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On April 10, 2024, the final report on 
transgender care of minors in England, 
dubbed The Cass Review (hereafter referred 
to as “the Review”), was published. 
Commissioned by the British National 
Health Service (NHS), this report is 
considered the most extensive systemic 
review to date of the science pertinent to 
gender services for children and 
adolescents. The report was chaired by 
Hilary Cass, a retired consultant pediatrician 
and the former president of the Royal 
College of Pediatrics and Child Health. 
While the Review is intended primarily for 
an English audience of health professionals 
and policy makers, it has sent shock waves 
around the western world and is being 
heatedly debated among North America 
stakeholders. Hence, anyone with an interest 
in the topic of care for minors who report 

gender dysphoria should be familiar with 
this Review. Because of its importance, I 
will go into some detail in this review with 
extensive quotations of the Review to make 
clear the findings are being presented 
accurately and forthrightly.  
    Cass was selected for this task in part 
because she had no prior involvement in or 
fixed views on this area of care. The Policy 
Working Group (PWG) was comprised of 
several academics and specialists in this 
field, as well as a number of NHS England 
staff, and Cass was asked to chair the group. 
The PWG was established in January of 
2020 and provided a preliminary report of 
its findings in 2022. The current publication 
constitutes the PWG’s final report. The 
PWG was tasked with reviewing the 
scientific   evidence   for   puberty  blockers 
and    masculinizing/feminizing    hormones,
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among other foci, as well as making 
recommendations to the NHS about caring 
for this population going forward. In 
addition, the PWG met with over 1,000 
individuals from interested parties and 
organizations to build awareness and 
improve understanding.  
 

Context and History of Treatment for 
Gender Incongruence 

   
   The Review provides a helpful overview 
of the evolution of treatment and the 
treatment population regarding gender 
incongruent minors. In 1989, the Gender 
Identity Development Service (GIDS) in 
England saw fewer than 10 children a year, 
mostly pre-pubertal birth-registered males, 
with a main focus on psychotherapy. Only 
a few were referred for hormone treatment 
around the age of 16. This focus on therapy 
changed with the emergence of the “Dutch 
Protocol”, which involved the use of 
puberty blockers from early puberty and 
was trialed in the UK beginning in 2011. 
Despite a lack of support for the use of 
puberty blockers from preliminary results 
of this trail study, in 2014 the use of 
puberty blockers moved from a research-
only protocol to being available in routine 
clinical practice within England. It seems 
suspect to me that “The results of the study 
were not formally published until 2020, at 
which time it showed there was a lack of 
any positive measurable outcomes” (p. 25). 
The Review adds, with typical British 
understatement: “The adoption of a 
treatment with uncertain benefits without 
further scrutiny is a significant departure 
from established practice” (p. 25).  
   The Report also takes note of similar 
developments in treatments in the U.S. 
context, identifying Diane Ehrensaft as a 
main advocate of the gender affirmative 
model. Ehrensaft described three  

approaches in 2017: (a) the Bradley and 
Zucker approach that can include helping a 
child accept the gender that matches their 
biological sex, (b) the watchful waiting 
model of the Dutch protocol, and (c) the 
gender affirmative model, which “allows 
that a child of any age may be cognizant of 
their authentic identity and will benefit 
from a social transition at any stage of 
development” (p. 70). This gender 
affirmative model quickly came to 
dominate the health care approach for 
gender dysphoria throughout the West.   
   The Review also examines the changes 
over time in the patient populations of 
minors being referred to GIDS. It notes that 
the more recent cohort is markedly 
different from the earlier one, evidencing 
greater complexity, high levels of 
neurodiversity and/or co-occurring mental 
health issues (e.g., depression, anxiety, 
eating disorders) and a higher prevalence 
of Adverse Childhood Experiences (ACEs) 
than the general population. Samples from 
the UK Clinical Practice Research Datalink 
“recorded prevalence of gender dysphoria 
in people aged 18 and under increased over 
100-fold between 2009 and 2021. This 
increase occurred in two phases; a gradual 
increase between 2009 and 2014, followed 
by an acceleration from 2015 onwards” (p. 
87).   
   In considering the causes of this striking 
jump in gender dysphoria, the Report 
allows for biological influences but notes 
that “Since biological factors have not 
changed in the last 10 years it is necessary 
to look at other possible reasons for the 
increase in referrals and the 
disproportionate representation of birth-
registered females” (p. 117). The Report 
considers a number of alternative 
explanations, but questions those that are 
most favored by advocates of so-called 
gender affirming care (GAC). In particular,  
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the claim that the rise in prevalence rates 
reflects greater societal acceptance is 
strongly rebutted: 

