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Providing feedback and comment  
on HSIB reports

At the Healthcare Safety Investigation Branch (HSIB) we welcome feedback on 
our investigation reports. The best way to share your views and comments is to 
email us at enquiries@hsib.org.uk or complete our online feedback form at  
www.hsib.org.uk/tell-us-what-you-think.

We aim to provide a response to all correspondence within five working days.

This document, or parts of it, can be copied without specific permission providing 
that the source is duly acknowledged, the material is reproduced accurately, and 
it is not used in a derogatory manner or in a misleading context. 

© Healthcare Safety Investigation Branch copyright 2022.
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About HSIB 

We conduct independent investigations of patient safety concerns in NHS-
funded care across England. Most harm in healthcare results from problems 
within the systems and processes that determine how care is delivered. Our 
investigations identify the contributory factors that have led to harm or the 
potential for harm to patients. The safety recommendations we make aim to 
improve healthcare systems and processes, to reduce risk and improve safety. 

We work closely with patients, families and healthcare staff affected by patient 
safety incidents, and we never attribute blame or liability. 

Considerations in light of coronavirus (COVID-19) 

A number of national investigations were in progress when the COVID-19 pandemic 
significantly affected the UK in 2020. Much of the work associated with developing 
the investigation reports necessarily ceased as HSIB’s response was redirected. 

For this national report, while the learning described has not changed due to 
COVID-19, the processes HSIB used to engage with staff had to be adapted. This 
included fewer face-to-face interviews and interactions and an increased use of 
virtual interviewing. Owing to the nature of this investigation there was no need to 
visit clinical areas to observe work in practice.  

About this report 

This report is intended for healthcare organisations, policymakers and the public 
to help improve patient safety in relation to challenges that people may face in 
accessing gender dysphoria services. For readers less familiar with this area of 
healthcare, any specific medical or technical terms are explained in the body of 
the report.
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Our investigations

Our investigators and analysts have diverse experience of healthcare and 
other safety-critical industries and are trained in human factors and safety 
science. We consult widely in England and internationally to ensure that our 
work is informed by appropriate clinical and other relevant expertise.

We undertake patient safety investigations through two programmes: 

National investigations

Concerns about patient safety in any area of NHS-funded healthcare in 
England can be referred to us by any person, group or organisation. We 
review these concerns against our investigation criteria to decide whether to 
conduct a national investigation. National investigation reports are published 
on our website and include safety recommendations for specific organisations. 
These organisations are requested to respond to our safety recommendations 
within 90 days, and we publish their responses on our website.

Maternity investigations 

We investigate incidents in NHS maternity services that meet criteria set out 
within one of the following national maternity healthcare programmes: 

• Royal College of Obstetricians and Gynaecologists’ ‘Each Baby Counts’ report

• MBRRACE-UK ‘Saving Lives, Improving Mothers’ Care’ report.

Incidents are referred to us by the NHS trust where the incident took place, and, 
where an incident meets the criteria, our investigation replaces the trust’s own 
local investigation. Our investigation report is shared with the family and trust, 
and the trust is responsible for carrying out any safety recommendations made in 
the report.
 
In addition, we identify and examine recurring themes that arise from trust-level 
investigations in order to make safety recommendations to local and national 
organisations for system-level improvements in maternity services.

For full information on our national and maternity investigations please visit 
our website. 

https://www.hsib.org.uk/investigations-cases/
https://www.hsib.org.uk/
https://www.hsib.org.uk/


5

 Executive Summary

 Background

 This investigation explores the care of patients who present to child and adolescent 
mental health services (CAMHS) with questions about their gender identity and 
are referred to specialised gender dysphoria services. Gender dysphoria is a sense 
of unease, distress or discomfort that a person may have because of a mismatch 
between their biological sex and their gender identity. For example, a child who is 
registered as male at birth might feel or say that they are a girl, or feel that neither 
‘boy’ nor ‘girl’ are the right word to describe how they feel about themselves. Gender 
dysphoria is not identified as a mental illness by the NHS, but some people may 
develop mental health problems because of gender dysphoria.

 As an example, which is referred to as ‘the reference event’, the investigation 
reviewed the care of a young person who was questioning their gender identity.  
This investigation’s findings, safety recommendations and safety observations are 
aimed at helping to further direct ongoing national work to improve care across 
the NHS for children and young people who may be waiting to access gender 
dysphoria services. 

 The investigation of the reference event shows the complex range of local services 
that may provide support to patients waiting to access specialised gender 
dysphoria services. This may also be the case in other specialist areas of mental 
health such as learning disabilities or eating disorder services.  

 The reference event 

 HSIB identified a patient safety incident involving an 18 year old transgender 
man. The Patient had been referred to CAMHS at 15 years old with concerns 
about his mental health and gender identity. At 16 years old, the Patient was 
referred to the Gender Identity Development Service (GIDS).

