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                GnRHa (‘Puberty Blockers’ ) and Cross Sex Hormones for Children and Adolescents: Informed Consent, Personhood and Freedom of Expression David Pilgrim Department of Psychology, University of Southampton, Southampton, UK Kirsty Entwistle Independent Practice, Guimarães, Portugal Ethical concerns have been raised about routine practice in paediatric gender clinics. We discuss informed consent and the risk of iatrogenesis in the pre- scribing of gonadotropin-releasing hormone analogues (GnRHas) and cross sex hormones to children and adolescents respectively. We place those clinical concerns in a wider societal context and invite consideration of two further rel- evant ethical domains: competing rights-based claims about male and female personhood; and freedom of expression about those claims. When reflecting on the assessment and medicalization of children and adolescents presenting at gender clinics, the matters of informed consent and iatrogenic risk should be the most pressing for clinicians. However, this is not just a matter of medical ethics, it also implies the need for a full ethical debate on competing notions of personhood and the defence of freedom of expression about trans- gender and its implications within contemporary democracies. keywords Sex, gender, transgender, capacity, iatrogenesis Introduction This article widens the lens on the controversial matter of paediatric gender tran- sition which entails the current standard practice of prescribing gonadotropin- releasing hormone (GnRH) analogues (more commonly known as ‘puberty This article has been republished with minor changes. These changes do not impact the academic content of the article.
 the new bioethics, Vol. 26 No. 3, 2020, 224 –237 © 2020 Informa UK Limited, trading as Taylor & Francis Group DOI 10.1080/20502877.2020.1796257 blockers’) to children and adolescents and cross sex hormones to adolescents. The first part of the article introduces some of the main concerns about informed consent and iatrogenic risk in paediatric gender transition. The second part argues that those concerns should be considered within the context of the competing claims about male and female personhood, most strongly disputed by transgender activists and gender critical feminists. The third part argues that current restrictions on freedom of expression on transgender and paediatric gender transition in modern democracies have implications for the question of whether children and adolescents are able to give informed consent. Those restrictions also bring into doubt whether clinicians are truly free to discuss the challenges of their practice.
 Paediatric gender transition became subject to increasing demand in recent years, before either empirical evidence or prolonged ethical debate had created a clear consen- sus on an optimal healthcare policy. This will be evident below in relation to arguments about what can and cannot be said about transgender, whether that is in relation to clinical case work or service rationales. Moreover, with reference to what ‘cannot be said ’, for now there is not only an absence of evidence and ethical consensus, there is also a tendency towards the selective proscription of opinion or argument.
 Reflecting this contemporary picture of relatively absent published research, many of the citations below are necessarily from the ‘grey literature ’, because it is in conference reports, social media discussions and mass media reporting that we find a rapidly evolving public debate about service developments. The latter have emerged prior to larger ethical deliberation or clinical and epidemiological research being published and interrogated in the academic literature. Rather than interven- tions being tested out for safety and efficacy in advance (as is the case typically in other clinical examples), paediatric gender transition services were implemented with a rationale but with only a weak evidence base. A proper reckoning about safety and efficacy could only then accrue on a post hocbasis.
 The first children ’s gender clinic to take an ‘affirmative approach ’(i.e. affirming transgender identification in adolescents) opened in The Netherlands in 1987 (de Vries and Cohen-Kettenis 2012), followed by the UK in 1989 (Di Ceglie 2018).
 What has come to be known as the ‘Dutch protocol ’was first introduced in 2000 (de Vries et al.2011). In this model GnRHa is prescribed to ‘halt puberty ’after 12 years old, added to with cross sex hormones to ‘masculinise or feminise ’the body at 16 years old and, after 18 years of age, vaginoplasty for males and mastect- omy, hysterectomy with ovariectomy and phalloplasty for females. In the UK, the Tavistock Gender Identity Development Service (GIDS) began prescribing GnRHa to children as young as 10 years old in 2011, as part of the ‘Early Intervention Study’ (Biggs2019). The latter author documents the debates and controversies sur- rounding that decision and the ongoing contention about the study.