...much greater acceptance of trans 
identities…is not an adequate 
explanation for the overall 
phenomenon. Arguments that 
counter this explanation include: 
 
• the exponential increase in 

numbers within a 5-year 
timeframe is very much faster 
than would be expected for 
the normal evolution of 
acceptance of a minority 
group; 

• the rapid increase in numbers 
presenting to gender services 
across Western populations; 

• the change in prevalence from 
birth-registered males to 
birth-registered females. The 
current profile of transgender 
presentations is unlike that in 
any prior historical period; 

• the sharp differences in the 
numbers identifying as 
transgender and non-binary 
and presenting to gender 
services in Generation Z and 
younger Millennials 
compared to those over the 
age of 25-30. It would be 
expected that older adults 
would also show some signal 
of distress regarding their 
gender, even if they felt 
unable to ‘come out’” 

• the failure to explain the 
increase in complex 
presentations. (p.117) 
  

   In addition, the Report affirms the 
likelihood of ACEs as a predisposing factor 
in the rise of cases, which cannot be simply 

reduced to a consequence of minority 
stress.  

“The association is likely to 
be complex and bidirectional–
that is, in some individuals 
preceding mental ill health 
(such as anxiety, depression, 
OCD, eating disorders), may 
result in uncertainty around 
gender identity and therefore 
contribute to a presentation of 
gender-related distress…For 
other individuals, gender-
related distress may be the 
primary concern and living 
with this distress may be the 
cause of subsequent mental ill 
health. Alternatively, both 
sets of conditions may be 
associated with and 
influenced by other factors, 
including experiences of 
neurodiversity and trauma.” 
(p. 119-120) 

 
The Report acknowledges the plausible 
influence in gender-questioning young 
people of online information that describes 
normal adolescent discomfort as a possible 
sign of being trans. Consistent with my 
therapeutic experience of gender dysphoric 
adolescents, the oversized role of particular 
trans influencers on young people’s beliefs 
and understanding of their gender is also 
noted. Overall, the Report concludes 
“There is no single explanation for the 
increase in prevalence of gender 
incongruence or the change in case-mix of 
those being referred to gender services” (p. 
122). This is precisely why they stress the 
necessity of a thorough assessment and 
consideration of a broad range of causative 
influences in order to ensure the best 
therapeutic care for these youth. 
   Interestingly,  one   putative   cause  often 
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offered for transgender identity is 
summarily dismissed by the Review. 
Congenital adrenal hyperplasia (CAH) is a 
genetic condition leading to high levels of 
testosterone in genetic females leading to 
partially masculinized genitalia. The 
Review’s evaluation concludes that, 
 

Only 2-5% will have gender 
dysphoria that leads to gender 
reassignment; however, some 
will have a weaker female 
identity. Therefore, it appears 
that in CAH, while prenatal 
testosterone exposure has a 
strong impact on gender role 
behaviour, gender identity 
predominantly aligns with sex 
of rearing. (p. 101) 
 

Gatekeeping of the Field by a Small 
Group of Professionals and Advocates 

 
   One jarring undercurrent to the Review is 
the degree to which the field of care for 
gender dysphoric minors has been 
dominated, if not co-opted, by a small 
group of professionals and trans advocates. 
Cass herself, in her forward, observed that 
“for this group of young people expertise 
has been concentrated in a small group of 
people, which has served to gatekeep the 
knowledge” (p. 15). The Review relatedly 
observed later that, within a UK context, 
“Over a number of years, the children and 
young people at the heart of this review 
have been bypassed by local services and 
directed to a single national service that, 
whilst passionate and wholly committed to 
their care, had developed a fundamentally 
different philosophy and approach 
compared to other paediaatric and mental 
health services” (p. 232).  
 

