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ABSTRACT

Background: Little is known about how social and cultural variants interact 
with gender identity development. This article aims to identify the ethnicities 
of children and young people referred to the United Kingdom’s national 
Gender Identity Development Service (GIDS), and compare the ethnicity 
data with the UK child population and referrals to Child and Adolescent 
Mental Health Services (CAMHS).

Methods: GIDS referrals made between April 2012 and April 2015 for children 
and young people were retrieved. Ethnicity data were obtained by the ‘16 + 1’ 
ethnicity list. Chi-square and t-tests were performed on the demographics.

Results: Less than 10% of the 995 referrals at GIDS were from Black and 
minority ethnic (BME) groups – an underrepresentation as compared with 
both the national population and CAMHS figures. No significant differences 
in ethnic representation were found between the demographic birth-
assigned gender, across age groups, or year of referral.

Conclusions: Hypotheses proposed for this underrepresentation take into 
account both the potential barriers to accessing services and the possibility 
of cross-cultural variations in the conceptualisations of gender, gender roles 
and gender diversity. Ethnicity, culture and religion, and their overlapping 
relationship with gender need further exploration.
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INTRODUCTION

Gender identity and ethnicity are two aspects of identity which significantly 
constitute our personhood and shape our embodied experience. Gender 
identity describes our felt sense of female-ness, male-ness or other 
gendered-ness (gender diversity), and is located within a historically, 
socially, and culturally specific context, often mediated by socially obligatory 
norms (American Psychiatric Association, 2013; Butler, 2004). Some people 
experience an incongruence between their experienced gender and their 
birth-assigned gender. In extreme forms the incongruence can lead to 
significant distress and individuals may access a specialist gender identity 
service for further psychological or medical support, at times requiring/
meeting a diagnosis for gender dysphoria (American Psychiatric Association, 
2013).

The concept of ethnicity can be difficult to define, but frequently refers to a 
group or community with shared cultural values, customs and belief systems 
based on common heritage, ancestry or history (McGoldrick, Giordano, 
& Garcia-Preto, 2005; Phinney, 1996, 2000). Ethnicity is defined differently 
from race, but the two terms are often conflated. Race was historically a 
hierarchical categorization of people based on their biological features 
such as skin colour and so on. However, more recent social constructionist 
views contest this pseudo-biological cataloguing of humans, and instead 
proposes that ‘race’ itself does not exist. From a social constructionist 
perspective, race is conceptualized as a by-product of the diverse social 
environments and societal interactions between distinct groups of people, 
which are culturally transmitted, biased and historically specific (Burr, 2015; 
Machery & Faucher, 2005). Given its previously negative connotation, race 
is being replaced by ethnicity in scientific literature and also across Europe 
(Afshari & Bhopal, 2002; Bhopal, 2004); hence, the concept of ethnicity is 
used in this paper. Both, gender identification and ethnicity are important 
constructs when individuals define their identity (Brown, Alabi, Huynh, & 
Masten, 2011).  

In recent years, the healthcare and psychological literature has increasingly 
recognised the importance of attending to the intersections of identities when 
looking at access to healthcare and health outcomes. The United Kingdom’s 
National Health Service (NHS) is committed to improving equity of access 
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to services regardless of background or circumstances (Department of 
Health, 1999, 2000), yet significant health and mental health disparities exist 
for people from minority groups. Gender diverse young people experience 
higher levels of mental health difficulties, such as anxiety, depression and 
suicidal thoughts, than their cis-gendered (a person who identifies their 
gender as being the same as the sex they were assigned at birth) peers 
(Holt, Skagerberg, & Dunsford, 2016). Lesbian, gay and bisexual people 
also have poorer health outcomes than their heterosexual counterparts 
(Conron, Mimiaga, & Landers, 2010; Hatzenbuehler, McLaughlin, & Slopen, 
2013). Furthermore, research suggests that black and minority ethnic (BME) 
groups are at elevated risk of developing symptoms of psychosis (Kirkbride 
et al., 2008) and are less likely to access healthcare services as compared 
with people of White ethnicities (which included White-British, White-Irish 
and any other White background) (Cooper et al., 2013). 

Rather than label these poorer outcomes as inherent within particular 
communities, theories have increasingly identified the social factors 
mediating these outcomes. Theories such as the minority stress model 
(Levitt & Ippolito, 2014) suggest that the cumulative effects of stress, such 
as stigma and discrimination, have adverse effects on health and mental 
health experiences on stigmatised groups of people. This theory points to 
the differential effects of power and oppression on the identities and bodies 
we inhabit and is supported by research of gender diverse young people, 
which shows that they continue to experience higher levels of bullying, 
social ostracism and societal intolerance than their gender conforming 
peers (de Vries, Steensma, Cohen-Kettenis, VanderLaan, & Zucker, 2016; Di 
Ceglie, 2017; Steensma et al., 2014).

People who occupy multiple minority identities simultaneously may be at 
increased risk of experiencing multiple and cumulative effects of oppression 
and discrimination (Grollman, 2014). The theory of intersectionality is a 
useful framework which addresses simultaneous dimensions of oppression 
(Crenshaw, 1990). It stipulates that the convergence of multiple identities 
can offer unique experiences of oppression, privilege or power. Thus, our 
identities such as class, gender, sexuality, ethnicity, age, etc. are not affected 
independently of each other – instead they interrelate and implicate our 
experiences of power, discrimination and privilege. With transgender youth, 
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more evidence starts to emerge about the role of peer relationships and 
social ostracism (de Graaf et al., 2018; de Vries et al., 2016), but little is known 
how other factors, such as ethnicity, may interact with gender identity 
development and experience. Data on the experience of individuals with 
gender dysphoria from diverse ethnic backgrounds is almost non-existent 
(Budge & Pankey, 2016). A recent meta-analysis found that, of the 442 studies 
published in the area of transgender issues, 42% of articles did not report 
any information related to the race or ethnicity of its participants (Moradi et 
al., 2016). Thus, further research in this area is urgently needed, particularly 
given increasing referrals rates of transgender youth to specialist gender 
identity services, high rates of co-occurring difficulties and wider societal 
effects on gender identity (Aitken et al., 2015; de Graaf et al., 2018; Holt et al., 
2016).

Gaining a better understanding of the ethnicities of the child- and adolescent 
population being referred to specialist gender identity services is a crucial 
initial step in this research area, particularly since the UK population is 
currently at its most diverse, with 14.0% of the adult population, and 18.2% 
child and adolescent (10-19 years old) population identifying as non-White 
(Office of National Statistics, 2011). It is thus important to identify whether 
young people from different ethnic backgrounds are seeking help from 
specialist gender identity services and whether their ethnicities are in 
proportion to the wider population in the United Kingdom. This study aims 
to investigate the ethnicities of the children and young people referred to 
the United Kingdom’s national Gender Identity Development Service (GIDS), 
and evaluate whether this is representative of the diverse population of the 
UK today. We also aim to compare the ethnic make-up of young people 
referred to GIDS to the population who seek support from Child and 
Adolescent Mental Health Services (CAMHS) in the United Kingdom. 

Aims
To identify the self-rated ethnicities of children and young people referred 
to GIDS and to investigate whether these are representative of both the 
general population and children seen in CAMHS.  

Nastasja_de_Graaf_Proefschrift_Totaal.indd   57Nastasja_de_Graaf_Proefschrift_Totaal.indd   57 31-07-2020   08:2331-07-2020   08:23



Chapter 4

58

Objectives
(1) To compare the ethnicity of children and young people referred to GIDS to 
the ethnicities of their peers (a) in the general population and (b) referred to 
CAMHS; (2) to analyse change in referrals by ethnicity by year referred; and, 
(3) to investigate if any differences are found in ethnicity between assigned 
gender at birth or age.

METHOD

As part of a service evaluation, all GIDS referrals made between April 2012 and 
April 2015 for children and young people under 18 years old were retrieved. 
Ethnicity data were collected as part of the standard assessment process, 
for which ethical approval was not required. Demographic information was 
obtained for each referral, such as birth-assigned gender, date of birth, year 
referred and age at referral.

Ethnicity data was obtained by the ‘16+1’ ethnicity list (Department of Health, 
2005). From April 2001, NHS Trusts and councils across the UK have used, as 
a National Standard, a set of 16 codes to record the ethnic group of patients, 
services users and staff; they are grouped under five headings: White; Mixed; 
Asian or Asian British; Black or Black British; and Chinese or other ethnic 
group (NHS Data Model and Dictionary, Version 3, 2018). The ethnicity data 
retrieved at the GIDS adhere to these NHS standards, and therefore the data 
collection and analysis for this study was based on the NHS ‘16+1’ codes; this 
enabled comparison between other national and local populations, such as 
the general population and CAMHS population.

For the UK general child and adolescent population figures, data were 
retrieved from a national statistical dataset (Office of National Statistics, 2011), 
and the CAMHS child and adolescent population figures were obtained 
from a national review about access to CAMHS (Childrens Commissioner, 
2016). The ethnicity data in both of these datasets were standardised with 
the same codes as used by the NHS. We acknowledge that these datasets 
were retrieved at different time points, which should be taken into account 
when interpreting the findings; however these were the only national 
comparable datasets available which reflected a similar age range to young 
people referred GIDS.
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Statistical Analyses
Chi-square tests and t-tests were performed in order to investigate whether 
significant differences existed between ethnicity, birth-assigned gender and 
ages presenting to the GIDS. Chi-square tests were also performed to assess 
whether there were differences in ethnicity in children and adolescents 
presenting to GIDS as compared to CAMHS services.

RESULTS

Demographics
Of the 1444 child and adolescent referrals GIDS received between April 
2012 and April 2015, 69.2% (n=995) were included within the analysis. Data 
for the remaining 449 young people who were referred were missing due 
to several reasons; ethnicity data were not available for 266 cases; for 174 
cases, the forms were returned with the ethnicity data left blank and data for 
seven young people were excluded from analysis as these were referrals 
for children of trans adults and who were not gender diverse young people 
themselves.

Analysis between the included and excluded sample shows that there was 
a difference in age at referral t(1, 1435) = 6.26, p < .05 (mean age excluded 
sample, n=442, M=15.37 (SD=2.85) versus mean age included sample, n=995, 
M=14.33 (SD=2.95). No difference was found between assigned gender at 
birth x²(1, 1) = .596, p > .05.

Figure 1: Distribution of GIDS referrals between 2012 and 2015 per age group
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Table 1: Ethnicity in children and adolescents referred to GIDS between April 2012 and April 2015

Ethnicity number percentage 

White     906 91,1

    White British 828 83,2

    White Irish 20 2

    Any other White background 57 5,7

Black or Black British 10 1,0

    Caribbean 7 0,7

    African 3 0,3

    Any other Black background 0 0

Asian or Asian British 10 1,0

    Indian 3 0,3

    Pakistani 3 0,3

    Bangladeshi 0 0

    Any other Asian background 4 0,4

Mixed  58 5,8

    Mixed White and Black African 9 0,9

    Mixed White and Black Caribbean 24 2,4

    Mixed White and Asian 12 1,2

    Any other mixed background 14 1,4

Chinese or other ethnic groups  11 1,1

    Chinese 5 0,5

    Any other 6 0,6

GIDS; Gender Identity Development Service.

The included sample consisted of 38.8% (n=386) birth-assigned males 
and 61.2% (n=609) birth-assigned females. Assigned males at birth (given 
the gender of ‘male’ based on their external physical sex) were referred at 
a younger age (mean age = 13.63) compared with birth-assigned females 
(given the gender of ‘female’ based on their external physical sex) (mean age 
= 14.77), F(1, 993) = 112.58, p < .05. Over 80% of all referrals were adolescents 
of 12-18 years old (Figure 1).
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Ethnicity
Table 1 shows the proportion of self-reported ethnicities of children and 
adolescents referred to GIDS. The vast majority of the referrals were of White 
ethnicity, with just under 10% of referrals for young people of ethnicities other 
than White. No differences in ethnic representation were found between 
birth-assigned gender, x²(1, 4) = 8.40, p > .05, or across age groups, x²(1, 8) = 
8.32, p > .05.
�
Figure 2 shows ethnicity of the youth in the GIDS compared with the general 
population (Office of National Statistics, 2011) and CAMHS population 
(Childrens Commissioner, 2016). An overrepresentation of people from White 
ethnicities and Mixed ethnicities were referred to the GIDS as compared 
with the general child population. The Office of National Statistics (2011) 
data show that Black, Asian and Chinese or other ethnic groups were more 
prevalent in the general population than in those referred to GIDS. 

The ethnicities of children referred to the GIDS showed a similar pattern 
across time. No significant differences were found in ethnicity by year of 
referral, x²(1, 8) = 2.17, p > .05. This is shown in Figure 3.

Figure 2. Ethnicity from the GIDS compared to the UK general population and CAMHS population in 
percentages.
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Figure 3: Ethnicity distributed by GIDS referrals per year (April - April)

DISCUSSION

The aim of this study was to identify the self-reported ethnicities of children 
and young people referred to the United Kingdom’s national GIDS and 
to investigate whether this was representative of both the general UK 
population and the CAMHS population. The main finding was that children 
and young people of White ethnicities made up by far the largest group 
referred to GIDS (90.1%), and those from BME were underrepresented as 
compared with both the national population and those seen in CAMHS. 
There were no significant differences across ethnicities between birth-
assigned males and birth-assigned females, or by age at time of referral. 

In discussing these findings, the connections between ethnicity, culture and 
religion should be addressed. These constructs are separated but related. 
For example, in the United Kingdom, 93% of people who identify as Christian 
report their ethnicity as White, while 68% of people who identify as Muslim 
report their ethnicity as either Pakistani or Bangladeshi (Office of National 
Statistics, 2011). Culture is an even broader construct, which encompasses 
many aspects of an individual’s life, which may include both ethnicity and 
religion (Trompenaars, 1996). It is not possible to define someone’s cultural 
identity by their ethnicity, but there are likely to be connections, which may 
play a role in the discrepancy of help-seeking behaviour between White 
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and non-White ethnicity groups.

It is possible that young people of BME backgrounds and their families are 
more likely to experience potential barriers, such as language differences, 
familiarity with services or lack of cultural awareness of professionals 
(Bhui, Bhugra, & McKenzie, 2000; Cooper et al., 2013; Memon et al., 2016). 
There is a possibility that general practitioners, but also parents, may act 
as ‘gatekeepers’ to health care services, where their understanding of the 
child’s condition and treatment options affects the likelihood of referral 
(Arai, Stapley, & Roberts, 2014). Further, healthcare staff may have strong 
stereotypical views or generally manage patients from diverse backgrounds 
in an unsuitable manner, which can generate resentment (Szczepura, 2005). 
Although such barriers may prevent children and their families to seek 
help from specialist services, it is interesting that there were no differences 
found in ethnicity by age nor year of referral, during which time there have 
been huge changes in wider societal awareness and thinking around 
gender diversity. This suggests that there is not an increase in independent 
help-seeking by young people as they get older and are potentially less 
dependent on parents/carers to do so on their behalf.

While barriers in accessing health services may play a role in the 
underrepresentation of BME children and young people, the prevalence 
of BME young people being referred to CAMHS services is still greater 
compared with the prevalence of BME young people referred to GIDS. 
This finding suggests that some of the discrepancy is particularly related to 
gender.

The perception of gender is likely to be conceptualised in different ways 
cross-culturally (Isajiw, 1993; Nanda, 2014). In defining one’s gender identity, 
it may be helpful to consider differences in the notion of the self across 
Western and Eastern cultures. Western culture tends to focus on self-
esteem (Fernando, 2012; Wekker, 1999), placing the individual in the centre 
of attention and care. In line with this view, health care systems in Western 
societies generally promote patient-centred care. As such, individualised 
care pathways are recommended when supporting young people with their 
gender identity development. The increased number of gender diverse young 
people who seek professional help across Western societies also supports 
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this view (Aitken et al., 2015). By contrast, Eastern cultural perspectives tend 
to be more focused on the ‘other’ and emphasize balance, harmony, and 
stability of the outer world of relationships (other-esteem) (Fernando, 2012). 
From this particular standpoint, gender diversity may be regarded in relation 
to an individual’s social and cultural environment.

Factors such as experienced shame or stigma from family members or 
peers may play a role in the Eastern cultural perspectives of gender. A 
study in India with adults with gender dysphoria found that the mean age 
of patients first presenting to the gender identity service was at 25.77 ± 6.25 
years, despite having reported experiencing gender dysphoria from the age 
of 9 (Sanyal & Majumder, 2016). The authors described that this was due to 
prejudices experienced within the local conservative culture around people 
who are transgender. Indian adults who identified as transgender described 
having experienced a lack of support from family and friends, and many 
reported that they left home in order to live in line with their identified gender 
(Sanyal & Majumder, 2016). Similarly, literature on lesbian, gay and bisexual 
young people in Asian cultures suggests that social pressure is an important 
barrier for young people in feeling able to express how they feel (Mustanski 
et al., 2014). Building on literature on sexuality rather than gender, we 
wonder whether it may be harder for gender diverse young people coming 
from BME backgrounds to label their identity or to disclose their identity to 
others, due to the lack of support resources, perceptions of rejection, and 
internalized homophobia or transphobia (Manalansan & Martin, 1996; Savin-
Williams & Cohen, 1996).

Identifying with both a BME group and with a gender diverse identity could 
also link in with the intersectionality theory (Crenshaw, 1990). This theory 
refers to how an individual can face multiple threats of discrimination when 
their identities overlap a number of minority categories, such as race, 
gender, age, ethnicity, health and other characteristics (Veenstra, 2011). 
It is suggested that belonging to more than one minority can mutually 
constitute and reinforce one another and as such, cannot be disentangled 
from one another. Therefore, it can be argued that young people from BME 
backgrounds who experience gender diverse feelings may experience 
more difficulty as identifying as both an ethnic minority and a gender 
minority. This hypothesis can be supported by existing literature in BME 
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groups experiencing mental health difficulties living in Western societies. 
Studies have found that the stigma surrounding mental health and the fear 
of societal gossip were reasons why British Asian families did not access 
CAMHS (Bradby et al., 2007). Similarly, another study found that African 
American families feared that a family member diagnosed with a mental 
health condition would stigmatise the entire family and that seeking 
professional help would be a seen as failure (Meinert, Blehar, Peindl, Neal-
Barnett, & Wisner, 2003). Care can also be viewed as a family responsibility 
rather than requiring professional input (Mukadam, Cooper, & Livingston, 
2011). 

While gender diverse young people from BME backgrounds might 
encounter more barriers in terms of help-seeking, is there a difference 
between White- and Non-White groups in terms of help-needing? Some 
societies perceived gender diversity as an unusual phenomenon (Geertz, 
1973), while other societies made accommodation for people with diverse 
gender identities through the construction of alternative gender roles 
(Costa, 2013; Herdt, 2012; Matzner, 2001; Nanda, 2014). For example, some 
‘First Nations’ tribes (native American/Canadian) and communities accept 
the notion of ‘two-spirited individuals’ or people who identify with more 
than one gender, sexual orientation, or both (Jacobs, Thomas, & Lang, 
1997) Similarly, Samoa has a similar culture that is characterised by a high 
degree of social tolerance towards ‘feminine’ males who are known locally 
as fa'afafine (Bartlett & Vasey, 2006). The accommodation and acceptance 
of gender diverse behaviour in such communities may result in a lack of 
need of specialist gender identity services. Gender diverse expressions in 
young people may therefore not raise concern or require further support in 
each and every culture (Di Ceglie, 2017).

Strengths and Limitations
This is the first study to report on the self-reported ethnicities of children and 
young people being referred to a specialist gender identity service in the 
United Kingdom, within a specific time frame. The large number of referrals 
to GIDS reporting on ethnicity were comparable to the UK population census 
data on ethnicity. It is also the first study in its kind to reflect on gender 
diversity within a clinical context and its potential interactions with both 
cultural conceptualisations of gender and potential barriers in seeking help.
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In terms of limitations, it is important to point out that this is a preliminary study 
reporting on self-reported ethnicity by children and young people referred to 
GIDS. Rather than reporting on generalizable findings, this study mainly aims 
to describe the evaluation of ethnicity data collected by GIDS and to reflect on 
different theoretical viewpoints regarding ethnicity and gender. Furthermore, 
it should be noted that the concept of ethnicity is hard to define, which can 
make it complicated to measure (McKenzie & Crowcroft, 1994). Given that 
the study included self-reported ethnicity data, ‘White’ as an ethnic identity 
can be interpreted as a more broad ‘racial’ identity rather than specifically 
related to ethnicity, which could have influenced the overrepresentation of 
‘White’ ethnicities in this study. Therefore, it is important to keep in mind 
that drawing generalizable conclusions from this data is not possible. As for 
the comparison groups, it should be pointed out that the groups were not 
exactly the same age range; GIDS sees young people aged up to 18 (but 
predominantly adolescents), the CAMHS data included young people up 
to 18 years old, while the census data were for young people aged 10-19 
years old. Using the census data for this age range was considered most 
appropriate as approximately 90% of the referrals seen at GIDS fall within 
this age bracket. Moreover, there were no differences found in ethnicity by 
age of referral. In addition, this study did not look at religion or other cultural 
factors, some of which are harder to define by use of a questionnaire. Finally, 
hardly any literature exists regarding gender identity or gender dysphoria in 
BME populations. Therefore, inferences were drawn on sexual minorities’ 
studies within which there will be similarities, but also differences with the 
gender diverse population. This underlines the importance of future research 
seeking to better understand the conceptualisations and experiences of 
gender diversity across different cultural and ethnic backgrounds. Future 
research on ethnicity should follow up with more detailed examination of 
ethnic variability in the clinical population, as well as using more objective 
criteria in terms of background to clearly define the differences between 
ethnicity and other cultural factors. 

Conclusion and Future Directions
This article aimed to reflect on the interaction between ethnicity and 
gender identity, for which a service evaluation of ethnicity data collected 
by the UK’s national GIDS for children and adolescents was performed, and 
compared to ethnicity data from the UK CAMHS population and the UK 
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general population. The article has presented hypotheses about factors 
that may contribute to the under-representation of children and young 
people from BME backgrounds being referred to the United Kingdom’s 
national GIDS. In addition, there may be other factors which play a role in 
the interaction between ethnicity, gender and barriers to care, for which 
this article provides a starting point for further exploration and reading. The 
article demonstrates that research on this topic is still in its infancy, given that 
the area of research into gender identity is one where many lacunae exist. It 
continues to confound generalizable conclusions or prognostications about 
outcomes and how to best serve the needs of service users and families 
who present with questions regarding their gender. Clinically, it is crucial 
that healthcare providers and specialist gender identity services consider 
and address potential barriers to accessing and utilising their services. 
Further detailed examination of ethnicity variability in this population is 
needed to better understand how gender, and gender diversity, is thought 
about in different ethnic and cultural communities and how these wider 
socio-cultural aspects interact with gender identity development and help-
seeking. In particular, the overlap between ethnicity, culture and religion, 
and their relationship with gender needs further exploration. For future 
research it is therefore recommended to use more objective criteria or 
tools to clearly define and measure the differences between ethnicity and 
other cultural factors. This can help shape deeper understanding of gender 
identity development and management of gender dysphoria, and also 
contribute towards the development of protocols in gender identity services 
to promote equal access for all children and young people, regardless of 
ethnicity and background.
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