. This could create significant difficulties given their role as
“gatekeepers” to other NHS services, including Gender Identity Services, as
well as their role in providing continuing hormone treatment as part of
gender reassignment/confirmation treatment. The Committee highlighted
the experiences of trans patients with GPs, including:
•

The terms “gender dysphoria” and “transgender” are not fully known
throughout the NHS services or the treatment for such issues.

•

Many GPs and other local health services have not been trained in trans
health issues and do not understand the referral pathways into Gender
Identity Services.

•

In spite of the fact that gender dysphoria is no longer recognised as a
mental health condition, many GPs will not refer to a Gender Identity
Clinic (GIC) without assessment from a mental health team.

•

Some GPs refuse to even make referrals to a GIC and deny healthcare to
trans people based on the fact that they do not agree with the choices
that they have made.

•

There is a lack of willingness by some GPs to prescribe and monitor
hormone therapy.

•

There is a fixation that being trans is the important thing about the
patient and some GPs write a person’s gender identity even when it was
completely unrelated to their treatment.

In written evidence to the Committee, NHS England conceded that there
appeared to be a particular problem with some GPs who refused:
“..to prescribe [hormone therapy] to transgender and non-binary people,
and to undertake assessments and investigations, even though they have
been advised to do so by physicians in the specialist gender identity clinics.”
NHS England responded to this issue by publishing a Specialised Services
Circular (SSC1417, March 2014), which is consistent with the General
Medical Council’s good practice guidance in Prescribing and Managing
Medicines and Devices 2013. The circular clarifies that GPs are responsible
for the prescription of hormone therapy as recommended by the specialist
Gender Identity Clinics; for patient safety monitoring procedures; for
provision of basic physical examinations within the usual competences of
GPs; and for blood tests as recommended by the specialist Gender Identity
Clinics.
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The Committee also noted that the Royal College of GPs (RCGP) agreed that
GPs were “overall empathetic but that their knowledge of how to best
support transgender patients could be improved”. In order to address this
gap, in July 2015, the RCGP launched an online training module on Gender
Variance.
In spite of all this, overall the Committee concluded:
“…. It is clear from our inquiry that trans people encounter significant
problems in using general NHS services due to the attitude of some
clinicians and other staff when providing care for trans patients. This is
attributable to lack of knowledge and understanding—and even in some
cases to out-and-out prejudice.” (House of Commons Women and Equalities
Committee, 2016)
In response, the Government reported that leadership and coordination
were provided by NHS England’s Task and Finish Group for Gender Identity
Services, and the terms of reference for this group would be broadened to
encompass the problems that the Committee had highlighted around
transgender people’s experience of primary care, and in accessing general
health services.
In addition, NHS England would continue to seek expert professional advice
from relevant Clinical Reference Groups comprised of professionals and lay
people with relevant expertise and would continue to publicly hold itself
accountable to people who use gender identity services via its regular
Transgender Network workshops (Government Equalities Office, 2016).

Access to sexual health services
The evidence indicates that there are specific barriers facing trans people
when accessing sexual health services:
•

Research from the USA found that health staff were often untrained
to provide appropriate services on HIV prevention, care and
treatment or information on sexual and reproductive health to trans
people (Poteat, et al. 2013).

•

HIV voluntary counselling and testing facilities, and antiretroviral
therapy (ART) sites can intimidate trans people due to prior negative
experiences with medical staff (Sevelius, et al. 2010; Chakrapani, et
al. 2011; Beattie, et al. 2012).

•

When trans women test HIV positive, they are wrongly reported as
men who have sex with men (Health Policy Project UN, 2015).

•

Sexual health services can often consist of intimate physical
examinations, which can be distressing for trans people.
Consequently, testing rates in trans communities are low, which
serves to disguise the serious burden of HIV among trans people
(Poteat, et al. 2013).
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In Scotland, a survey found that there was a dissonance between general
perceptions of NHS sexual health services and actual experiences; survey
respondents described their experiences favourably and praised the nonjudgemental nature of services, whilst also recognising that as sexual health
services are delivered as gender binary (i.e. male or female), there is a
belief that they will struggle to accommodate trans people within them
(Scottish Transgender Alliance, 2008).

Specialist gender identity services
NHS England have acknowledged that there are problems in the quality and
capacity of NHS specialist gender identity services, and admitted that the
following problems existed (House of Commons Women and Equalities
Committee, 2016):
•
•
•
•
•

inequitable access and variability across the GICs;
poor patient experience, including communication;
capacity pressures;
workforce pressures; and
long waiting times for initial assessment and genital reconstruction
surgery (with a shortage of specialist surgeons).

In 2015, the Gender Identity Research and Education Service (GIRES)
reported waiting times of 2–3 years for access to some of the adult gender
identity clinics. Moreover, the waiting time for genital surgery for trans
women was 22 months. Without additional services being commissioned,
the predicted waiting time was 42 months by 2017 (House of Commons
Women and Equalities Committee, 2016).
In regards to capacity, the House of Commons Women and Equalities
Committee (2016) also raised concerns:
“….at the apparent lack of any concrete plans to address the lack of
specialist clinicians in this field. This will be a serious obstacle to
addressing the lack of capacity, which growing demand for the service is
sure to exacerbate, and cannot be ignored.”
In 2017, NHS England launched a 12 week consultation on specialised gender
identity services for adults (those aged 17 and above). NHS England stated
that:
“Through consultation we want to hear people’s views on two proposed
service specifications: one for how Gender Identity Clinics will deliver
specialised outpatient services; and another for how surgical units will
deliver surgical interventions. The service specifications have been
developed taking into account the outcome of engagement with the trans
community and clinical experts and describe new proposals for how
specialised gender identity services will be delivered in the future.” 9
9

(https://www.engage.england.nhs.uk/survey/gender-identity-services-for-adults/)
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This review of the health and social needs of trans offenders has taken
place at the same time as a formal public consultation on proposed service
specifications for the specialised services delivered by Gender Identity
Clinics, as commissioned by NHS England. Close liaison has taken place
between the respective commissioning departments for offender health and
specialised services within NHS England, in the expectation that this review
report will be considered alongside the responses to the consultation and
will inform NHS England’s understanding of the issues that are relevant to
the successful implementation of the new specification in offender health
settings.
International evidence indicates that outcomes for gender-affirming
healthcare are generally very good, whether the treatment is evaluated as a
whole (Murad, et al. 2010; Dhejne, et al. 2014) or the effects of hormones
alone are considered (Gorin-Lazard, et al. 2012; Keo-Meier, et al. 2015).
Outcomes are also positive when gender-affirming healthcare is delivered in
adolescence (De Vries, et al. 2014).
In England, in 2013, Gender Identity Services became the commissioning
responsibility of NHS England. There are currently seven NHS Gender
Identity Clinics (GICs) available in England, and one service available for
young people under 17. Although, the uneven geographical distribution of
GICs mean that many people have to travel long distances in order to access
treatment (House of Commons Women and Equalities Committee, 2016).
The evidence shows that the number of trans people presenting to specialist
Gender Identity Services with the intention to undergo transition-related
treatment through NHS and private providers has consistently increased over
the last 10 years (LGBT Foundation, 2017).
The number of people accessing trans-related healthcare annually is not
clear, although in 2011 it was estimated that 12,500 people presented for
treatment and 7,500 successfully received it (GIRES, 2011). In 2014/15, NHS
England reported that around 215 patients per month were referred into a
GIC (NHS England, 2015).
NHS England undertook an operational research report of the NHS GICs
across England, finding that waiting times varied for first appointments at a
GIC from 9 weeks (Northampton) to 69 weeks (Leeds) between October 2014
and January 2015.
The report also stated that the total number of people waiting for their first
appointments in January 2015 was 2,377 (NHS England, 2015).
A more recent survey of patients who had a first appointment between May
and July 2015 found that the average waiting time for these individuals
averaged slightly longer, from between 11 weeks (Northampton) to 89
weeks (Newcastle) (UK Trans Info, 2015). These figures contravene the NHS
guidelines that state the expected timeframe from referral to treatment for
specialist care should not exceed 18 weeks (NHS England, 2017).
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Moreover, when accessing transition-related healthcare, studies and patient
engagement suggest that many trans people have poor experiences within
the services, largely in relation to experiencing transphobia within the
services themselves. For example, 21% of those who have used GICs
reported that their complaints were dismissed, with many services being
described as ‘uninformed’, ‘out of date’ and ‘potentially dangerous’ (DH,
2007). This can impact on the quality of healthcare that trans people
receive as they may choose not to disclose information when it is relevant
(Williams, et al. 2016).
This might also be exacerbated by the fact that trans people are often
highly reliant on healthcare professionals throughout a transition process i.e.
from being referred to a gender identity service by a GP to being diagnosed
with gender dysphoria and receiving medical interventions through specialist
services (Ellis, et al. 2015). Therefore, many trans people may not feel able
to challenge discrimination or transphobic treatment for fear that it will
affect their care if they do so.
There is a general lack of literature specifically addressing the experiences
trans people have when receiving surgical interventions through the NHS.
Some trans people have reported feeling unable to be wholly truthful with
their healthcare professionals whilst at a GIC and may withhold information
about their identity (particularly non-binary identity), mental health,
sexuality and employment issues for fear that the professional will stop
treatment from going ahead if they do not ‘fit the mould’. In fact, nonbinary people often report that clinicians focus on gender identity in order
to find an immediate treatment rather than focusing on what the patient
actually wants; this is likely to be due to gender identity being the sole
criterion for diagnosis (Bradley, et al. 2015).
The Trans Mental Health Study (2012) also reported that a sizeable minority
of trans people felt that they were pressured into things they did not want
to do by gender identity services in order to ‘prove’ their identity, such as
changing their name or dressing in a highly feminine or masculine way. This
suggests a healthcare system which assumes a rigid binary transition for all
patients, i.e. exclusively from assigned female to male, or assigned male to
female (McNeil, et al. 2012). In light of this, it is not surprising that
according to a report published by The Scottish Transgender Alliance, only
25% of the 895 non-binary participants said that they were ‘always’
comfortable with sharing their non-binary identity when accessing such
services and 29% claimed they were ‘never’ comfortable (Valentine, 2016).
There are additional barriers for non-binary people accessing transitionrelated healthcare. A study of the experiences of 114 non-binary people
who have attempted to access transition related healthcare – both privately
and through the NHS – found that a fear of being denied treatment due to
their non-binary identity was a common theme (Bradley, et al. 2015).