Current Guidelines and the WPATH 
Problem 

 
   The Review evaluates current standards 
on gender care for minors in the field and 
is unrelenting in its criticism of WPATH 
guidance. According to its assessment, the 
Review found that “most of the guidelines 
described insufficient evidence about the 
risks and benefits of medical treatment in 
adolescents, particularly in relation to long-
term outcomes. Despite this, many then 
went on to cite this same evidence to 
recommend medical treatments” (p. 130). 
Only recent guidelines from the Swedish 
and Finnish governments linked the lack of 
robust evidence regarding medical 
treatments to a recommendation that 
treatments should only be provided within 
a research framework or a research clinic. 
Furthermore, Finland was alone in 
routinely assessing for a history of trauma 
among these youth. Hence, the Review 
only recommended these guidelines for use 
in practice, questioning the reliability of 
other guidelines and noting that most have 
not followed the international standards for 
guideline development.  
   Specifically with regard to WPATH’s 
guidelines, the Review notes that “WPATH 
8 cited many of the other national and 
regional guidelines to support some of its 
recommendations, despite these guidelines 
having been considerably influenced by 
WPATH 7” (p. 130). It then observes dryly, 
“The circularity of this approach may 
explain why there has been an apparent 
consensus on key areas of practice despite 
the evidence being poor” (p. 130). WPATH 
is also criticized by the Review for relying 
heavily on expert opinion rather than 
systematic reviews of the evidence, adding 
that WPATH fails to state that some of its 
recommendations are based on clinical 
consensus, thus overstating the strength of 
the evidence in making its 
recommendations. Later in the Review, the 
authors make this scathing assessment 
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about WPATH 8’s take on social transition: 
“However, none of the WPATH 8 
statements in favour of social transition in 
childhood are supported by the findings of 
the University of York’s systemic review” 
(p. 163). 
 
UK Gender Clinic’s Refusal to 
Participate 
 
   Having read some reports about the Cass 
Review prior to reading it myself, I 
nevertheless was completely surprised by 
statements in the Review about what 
appeared to be outright stonewalling by six 
of the seven adult gender clinics that 
operated in the UK. The intent of the 
Review was to obtain some longitudinal 
(though retrospective) data on the long-
term outcomes for gender dysphoric 
children and youth by obtaining records 
from adult gender clinics for those minors 
whose care had been continued at these 
clinics as adults, with the aim of tracking 
outcomes over a 15-year period. Sadly, the 
Review reported that “attempts to improve 
the evidence base have been thwarted by a 
lack of cooperation from the adult gender 
services” (p. 20), and “despite efforts to 
encourage the participation of the NHS 
gender clinics, the necessary cooperation 
had not been forthcoming” (p. 33).  
   Appendix 4 of the Review specifically 
addresses the recalcitrance of these clinics, 
including a tabulation of their responses to 
the invitation to participate in the proposed 
study. Unsurprisingly, concerns about 
funder motivation and political 
interference appears to have loomed large 
in the rationale to opt out. Specifically, 
there was expressed concern that “the 
unintended outcome of the study is likely 
to be a high profile national report that will 
be misinterpreted, misrepresented or 
actively used to harm patients and disrupt 
the work of practitioners across the gender 

dysphoria pathway” and “taking part in a 
study of this kind could bring into question 
the integrity of clinic staff and the 
relationships they have with patients” 
(Appendix 4, p. 9). 
   In her letter about the matter to the NHS 
national director, dated March 20, 2024 
(Appendix 11), the exasperated sounding 
Cass reports:  
 

“…despite your welcomed 
efforts to obtain cooperation, 
most of the NHS gender 
clinics have refused to take 
part in this research...It is 
therefore hugely 
disappointing that the NHS 
gender services have decided 
not to participate with this 
research. I am frustrated on 
behalf of the young people 
and their families that the 
opportunity to reduce some of 
the uncertainties around care 
options has not been 
taken…this was a world 
leading opportunity to look at 
outcomes for c. 9000 young 
adults and add to the evidence 
base.”  
 

In most every respect, the behavior of the 
UK NHS Gender Identity Development 
Service (GIDS) reads as a CYA effort to 
obfuscate potential evidence of negligent 
“care.” One hopes that the UK government 
takes up the Review’s recommendation to 
pursue this research project in the near 
future.  
 

