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Scottish Parliament

Health, Social Care and Sport
Committee

Tuesday 17 September 2024

[The Convener opened the meeting at 09:00]

Decision on Taking Business in
Private

The Convener (Clare Haughey): Good
morning, and welcome to the 24th meeting in 2024
of the Health, Social Care and Sport Committee. |
have received no apologies. We are joined online
by Paul Sweeney.

The first item on our agenda is a decision on
whether to take in private items 4 and 5, and
whether to take equivalent items in private at
future meetings. Do members agree to take those
items in private?

Members indicated agreement.

Gender Identity Services for
Children and Young People
(Independent Review)

09:01

The Convener: Our next item is an evidence
session on the independent review of gender
identity services for children and young people,
which was commissioned by NHS England, and
the implications for the future provision of gender
identity services in Scotland. | welcome Rhoda
MacLeod, who is the head of adult services—
sexual health, police custody and prison health
care—including Sandyford sexual health service,
at NHS Greater Glasgow and Clyde; and Tracey
Gillies, who is the medical director at NHS Lothian.
We also expect Dr Emilia Crighton, who is the
director of public health at NHS Greater Glasgow
and Clyde.

We move straight to questions.

David Torrance (Kirkcaldy) (SNP): Good
morning. Will the witnesses detail the differences
and similarities between Scotland and England in
the approach to the care and treatment of young
people with gender dysphoria/incongruence?

The Convener: Who would like to start?

Tracey Gillies (NHS Lothian): That is a bit of a
PhD-level question, is it not?

A lot of the differences in how healthcare is
organised between Scotland and England are also
present across multiple services within England. |
have not worked in England for 30 years, so | am
less familiar with the exact mechanisms for
commissioning services there.

In Scotland, we try to take a collaborative
approach between the different areas that deliver
healthcare services. Glasgow and Lothian try to
work together, wherever possible, to avoid
duplication where expertise is scarce. For the
youngest people, therefore, Greater Glasgow and
Clyde has been the service provider of the
assessment of gender incongruence; then,
between Glasgow and Edinburgh—NHS Lothian—
any puberty-suppressing hormone treatment has
been provided between the east and the west
coast.

Perhaps | should stop there, as you might have
further questions. It was a very broad question to
start with.

Rhoda MacLeod (NHS Greater Glasgow and
Clyde): | will add to that. It is fair to say that,
internationally, all gender identity services for
young people have evolved fairly similarly, and |
do not think that Scotland is exceptionally
different. We have evolved in a similar way—the
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service has grown organically, rather than being
designed then developed from that specific
design. In that respect, it is the same as England.

We have one assessment site in Scotland,
which is similar to England having the Tavistock
clinic. | cannot comment on the Tavistock’s clinical
interventions, but our assessment process in
Greater Glasgow and Clyde is pretty robust. We
spend a considerable amount of time with young
people throughout that process. The kind of model
that exists in Scotland currently is not that
dissimilar, in that there is an assessment process
and then there are links to paediatric
endocrinology—or there have been, and there still
are for those who are currently on medication. As
time progresses and the service develops, those
links will continue.

David Torrance: What are the main challenges
in meeting the recommendations of the Cass
report in Scotland?

Rhoda MacLeod: A lot of Cass report
recommendations have implications for Scotland.
It will be a challenge to develop the right service
model that is inclusive, engages with young
people and offers—at a more local level—a
service and an opportunity for young people to talk
about their gender-questioning issues. It must
encompass a holistic assessment approach and
expertise around neurodevelopmental conditions,
rather than that being one area of the assessment
process or there being one service that does that.

Other challenges are staffing and recruitment.
The recruitment of staff into the young people
service has been an on-going problem and will
remain challenging. The introduction of a Scottish
approach to the Cass report recommendations
would be beneficial in offering that foundation for
us to build a service properly and it would be a
positive way to encourage staff to join the service.