 In recent years the mainstream mass media have been largely sympathetic to the concept of the transgender child. Television series such as ‘I am Jazz ’and ‘Butterfly ’ and tabloid reports emphasize the transformation of effeminate little boys into pretty girls in the context of their family. Social media, particularly YouTube, docu- ment the Female to Male (FtM) or Male to Female (MtF) ‘journey time lines ’of young people modifying their bodies with hormones and surgeries. Lewis (2019 ) has documented some of the recurring themes and messages in YouTube transition THE NEW BIOETHICS 225 videos, since they first began appearing in 2006, and notes that their increasing popularity coincides with increasing referrals to Tavistock GIDS.These dramatic testimonials and ‘infotainment ’have not been matched in volume by the more sober reporting of concerns and criticisms of recent norms about pae- diatric transition. Critics include lesbians and gay men, who recognize the contem- porary description of gender dysphoria as a familiar experience during their childhood and adolescence, as part of their emerging homosexuality. Accordingly, they are concerned that children and adolescents who might otherwise grow up to be homosexual are being pre-emptively shepherded into becoming transgender. Het- erosexual women have also raised their concerns that they would likely have been unnecessarily subject to medicalization if paediatric transition had been available decades ago (Hourican 2019).
 In the wake of this relatively recent expansion in the provision of paediatric gender transition in the UK, along with increased demand and the criticisms and controversies that at times have been provoked, the three ethical domains of concern have emerged for our consideration. We now offer a view about each of them.
 Informed consent, capacity and iatrogenic risk At the centre of this first ethical matter is whether children and adolescents should be diagnosed with gender dysphoria and whether they have capacity to give informed consent to GnRHas and cross sex hormones. Both of these are important, given the risk of clinical iatrogenesis. When the diagnosis of Gender Identity Disorder of Childhood (GIDC) was first introduced in the third edition of the Diagnostic and Statistical Manual (DSM-III) (American Psychiatric Association 1980) it was immediately controversial. In par- ticular, Bryant ( 2006) reporting that history noted that the DSM authors received ‘ voluminous ’letters of objection from feminist mental health professionals, some of whom called for the diagnosis to be discarded altogether (see later). In his pres- cient conclusion about DSM-III, Bryant (2006 ) cautioned against the trend towards a narrowing of focus on gender identity. Instead he offered an approach that did not define the child as the problem but rather helped families and children cope with the challenges of gender non-conforming behaviour. More recently, others have echoed this need for caution with regards to decontextualizing a child ’s or ado- lescent ’s transgender identification (Schwartz 2012, Marchiano 2017).
 Today, the production of case by case biopsychosocial formulations is an implicit and sometimes explicit push back against a point diagnosis approach to assessment.
 For this reason, the legitimacy of DSM diagnoses is brought into focus in debates about understanding the clinical presentation of particular cases. In the most recent iteration of DSM (DSM-5) (American Psychiatric Association 2013) ‘ Gender Identity Disorder ’was replaced by the putatively ‘less pathologising ’diag- nosis of ‘Gender Dysphoria ’.
 Gender clinics usually cite the guidelines of the World Professional Association of Transgender Health (WPATH), currently in their seventh edition (Coleman et al.
 226 DAVID PILGRIM AND KIRSTY ENTWISTLE 2012). These are produced on the basis of consensus by experts, namely the clini- cians and academics, who work in gender clinics and university gender studies departments, several of whom are transgender themselves. The guidelines have been criticized for their poor-quality evidence base (Swinford 2020). As with many other forms of professional guidelines, they reflect the interests of those invested in current forms of service provision (Ioannidis 2018) and so might be approached sceptically. Indeed the WPATH guidelines have been criticized as part of the pending UK Judicial Review of whether children and adolescents are able to give informed consent to GnRHa at the Tavistock Gender Identity Development Service (GIDS) (Swinford 2020).
 Concerns about hormonal interventions are also reflected in the fact that NHS England has recently commissioned an independent review of the evidence for GnRHas and cross sex hormones being prescribed to children and adolescents (Update on gender identity development service for children and young people 2020 ). This policy stock-taking has occurred in a context of recent changes and expanding practices in paediatric gender clinics in many countries, with a sharp increase in the rate of referrals and a switch in the sex ratio of children being referred, which is now biased towards females (Kaltiala-Heino, et al.2015, Zucker, 2019).
 Concerns about the need for a particular consideration of autistic features of the children referred to gender clinics, have been raised (Bradley 2017, Stagg and Vincent 2019). Currently there are no reliable diagnostic or assessment tools avail- able in routine use that would enable a practitioner to discern the extent to which a child ’s autism is contributing to their wish to make a gender transition.
 The ‘Dutch approach ’originally posited GnRHas as ‘offering time to make a balanced decision about gender reassignment ’(de Vries and Cohen-Kettenis 2012 ). However, it has emerged that children and adolescents prescribed GnRHas invariably go on to cross sex hormones (de Vries et al.2011, Biggs 2019, Cohen and Barnes 2019). In the absence of evidence from randomized controlled trials, we are left to speculate as to why so few children and adolescents seemingly desist from their transgender identity and accept their natal sex while they are being medi- cated with GnRHas. This broad patient compliance brings with it iatrogenic risks that may include compromised bone health, fertility, genital development and sexual function (Laidlaw et al.2019). Puberty is a key period in human development, including brain maturation (Blakemore 2019) but the impact of GnRHas on the latter in ado- lescents remains largely un-investigated. However there is evidence from animal studies that GnRHas compromises cognitive functions (Hough et al.2017).
 Asking a child or adolescent to make a decision on whether they wish to put at risk their fertility, their genital development, their capacity for full sexual function and their brain development, in a context of an expressed need to resolved their immedi- ate distress is thus ethically problematic This leap in faith could only be unambigu- ously ethical if medical transition ensured a life better than the status quofor the patient. Indeed trans-affirmative advocates make this very claim. For example, in 2008 Giordano, the bioethicist, who had an influential role in the UK adoption of GnRHas at GIDS, claimed that ‘anything (sic) is better than life in an THE NEW BIOETHICS 227 alien (sic) body’(cited in Biggs 2019; see also Giordano 2008and Giordano and Holm 2020). However, in clinical practice, and case by case, there is no confident basis from which to test this dogmatic claim. Logically and empirically it is not poss- ible to prove whether the same child would fare differently if, instead of the biome- dical routines of the Dutch protocol, they were given psychological support in line with Bryant ’s advice noted above or they were simply offered no interventions at all from healthcare. An alternative view to Giordano is that a child may report that their body feels wrong and that they wish for something other but there is nothing objectively wrong or ‘alien ’about their body (cf. Brunskell-Evans and Moore 2018). Giorda- no ’s phrasing is an ontological statement (indicating that the body isalien) whereas a subjective account or experience is an epistemic matter, driven or even constituted by a state of existential confusion and distress. This alternative view then would be that there is nothing wrong with the child ’s body (indeed physically no abnormality is detected) but instead the child is unhappywith that healthy body. To propose a biomedical solution to this experienced distress, with no guarantee of mental health gain, risks the child ’s future health and so is a serious matter. The extent to which clinicians can transparently elaborate to patients their full knowledge or gaps in their knowledge about iatrogenic risk is always challenging, even with adults. In the case of children, because of lesser capacity the dilemma is amplified. A specific consideration about informed consent and the wish to make a gender transition is that the existential state often contains within it a strong desire for a speedy physical resolution to psychological distress. Accordingly, because of this urgent and anxious expressed need, adult patients may be inclined to discount iatrogenic risks in their pursuit of masculinizing or fem- inizing their bodies; such risk taking is also seen in patients with various types of body dysmorphia. That tendency in children and adolescents is then compounded by further constraints on capacity because of their age (Levine 2018). The latter author notes that, as a consequence, the imperative to affirm gender identity and clear a path for hormonal interventions leads to a contradiction. On the one hand the WPATH guidance recommends an informed consent process but on the other it calls for ‘hormones on demand ’. A free market in the latter would undermine a careful risk appraisal with patients. Despite this risk, some trans-affirmative authors currently object to the ‘gatekeeping ’imposition on patients about hormone availability (e.g. Ashley 2019).
 In light of all of this contention, the rationale and fate of the original ‘Dutch pro- tocol ’invites scrutiny. Genital surgeries are not available until the patient is at least 18 years old. Even so, in the initial Dutch cohort one of the 55 patients, who began their gender transition as an adolescent, died at approximately 20 years old. The cause of death was necrotizing fasciitis, following vaginoplasty (de Vries et al.
 2014 ). Proponents of the Dutch protocol confirm its success, despite this fatality and the fact that five other patients from the first cohort failed to participate in the one year follow up (de Vries et al.2014). Furthermore, there were important missing data; at that follow up point, none of the females had yet undergone the risky procedure of phalloplasty.