Broader Concerns about the GIDS 
Departing from Professional Standards 
 
   The Review was also critical of the GIDS 
commitment to publishing and following its 
own research, stating, 
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Although the GIDS service 
had set up a research study to 
evaluate the use of puberty 
blockers, it failed to publish 
the results for four years, and 
continued to act outside of its 
own findings, and the 
limitations of the service 
specification….In the case of 
puberty blockers, there was 
another system weakness in 
that an off-label use went 
beyond the usually level of 
permissiveness in extending 
use to a very different 
indication. (p. 231) 
 

This unacceptable behavior seems to have 
been a reflection of professional shoddiness 
generally at these clinics, both in record 
keeping and in an obligation to alternative 
conceptualizations of the minor’s presenting 
clinical picture:  
 

Throughout the course of the 
Review, it has been evident 
that there has been a failure to 
reliably collect even the most 
basic data and information in 
a consistent and 
comprehensive manner; data 
have often not been shared or 
have been unavailable. (p. 39) 
 
There was a lack of evidence 
of professional curiosity as to 
how the child/young person’s 
specific social circumstances 
may impact on their gender 
dysphoria journey and 
decisions. (p. 137) 

 
Undoubtedly, findings such as these led to 
the Review’s call to insist that future  

psychiatric and medical intervention for 
these young people be conducted only 
within a strict research protocol so that 
actual outcomes can be traced. 
 

Evidenced-Based Concerns about  
Gender Affirming Care 

 
   Although the Review ends up coming 
down quite hard on the social and medical 
interventions of gender affirming care 
(GAC) with minors, Cass initially tries to 
stake out a middle position in the debate:  
 

This is an area of remarkably 
weak evidence, and yet results 
of studies are exaggerated or 
misrepresented by people on 
all sides of the debate to 
support their viewpoint. The 
reality is that we have no good 
evidence on the long-term 
outcomes of interventions to 
manage gender-related 
distress. (p. 13) 

 
In evaluating the scientific evidence for 
GAC interventions, the Review defines 
terms related to the four levels of certainty 
about their empirical support: High 
certainty, moderate certainty, low certainty, 
and very low certainty. Since the Review’s 
findings related primarily to the latter to 
levels of certainty, it is worth providing their 
definitions. With a low certainty labeling, 
the true effect of the intervention might be 
markedly different from the estimated 
effect. In the very low certainty category, the 
true effect of an intervention is probably 
markedly different from the estimated 
effect. In fact, none of the primary 
interventions of GAC are supported by 
evidence that is not low in certainty at best. 
“It is troubling,” confesses the Review, “that 
so little is know about this cohort and their 
outcomes” (p. 215).  
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Social Transition 
 
   The Review defines social transition as 
referring to “social changes to live as a 
different gender, such as altering hair or 
clothing, name change and/or use of 
different pronouns” (p. 158). After 
reviewing the relevant literature, the authors 
conclude: 
 

The information above 
demonstrates that there is not 
clear evidence that social 
transition in childhood has 
positive or negative mental 
health outcomes. There is 
relatively weak evidence for 
any effect in adolescence. 
However, sex of rearing 
seems to have some influence 
on eventual gender outcomes, 
and it is possible that social 
transition in childhood may 
change the trajectory of 
gender identity development 
for children with early gender 
incongruence. For this reason, 
a more cautious approach 
needs to be taken for children 
than for adolescents. (p. 164) 

 
Given this state of the science, the Review 
later recommends, “Partial rather than full 
transition may be a way of ensuring 
flexibility, particularly given…that being in 
stealth from early childhood may add to the 
stress of impending puberty and the sense of 
urgency to enter a medical pathway” (p. 
164).  
   Concerns are raised with the social 
transition of minors in part because the 
formal diagnosis of gender dysphoria “is not 
reliably predictive of whether that young 
person will have longstanding gender 
incongruence in the future, or whether 

medical intervention will be the best option 
for them” (p. 34). This situation is especially 
acute for prepubescent cases, where the 
evidence indicates that “children who 
present with gender incongruence at a young 
age are most likely to desist before puberty, 
although for a small number the 
incongruence will persist” (p. 41). Given 
this risk of social transition solidifying a 
transgender identity and medicalized 
developmental pathway, the Review asserts 
it is important to view such transition as an 
“active intervention” since it may have 
“significant effects on the child or young 
person in terms of their psychological 
functioning and longer-term outcomes” (p. 
158). 
 
Puberty Blockers 
  
   The Review acknowledges beneficial 
reports of the use of puberty blockers with 
minors, but observes, “as demonstrated by 
the systemic review the quality of these 
studies is poor” (p. 179). Similarly, the 
argument that they allow the youth to buy 
time before deciding on a treatment pathway 
is not supported by the evidence: “These 
data suggest that puberty blockers are not 
buying time to think, given that the vast 
majority of those who start puberty 
suppression continue to 
masculinising/feminising hormones, 
particularly if they start earlier in puberty” 
(p. 176). 
   Another justification for the 
administration of puberty blockers for 
minors is the amelioration of gender 
dysphoria and emotional distress generally. 
Here the Review counters this reasoning and 
avers for other exploratory approaches: 
 

One of the given rationales for 
puberty blockers is that they 
may improve gender 
dysphoria   or   overall  mental 
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health. The evidence to date 
does not provide strong 
support for this. Furthermore, 
even after 
masculising/feminising 
hormones, dysphoria may still 
persist. Therefore, it is 
important to explore other 
approaches for addressing the 
gender-related distress, which 
in itself is debilitating. These 
may be of value regardless of 
whether or not an endocrine 
pathway is chosen. (p. 155) 
 

Elsewhere, the Review adds further context, 
stating, “It is not unexpected that blocking 
these surges may dampen distress and 
improve psychological functioning in the 
short-term in some young people, but this 
may not be an appropriate response to 
pubertal discomfort” (p. 179). Without a 
control group, positive mental health 
outcomes “could be due to placebo or 
concomitant psychological support” (p. 
179).  
   Finally, the Review raises serious 
questions about the impact of delaying 
puberty on an adolescent’s development.  
 

Once on puberty blockers, 
they will enter a period when 
peers are developing 
physically and sexually whilst 
they will not be, and they may 
be experiencing the side 
effects of the blocker. There 
are no good studies on the 
psychological, psychosocial 
and developmental impact of 
this period of divergence from 
peers. (p. 196) 
 

In general, the impression left by the authors 
indicates that exercising great caution in  

considering puberty blockers is needed, in 
stark contrast to the way GAC seems often 
to be undertaken. 
  

Cross-Sex Hormones 
 
   The use of masculizing/feminizing 
hormones with gender dysphoric minors 
also appears to be based on problematic 
research. For example, “A significant 
weakness of the studies evaluating 
psychological or psychosocial function was 
the short follow-up interval, with many 
following-up for less than 1 year, and a 
smaller number for up to 3 years” (p. 184). 
The Review describes several studies that 
reported a significant continuance of mental 
health concerns, increases in 
psychopharmacological medication use, and 
an ongoing need for psychiatric support 
post-introduction of cross-sex hormones. 
   I found a particularly insightful 
observation in the Review’s discussion of 
the positive reports concerning hormone 
treatments for gender dysphoria. The 
authors astutely observe that  
 

…when young people 
commence on the hormones 
of their identified gender after 
a period of puberty 
suppression, they start to 
experience a sense of libido 
and a change in their physical 
appearance. Many report a 
period of “gender euphoria.” 
This makes it surprising that 
the observed improvements in 
psychological functioning in 
the first year of 
masculinising/feminising 
hormones are relatively 
modest. Their experience of 
puberty will then be based on 
their identified  gender,  which  
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may have permanent 
neuropsychological effects. 
(p. 194, emphasis added) 

 
   Overall, this systemic review of the 
literature  

 
…demonstrated poor study 
design, inadequate follow-up 
periods and a lack of 
objectivity in reported the 
results. As a result, the 
evidence for the indicated 
uses of puberty blockers and 
masculinising/feminising 
hormones in adolescents are 
unproven and benefits/harms 
are unknown. (p. 194) 

 
This poor scientific quality of the relevant 
studies “make provision of sound 
information and properly informed consent 
very challenging” (p. 195). Again, I hear this 
as a dramatic understatement of the 
situation.  
 

Suicide 
 
   In the context of discussing these social 
and medical interventions, the Review 
makes some incredibly important statements 
concerning the issue of suicide. Most mental 
health professionals and a growing number 
of people in society at large are aware of the 
threat regularly given to parents hesitant to 
medically transition their gender dysphoric 
children: i.e., for biological females, “Do 
you want a live son or a dead daughter?” 
This assertion of heightened suicide risk 
without medical transitioning is utterly 
debunked by the Review. In referring to one 
large study of Canadian, UK, and Dutch 
gender clinics (de Graff et al., 2020), the 
Review noted  
 

There was variation between 
clinics, but across the three 
clinics, rates of suicidality 
ranged from 27% to 55%. 
These rates of suicidality were 
significantly higher than for 
the general adolescent 
population, but similar to non-
trans identified youth referred 
to child and adolescent mental 
health services. (p. 95) 