It is about staffing and identifying what the
multidisciplinary team and regional structure
should consist of, as well as what else should be
around, other than the services that are part of the
national health service. | know that this discussion
is about the NHS response to gender-questioning
young people, but it is a broad issue. Other
services have responsibilities in that area, and, in
her report, Dr Cass mentioned the wider system. It
is not just about what one specialist service can
offer that group of young people.

Tracey Gillies: Taking a Scotland-wide
approach is a sensible place to start. There are
lots of things that we must do in a similar way,
because we do not want a piecemeal approach to
how and when healthcare records are changed
and how that feeds forward into the rest of the
system.

The point about the multidisciplinary team is
really important. Who should be in the team? How
do we make it truly person centred, so that it
brings together different elements around an
individual but does not hold up progression for the
individual? That is difficult in all areas where
multidisciplinary teams work, and | do not know
that this situation will be any different. That is
always a challenge.

Sandesh Gulhane (Glasgow) (Con): | declare
an interest as a practising NHS general
practitioner.

Good morning. Given the recommendations to
move to a regional model to provide gender
services, do GPs, who will input to the service
design, sit on your panel? | ask specifically about
a GP who is on the panel and in the room at every
meeting and not just consulted or asked for input.

Tracey Gillies: It is too early for me to comment
on that. We absolutely want to ensure that we are
thoughtful about the place for primary care—
specifically, general practice—in the on-going care
of individuals.

For many GP colleagues, there have been
challenges in the past about prescribing. In
particular, people have wanted to ensure that they,
as prescribers, feel comfortable about the
prescribing. There will be a place for many
professional groups within the multidisciplinary
team.

Sandesh Gulhane: Forgive me, but we are
straying away from my question.

You might not have a panel yet, but, when it
comes to service design, will you guarantee that a
GP will sit on such a panel in every meeting?

Tracey Gillies: | would want to understand what
you expect the panel to do. A panel implies yes or
no decisions, and | do not think that good holistic
and multidisciplinary care will look like that.

Do | think that there will be a place for
somebody to bring a general practice perspective
into discussions about individuals in the right
context? Yes, | do. Do | think that there will also be
a place for wider primary care members within that
discussion? Yes, | do.

Carol Mochan (South Scotland) (Lab): A
quick question comes to mind. Will NHS Scotland
be taking part in the review of adult gender
services, as recommended by the Cass review
across NHS England? Will there be some
connection between NHS England and NHS
Scotland on that?

Tracey Gillies: | am not aware of that. It will be
important for people with responsibility for clinical
governance and how services develop to keep
their eyes on how services change in other
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areas—for example, on what happens as a result
of the review in England, what changes are
proposed and how are they implemented—and
then to consider whether they are relevant in the
context of NHS Scotland provision and wider
provision. A little bit of that has been done to date
through the chief medical officer for Scotland’s
review of the implications of the Cass review, what
it means and which of those recommendations are
relevant for Scotland and which ones are less
relevant because of differences in the models.

Rhoda MacLeod: | do not think that there are
plans for that at this point in time. | agree entirely
with what Tracey Gillies has just said. If we are
redesigning services for young people across
Scotland, it begs the question what adult services
should look like. They are separate to an extent,
but in some ways they are not. It is no different to
any other clinical service that has a children and
young people’s aspect to it as well as an adult
service. You need to look at the transitions and at
the service models and make sure that the flow
between the two services works, so it would be a
natural progression for Scotland to look at the
adult service on the back of what is designed for
young people. Both things need to happen—that is
my recommendation.

The Convener: Thank you. Before | start my
questions, | refer members to my entry in the
register of members’ interests. | hold a bank nurse
contract with NHS Greater Glasgow and Clyde.

We had Dr Cass at committee on 7 May this
year and we asked her about some of the
criticisms that there have been of the methodology
that she used. | am sure that the witnesses are
aware that, since she gave her evidence to the
committee, the British Medical Association has
voted in favour of a motion which asks the BMA to
publicly critique the Cass review, and
subsequently the BMA created a task and finish
group. To what extent do the witnesses accept
that the Cass report is based on scientific
methodology, or do you have any concerns?