30

This can result in individuals presenting themselves in a binary gendered
way (either male or female) in order to receive treatment, with almost
three-quarters (71.8%) of respondents under private treatment presenting as
binary, and almost half (46.4%) of respondents presenting as binary at NHS
GICs. Amongst the respondents, many also reported that their clinicians
were more concerned with how they identified rather than the treatment
they required, demonstrating a lack of person-centred care (LGBT
Foundation, 2017).

Access to mental health provision
Despite being at higher risk of poor mental health, trans people face
additional barriers to accessing support services and report low levels of
satisfaction when they have accessed services (Williams, et al. 2016). Many
feel that mental health professionals do not have sufficient knowledge and
understanding of trans issues (Morton, 2008).
Some trans people report that mental health professionals have viewed
their gender as a symptom of mental ill health rather than accepting their
identity (Ellis, et al. 2015).
This includes trans people who have been denied or delayed access to
gender identity services due to mental health professionals failing to
provide appropriate care and referrals. This impacts on people accessing
services as well as creating barriers for those who want to access them.
The most common concern trans people have about accessing mental health
services is that being trans would be seen as the reason, symptom or cause
of their mental health issues (Ellis, et al. 2015).
In term of secondary mental health services, there is little data on the
access of services amongst trans people (Williams, et al. 2016).

Access to survivor and crisis support systems
Survivor and crisis support systems can be problematic, particularly for trans
women and those who identify as non-binary. Some trans people have been
excluded from accessing support because of their gender identity. In
addition, crisis centres can be ambiguous, unsupportive and excluding about
their support for trans people. As a result, those who are in need may not
receive the help they need. However, good practice is emerging from
Scotland. The Gender Based Violence strategy pushed forward by the
Scottish Government is trans inclusive, and support services across Scotland
have engaged in specific training to ensure the needs of trans survivors are
met (Stonewall, 2017).
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6.

Children and young people

Access to primary care
Research on LGBT young people’s experiences of accessing health services is
limited. However, research by LGBT Youth Scotland, which focused on
mental and sexual health, on how supported young people feel and their
experiences of coming out to doctors, identified specific problems in terms
of the health services they accessed i.e. health professionals assuming they
were straight, not catering to their needs, and not understanding the
specific issues affecting them. Transgender young people felt less
supported by the NHS in regards to their sexual orientation or gender
identity than gay and bisexual men. The research found that:
•

Less than half (48.1%) of transgender young people felt safe and
supported by the NHS in terms of their sexual orientation and/or
gender identity.

•

Transgender respondents were most likely to be out to their doctors
(66.7%), reflecting the fact that they may need to come out to access
medical treatment for gender reassignment. They were also likely,
however, to state that they would not feel comfortable coming out to
their doctor (25.9%).

•

Less than half (48%) of transgender respondents felt comfortable
speaking with doctors about sexual health and a third (33.3%) did not.

•

Transgender respondents were the most likely to consider themselves
to have mental health issues (66.7%).

The research concluded that the majority of transgender young people do
not feel safe and supported by the NHS and more needs to be done to
support transgender young people in relation to their mental health (LGBT
Youth Scotland, 2013).

Access to specialised care
The Gender Identity Development Service (GIDS), also known as the
Tavistock Clinic, is a highly specialised clinic for young people presenting
with difficulties with their gender identity, including gender dysphoria and
other conditions. The GIDS is the only specialist service in the UK providing
early-intervention treatment for children and young people. It operates
from two main bases in London and Leeds, and regular outreach clinics are
held in Exeter, Barnstable, Bath, Bristol and Brighton. GPs can refer
patients directly to the GIDS, but referral takes place primarily through
Child and Adolescent Mental Health Services (CAMHS). However, as with
adult gender identity services, referral pathways appear to be made
problematic by a lack of understanding of gender-identity issues in the
wider NHS (House of Commons Women and Equalities Committee, 2016).
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The demand for the clinic’s services is growing rapidly with referrals
increasing by 50% a year in recent years. The majority of referrals involve
young people aged between 14 and 16, but the service is also seeing an
increase in the number of younger (pre-pubertal) children being referred,
although the numbers remain small (House of Commons Women and
Equalities Committee, 2016).
While the GIDS does not suffer from the long waits associated with the adult
service, there still appear to be some problems in this regard. The results
of a survey in 2014 of parents of children and adolescents with gender
dysphoria found that 27% of all those who responded had waited over 18
weeks for their initial assessment. Parents reported that the wait for the
first appointment had a negative impact on the mental health and wellbeing
of 31 (77.5%) of the 40 young people and three (7.5%) had attempted suicide
whilst on the waiting list to be seen for the first time (House of Commons
Women and Equalities Committee, 2016).
The transition to adult gender identity services at the ages of 17 and 18,
was a problematic area due to the lack of continuity of care, which can lead
to young trans people facing a long hiatus in their care as they sit on a
waiting list to enter the adult service. The NHS Gender Identity Services
Clinical Reference Group has recommended an easier transition to the adult
service from age 17 without the need for a fresh assessment of the patient
by the adult service. The GIDS was working with the adult service on this
issue (House of Commons Women and Equalities Committee, 2016).
In response to the Committee’s report, Public Health England (PHE) and the
Royal College of Nursing have developed two toolkits for nurses and health
practitioners to support the mental health and wellbeing of LGBT young
people. PHE has also supported the publication of health factsheets with
the National LGBT Partnership and a range of other projects on LGBT health.
These factsheets have been prepared with the interests and wellbeing of all
transgender people, including young people under the age of 17
(Government Equalities Office, 2016).
However, parents of children and young people accessing the GIDS continue
to express concerns about the content of NHS England’s treatment protocols,
and their interpretation by clinicians. This dissatisfaction is compounded by
the fact that most of those seeking access to the service must travel to
London to be assessed. Despite current efforts to increase capacity and
reduce waiting times this still means lengthy journeys for many people
(Stonewall, 2017).
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Access to social care
The House of Commons Women and Equalities Committee (2016) reported
that there was a lack of appropriate training for social care staff in trans
issues, raising particular issues for gender variant looked-after children or
gender variant children in secure accommodation. In response, the
Government stated (Government Equalities Office, 2016):
“It is important to understand whether and to what extent training, and
knowledge within the profession, is preventing these approaches from
driving a sufficiently strong understanding of transgender issues.
Government will therefore commission a study to ascertain the adequacy
and consistency of knowledge on gender variance in initial social work
training and continuous professional development (CPD). It will use the
findings to decide whether additional training materials should be made
available.”

Parental Support
The positive impact of parental support on the mental health of trans young
people should not be underestimated. A study with 433 trans young people
aged 16-24 in Ontario, Canada showed how important the support of parents
is for trans young people. Some of the findings included (Trans Pulse, 2012):
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•

100% of trans young people with ‘very supportive’ parents were in
adequate accommodation, versus only 45% of those whose parents
were ‘somewhat to not at all supportive’.

•

70% of trans young people with ‘very supportive’ parents
reported very good or excellent mental health, versus only 15% of
those whose parents were ‘somewhat to not at all supportive’.

•

72% of trans young people with ‘very supportive’ parents reported
being satisfied with life, versus only 13% of those whose parents were
‘somewhat to not at all supportive’.

Families and carers

Background
The existing literature on LGBT people emphasizes the importance of family,
friends, and communities for the wellbeing of LGBT individuals. Research
also highlights a key role for the chosen family10 for providing social support
and caregiving (Stinchombe, et al. 2017). For example, findings from a
cross-sectional study of 1,000 USA based LGBT baby boomers, highlighted
that respondents were highly involved in the provision of informal care for
their families and that non-familial social networks play an important role
as a source of social support (MetLife, 2010).
10

Chosen family refers to friends and community members who provide support, companionship, and
love in preference to biological relatives (Brotman, et al. 2007).

34

Family life
A USA survey of 6,450 trans people focused on questions about family life,
and how living, parenting and partnering as a transgender or gender nonconforming person had impacted relationships. The results showed a
combination of improved relationships and successful development of
families alongside major challenges in retaining friendships, partnerships,
and relationships with children. Among some groups of respondents, coming
out to family members and friends had a positive impact, while for others,
relationships faced considerable challenges (Grant, et al. 2011). On a
positive note, the key findings included:
•

45% of respondents reported that their family was currently as strong
as it was before coming out.

•

43% maintained the majority of family bonds.

•

38% of the sample were parents with 18% reporting that they had at
least one dependent child.

•

70% of respondents reported that their children continued to speak to
them and spend time with them after coming out.

However, more negative findings included:
•

57% of respondents experienced family rejection.

•

Relationships ended for 45% of those who came out to partners.

•

29% of those with children experienced an ex-partner limiting their
contact with their children.

•

Courts limited or stopped relationships with children for 13% of
respondents, with Black, Asian and Minority Ethnic respondents
experiencing higher rates of court interference.

•

19% of respondents reported experiencing domestic violence by a
family member because they were transgender or gender nonconforming.

Unsurprisingly, family acceptance was strongly connected with a range of
positive outcomes while family rejection was connected with negative
outcomes. For example, those who were rejected by family members had
considerably elevated negative outcomes, including homelessness (three
times the frequency), sex work (double the rate), and suicidality (almost
double), compared to those that were accepted by their family members.
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Domestic violence at the hands of a family member was also strongly
connected to negative outcomes, with domestic violence survivors reporting
four times the rate of homelessness, four times the rate of sex work, double
the HIV rate, and double the rate of suicide attempts compared to their
peers who did not experience family violence.

Transgender parents
There is limited research in this area but a USA report, which reviewed 51
studies on the prevalence and characteristics of transgender people who are
parents, the quality of relationships between transgender parents and their
children, outcomes for children with a transgender parent, and the reported
needs of transgender parents found the following (Stotzer, et al. 2014):
•

Substantial numbers of transgender people are parents, though at
rates that appear lower than the USA general population. Of the 51
studies included in the review, most found that between one quarter
and one half of transgender people report being parents. In the USA
general population, 65% of adult males and 74% of adult females are
parents.

•

There may be substantial differences in the rates of parenting among
trans men, trans women, and gender non-conforming individuals.
Higher percentages of transgender women than transgender men
reported having children.

•

People who transition or “come out” as transgender later in life tend
to have higher parenting rates than those people who identify as
transgender and/or transition at younger ages. This higher rate of
parenting could be due to individuals becoming biological parents
before they identified as trans gender or transitioned.

•

There were more transgender respondents who reported having
children than living with children. It may be that many of the
respondents had adult children who are no longer living with them.
However, there is some evidence that formal and informal attempts
to limit the contact of transgender parents with their children may
partially explain this discrepancy.

•

The vast majority of transgender parents reported that their
relationships are good or positive generally, including after “coming
out” as transgender or transitioning.

•

The outcomes for children with transgender parents have found no
evidence that having a transgender parent affects a child’s gender
identity or sexual orientation development, nor has an impact on
other developmental milestones.
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•

Transgender parents have reported discrimination – either formally
through the courts or informally by the children’s other parent – in
child custody and visitation arrangements. Transgender people who
wish to adopt may experience discrimination in adoption.

The review also found that transgender parents reported having health and
social service needs related to child care, networking with other
parents, and support for family planning.

Families in transition
The research on families in transition is limited but a literature review into
families in transition of primarily Western European and USA based clinical
and social studies found (Dierckx, et al. 2015):
•

The coming out as transgender by one partner during marriage can be
a shock for the partner and is repeatedly described as resulting in
relationship dissolution, although this is not necessarily the case. For
example, a USA study described a divorce rate of 12.3% and a marital
and registered partnership rate of 19.5% (Rosser, et al. 2007).

•

Divorce rates tended to be higher among trans women than among
trans men (European Union Agency for Fundamental Rights, 2014).

•

Couple assessments showed that partners were likely to experience
emotions such as stress, grief, anger, betrayal, loneliness and fear
after their partners came out as transgender (Zamboni, 2006).
Partners were sometimes found to struggle also with their own sexual
orientation and gender identity. They seemed frequently to
experience the need to confirm the new gender identity of their
partner by reaffirming their own gender identity through expressing
gender stereotypical behaviour themselves (Whitley, 2013).

•

Various studies revealed that partners of people who make a gender
transition experience a lack of psychological and informational
support for themselves. Peer support and support of family and
friends appears to be an important positive factor for partners
(Bischof, et al. 2011; Theron and Collier, 2013).

•

Besides a number of different emotional and sometimes negative
experiences of non-transitioning partners, some studies mention
positive aspects of having a transgender partner, such as developing
more effective communication strategies and an increase in the
wellbeing of the transgender partner, which increased the level of
satisfaction within the relationship (Harvey, 2008).
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8.

Criminal justice issues

Background
Trans people are most commonly victims of crime rather than offenders.
Trans people experience high levels of discrimination, hate incidents and
hate crimes in all parts of their lives and can be prevented from fully
participating in society because of fear of abuse and humiliation.
Many trans people across the world often live in criminalised contexts i.e.
under legislation that punishes so-called unnatural sex, sodomy, buggery,
homosexual propaganda, and cross-dressing (Baral, et al. 2011), which can
make them subject to extortion, abuse, and violence. Being criminalised,
trans people can be discouraged from complaining to the police, or seeking
justice when facing violence and abuse, resulting in perpetrators being
rarely punished (Divan, et al. 2016).

Hate crimes
The transphobia that surrounds trans people’s lives can fuel the violence
against them. Transphobia has been defined as:
“A fear of or a dislike directed towards trans people, or a fear of or dislike
directed towards their perceived lifestyle, culture or characteristics,
whether or not any specific trans person has that lifestyle or characteristic.
The dislike does not have to be as severe as hatred. It is enough that
people do something or abstain from doing something because they do not
like trans people.”11
Transphobic attitudes and actions can range from the deliberate
misgendering of a trans person to theft, serious assaults and sexual abuse.
Documentation over the last decade reveals the disproportionate extent to
which trans people are attacked, abused and even murdered (Global
Commission on HIV and the Law, 2011; TMM IDAHOT, 2015).
Research and literature into transphobia in the UK has focused on hate
crime and hate incidents. Hate crime makes up 1% of all reported crime.
One percent of reported hate crime is against trans people (Williams, et al.
2016). Compared to a general population, trans people are more likely to
suffer from psychological impacts of hate crime, including violent crime.
They are also more likely to react physically to such incidents. These
problems are thought to be compounded by social isolation and inability to
confide in friends and family (Williams and Tregidga, 2014).
Many trans people are worried that the police will not take reports seriously,
that reports will be made public and put trans people in further danger, or
that there will be negative media coverage resulting from any report
(Stonewall, 2017).
11

Crown Prosecution Service Guidance on Prosecuting Cases of Homophobic and Transphobic Crime,
http://www.cps.gov.uk/legal/h_to_k/homophobic_and_transphobic_hate_crime/#a20
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For example, a survey of 1,275 trans respondents found that half of
respondents (47%) said they were most worried about being a victim of a
violent crime or harassment. Three-quarters of respondents who were
victims of a hate crime had never reported instances to the police, with
around half of respondents citing a lack of understanding/sensitivity on
behalf of the police as the greatest barrier to them reporting such incidents
(The Government Equalities Office, 2011).
It is widely accepted that all hate crime is vastly under reported with the
2014/15 crime survey for England and Wales estimating that there are
222,000 hate crimes committed every year. Only 62,518 hate crimes were
recorded by the police in the last hate crime return for 2015/16, which
gives an indication of how underreported hate crimes are across the board.
Although, this was an increase of 19% with 2014/15 (52,465 offences)
(Corcoran, et al. 2016).
In 2015/16, the available data shows that there were 7,194 sexual
orientation hate crimes, 3,629 disability hate crimes and 858 transgender
identity hate crimes. For 40 police forces, sexual orientation hate crime
was the second most commonly recorded hate crime. In the majority of
forces transgender identity hate crime was the least commonly recorded
hate crime. The transgender hate crimes recorded by the police between
2011/12 to 2015/16 are outlined in the table below (Corcoran, et al. 2016):

No. of
transgender
hate crimes

2011/12

2012/13

2013/14

2014/15

2015/16

% change
2014/15
to
2015/15

313

364

559

607

858
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It is likely that recording improvements are a factor in the increase in the
number of transgender hate crime offences recorded by the police.
There is anecdotal evidence provided by some forces that there have been
drives to improve the reporting and the recording of hate crimes, as well as
further training of staff. It is also possible that some of the increase may be
due to an increase in actual criminal hate behaviour. These could be
genuine increases in hate crimes or increases in the numbers of victims
coming forward to report a hate crime (Corcoran, et al. 2016).
However, in 2014/15, in Greater Manchester, a survey of hate crime data
listed trans hate crime as the most underreported alongside disability hate
crime. The reporting of all hate crimes continues to rise in Greater
Manchester, yet barriers to reporting hate crime continue to exist (Greater
Manchester Police, 2015).
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There is a lack of understanding from police services and a lack of faith
from trans people that the police will deal with hate crimes with the
necessary respect and understanding (Williams, et al. 2016).
In response, the College of Policing has undertaken action to improve the
level of police knowledge and training around hate crime. This includes an
ongoing training needs analysis, which seeks to comprehensively assess the
level of knowledge and experience of officers and establish new training
mechanisms to ensure that they can effectively deal with hate crime for all
communities, including transgender people (The Government Equalities
Office, 2016).
The Crown Prosecution Service (CPS) Hate Crimes Report (2016), for
homophobic and transphobic hate crimes, stated that 2014/15 was the first
reporting year following the change to the Criminal Justice Act 2003 to
incorporate transgender identity as an aggravating feature. The CPS is now
able for the first time to report separately on its performance in relation to
prosecutions involving transphobic hostility. Whilst two years (2014/15 and
2015/16) does not provide a sufficiently robust basis on which to draw firm
conclusions in respect of trend data, it does provide the following
information:
•

In 2014/15, the police referred 56 transphobic cases to the CPS for a
charging decision. This figure rose to 98 in 2015/16. There were 37
completed prosecutions under the transphobic crime flag on the CPS
digital case management system in 2014/15 and 85 the following year.

•

The conviction rates for transphobic cases each year were 75.7% (or
28 successful outcomes) and 80.0% (or 68 successful outcomes)
respectively. Guilty pleas featured in successful outcomes in 73.0%
of prosecutions in 2014/15 and 68.2% in 2015/16.

•

No transphobic cases were recorded as unsuccessful due to victim
issues in 2014/15 but there were 4 cases (23.5%) impacted in this way
in 2015/16.

•

In relation to defendants in transphobic cases, in 2014/15, 26 (70.3%)
were men and 11 (29.7%) were women: a disclosure rate of 100%. In
2015/16, 66 (77.6%) were men and 19 (22.4%) were women.

•

In relation to victims in cases of transphobic hate crime, in 2014/15,
20 (57.1%) were women and 12 (34.3%) were men (with a disclosure
rate of 91.4%). In 2015/16, 51 (52.0%) were women and 27 (27.6%)
were men (with a disclosure rate of 79.6%).

•

The proportion of successfully completed transphobic hate crime
prosecutions with an announced and recorded sentence uplift was
21.4% in 2014/15, a figure which increased to 35.3% in 2015/16.
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However, a 2017 UK survey on 593 LGBT people reported that direct antiLGBT hate crimes (measured by direct experiences of victimization) and
indirect anti-LGBT hate crimes (measured by personally knowing other
victims of hate crime) continue to be highly prolific and frequent
experiences for LGBT people. This survey found that:
•

Trans people are particularly susceptible to hate crimes, both in
terms of prevalence and frequency, and are more likely to
experience heightened levels of threat, vulnerability, and anxiety
compared with non-trans LGB people.

•

Trans respondents were more than twice as likely to have
experienced more than three incidents of hate-motivated verbal
abuse over the past 3 years, and 9 times as likely to have
experienced three or more hate-motivated physical assaults over the
past 3 years, compared with non-trans respondents.

•

Trans people are more likely to feel unsupported by family, friends,
and society for being LGBT, which was correlated with the frequency
of direct (verbal) abuse they had previously endured.

•

Trans people felt that the police are not effective at policing antiLGBT hate crime, and they are not respectful toward them as
victims; this was especially true where individuals had previous
contact with the police.

•

Respondents were less confident in the CPS to prosecute anti-LGBT
hate crimes, though the level of confidence was slightly higher when
respondents had direct experience with the CPS.

(Walters, et al. 2017)

Harassment, sexual harassment and assault, and
crime
The first national survey on violence against trans people conducted in the
USA, and the largest sample on record, documents the high levels of
violence and abuse that trans people face. The study found that 48% of
respondents had been victims of assault, including sexual assault and rape,
and 78% had experienced verbal harassment (Genderpac, 1997). A more
recent national USA study found that:
•

35% of individuals who expressed their gender identity or gender nonconformity at any time between the ages of 5 to 18 years fell victim
to physical violence.

•

12% become victims of sexual violence.

•

7% of transgender adults had been physically assaulted at work.
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•

6% had been sexually assaulted.

•

All these experiences affect the emotional health and wellbeing of
transgender people and 41% of the participants in the USA study
reported attempting suicide, compared with 1.6% of the general
population.

(Grant, et al. 2011)
Other research conducted in the USA found that 43% of the participants had
been a victim of violence or crime, with 75% of those attributing a motive of
either transphobia or homophobia to it (Xavier, 2000). It has also been
suggested that young trans people are particularly vulnerable to
victimization and harassment, compared to adults (Ryan and Rivers, 2003).
In the UK, respondents in a survey of 872 trans people found that:
•

73% of trans people surveyed experienced some form of harassment
in public (ranging from comments and verbal abuse to physical
violence).

•

21% stated that they avoided going out because of fear of harassment.

•

46% stated that they had experienced harassment in their
neighbourhoods.

•

64% of young trans men and 44% of young trans women experienced
harassment or bullying at school, not just from their fellow pupils but
also from school staff including teachers.

•

28% stated that they had moved to a different neighbourhood
because of their transition. (Whittle, et al. 2007)

There is no official data regarding sexual assaults committed against LGBT
people as sexual orientation and gender identity are not routinely
monitored in police services or included in the British Crime Survey.
However the available data indicates that:
•

19% of trans people have been physically attacked and 38%
experienced physical intimidation and threats because of their
gender identity (McNeil, et al. 2012).

•

97% of transphobic crime goes unreported (Wilde, 2007).

Research from the USA also indicates that trans women are especially
vulnerable to sexual exploitation and abuse (Keeble, 2013):
•

Only 22% of trans survivors access statutory or specialist support
services following an unwanted sexual experience (Rymer and Cartei,
2014).
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•

Almost all (91%) trans respondents to one study were worried that
their gender identity would affect their experiences of using a sexual
violence service. Specifically, 40% did not access services for fear of
discrimination by workers or other service users, 20% were not aware
of services available to them, 78% were worried they would face
repercussions from coming out as transgender while using a service
(Rymer and Cartei, 2014).

•

83% of trans individuals would not feel comfortable accessing a sexual
violence service that advertises itself as ‘for men’ or ‘for women’
(Rymer and Cartei, 2014).

Research has shown that it is not just individuals that experience
discrimination and marginalization but also their families and carers.
(Cartwright, et al. 2012).

Domestic violence
Trans people have unique experiences of domestic abuse intertwined with
both their trans status (Rogers, 2013) and transphobia from others (Viggiani,
2015). Trans people are most at risk of domestic abuse after coming out to
a partner and telling them of their intention to transition (Roch, et al. 2010).
The evidence indicates:
•

80% of trans people have experienced emotional, physical or sexual
abuse from a current or former partner based on a rejection of their
trans identity (Roche, et al. 2010).

•

7% of trans people contacted specialist domestic abuse services and
25% did not tell anyone about. They expected that service providers
would not treat them with respect (Roche, et al. 2010).

•

64% of trans people have experienced domestic violence and abuse,
compared to 29% of non-trans respondents (Browne and Lim, 2008).