 228 DAVID PILGRIM AND KIRSTY ENTWISTLE Despite this weak evidence base for the universal adoption of the Dutch protocol, recently there have been calls on gender clinics and lawmakers to reduce the legal age for genital surgeries in the US and mastectomies in Sweden (Mattisson and Jemsby 2019 ). In the UK, Susie Green the CEO of Mermaids, the charity for transgender children, took her own child to Thailand for vaginoplasty at 16 years old (Gilligan 2019 ) and in 2018 Mermaids lobbied UK parliament to lower the age for children to access cross sex hormones (Mermaids 2018). However, pushing back against that lobbying, the UK Government announced in April 2020 that those under the age of 18 would be protected from making irreversible decisions (Minister for Women and Equalities Liz Truss Sets Out Priorities to Women and Equalities Committee 2020 ).
 Political caution about recent taken for granted forms of good clinical practice seems to be warranted on ethical grounds, in light of our earlier description of the Dutch protocol and its touchstone role. There have been a few observational, longi- tudinal studies on paediatric gender transition and high quality evidence on long term effects is lacking (Chew et al.2018, Heneghan and Jefferson 2019). Further- more, there have been no randomized controlled trials to compare the outcomes for different interventions for resolving gender dysphoria. Given the absence of clear evidence about efficacy but the known iatrogenic risks of hormone treatments, it is ethically problematic for clinicians or gender affirmative campaigners to claim that they will successfully ‘treat ’gender dysphoria and significantly reduce the risk of suicide. This point about political and ethical caution has been highlighted further by the emergence of ‘detransitioners ’and their testimonies. They report that their decisions to detransition are not being systematically documented by their gender clinics and that one of their aims in speaking out publicly is to forewarn other incipient patients.
 At the first UK conference for detransitioners in 2019‘Livia ’, a detransitioned woman in her early twenties reported:
 Lately, I ’ve just felt like it’ s incredibly important to get these stories out. I really never heard of detransitioners or detransitioning …I really thought that with gender dys- phoria you cannot regret transition …transition simply didn ’t help me …I pass as male …I’m treated as male and that felt really, really good but when I went back home and could look at myself in the mirror and I still didn ’t see a man. When I look at my body I realise I ’m never going to see a male body …so why am I doing this?
 Alternative accounts of the complex outcomes of cross sex hormones and gender surgeries gleaned from social and printed mass media have foreshadowed systematic research because service developments and objections to them have occurred already. The field of paediatric transgender medicine is not like drug or vaccine development, where there was a long period of testing before clinical innovations were permitted. Instead, services themselves are the trial for the widely adopted ‘Dutch protocol ’noted above, in the sense of being a naturalistic experiment, which is already accruing its supporters and critics. Currently, paediatric medical transition is conceptualized as a staged process, where the child or adolescent consents to medical interventions at each ‘stage ’.
 However, it has not been rigorously investigated as to whether the putative stage THE NEW BIOETHICS 229 distinctions are actually valid. As was noted above, nearly all children who are pre- scribed GnRHas go on to cross sex hormones, de factoblurring the stage distinction, even though gender clinicians do not obtain informed consent for both at the outset.
 There is also a blurring of the ‘stages ’between testosterone and hysterectomy for female patients. For example, an information leaflet from a UK NHS Adult Gender Clinic recommends a hysterectomy routinely, after two years of taking tes- tosterone because of typical thickening of the uterine wall (Seal 2016).
 If this patient advice is accurate then paediatric gender clinics should have a duty to present female adolescents with the same information given in adult services, when they are eligible to begin testosterone at around 16 years old. Overall, there appears to be a strong case that for female patients GnRHas, testosterone and hys- terectomy are inextricably linked and so informed consent should be obtained for the three interventions at the outset. These concerns about physical effects predomi- nate in ethical considerations about iatrogenesis. In addition there is the matter of defining mental health outcomes, which itself is a point of contention in this field. For example, in the 1970s feminist mental health professionals, led by Ann Chap- pelle (Bryant 2006) objected to the creation and inclusion of Gender Identity Dis- order in Childhood in DSM-III, published in 1980, because they did not believe ‘ masculine girls ’should be pathologized (a concern that has now come to pass in current services). As Lev ( 2006) commenting on this period noted, DSM did ‘not appear to recognise the impact of forty years of feminism ’and referred to the DSM-IV-TR diagnostic criteria for Gender Identity Disorder as the ‘clinical reifica- tion of sexism. ’However, that position was one of second wave feminism of the 1970s. As we will now discuss, third wave feminism imported a different ideology about sex and gender.
 Competing notions of personhood The above ethical considerations about informed consent and iatrogenic risk are being debated in a wider context in which rights about personhood are also being contested. In particular there is an incommensurability between claims from gender critical feminists that a woman is an ‘adult human female ’and those from transgender activists and allies that ‘a transwoman is a woman ’.
 The two positions are not just about different versions of ethical warranting about the nature of male and female personhood, they reflect incommensurable presuppo- sitions about ontology. For those who state that a woman is an ‘adult female ’, sex is determined at fertilization and then describedat birth. This realist assumption follows from the evidence that in over 99.9% of cases in all mammals, including humans, there is clear sexual dimorphism. Intersex phenomena are the exception that proves this rule of biological ontology and even in those cases what happens at fertilization is immutable (Delimata 2019).
 For philosophical realists, the notion of ‘non-binary ’is simply unwarranted in relation to sex. If a woman is an adult female and a man is an adult male, then cross sex hormones and/or surgery of phenotypical presentations do not alter that ontological distinction. Realists concede though that gender expression can vary across time and place; its range and forms of meaning are linguistically mediated 230 DAVID PILGRIM AND KIRSTY ENTWISTLE and socially negotiated. They also concede that, subjectively, people may be dis- tressed about the sense of who they are. However, these matters of gender non-con- formity and identity confusion have no logical bearing on the immutability of biological sex (Hull2006, Pilgrim 2018).
 The prospect that this realist conventional wisdom might be open to question began with the transsexual patient during the twentieth century and with it the notion of a ‘sex change ’was now possible making sex an option not a biological fact (Gherovici 2010). If psychologically and culturally ‘sex ’might be a matter of choice, not biology, then medical science could be called upon to confer mutability in practice. In parallel to this, the social science research community began to replace ‘ sex ’with ‘gender ’to describe subjects in order to respect and reflect this cultural shift about self-identity (Haig 2004).
 Today the taken for granted assumption from transgender activists and supporters is that ‘gender ’and/or ‘sex ’is assigned at birth (Human Rights Campaign n.d). This social constructivist position then is at odds with traditional realist understandings of biological facts noted above. Not only are sex and gender conflated they are ren- dered a linguistic matter, perspective or the subjective judgement of the adults present, with no ontological referent. This epistemological position of ‘perspecti- vism ’emerged, during the 1980s with post-structuralism, Queer Theory and third wave feminism, marking a break with the realist orthodoxy of both biological science and second wave feminism (Butler, 1999, Feinberg 1999). We now have a tense legacy with both of the above contrasting metaphysical positions shaping healthcare policy unevenly. Reflecting this postmodern turn, the glossary on the UK GIDS website states, Gender assigned at birth is a term used to describe the gender that someone was identified as at birth, usually by looking at their genitalia …Historically, our service used the terms “natal / born ”or “biological ”to describe the sex and gender someone was identified as at birth. However, we try where possible to avoid these terms now as some people feel that they privilege biology over their lived and felt identity.
 ( https://gids.nhs.uk/glossary ).
 This service philosophy then has a strong embedded constructivist presumption and its anti-realism runs the risk of confusing young patients. There is a clear difference between children and adolescents believing that hormones and surgery will make them the opposite sex and them believing that although their sex will not change, hormones and surgeries might enable them to ‘pass ’as the opposite sex. If a young female patient believes that testosterone and surgery will enable her to produce sperm and impregnate a woman (Chiniara et al.2019) then she is mistaken and so a naïve gender affirmation policy in clinics would risk that patient being misled. Moreover, the feeling of being an imposter may emerge or remain:
 ‘ passing ’has been reported to bring its own problems (Mccann 2017, Switz 2019).
 Finally in this section we can note the importance of sex-linked pathology. The failure to distinguish sex from gender can matter profoundly in healthcare. The naïve replacement of sex with gender will create problems in attending to sex- linked forms of pathology, which is important for medical records (Dahlen 2020).
 Abdominal pains for a transwoman will never be because of uterine fibroids and THE NEW BIOETHICS 231 only natal men, not transmen, might develop testicular cancer. The different immune response triggered by XX or XY chromosomes affect both mortality and morbidity (Moalem2020). For example, in the Covid pandemic of 2020, biological males were twice as likely to die as females.
 Freedom of expression In contrast with the ethics of paediatric medical transition, other controversial matters such as abortion or the de-pathologisation of homosexuality have been recurrently and fully debated by protagonists adopting different and competing ethical stances, arising for religious or scientific reasons. However, the increasing incidence of paediatric medical transition is occurring in a different context. There is clear evidence that those expressing ethical or political doubts about clinical rou- tines, which are predicated on a gender-affirmative approach, which prioritizes the diagnosis of gender dysphoria over psycho-social formulations case by case, are being constrained or silenced, A key event occurred in 2015 when the clinical psychologist Ken Zucker was dis- missed from his lead role at the Family Gender Identity Clinic at the Centre for Addiction and Mental Health (CAMH) in Toronto. His biopsychosocial model for childhood gender dysphoria (Zucker et al.2012) aimed to help children ‘feel comfortable in their own skin ’. His preference for psycho-social interventions, rather than biomedical ones (though he did not reject these wholesale), attracted the attention of transgender activists. They created a petition entitled ‘Eliminate Dr Kenneth Zucker and his Practice of Transgender “Reparative Therapy ”’, which obtained over 2000 signatures. After he was dismissed, and following litiga- tion, he received an apology from his previous employers and a substantial financial settlement, though he was not re-instated. Zucker and his supporters have argued that his biopsychosocial model was mis- represented as ‘conversion therapy ’and that gender dysphoric children are likely to be affected detrimentally because of the impact of ‘strident politics ’(Herbert 2016).
 However, there are activists and academics in North America and the UK who con- tinue, inaccurately, to describe Zucker’ s practice as‘conversion therapy ’(Wright et al. 2013). The Zucker case appears to have had a contradictory recent cultural impact. On the one hand many sceptical clinicians may fear expressing their doubts about service philosophies, notably the Dutch protocol. On the other hand, this has also stimulated critique and robust opposition from a range of parties, who in turn have then been attacked by their opponents. That tension was evident before the Zucker case, with trans-activist attacks being evident in relation to academic critiques of the metaphysical assumptions of their ideology (e.g. Bailey 2003, Dreger 2015). These hostile reactions were also evident in response to the suggestion by Blanchard (2005 ) that some transgender patients are sexually aroused by the image of themselves as a woman ( ‘autogynephilia ’).
 These episodic attacks on anyone who, for any reason, might query trans affirma- tive assumptions and aims have taken a variety of forms, both in professional dis- course and in wider public discussions. As well as the Zucker case, some gender 232 DAVID PILGRIM AND KIRSTY ENTWISTLE critical feminists have been‘no platformed ’on university campuses or have suffered hostile lobbying about their teaching (publicized cases in Britain include those of Julie Bindel, Linda Bellos, Kathleen Stock, Selina Todd and Germaine Greer). Fur- thermore, women attempting to meet to discuss their sex based rights have been met by angry demonstrations and actual or threatened violence (including bomb threats). These female academics are today sustaining a position from second wave feminism about the ontology of sex (Oakley 1972, Greer 1999). Another example of attacks upon academic freedom was in 2017 when James Caspian a research student at Bath Spa University was banned from investigating detransi- tioners. He challenged in the ban in court but was unsuccessful.
 Thus, a shift in both public and academic discourse is now discernible. The tra- ditional emphasis upon freedom of expression and the avoidance of ad hominem attacks associated with defences of liberal democracies (Mill 1859, Arendt 2005) have now been challenged by the growth of identity politics. Criticism from the latter can now extend to the denial of freedom of expression, with ad hominem attacks being warranted by the claim of ‘epistemological privilege ’. In this case the logic or evidence offered by a critic can be deemed to be irrelevant and dismis- sible if they are not transgender themselves. The legitimacy of the speaker or writer and that of their view become conflated.
 In another example of the subversion of open dissent about gender, in 2019 the British Psychological Society (BPS) issued guidance that uses terminology such as ‘ gender assigned at birth ’and indicates that transgender is a ‘part of human vari- ation ’(a truism). The guidelines state that clinicians should typically take an affirma- tive stance towards transgender identity and that they must provide ‘robust clinical reasoning ’, when and if they do not support a client ’s transgender identity, including in forensic or neuropsychological contexts (British Psychological Society 2019).
 This guidance renders any researcher or clinician expressing doubts about a policy of ubiquitous gender affirmation in their work as being ethically suspect. Such doubts, according to the guidance, may reflect ignorance or prejudice; they are not afforded any legitimacy as viewpoints. With this guidance in mind, clinicians might then be constrained in their discussion of clinical complexity or the increasing numbers of referrals of adolescent females to paediatric gender clinics. Psychologists may also wish, in good faith, to explore gender dysphoria in adoles- cents as being embedded in a wide range of psychosocial difficulties, emerging from particular familial, educational and social contexts. Psycho-social complexity is likely to be unacknowledged if the focused and routine expectation in psychology services is to affirm transgender identity, diagnose gender dysphoria and refer on to endocrinology services. Currently, the BPS guidance would seem to inhibit, not encourage, ethical debate about all of these matters. The implications of the BPS guidance, if taken as a prescription for good practice and a warning against deviations from its strictures, are several. The heterogeneity of clinician viewpoints about their practice would be denied or their discussion supressed (Hilário 2019). On the demand side the highly varied emergent context of gender non-conformity in young people would be dismissed in favour of a reduc- tionist form of practice based on routine affirmation and diagnosis of gender dys- phoria, with a typical referral on to endocrinology services. In particular the THE NEW BIOETHICS 233 variegated mental states of children referred (including autism) and particular par- ental motives would be obscured and their full exploration discouraged.Ironically, the BPS guidance legitimizes a very limited psychologicalrole within a form of practice necessarily dominated by biomedicine (hormones and surgery).
 This fails to exhaust other psychologically-informed forms of practice, including individual and family therapy or even the normalizing choice of deliberate non-inter- vention. These options are commonplace in mental health services more widely and yet paediatric transition, for now, is governed by a much more limited approach.
 The BPS guidance strongly reinforces, rather than cautiously debates, these current restrictive clinical norms.
 Conclusion We have widened the lens beyond the clinical practice of prescribing GnRHas and cross sex hormones to children and adolescents presenting at gender clinics. We pro- vided reasons why paediatric gender transition should be considered holistically and that the current practice of obtaining informed consent to medical interventions individually is open to serious question.
 There is a lack of evidence to date to show that the benefits of the ‘Dutch protocol ’ outweigh its iatrogenic risks. Children and adolescents are being asked to make sig- nificant decisions about their future lives and appearance, even though no public consensus has been established about male and female personhood. The Dutch pro- tocol, guided by a trans-affirmative approach, was enacted and adopted elsewhere internationally before the ethics of medical transitioning in children had been debated or the efficacy and safety of hormonal and surgical interventions had been established properly. At present paediatric gender clinics may claim that a child is able to provide informed consent to GnRHa as the ‘first step ’. However, GnRHa is not a circum- scribed intervention as part of a clear and neatly staged set of decisions. Instead it is the beginning of a highly complex medico-legal process that has become highly contested. In the current context of ethical controversy, gaps in evidence and unre- solved legal proceedings, informed consent cannot be ensured for patients. Accord- ingly, caution is implied and the stricture of non-maleficence should be considered seriously. We have argued that it is necessary to situate paediatric medical transition in the social context of rights-based arguments about male and female personhood and we finished by considering the wider ethical question of freedom of expression. The debates on paediatric transition and the conflict between women ’s rights and trans- gender rights are unusual because they have been characterized by processes of suppression. Freedom of expression about unresolved empirical and ethical matters in relation to paediatric gender transition has been constrained by a range of recent cultural forces. These include the intimidation of academics, the punishment and disparage- ment of dissenting clinicians and the insinuation of an uncritical gender affirmative approach into guidance from professional organizations.
 234 DAVID PILGRIM AND KIRSTY ENTWISTLE We conclude that ethical discussions about paediatric medical transition should attend to all three of the domains outlined at the start. The second and third provide us with a context of reflection, beyond the immediate pressing dilemmas facing clinicians encountering children and adolescents in gender clinics. This is a wider public policy contention that is not limited to clinical dilemmas alone.
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