Tracey Gillies: My understanding is that the
University of York provided the critical appraisal of
the evidence. It has a strong track record in
relation to looking at evidence, understanding how
that evidence has been gathered, and then
bringing a perspective to that which has the sort of
scientific basis that we would expect to see in any
other area of clinical practice. As the University of
York has a strong reputation in relation to this
area, my perspective would be that the review has
asked people with academic expertise in
appraising the evidence, in totality, to provide that
appraisal. Therefore, | would place a level of
reliance on that methodology.

Rhoda MacLeod: | agree entirely with what has
just been said. The only additional comment that |

would make in reference to the recent discussions
that have been happening within the BMA is that
the BMA is not a clinical organisation—it is a staff-
side organisation. The BMA is entitled to have its
views and perspectives about the review, but we
would adhere to the clinical perspective, and that
is what we are doing.

The Convener: With regard to that, how do you
anticipate that the provision of services might
respond to the findings of the BMA'’s evaluation in
the event that its findings are at odds with those of
the Cass review?

Rhoda MacLeod: | think that we would need to
find out what the BMA has to say first, and then
we would have to look at the evidence and take it
from there.

Tracey Gillies: | have to agree. Although we
would want to consider a trade union’s
perspective, we would consider that alongside the
methodology by which that perspective had been
reached. Sound clinical practice considers all
views but understands the evidence base that it
has been drawn from and how that view has been
developed. We need to place differential weights
on different strengths of evidence.

09:15

The Convener: Do witnesses agree with the
BMA’s call for the implementation of the Cass
review recommendations to be paused, pending
the conclusion of the BMA task and finish group,
which is expected to be towards the end of this
year?

Tracey Gillies: | do not agree with that, no.
Rhoda MacLeod: No, | do not agree with it.

Joe FitzPatrick (Dundee City West) (SNP): On
the BMA’s view about the process of a critical
review, the ultimate test of the robustness of
scientific research is normally a peer review
process. Apart from the University of York, which |
think was a partner rather than a peer reviewer,
are you aware of that having happened before the
publication of the Cass review? Normally, there
would be a peer review before someone published
a paper in, for example, Nature.

Tracey Gillies: Peer review would be a normal
process for an individual publication of a scientific
finding, as opposed to a synthesis of evidence.
There is a lot of methodology around how
evidence is appraised, and my understanding is
that the University of York followed the
methodology. It did not publish a specific new
finding as a scientific paper; it looked at papers
that other people had published. We apply exactly
that methodology in other areas of Scotland, within
the guidelines of the Scottish intercollegiate
guidelines network  and in Healthcare
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Improvement  Scotland,  which has that
responsibility for looking at the evidence. Within
SIGN guidelines, there is an approach that looks
at the way that evidence has been brought
forward.

There is also quite a lot of science behind how
you look for evidence, to ensure that you gather as
much evidence as possible. The committee will
probably be aware from evidence that it has
received on other topics that an important source
of concern is the fact that, sometimes, trials
related to new therapies in completely different
areas of medicine are not published and that,
therefore, the evidence is not there. Therefore, |
would follow the expected scientific discipline in
this area.

Joe FitzPatrick: Do you have any thoughts on
why there appears to be a difference in this case?
As you have said, this evidence exists—it was
produced by other people—and it has, in the Cass
review, been distilled in a particular way and used
in coming to the review’s conclusions. | have no
medical training so | will not question that at all.
However, it appears that people with similar
qualifications and medical experience in other
countries have come to very different conclusions.
Do you have any thoughts on that? It is never
black and white, is it?

Tracey Gillies: | think that that is what | mean.
This is an important signal, but we need to apply
the same standards that we would in other areas
of practice. If there are mixed views about what
good practice looks like—I am very definitely trying
not to say “treatment”; | am trying to say what
good practice looks like in a holistic way—it is
important that we consider those. Therefore, we
want to add in the fact that the process might bring
in additional views, but, at the end of the day,
when we move to a treatment phase with
individuals, we need to be sure that that is safe
and based on sound evidence.

Joe FitzPatrick: That is really helpful.