Research suggests that there are few targeted services available for trans
women experiencing intimate partner abuse (Maternity Action, 2014).
Anecdotal evidence from LGBT service providers suggests there is a similar
lack of appropriate services for trans men.
Many domestic abuse services lack cultural competency in working with
trans people and have not recognised the need to ensure trans inclusion
within resources. Staff in mainstream domestic abuse services do not
typically have experience of working with trans people and have had little
opportunity to learn about trans identities and experiences (Viggiani, 2015).
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Sex work
Anecdotal evidence suggests that sex work is likely to be more prevalent
across the trans community, although there is a lack of evidence into the
size of the trans population engaging in sex work in the UK. It is thought
that barriers to other forms of employment coupled with costs associated
with private healthcare could lead to some individuals finding alternative
employment through sex work.12
This is significant because evidence suggests that trans women sex workers
face a prevalence of HIV that is up to 9 times higher than non-trans female
sex workers and at least 34 times higher risk than that faced by the general
population in the USA (UNAIDS, 2014).
Comparable data from the USA supports this. 11% (n=694) of respondents to
the National Transgender Discrimination Survey in the USA reported having
participated in sex work, whilst over 2% (n=135) said they had traded sex for
accommodation (Fitzgerald et al., 2015). The survey also found that Black
respondents had the highest rate of sex work participation overall whilst
White respondents had the lowest participation rate.
Canadian research similarly indicated high prevalence of historic and
current sex work, with an average of 15% of both trans men and women
engaging in sex work, and with an average of 2% reporting current
employment as a sex worker or escort (Bauer, 2012).
Major findings of the two known studies that concentrate on transgender
sex workers exclusively without looking at HIV/AIDS describe how some
trans-identified people turn to sex work as a “last resort” due to
discrimination experienced in other workplaces (Nadal, et al. 2012; Sausa,
et al. 2007).
The choice of trans women to engage in sex work is likely indicative of the
fact that 63% of trans women report difficulty in finding employment
Garofalo, et al. 2006a).
Trans sex workers can also be vulnerable to brutal police conduct, including
rape and being sexually exploited by those who are meant to be protectors
of the law (Winter, 2012). In these circumstances, options to file
complaints are limited and, when legally available channels do exist, trans
complainants are often ignored (Global Commission on HIV and the Law,
2012).

Murders of transgender people
Murders of transgender people may go unreported or are misreported as
murders of gay and lesbian people (Winters, et al. 2016). In spite of this,
international research documented a total of 2,115 murders of transgender
people between January 2008 and April 2016 (Transgender Europe, 2016).
12

http://actionfortranshealth.org.uk/resources/for-transpeople/sex-work/
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9. Transgender people in the criminal justice
system
Background
In Britain, people who are living in a gender different to that of their
assigned sex at birth should, as a general presumption, be treated by
offender management services according to the gender in which they
identify. Clear, reasonable criteria should be applied from the outset for all
transgender people who receive a binary (i.e. either a male or female)
service from the National Offender Management Service (NOMS), where it is
required. This process should be free from bias, follow a clear, recorded
process and be undertaken by staff who have a sound basic awareness of
transgender identity, with access to specialist advice. The transgender
person must be fully involved with face-to-face assessment and the giving of
reasons both orally and in writing (MoJ, 2016).

Police
There have been reports about transphobic attitudes from some police
officers in relation to searching and use of force during arrest (Ryan, 2016).
Examples of police mistreatment of transgendered people over the years
include:
•

“Cupping” a suspect's genitals in order to “determine their real
gender” (Fae, 2013).

•

Ripping a wig from a trans woman's head, emptying her handbag onto
the street, forcing her to the ground and standing on her, shouting at
her that she is “not normal” and that she has to “act like a normal
human being” (Taylor, 2013).

•

Misgendering suspects and refusing to record their acquired gender on
the police national computer without sight of a Gender Recognition
Certificate (Fae, 2013).

•

Telling trans women they need a Gender Recognition Certificate in
order to use public toilets (O’Connell, 2008).

•

Threatening to arrest trans people demonstrating against transphobia
(O’Connell, 2008).

Once a transgendered person is arrested, their immediate detention can be
a problem. While many police facilities manage to find a way to detain a
transgendered suspect in a way that does not violate their rights such as
holding them in a cells on their own or, where this is not possible, in cells
with cisgendered people of the same gender identity, there are reports of
improper placement of transgender people while they are held; and
improper questioning of transgender people.
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This includes but is not limited to unnecessarily aggressive and intimidating
questioning of transgender victims of crime.
The following recommendations were made in 2007 to improve the police
response (Whittle, et al. 2007):
•

Police services should make a priority response when a trans person calls
for help.

•

Police services should not assume the trans person is the cause of any
incident.

•

Police services need further informing and educating about the nature of
trans identities.

•

Transphobic crime should be recorded in all police authorities.

•

The CPS needs information to enable it to determine whether it is in the
public interest to prosecute a trans person who has been a victim of a
crime, in the same incident.

•

More research is needed to determine the basis of transphobic crime, to
develop responsive policies and to ensure appropriate interventions
when individuals are vulnerable e.g. providing alternative housing.

Courts
In the USA, the National Transgender Discrimination Survey found that 12%
of transgender and gender non-conforming people indicated they had been
harassed or disrespected by a judge or court official, with transgender
women reporting consistently higher rates of mistreatment by judges,
courts, and legal service clinics than transgender men (Grant, et al. 2011).
In a survey of transgender and gender non-conforming people who had been
in court anytime during the past five years, one quarter (26%) of
respondents indicated their gender identity had been raised as an issue in
court when it was not appropriate, and 21% had been “outed” against their
will in court.
In addition, 33% heard a judge, attorney or other court employee make
negative remarks about a person’s sexual orientation, gender identity, or
gender expression. Black transgender and gender non-conforming people
reported even higher rates and 53% of respondents had heard discriminatory
comments in the courts (Lambda Legal, 2012).
In Britain, some transgender offenders will have existing vulnerabilities,
such as mental health or alcohol misuse, and some will become vulnerable
as a consequence of finding themselves in the criminal justice system. Once
identified, transgender people’s needs and vulnerability may make them
suitable for diversion from court and criminal justice altogether (MoJ,
2016).
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Within the family courts, during a divorce, many trans people become the
one at fault simply by trying to gain recognition of their gender identity.
They risk being separated from their children and family members because
the family courts fail to intervene and protect them. Furthermore, the
family courts have been unable to demonstrate consistency in how they deal
with trans young people. There is no guidance in place to help the courts
approach family disputes involving a young person’s gender identity. This is
due to a lack of awareness and understanding of the issues trans people face,
whether they are adults or younger people (Stonewall, 2017).

Probation service
A small exploratory survey identified probation practitioners who were in
contact with transgendered offenders and explored their views on what
would enable them to work more efficiently with this client group. They
expressed that they did not have sufficient knowledge or confidence to raise
issues of trans status when writing pre-sentence reports. Questions
concerning how to appropriately deal with transgender offenders were
raised, which included understanding prejudice and discrimination and how
to cope with their own feelings about trans people (Poole, et al. 2002).
This study found that officers experienced difficulties in managing other
challenging or problematic behaviours that transgender offenders present
with. However, they also reported that probation officers considered
transgender offenders to be similar to other prisoners in many ways, and
that their offending behaviour needed to be addressed regardless of their
trans status (Poole, et al. 2002).

Prisons
Research indicates that prison systems across the world operate on the
principles that all people should be classified as either male or female and
that gender remains constant throughout life and is assigned at birth. Few
facilities worldwide have designed housing policies that go beyond
placements based on biological sex or genitalia. Clearly, the lack of such
policies may create difficulties for inmates identifying themselves as
transgender as it places them at greater risk of institutional transphobia,
violence and sexual assault (Simopoulos, et al. 2014).
Research has shown that prisoners who exhibit effeminate characteristics
are more likely to become targets of sexual abuse (Mariner, 2001).
In the UK, the prison system is currently built to house genders separately,
and will distinguish gender based on that which is recognised by law.
According to the Gender Recognition Act 2004, proof of gender is
determined either by the person’s birth certificate, or a Gender Recognition
Certificate (GRC). The process for obtaining a GRC is set out in the Act.
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It involves satisfying a panel that the individual has or had gender
dysphoria, has ‘lived in their acquired gender’ for a period of at least two
years and plans to do so until their death, and has submitted the required
documentation and evidence. 13 However, due to the complex process and
the cost involved, the symbolism, or because it can have implications for
existing marriages, and also pension implications, many transgender people
choose not to obtain a certificate. Since the law came into effect in April
2005, the GRC panel has received just over of 4,900 applications (MoJ,
2016d).
Most transgender prisoners are, at least upon first arrival in prison, housed
according to the gender they were assigned at birth (Prison & Probation
Ombudsman, 2017). However, the most recent Prison Service Instruction
(PSI 17/2016) states that decisions on the allocation of transgender people
to binary services, especially custody, must include the possibility of a
review and rapid remedy if it appears that the initial allocation might have
an unforeseen and detrimental impact on the person’s mental health or
wellbeing, their social integration and access to services, or an impact on
safety to themselves or the safety of others. Decisions to transfer serving
prisoners between male or female prisons (or vice versa) should be based on
clear criteria, with reasons given for the outcome and appeal processes
clearly explained. As part of this process, it will be necessary to factor in
the impact on, and risks to, those in current or potential establishments
especially, for instance, in the women’s estate where many prisoners will
have been the victims of domestic violence or sexual abuse and may
continue to be exceptionally vulnerable (MoJ, 2016).
There is limited research on the numbers of trans people in the prison
system. It has previously been suggested that trans people are
overrepresented in the UK prison population – more than twice what would
be expected with the available estimates of the size of the trans population
in the UK as a whole (Poole, et al. 2002).
Many of the offences trans people were incarcerated for involved gaining
money for surgery (e.g. handling stolen goods). Poole’s (2002) research
called for transgender people to be included in diversity policies in the
criminal justice system and for training on transgender issues for probation
and prison officers (Whittle, et al. 2007).
Data from the USA suggests that proportionately more transgender people
spend time in USA prisons than the general population:

13

https://www.gov.uk/apply-gender-recognition-certificate/overview
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Transgender women
All Transgender
Transgender men
Gen.Pop.

(Center for American Progress and MAP, 2016)
The data from the USA indicates that:
•

16% of transgender and gender non-conforming respondents to the
National Transgender Discrimination Survey indicated they had spent
time in jail or prison, with higher rates for transgender women (21%)
and lower rates for transgender men (10%) (Grant, et al. 2011).

•

The National Inmate Survey found that in 2011-2012 there were
approximately 5,000 transgender adults currently serving time in
adult prisons and jails in the USA (Beck, 2014).

•

In a survey of 1,100 LGBTQ prisoners, nearly all the respondents (85%)
had been placed in solitary confinement during their time in prison or
jail. The survey also found that transgender women are put into
solitary confinement against their will at the highest rates (Lydon, et
al. 2015).

•

In a survey of youth in six juvenile justice jurisdictions across the USA,
15% identified as LGBT or gender non-conforming, and the proportion
held fairly steady by race. The rates of detention varied greatly by
sex, however; 11% of males identified as LGBT or gender nonconforming compared to 27% of females (Irvine, 2010 & 2011).

•

Statistics about transgender people in immigration detention
facilities are difficult to obtain. However, an investigation by the
Center for American Progress found that between October 2013 and
October 2014, 104 immigrants stated that they were afraid of being
put in detention because of their sexual orientation and gender
identity. Of these, 81 were placed in detention anyway (Grant, et al.
2011).

The reasons for the overrepresentation in the USA are attributed to
legislative bias i.e. criminalisation of groups that already have a higher
proportion of transgender people such as HIV laws, drug laws and laws
relating to sex work.
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Policing strategies and behaviours are also cited including profiling,
collaboration between police and immigration enforcement, misgendering
and inaccurate identifying documents, discrimination and mistreatment and
violence when transgender people seek assistance.
In England and Wales, until recently there were no official statistics on the
number of transgender prisoners. In November 2016, the Ministry of Justice
published the first official statistics on transgender prisoners. A data
collection exercise in March/April 2016 found (MoJ, 2016c):
•

33 of the 123 public and private prisons (27%) in England and Wales
said that they had 1 or more transgender prisoners.

•

There were 70 prisoners living in, or presenting in, a gender different
to their sex assigned at birth and who have had a case conference (as
defined by PSI 07/2011).

•

Of these, 52 reported their gender as male, 14 reported their gender
as female and 4 did not state their gender.

•

8 of the 70 prisoners reported their ethnic group as Black, Asian and
Minority Ethnic Group; 61 as White and 1 was not stated.

•

Based on this exercise, there were 0.8 transgender prisoners reported
per 1,000 prisoners in custody.

However, it should be noted that this survey did not include non-binary or
gender fluid people. The latest statistical bulletin release from the MoJ,
shows a marked increase in the number of transgender prisoners identified
as part of the annual equality monitoring report. According to the data
collection exercise conducted in March/April 2017:
•

47 of the 124 public and private prisons (38%) in England and Wales said
that they had 1 or more transgender prisoners;

•

there were 125 prisoners currently living in, or presenting in, a gender
different to their sex assigned at birth and who have had a local
transgender case board;

•

of these, 99 reported their gender18 as male, 23 reported their gender as
female and 3 did not state their gender;

•

12 of the 125 prisoners reported their ethnic group as Black, Asian and
Minority Ethnic Group and 113 as White;

Based on this exercise, there were 1.5 transgender prisoners reported per
1,000 prisoners in custody (Ministry of Justice, 2017).
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Prison systems worldwide have historically required transgender prisoners to
observe the dress standards mandated at their respective facilities. In most
prisons, transgender inmates have historically been prevented from wearing
gender-specific clothing and accessories (e.g., female undergarments, other
clothes, or makeup) and may only have access to clothing that serves a
functional purpose, including brassieres (Simopoulos, et al. 2014).

Women’s prison estate
Very little is known about the conditions of trans people within the women’s
prison estate in England and Wales and the support they receive. There is a
lack of data or awareness of the issues for transgender people in female
prisons.

Harassment and assault in prisons
Transgender people in prisons are at increased risk of violence and sexual
assault by other incarcerated people. For example, evidence from the USA
shows the following:
•

24.1% of transgender people in prisons and jails reported being
sexually assaulted by another inmate, compared to 2.0% for all
people (Beck, 2011).

•

Of the transgender women who reported being incarcerated at some
point during their lives, nearly half (47%) reported being harassed or
assaulted in prison or jail; Black, Latina, and mixed-race transgender
women were more likely to be victimized than White transgender
women (Reisner, et al. 2014).

•

In a survey of transgender women placed in men’s prisons in
California, more than half (59%) had been sexually assaulted
compared to 4.4% of all male respondents — meaning that
transgender people were 13 times more likely to be assaulted than
incarcerated men (Jenness, 2009)

•

Prison officers were less likely to be aware of the incidents involving
transgender people (29% compared to 61% of incidents involving all
incarcerated people in the same facilities) (Jenness, 2009). In a
follow-up study two years later, researchers found that the same
percentage of transgender people reported sexual victimization (59%).

•

20% of substantiated assaults in immigration detention facilities
involved transgender detainees (United States Government
Accountability Office, 2013).

Research suggests that there is a tendency of prison staff to overlook
transphobic abuse and victimisation, and a lack of effective challenging of
prisoners with discriminatory attitudes and behaviors, particularly in male
prisons (Dunn, 2013).
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This has resulted in LGBT prisoners being at significantly higher risk of
violence while incarcerated. Research in the USA found that:
•

67% of LGBT prisoners in California report having been assaulted
whilst in the prison system.14

•

Transgender prisoners are 13 times more likely than their
nontransgender counterparts to be sexually assaulted in prison
(Sexton and Jenness, 2016)

•

Transgender people in prison reported high levels of unnecessary
searches, including strip searches, which are demeaning and can
increase the risk of harassment and violence by other prisoners and
staff (Bassichis, 2007).

•

As transgender people are frequently placed in facilities that do not
reflect their gender identity, they may be subject to cross-gender
searches and monitoring, making them particularly vulnerable to
sexual assault. A survey found that 16.7% of transgender people in
prisons reported being sexually assaulted by facility staff in the
previous 12 months compared to 2.4% of all incarcerated adults
(Beck, 2011).

•

This mirrors findings from a survey of transgender women in men’s
prisons in California in which 14% reported being sexual assaulted by
a correctional staff member (Jenness, 2009).

Investigation of complaints and deaths in prisons
The Prisons & Probation Ombudsman is responsible for investigating the
deaths and complaints made by prisoners.
The Prisons & Probation Ombudsman reported that they had carried out a
limited number of investigations into complaints made by, and the deaths of,
transgender prisoners. Until recently, NOMS did not record if a prisoner was
transgender so the Prisons & Probation Ombudsman equality and diversity
monitoring was limited by this lack of information, and were only able to
identify complaint investigations where the prisoner had disclosed to them
their transgender status, which usually only occurred in cases where this
status was relevant to their complaint (Prisons & Probation Ombudsman,
2015).
It is important to note that all of the complaints and the deaths in custody
investigated were related to transgender female prisoners, nearly all of
whom were housed in a male estate.

14

http://www.nclrights.org/press-room/press-release/meeting-to-highlightissues-faced-by-lgbtpeople-in-california-prisons/
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This does not mean that the Prisons & Probation Ombudsman did not
received complaints from transgender male prisoners, simply that their
transgender status was not related to the subject of their complaint (Prisons
& Probation Ombudsman, 2017).

Complaints
The Prisons & Probation Ombudsman identified 10 complaints relating to
transgender issues from 2012/13 onwards, of which seven were eligible for
investigation.15 These complaints came from four different male to female
transgender prisoners and related to five prisons, spread across the prison
estate: HMP Frankland, HMP Elmley, HMP Wymott, HMP Manchester and HMP
Maidstone. The Prisons & Probation Ombudsman upheld, and made
recommendations, in three of the complaints.
One consistent theme that did appear to emerge from complaints from
transgender prisoners was access to, or restrictions on, make-up or clothing,
which would help the prisoner to live in their acquired gender.
The Prisons & Probation Ombudsman recommendations were often specific
to the nature of complaint, however, in two of the three cases the prison
was required to ensure that their local policy was compliant with the Prison
Service Instruction or that staff be reminded of the requirements of both
local and national policy regarding transgender prisoners. While it was not
unusual to make recommendations that prisons should ensure that their
staff are aware of, and feel confident in implementing, Prison Service
Instructions, the Prisons & Probation Ombudsman noted that this was all the
more pertinent in the context of transgender issues about which many
prison staff lacked awareness and training.
Additionally, the Prisons & Probation Ombudsman (2015) stated:
“Given the paucity of official information available, it is difficult even to
know whether the small number of complaints to the Ombudsman from
transgender prisoners is an issue in itself. It may be that the number is
proportionate to the number of transgender prisoners within the prison
system or that their gender goes unrecognised because it is not apparently
relevant to the complaint or that complaints are being satisfactorily
resolved at a local level. Without better data this will remain uncertain.”
More recently, the Prisons & Probation Ombudsman has reported that from
April 2012 to end of August 2016, they received 33 complaints related to
transgender equalities issues (Prisons & Probation Ombudsman, 2017). As
with the previous report, nearly all of the complaints received, and deaths
investigated were related to transgender female prisoners, nearly all of
whom were housed in the male estate.

15

Usually ineligibility is because the complainant has not first gone though the internal prison
complaint process before applying to the Ombudsman as required under their Terms of Reference.
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Deaths
The Prisons & Probation Ombudsman were better able to identify the
transgender status of prisoners who have died, as their investigators and
clinical reviewers had access to their medical records as part of the
investigation (Prisons & Probation Ombudsman, 2015).
By 2015, the Prisons & Probation Ombudsman identified four investigations
into the deaths of transgender prisoners, three self-inflicted and one from
natural causes. The transgender status of the prisoner was not found to be a
direct causal factor in any of these deaths, although an examination of
these cases highlighted the particular vulnerabilities of these prisoners and
the need for the Prison Service to improve compliance with Prison Service
Instruction (PSI 07/201116).
These cases were in the following prisons: HMP Frankland (2014), HMP
Belmarsh (2013), HMP Full Sutton (2012) and HMP Eastwood Park (2006).
The investigation into the death at HMP Full Sutton found that, while the
woman wore women’s clothing, had access to make up and the majority of
staff referred to her as a female and met the prison’s diversity officer
weekly, she did not formally meet either of her assigned personal officers to
discuss her gender reassignment in line with PSI 07/2011, which required
personal officers to meet monthly with prisoners going through gender
reassignment. There was no evidence of such a meeting in the woman’s
records. An officer was appointed as an additional personal officer when
she moved wings because of her “special circumstances” (gender
reassignment), but the officer never made an entry in her case history notes.
Her other personal officer did not make an entry in her case history notes
for four months, between the end of November 2011, when she first
introduced herself, and March 2012.
The Prisons & Probation Ombudsman concluded that this suggested an
ineffective and unsupportive relationship which prevented either personal
officer from identifying any specific concerns that the woman had and was
not compliant with the PSI. More positively, the Prisons & Probation
Ombudsman independent clinical reviewer considered healthcare staff
addressed her gender dysphoria appropriately and that she received
sufficiently regular support from the prison’s healthcare team, in particular
by the mental health in-reach and psychology teams (Prisons & Probation
Ombudsman, 2015).
The investigation into the death at HMP Belmarsh highlighted the challenge
that prisons pose to those on the transition pathway. The prisoner, who had
been diagnosed with gender dysphoria and had been taking hormone
replacement treatment for gender reassignment, decided to live as a man
at HMP Belmarsh because he was concerned he would be vulnerable if he
chose to live as a woman rather than because he had changed his mind
about his gender identity.
16

PSI 7/2011 has now been now superseded by PSI 17/2016
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In January 2017, the Prisons & Probation Ombudsman reported it had now
completed investigations into the deaths in custody of five transgender
prisoners. It identified six lessons from past cases that aims to protect
transgender prisoners better from bullying and harassment, and to support
transgender prisoners better to live in their gender identity while in prison,
specifically (Prisons & Probation Ombudsman, 2017):
•

Evaluating the location of a transgender prisoner based on an
individual assessment of their needs and considering the possibility of
them residing in the estate of their acquired gender.

•

All relevant people involved in a transgender prisoner’s care
attending ACCT case reviews (for those deemed at risk of suicide or
self-harm).

•

Meaningfully investigating all allegations of transphobic bullying and
harassment and taking steps taken to challenge and prevent it.

•

Personal officers having regular, meaningful contact with transgender
prisoners, staff being aware of their vulnerabilities and challenging
inappropriate behaviour.

•

Local policies to be in line with national guidance and not imposing
unfair additional restrictions.

•

Reasonable adjustments being made for transgender prisoners to help
them to live in their gender role.

Care and management of transgender people in
prisons
The 2011 policy guidelines for England and Wales stated that prisoners
should normally be located in the prison estate of their gender as
recognised by UK law. For transgender prisoners, a Gender Recognition
Certificate (GRC) would normally be necessary before a person could be
placed in a prison corresponding to their acquired gender. There was some
flexibility for trans prisoners who were “sufficiently advanced in the gender
reassignment process” (Strickland, 2016).
The House of Commons Women and Equalities Committee report (2016) on
Transgender Equality made 35 recommendations in relation to a wide range
of areas including cross-Government strategy, the Gender Recognition Act
2004, the Equality Act 2010, NHS services and on tackling everyday
transphobia. In regards to prisons, the report stated that there was a “clear
risk of harm” where trans prisoners are not located in a prison “appropriate
to their acquired/affirmed gender”.
The Government published a report on their policy review in November 2016,
which acknowledged that the treatment of transgender people in the
criminal justice system had not kept pace with wider social views.
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The review concluded that treating offenders in the gender in which they
identify with is the most effective starting point for safety and reducing
reoffending, where an assessment of all known risks can be considered
alongside the offender’s views. If someone is living in an establishment
different to the gender in which they identify, they will be entitled to live
and present in the gender in which they identify and to be provided with
the items that enable their gender expression (The Government Equalities
Office, 2016).
The review resulted in new policy guidelines from NOMS, Prison Service
Instruction 17/2016, which stated: “all transgender prisoners (irrespective
of prison location) must be allowed to express the gender with which they
identify”. In summary:
•

Arrangements must be in place to determine the legal gender of all
offenders at the first point of contact.

•

When making initial prison location decisions, transgender offenders
must be asked their view of the part of the prison estate (i.e. male or
female) that reflects the gender with which they identify.

•

If the prisoner’s view accords with their legally recognised gender
they must be located accordingly, although there are exemptions for
women offenders “where the risk posed to other offenders and/or
staff prevents location on the female estate”.

•

Decisions to locate in part of the estate which is not in accordance
with their legal gender can only be made following a local
Transgender Case Board.

•

Where a transgender offender expresses a view of prison location
which is not consistent with their legally recognised gender “the
offender must be asked to provide evidence of living in the gender
with which they identify”. The strength of this evidence will be
considered alongside all known risk factors before a decision is made.

The guidance also acknowledges that there may be ‘exceptional cases’
where it is necessary to refuse to locate a male to female prisoner in the
women’s estate, for example, due to risk and security concerns.
The abrupt cessation of hormone treatment is known to cause particular
problems. Case law from the USA relating to trans people who enter an
institution on an appropriate regimen of hormone therapy concluded that it
should be continued on the same, or similar, basis and monitored according
to the Standards of Care (WPATH, 2011). A “freeze frame” approach is not
considered appropriate care in most situations (Kosilek v. Massachusetts
Department of Corrections/Maloney, C.A. No. 92-12820-MLW, 2002).
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The consequences of abrupt withdrawal of hormones or lack of initiation of
hormone therapy when medically necessary include a high likelihood of
negative outcomes such as surgical self-treatment by autocastration,
depressed mood, dysphoria, and/or suicidality (Brown, 2010).