 
The Review cites statistics from the 
National Child Mortality Database (NCMD) 
on factors involved in the suicide of 91 
children and young people in the UK in 
2020 and found household functioning to be 
the most common factor (69%), followed in 
order by mental health needs (55%) bullying 
(23%), neurodevelopmental conditions 
(15%), and sexual orientation, sexual 
identity and gender identity (9%) (p. 96). In 
general, the Review notes that “suicide in 
children and young people are relatively rare 
events, compared to adults” (p. 95). 
   The best summary on the issue is found 
toward the end of the Review, leaving little 
doubt that this threat made to parents by 
health providers should be considered a 
form of emotional blackmail with no basis 
in science. 
 

It is well established that 
children and young people 
with gender dysphoria are at 
increased risk of suicide, but 
suicide risk appears to be 
comparable to other young 
people with a similar range of 
mental health and 
psychosocial challenges. 
Some clinicians feel under 
pressure to support a medical 
pathway based on widespread 
reporting       that      |”  gender-
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affirming treatment reduces 
suicide threat. This 
conclusion was not supported 
by the above systemic review. 
(p. 186)  
 
Tragically deaths by suicide in 
trans people of all ages 
continue to be above the 
national average, but there is 
no evidence that gender-
affirmative treatments reduce 
this. Such evidence as is 
available suggests that these 
deaths are related to a range of 
other complex psychosocial 
factors and to mental illness. 
(p. 195) 

 
It is unfathomable how much emotional 
trauma has been induced in parents (and 
their minor children) by healthcare gender 
ideologues in the name of a science that 
clearly does not exist.  
 

Detransitioners 
  
   The Review also addresses the existence 
of significant numbers of individuals who 
come to regret their medical gender 
transition and seek to detransition back to 
the gender aligned with their biological sex. 
The authors note that this may not be a 
simple or easy pathway: “The Review has 
heard that people experiencing regret may 
be hesitant to engage with the gender 
services that supported them through their 
initial transition” (p. 43). It is not surprising 
that those regretting their transition might 
not return to the doctors, therapists, and 
clinics that originally oversaw and perhaps 
encouraged them in the decision to 
medicalize their transition. The Review 
noted, “Clinicians reported seeing an 
increasing number of detransitioners, 
describing how they often moved between 

clinics as they preferred not to return to the 
clinic that had originally treated them” (p. 
226). This hesitancy and the research 
attrition it likely causes are a significant 
reason the results of follow-up studies are 
probably painting a more favorable picture 
than exists in the real-world experiences of 
gender dysphoric persons.  
   A related problem the Review mentions is 
the elongated time frame it appears to take 
before regret may set in: “The Review has 
heard from a number of clinicians working 
in adult gender services that the time to 
detransition ranges from 5-10 years, so 
follow-up intervals on studies on medical 
treatment are too short to capture this” (p. 
188).  This time frame was also found in an 
audit on the characteristics of individuals 
who had detransitioned undertaken at The 
Tavistock and Portman Gender 
Development Clinic, which appears to have 
been less than cooperative overall. 
 

Findings from the audit were 
discussed with the Review. 
The time for people to choose 
to detransition was 5-10 years 
(average 7 years). Common 
presenting features and risk 
factors such as high levels of 
adverse childhood 
experiences, alexithymia 
(inability to recognize and 
express their emotions) and 
problems with interoception 
(making sense of what is 
going on in their bodies) were 
identified in the audit, and this 
audit would be informative 
for clinicians assessing young 
people with a view to starting 
masculinising/feminising 
hormones. The Review asked 
to have access to this audit in 
order to understand some of 
the qualitative findings, but 
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the trust did not agree to this. 
(p. 189) 
 

   Although it is commonly asserted that 
pressure from family and society in the form 
of discrimination are often the reason people 
detransition, the Review cites evidence that 
such explanations are far down the list of 
documented motivations. Instead, as the 
Review describes,  
 

Reasons for detransition were 
diverse and included 
individuals becoming more 
comfortable in their natal sex, 
being concerned about 
medical complications of 
transitioning, that mental 
health did not improve during 
transitioning, being 
dissatisfied with physical 
results, and discovering 
gender dysphoria was caused 
by something specific such as 
trauma or abuse. (p. 188) 

 
One additional reason of particular notice 
that was offered for individuals transitioning 
and later detransitioning is homophobia, i.e., 
the difficulty with accepting themselves as 
lesbian, gay or bisexual. This is no doubt 
one of the main factors currently creating 
something of a wedge between the LGB and 
the T identities over this issue. 
 

Critique and Recommendations 
 
   While the Review is in so many ways a 
needed breath of fresh air for anyone who 
desires to see the helping professions return 
to their senses regarding the care of gender 
dysphoria in children and adolescents, one 
aspect of this document does fall short of 
sufficiency. The issue of “conversion 
therapy” understandably does not receive a 
great deal of attention in the Review, but 

where it is mentioned, the analysis assumes 
current professional and cultural narratives 
are accurate. Regrettably, the Review does 
not once define what it means by 
“conversion therapy” but appears to adopt a 
definition that centers on coercion and 
forcing people to change their perception of 
who they are.  
   The Review of course is sensitive to 
accusations of gender care practices being 
construed as non-affirming and hence 
labeled “conversion therapy.” In response to 
this concern, the authors argue points quite 
germane to clinicians and others working 
with individuals who wish to explore their 
potential for change in their unwanted same-
sex feelings and behaviors.  
 

The intent of psychological 
intervention is not to change 
the person’s perception of 
who they are but to work with 
them to explore their concerns 
and experiences and help 
alleviate their distress, 
regardless of whether they 
pursue a medical pathway or 
not. It is harmful to equate this 
approach to conversion 
therapy as it may prevent 
young people from getting the 
emotional support they 
deserve. (p. 150) 
 
Throughout the Review, 
clinicians working with this 
population have expressed 
concerns about the 
interpretation of potential 
legislation on conversion 
practices and its impact on the 
practical challenges in 
providing professional 
support to gender-questioning 
young people. This has left 
some  clinical  staff  fearful  of 
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accepting referrals of these 
children and young people. 
 
Clinical staff must not feel 
that professional 
responsibility may expose 
them to the risk of legal 
challenge, and strong 
safeguards must be built into 
any potential legislations on 
conversion practices to guard 
against this eventuality. This 
will be of paramount 
importance in building (as 
opposed to diminishing) the 
confidence of clinicians 
working in this area. Any 
ambiguity could serve to 
further disadvantage these 
children and young people 
rather than support them. (p. 
202). 
 

   The Review closes by outlining the need 
to “build research capacity into the national 
network” (p. 215). It recommends 
standardized process for referral within the 
UK health system and a tight research 
protocol around medical treatments in 
particular, e.g., puberty blockers “will only 
be available under a research protocol” (p. 
43). This call for overhauling the current 
model of care is a clear but backdoor 
admission that the current practice of 
medicalized treatment for gender dysphoric 
minors amounts to little more than a society-
wide experimental endeavor on many 
unwitting young people. The Review also 
argues for the development of a rigorous 
system for creating a much needed large and 
longitudinal data set for this population, so 
that treatments and standards of care can 
eventually have an evidentiary basis that is 
more than low or very low certainty.    
   The Review calls for their plan to be 
implemented by NHS England, which 

“should establish robust and comprehensive 
contract management and audit processes 
and requirements around the collection of 
data for the provision of these services” (p. 
230). In addition, the authors call for 
appropriate scrutiny and clinical governance 
to avoid “incremental creep of practice in 
the absence of evidence” (p. 231). To me, 
this is a polite way of saying we need to 
apply the brakes on the scientifically suspect 
practices of gender affirming care. Finally, 
in perhaps the most direct appeal to the 
American Psychological Association and 
other mental health organizations across the 
West, the Review recommends, 
“Professional bodies must come together to 
provide leadership and guidance on the 
clinical management of this population 
taking into account the findings of this 
report” (p. 231). Concerned clinicians, 
academics, and politicians in North 
American should be quite thankful to Cass 
and her many colleagues behind the Review 
for this challenge. Despite immediate 
attempts to discredit the Review 
(Mackintosh, 2024; McNamara et al., 2024), 
the pressure is mounting on proponents of 
unbridled affirmation of transgender 
identities in children and adolescents to 
reconsider their stance and return to an 
approach grounded in science and 
professional curiosity.    
    Although it may take another decade in 
North America, it is apparent that it is now a 
matter of when rather than if this 
reassessment regarding the psychological 
and medical care for gender dysphoric 
minors takes place.  
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