You mentioned treatment, so | will home in on
one area of treatment about which there is
concern, namely, hormone treatments. Prior to the
assessment of the Cass review, of the significant
numbers of people who came for support, a
relatively small number were receiving hormone
treatment. That has been suspended.

What are your thoughts on what that means for
those young people? | am aware of constituents
who, even under the previous system, were
accessing hormone treatment by legal private
means, with all the risks that go with being unable
to get support with on-going assessment of their
hormone levels. What will be the implications of
the current restriction for young people?

Tracey Gillies: For clarification, can | ask what
type of hormone treatment you mean?

Joe FitzPatrick: Just the ones that have been
restricted—puberty blockers, but that might be
quite coarse language for them.

Tracey Gillies: No, it is not.

Joe FitzPatrick: Those are the ones that |
mean.

Tracey Gillies: It is important to make sure that
we are talking about the same thing. We are
talking about the suppression of puberty using
drugs that are not licensed for that purpose. An
important part of the beginning of the process is
that for a prescriber to use a drug outside the
terms of its licence brings additional
responsibilities. That is set out clearly and helpfully
in the CMQ’s report.

The issue with the suppression of puberty is that
there is very little evidence on it, and this is where
we get into the appraisal of evidence again.
Puberty is a physiological process, so the
suppression of it is likely to have physiological
consequences. Some of those are known and
some are postulated but not yet evidenced. The
assessment process leading to such an
intervention needs to have significant rigour. The
shift that has followed the Cass report is that it has
become very difficult for any prescriber to
articulate why they might want to undertake that
step. Thatis how | see it.

Prescribing outside a specialist service raises a
number of significant concerns. | understand that
many people have sought care because they do
not feel that the NHS has been meeting their
needs. It is really important for us to acknowledge
that and then to think more carefully about how we
provide support for individuals in a way that
considers all their needs.

Joe FitzPatrick: That is really helpful in
distinguishing between puberty blockers and other
hormonal treatments. Have other hormonal
treatments been restricted as well?

Rhoda MacLeod: Yes. For 16 and 17-year-
olds, gender-affirming hormones have been
paused as well, unless a person is already in
clinical care receiving puberty suppressants—they
will go on to gender-affirming hormones if that is
the decision.

To answer your first question about the
implications  for people, we should not
underestimate the fact that, for a small number of
people, the decision is not insignificant. We have
to acknowledge that it has been distressing for
them and to try our best as a service to support
people who are in that position. The decision was
made quite suddenly, and we have a small
number of people who were ready to progress
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treatment and that has been paused. | think that it
is right to acknowledge that that is very distressing
for those individuals and their families.

We have to weigh the situation against what
Tracey Gillies has just said about the clinical risks
and what we do not know. We do not know what
the benefits of the treatments truly are. People tell
us what they are—we have reports of people
saying that they are beneficial—but, in a
systematic sense, we do not know what the
benefits and the risks truly are. Working in that
uncertainty is not good, so we have to have some
controls.

Just a couple of weeks ago, the minister
announced the plan for us to engage with the
English research that is being done through
clinical trials. Tracey knows much more about how
clinical trials work than | do, but it is within those
trials that most new medication is managed and
administered to children and young people.

The impact for a small number of people is quite
great. We need to remember—I think that you
have got the information there—that there are over
a thousand young people on the waiting list and
we cannot assume that all those young people are
sitting waiting to get puberty blockers.

One of the problems is that the waiting list is so
great that, by the time people get seen by a
clinician, they are way past the stage where they
could be prescribed these drugs anyway, because
they are actually in puberty or they are too old to
receive the drugs. We need to do something about
that aspect of care in terms of how we support
young people at an early stage and how we
design the services. The medical pathway is very
much the top end of this.

| want the committee to know that our numbers
in Scotland are low, but that is partly to do with the
fact that we do not have a big service and we do
not have a lot of staff working in it. Therefore, we
cannot draw conclusions about numbers from that
because of the complexities and the challenges
that the service has faced over the years.

Tracey Gillies: The assessment for those aged
16 and under takes place in the Sandyford clinic—
Rhoda MacLeod has more information on that
than | do. However, the emerging picture of a
number of individuals with other health conditions
such as neurodevelopmental diagnoses—or, for
some of them, mental health conditions—puts a
greater onus on us to treat the individual in a way
that is truly person-centred care. It should be
about bringing together those different aspects
and making sure that enough support has been
provided for the other aspects, rather than jumping
in to deal with just one element of the care for the
individual.

We need to do more work on that locally. Any
local MSPs will know that we have longer waits
than we would want to have in relation to our
neurodevelopmental pathways. Separating out the
different elements in relation to caring for an
individual is likely to be disadvantageous to the
individual, so we need to work on integrating the
services more than they are currently integrated.

Joe FitzPatrick: Some of my colleagues might
want to probe you a little more on that holistic
aspect, which is important.

That has been helpful in laying out some of
those points. However, some young people will
feel that this is the treatment for them, and that
they are being denied even being clinically
assessed for the treatment. For them, the trial will
be a ray of hope in terms of getting that support.
Obviously, it is a UK-wide trial, which is normal for
medicines—that is the way that such trials are
done. However, is there a route for young Scottish
folk to access the ftrial, and do you know the
timetables? Also, do you have any thoughts on
what the trial will look like?

Rhoda MacLeod: | hope that Dr Crighton can
join us shortly, because she has been involved in
engagement around that. However, my
understanding is that the plan is for young Scottish
people to be involved in the clinical trials.

Joe FitzPatrick: Do you have any thoughts on
possible timescales?

Rhoda MacLeod: | do not, at this point. The
trials are being led by NHS England through the
National Institute for Health and Care Research,
so they will govern the timescales in respect of
that.

Joe FitzPatrick: That makes sense, but do you
have any idea about when it might be?

Rhoda MacLeod: My understanding is that it
will be into next year, probably.

Gillian Mackay (Central Scotland) (Green):
Rhoda MaclLeod mentioned earlier the distress for
young people who were very close to accessing
that treatment. How is that being monitored with
those young people and their families? What
support is in place for them? | know that many of
them are very distressed and that the mental
health impact on some of those young people will
be great.

Rhoda MacLeod: The people we are prioritising
in the service just now are those who are currently
in our care and are being seen by our psychology
team. They continue to be monitored by our staff
at Sandyford and are being supported
appropriately. If we feel that they require additional
support, we will obviously connect them to other
services, but they are being monitored, worked
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with and supported as best we can under the
circumstances.

Gillian Mackay: That is great. What work is
being done to reduce some of the wait times? As
well as young people who have now had their
treatment pathways changed because of a
decision that is outwith their control, many other
young people are waiting a very long time to
access services.

09:30

Rhoda MacLeod: It is really challenging: we
struggle to recruit staff to the service. We struggle
to recruit staff to the adult service, but the nature
of the young people’s service and the publicity
around it gives us an extra layer of challenge that
does not happen as much in the adult service. Our
problems with recruiting to the service mean that
we struggle to take people off the top of the
waiting list.

We have been focusing on doing a clinical
validation exercise, in which we are speaking to all
the young people who are currently waiting to find
out how they are. We are checking with them why
they are on the list, whether they still want to be on
the list, how they are functioning, how they are
doing and whether they need additional supports
while they are waiting. That has been a successful
piece of work. Young people have valued it—they
have valued getting the phone call and an
opportunity to be spoken to rather than hanging in
the ether somewhere.

Also, some of the statistics that we are getting
back from that work are really informative and
interesting. People have had questions about the
nature of the population, and we are getting back
some good data about the mental health of
individuals as well as neurodevelopmental
conditions and their natal sex. It is about finding
out who is on the list—who is waiting.

This relates to one of our challenges. Sandyford
clinic is a sexual health service and it has a full
range of services—the gender service just
comprises one part of what Sandyford does.
Sandyford has an open-door service, so
historically the adult and young people’s gender
services evolved in the same way, through self-
referral. We would get referrals to the young
people’s service from professionals, but a lot
would be self-referrals and we did not know
anything about them. They would just give us their
name and say that they wanted to be on the list.

Therefore, one of the biggest challenges for us
and one of the most important things to get to
grips with is who is on our list. We need to get the
right information about them and know who is on
that list and how best they can be supported. That

will also help to inform proper service development
nationally.

| am afraid that my answer to your question is
not perhaps what you would hope for. We are not
in a position to reduce the waiting list quickly. The
situation calls for a creative solution at the national
level in relation to what the service should look like
and what the first entry level should be for a young
person who is gender questioning.

If all roads lead to Sandyford, it will not matter
whether it is in Glasgow, Edinburgh or Inverness.
If the service is in one centre, we will have the
same problems. There needs to be a more
dispersed model that uses a tiered approach,
provides a range of services that young people
can access, and gives them time to explore
options. If the model is focused on one place, we
will just recreate the same problems.

Gillian Mackay: Many young people would also
prefer to have their treatment much closer to home
and to not have to travel. | know a few young
people who very much endorse that work, and that
will bring its own challenges in terms of waiting
times, as well.

| come back to the young people who have had
their treatment pathways changed because of the
pause in prescriptions. Are you getting a sense
from those young people of the impact on them? |
am keen that we keep those young people’s views
and experiences at the front of what is going on
during the service redesign to more regional level,
as well as hearing about any on-going impact and
harm to them.

Rhoda MacLeod: There has been a double
whammy for those individuals. There is the fact
that the health boards have made a decision to
pause treatment, or referrals to treatment, at this
point in time, but there is the wider UK decision
about private prescribing. A lot of people will go,
“Well, we'll source it privately” but that—also for
very good reasons—has been stopped as well.
People might then take additional risks and try to
start sourcing things overseas.

There are therefore risks associated with the
change, in that people will try, in desperation, to
find the drugs that they feel they need. We have to
manage that by supporting people and advising
them accordingly of the dangers.

Carol Mochan: With regard to hormone
treatments, in the example of a female who is
placed on testosterone, how do we ensure that
people understand the potential risks of, for
example, osteoporosis? Obviously, you will have
much better in-depth clinical knowledge of such
things, but the issue has been raised with me. Can
people access bone density scans and so on, as
they go through their life journey?
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Tracey Gillies: It is puberty suppression that
has an evidenced impact on bone density. If we
are thinking about individuals, remaining sighted
on the need to provide access to scans would be
an important aspect of someone’s transition into
adult services. That would be a good example of
where we need to ensure that we involve primary
care in how we develop the lifelong journey
around an individual’s care.

There are always opportunities to improve the
information that we give to people at the start of
medical treatment, and to ensure that that is kept
up to date with current knowledge. The information
that is provided to a person about possible
treatment options and the risks and consequences
of those options is usually a lot to take in at a
consultation.

We know from other areas of practice that,
when people have waited a long time for
something, they are understandably invested in
the treatment option that they think they are
coming towards. That sometimes means that,
when they take part in a discussion about possible
risks and benefits, what they hear is somebody
trying to put them off or to act almost as a barrier.

In that type of decision about treatment, where
the evidence base of the very long term is still
lacking, it is important that we are careful about
how we provide the information and that we give
people multiple opportunities to think about the
questions that they have and the need for them to
explore the answers. That is right and proper; it
just becomes very hard to do that in a service that
is under pressure with waiting times. Those two
things come into conflict, and we will need to think
about how we address that.

My points about how information is provided—
how people are given an opportunity to go away
and think about the information that they have and
to test it out in their own minds—are not unique to
this area of clinical practice. The situation is the
same in many areas of clinical practice.

Rhoda MacLeod: | have nothing to add to that.
Carol Mochan: Thank you.

Tess White (North East Scotland) (Con):
Tracey Gillies, are you saying that much more
work needs to be done on exploring the impact on
someone who takes suppressant hormones? For
example, it could impact on childbearing, and
there have been cases of incontinence and
detransitioning. Are you saying that more work
needs to be done on the impact?

Tracey Gillies: The 