Continuity of care on leaving prison
Continuity of care is particularly important for transgender individuals who
are taking hormones and receiving other transgender related healthcare.
Individuals who have received care while in prison need to be able to access
appropriate healthcare upon release, but some find that they are unable to
access appropriate provision (Center for American Progress, et al. 2016).
There appears to be high rates of recidivism due to the lack of opportunities
for employment, and often the victims of violence, discrimination and
harassment, many trans people turn to prostitution and sex work
(Simopoulos, et al. 2014). A study of transgender people in San Francisco
found that nearly 14% of transgender individuals had been incarcerated at
least once, a figure that is double the average incarceration rate in the USA
(Minter, et al. 2003).
The lack of support for transgender people and the rigorous requirements
placed on people on probation or parole can also contribute to high levels of
recidivism among parolees and recently released individuals. For example,
in the USA, there have been cases in which a transgender person’s dressing
in accordance with their gender identity has resulted in a violation of parole
terms (Transgender Law Center, 2016).

Transgender youth in the criminal justice system
LGBT youth have always been present in the criminal justice system,
although many of them have concealed their sexual orientation and gender
identities to escape harassment and mistreatment. However, it is
particularly important for the youth justice system to recognise the risks
and the need for appropriate policies and approaches. For example, placing
transgender girls in male units can potentially jeopardise their health and
safety. The youth justice system needs to acknowledge the diversity and
complexity of gender and sexuality in order to provide individualised
services that promote the health and wellbeing of each young person in
their care and custody.
Evidence from the USA shows that risk factors, similar to those in the UK –
school exclusion, family rejection, homelessness and failed safety-net
programmes – contribute to the disproportionate number of LGBT youth who
come in contact with the youth justice system (Wilber, 2015). Lesbian, Gay,
Bisexual, Questioning (LGBQ), gender-nonconforming and transgender youth in
detention were more likely to have experienced child abuse, foster and
group-home placement, and homelessness when compared with their
heterosexual, cisgender and gender-conforming peers.
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They were also more likely to be detained for truancy, warrants, probation
violations, running away and prostitution – low-level and victimless offenses
related to economic and social marginalisation (Irving and Canfield, 2015).
Similarly, other USA evidence found that:
•

LGBQ, gender-nonconforming and transgender youth are significantly

•

This research also showed that the rates of overrepresentation were
particularly high for girls, although the reasons for this discrepancy
was unknown. The total percentage of boys who identified as LGBQ,
gender nonconforming or transgender was 13.6%. By contrast, the
total percentage of girls was 39.9% (Irvine and Canfield, 2015).

•

90% of LGBT youth in juvenile detention have been suspended or
expelled from school at least once (Irving and Canfield, 2015).

•

LGBT youth represent up to 40% of the homeless youth population
nationally (Wilber, 2015).

•

Young people who are perceived to be gay or lesbian or to transgress
gender norms are at heightened risk of verbal, physical and sexual
assault in secure settings (Majd, et al, 2009).

•

LGBT young people experience disproportionately high levels of
sexual abuse in detention and correctional settings. In 2010, a survey
of more than 9,000 young people in 195 juvenile facilities across the
USA found that those who identified as lesbian, gay, bisexual or
“other” reported significantly higher rates of sexual victimisation by
other young people (12.5%) compared with heterosexual young
people (1.3%), nearly 10 times higher (Beck, et al, 2010). In 2012, a
follow-up survey in 326 juvenile facilities found that while overall
rates of sexual victimisation decreased about 3%, the rate of abuse of
LGB residents remained nearly seven times higher than that of
heterosexual young people (Beck, et al, 2012).

overrepresented in the justice system. In a self-administered survey
completed by 1,400 detained youth, approximately 20% of youth selfidentified as LGBQ, gender nonconforming or transgender. Of these
youth, 85% identified as “youth of colour”, so Black and Minority
Ethnic groups are overrepresented among these young people in the
justice system (Irvine and Canfield, 2015).
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Appendix A: Terminology
A wide range of terminologies is used with respect to gender identity
diversity. While the use of terminology is clearly an issue identified by
respondents to review and in the literature, it should be noted that the
following are not intended to provide a typology, nor is there any
assumption of hierarchy. It is also important to be aware of the historical
and politico-social context of the language that is used to discuss gender
diversity.
The following brief glossary has been compiled from a variety of literature
sources and on advice from respondents to the review:
•

Gender identity – refers to the psychological identification of oneself as
either a boy/man or girl/woman. This identification is usually thought of in
these binary terms but this may not always be the case. Gender identity is
independent of the issue of preference for a male or a female sexual
partner (sexual orientation).

•

Gender Incongruence – has replaced terms such as gender identity
disorder, and transsexualism. It refers to the situation where a person’s
gender identity is not the one typically associated with the birth-assigned
sex.

•

Gender dysphoria - refers to discomfort or distress that is associated with
gender incongruence. (This term is likely to become gender incongruence
in the revised International Classification of Diseases, ICD 11 in 2018).

•

Gender role – refers to the social role of gender, how we perform gender
in society through our interaction with others.

•

Gender diversity, variance or non-conformity – while the dominant
assumption is that people conform to the gender role ascribed to them by
virtue of their anatomy at birth, this is not always the case. This can result
in people expressing their gender identity in ways that are perceived by
others as acting against cultural gender norms – hence gender diversity.
This is often a preferred term for people who object to the pathological
connotations and implications of mental illness that are implied by gender
dysphoria and the older term of gender identity disorder.

•

Intersex – refers to atypical sex differentiation that is sometimes evident at
birth, but may not be diagnosed until puberty, or adulthood, and in some
cases may remain undiagnosed. It was common practice in the past, to
undertake surgical procedures on infants with visibly undifferentiated sex
characteristics (ambiguous genitalia), that is, an appearance that was
neither clearly male nor female, on the assumption that bringing the child
up in the gender role that was consistent with the surgically modified
genitalia would inevitably lead to a congruent gender identity.
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This was frequently not the outcome, and many intersex children treated in
this way, did not identify consistently with their contrived genital
appearance and gender of up-bringing. Intersex people, who only found
out in adulthood that they had been subject to this treatment, have
challenged this assumption. Many believe this has caused them significant
psychological and physical damage. These surgeries are now unlawful in
some jurisdictions.
•

Non-binary– refers to people who do not identify as either men or women.
Non-binary people often prefer the use of pro-nouns ‘they’ or ‘them’ rather
than ‘he’ or ‘she’.

•

Gender fluid – refers to people whose gender identity fluctuates.

•

Gender queer – the word ‘queer’ has largely overcome the association
with queer-bashing, a hideous episode of physical attacks on gay men and
lesbians. It is now used defiantly, and more flexibly, to include anyone
whose gender expression is not cisgender. Sometimes ‘queer’ on its own,
is used to embrace the entire LGBT+ communities.

•

Cisgender – describes the majority of the population, in whom the gender
identity is that which is typically associated with the birth-assigned sex.

•

Sex – refers to the phenotype or the biological development of
male/female characteristics. Sex is normally attributed at birth by the
appearance of the genitalia. However, other phenotypic factors such as
chromosomes are also important, though these are rarely tested unless
there is a genital anomaly.

•

Trans – most commonly used as an umbrella term to cover the wide range
of gender diverse identities including both binary and non-binary/gender
fluid experiences of gender.

•

Transgender – commonly used synonymously with ‘trans’, as an umbrella
term embracing all those who experience some form of gender diverse
identity. Trans and transgender refer to both those who do, and those who
do not, seek medical interventions.

•

Transition - refers to the point at which a person undertakes a public
change of gender expression, in all aspects of their life. This involves
gender-affirming changes to outward appearance, clothing, mannerisms
or to the name someone uses in everyday interactions known as ‘social
transitions’. Transition may also be facilitated by medical interventions,
some of which can be undertaken before social transition, and other
‘gender affirming’ interventions will continue throughout life. These
interventions to masculinise or feminise the appearance enable the
individual to align their characteristics with their gender identity.
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•

Trans woman – is a person who was assigned male at birth, and who
identifies as a woman. The abbreviation MtF is sometimes used, but is
considered impolite by some.

•

Trans man – is a person who was assigned female at birth but who
identifies as a man. The abbreviation MtF is sometimes used, but is
considered impolite by some.

•

Transphobia - prejudice directed at transgender people because of their
gender identity or expression.

•

Transsexual(ism) – is the old definition used in the International
Statistical Classification of Diseases and Related Health Problems (ICD10. F64.0). It still appears in some legal and medical literature. However,
the World health Organisation, in its new edition, ICD11, will move this
definition out of Mental and Behavioural Disorders, and into a nonpathologising section, using the description ‘gender incongruence’.

•

Transvestism – refers to individuals who like to cross-dress intermittently
for a variety of reasons including erotic factors.
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