 At 17 and a half years old, the Patient was advised by the GIDS that he would not 
be seen within GIDS before he turned 18 years old. His referral was then transferred 
to the waiting list of an adult gender dysphoria clinic (GDC), where his previous 
waiting time with the GIDS was accounted for. However, the Patient was told that 
this would still incur a further 22 month wait before he could access specialist 
gender dysphoria services.

 The Patient continued to receive care from CAMHS beyond his 18th birthday 
while he waited to access the GDC, during which time expressed frustration at the 
waiting time to access specialist gender dysphoria services. The Patient sadly died 
by suspected suicide before his 19th birthday.
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 The national investigation 
 
 HSIB was notified of a patient safety incident relating to the waiting times and 

support available for patients accessing specialised gender dysphoria services. 
The notification was made by the Trust, which was concerned  about its capacity 
and ability to care for patients waiting to access specialised services. 

 At the time of the investigation there was a 24-month wait to access the GIDS, and 
longer waits to access adult GDCs. The number of patients seen by the GIDS had 
increased year on year from 77 patients in 2009/10 to 2,383 patients in 2020/21.

 The investigation gathered a range of evidence from the Patient’s family, the Trust 
involved in the reference event, the Patient’s GP, local voluntary and charitable 
sector (VCS) organisations, the GIDS, the GDC, and national stakeholders.

 The investigation was carried out between June and September 2021 so that 
the initial findings could quickly be made available to inform rapidly progressing 
national work by: 

• NHS England and NHS Improvement

• the independent review of gender identity services for children and young people 
(the Cass Review) which aims to improve gender dysphoria services for children 
and young people. 

 Findings
 
• There has been a significant increase in the number of patients wishing to access 

specialised children and young people’s gender dysphoria services.
 
• There is significant national work underway to assist in improving care for children 

and young people waiting to access specialised gender dysphoria services.
 
• Child and adolescent mental health services, and other non-specialised services, 

have been required to provide care to patients and ‘hold the risk’ for patient care 
while patients wait to access specialised gender dysphoria services.

 
• There is a lack of capacity, capability, and specialist skills within non-specialised services 

to provide support to patients who have specific gender identity concerns. Gender 
dysphoria services are highly specialised and require specialist professional expertise.

• There is reliance on local voluntary and charitable sector organisations to 
supplement knowledge and expertise in caring for patients with gender identity 
concerns before they access specialised services.
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• There are barriers to information sharing between networks of NHS and non-NHS 
organisations that may be involved in the care pathway for children and young 
people accessing and waiting to access specialised gender dysphoria services.

 
• There is a lack of capacity within the specialist workforce to support an increase in 

specialised gender dysphoria services to meet the reported increase in demand for 
these services.

 
• There is a lack of capacity and capability to ensure proactive risk assessment of 

the health of patients waiting on the GIDS waiting list.
 
• There is a lack of capacity and capability to ensure proactive risk assessment of 

the risk to individual patients who are transferring from the GIDS waiting list to a 
GDC waiting list.

HSIB makes the following safety recommendation
 
 This safety recommendation is made to identify specific hazards to patient safety that 

may require further attention as part of ongoing national work in this area. 

Safety recommendation R/2022/191: 
HSIB recommends that NHS England and NHS Improvement incorporates the 
findings of this investigation into plans to further review and develop the service 
specifications for specialised gender dysphoria services. This should include 
further work with relevant stakeholders to:

A

• Identify the role of relevant voluntary and charitable sector organisations in 
supporting patients with gender identity concerns and facilitate information 
sharing between these organisations and regional professional support 
services. 

 
B

• Identify work to improve the transfer of care, management, and proactive risk 
assessment of patients who are moving from the Gender Identity Development 
Service waiting list to a gender dysphoria clinic waiting list. 
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HSIB makes the following safety observations

 These safety observations are made in support of ongoing national work exploring the 
care of children and young people with gender dysphoria

Safety observation O/2022/161: 
It may be beneficial if professional bodies produced further advice and guidance 
to assist NHS staff who may need to provide care to patients with gender identity 
concerns while patients are waiting to access support from specialised gender 
dysphoria services. 

Safety observation O/2022/162: 
It may be beneficial if local healthcare commissioners had up-to-date and easily 
accessible resources to identify all relevant services within a locality that could 
provide support to patients with gender identity concerns. 

Safety observation O/2022/163: 
It may be beneficial if further work considered the ability to allow for shared 
record systems and ways to appropriately share information between NHS and 
non-NHS services involved in the care of patients with gender identity concerns. 

Safety observation O/2022/164: 
It may be beneficial if further work considered the availability and accessibility 
of specialist training to help in the care of children and young people who have 
gender identity concerns or gender dysphoria.
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Further  
information 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an  
investigation then please read our  
guidance before contacting us.

 @hsib_org is our Twitter handle.  
We use this feed to raise awareness of 
our work and to direct followers to our 
publications, news and events.

Contact us
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 

We monitor this inbox during normal office 
hours - Monday to Friday from 09:00 hours to 
17:00 hours. We aim to respond to enquiries 
within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk


