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Introduction
Last summer our small medical team visited the Calais ’Jungle’. Since that time much has changed

and the camp is being demolished and by the time this article is read, it will probably be long gone.

Some youngsters are finally being brought to the UK under the ’Dubs’ amendment. However, once

this camp is cleared it will not solve the ongoing flight of refugees from war torn areas: other camps

are already appearing.

July 2016
A young Afghan man caught his finger on a sharp point while trying to cross a barbed wire fence.

The finger was partially degloved. He attended the local hospital, where they placed a few sutures,

but now, 2 weeks later, the skin is necrotic and the underlying tissue looks infected. He is in danger

of losing his finger.

A middle-aged Sudanese man has been having rigors and is generally unwell. He says it is similar

to when he last had malaria.

A young Ukrainian woman complains of lower back pain and urinary frequency.

The paths of these three people may never have crossed; yet here they are, denizens of the Calais

Jungle. They turn up to a makeshift primary care ‘clinic’ that we set up in the heart of the unofficial

refugee camp one weekend in July 2016.

With only basic medical supplies, we are immediately challenged by what we see. How can we

arrange secondary care for the young Afghan in danger of losing his finger? We try to persuade him

to return to the original local hospital, but he is reluctant. It was not a good experience for him the

first time round.

With the other two patients, it is easier. They can attend the Salam clinic run by a local association

during weekdays. Later, we receive word that malaria has been confirmed in our Sudanese patient.

More people arrive, presenting with scabies, rat bites, tinea, chest infections, and wheezing from

inhaling smoke from fires lit to cook and keep warm in their tents at night. We examine a severely

malnourished 2-year-old boy. We meet several of the camp’s 600 unaccompanied children, at grave

risk of sexual exploitation. We learn that there is inadequate safeguarding in place to protect them.

A young Eritrean man comes in worried about his eye. He has sustained direct ocular trauma from a

rubber bullet, and will never see normally again out of that eye. We see haematomas from police

batons, and hear about children being exposed to tear gas again and again (Figure 1).

The reality
These are no ordinary patients. They have travelled far from home to escape war, poverty, and mis-

ery. They have endured personal odysseys to get here, experienced untold hardships, and suffered

unimaginable privations. Many have survived the loss of their families, torture, and rape. Their jour-

neys over, for the moment at least, they must make their homes in the Calais Jungle. Their new shel-

ters are in many cases mere tarpaulin covers, and their new beds just rugs on the ground. They own

next to nothing. There is little for them to do, besides use their ingenuity to cross the English Chan-

nel in search of a better life. They are vulnerable to exploitation, crime, injury, and disease. Poten-

tially violent clashes with local police, with other ethnic groups resident in the Jungle, or local far
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With referrals to gender identity clinics rising rapidly, GPs are more likely to meet patients who are

transgender (whose gender identity, or internal sense of gender, does not match their gender

assigned at birth) or diagnosed with gender dysphoria (the severe psychological distress that is

experienced by an individual as a result of the conflict between their gender identity and gender

assigned at birth).1 Teaching on transgender medicine is lacking in both undergraduate and post-

graduate curricula, leading to a perceived lack of expertise in this area. Furthermore, General Medi-

cal Council (GMC) guidelines on the GP’s role in prescribing are vague, resulting in some

controversy. As wait times for appointments at specialist clinics are often at least 18 months, primary

care physicians will increasingly be involved in the initiation of the transition process: this is the pro-

cess by which an individual changes their phenotypic appearance of gender to match their gender

identity through medications and/or surgery.

Example case
A 36-year-old patient, who was male at birth, has been living as a woman for the last 9 months. Her

birth name still appears on GP records. She would like legal recognition as a woman and a referral

to specialist gender services.

What needs to be ascertained?
Preferred pronoun and name
The patient’s preferred name and pronoun should be updated on the electronic patient record sys-

tem; this will help prevent any potential mistakes from being made by calling the patient by the

wrong name or gender.2

Level of support
Gather an understanding of the individual’s relationship with family, friends, or a wider social net-

work (including transgender communities) to determine their level of support. Social isolation, nega-

tive reactions of family and friends, or limited ‘social transition’ can be risk factors for developing

mental illness or gender dysphoria, both of which may require extra support from mental health

teams.2

Mental health symptoms
Elicit information regarding any distress, anxiety, self-harm, or suicidal thoughts. Around 34% of

transgender individuals have attempted suicide at least once; screening in this initial consultation is
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important as it helps to determine whether a referral to the community mental health team is

required.3

Self-medication
Patients may obtain unregulated and unverified hormonal medications; these are usually

procured online.4 These could:

. contain contaminants;

. have doses different from those stated; or

. be inactive.

GPs should determine whether there are any absolute contraindications to hormonal prepara-

tions; such as, past history of thrombosis, breast cancer, or current pregnancy. There are also relative

contraindications that should be considered and for which specialist advice should be sought; for

example, regarding renal or liver impairment, heart disease, and family history of thrombosis or can-

cer. GPs should be aware that suddenly stopping oestrogens may result in withdrawal, leading to

menopausal-type symptoms; this may worsen any distress experienced.2

Patient’s hopes for the future
It is important to ask the patient how they see the future, and whether this involves undergoing

cross-sex hormonal therapy or surgery; not all patients will want these. The procedures can be dis-

cussed in more detail at a later stage if necessary.

Surgeons prefer the patient to stop smoking before, and for several months after, any

procedures so it is worth discussing smoking cessation early. Other modifiable risk factors for surgi-

cal fitness (for example, obesity or hypertension) should be also addressed.2

Actions advised

. Ensure the patient’s electronic record is updated with the correct pronoun and patient’s
desired name.

. Outline potential treatment options to include psychological therapy, speech and language
therapy, hormones, and surgery.

. Discuss with the patient a direct referral to a specialist gender identity clinic (the locations of
UK clinics are given in Figure 1), advising that wait times are often lengthy.

. Explain that initiating medications is usually done by the specialist gender identity team or
under their advice, then discuss medication side-effects and risks (Boxes 1 and 2).

. If the individual is distressed or experiencing mental ill health, discuss a referral to the commu-
nity mental health team.

. If the patient is self-medicating, consider specialist advice from an endocrinologist.

. Discuss smoking cessation if the patient is a smoker, or weight loss if they are overweight.

. Provide the individual with advice on websites or support groups for transgender people.2,5

GMC guidance on prescribing cross-sex hormones
GMC guidance advises that there are three scenarios when it may be appropriate for GPs to ‘bridge

a prescription’6 of cross-sex hormonal therapy until patients are seen by specialists:

. The individual is self-medicating with unverified hormonal preparations.

. Without medications, the patient experiences severe distress that may cause them to self-
harm or attempt suicide. In both scenarios the GMC argues that the patient is likely to come
to more harm without, rather than with, the medications. However, specialist advice is still rec-
ommended before starting hormones, leaving some ambiguity about their guidance.7

. Medications are recommended and under guidance of a specialist service, and the lowest pos-
sible dose is prescribed.

The British Medical Association’s General Practitioners Committee has expressed concern that ini-

tiating and prescribing these medications is outside of GPs’ expertise and that they have not had

adequate training. Gender identity clinics have a multidisciplinary team of specialist psychologists,

endocrinologists, psychiatrists, and surgeons — a combination of expertise that will not be found in
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Figure 1. UK locations of specialist gender identity clinics.

Box 1. Side-effects of hormonal preparations for trans men and women.2

Trans women Trans men

. Breast development takes 2 years . Beard and body hair growth

. Decreased hair loss . Male pattern baldness

. Reduced muscle bulk . Enlarged clitoris

. Erection/orgasm harder to achieve . Heightened libido

. Weight gain . Acne

. Reproductive implications, such as infertility . Sleep apnoea

. Weight gain

. Reproductive implications, such as infertility
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general practice — so, if GPs are unsure about the best course of action, it is advisable to seek spe-

cialist advice about the lowest possible dose, before initiating hormonal therapy.5–8

Follow-up
Long-term follow-up requires ongoing monitoring of hormone medications. Measuring blood pres-

sure and blood tests at least every 6 months for the first 3 years is recommended by a number of

specialist sources.9,10 Tests cover:

. full blood count;

. electrolytes;

. liver function;

. HbA1C

. lipids;

. testosterone;

. oestrogen;

. prolactin; and

. thyroid function.

Regular monitoring prevents any potential for peaks and troughs of hormone concentrations.11

Care must be taken to retain patients in appropriate national screening programmes following

transition. For example, depending on surgical status, a trans man may still need regular cervical

smears or mammograms but may not automatically be included for recall via electronic patient

records. Be aware that trans women retain a risk of prostate cancer, and trans women who take oes-

trogens have a higher risk of breast cancer compared with non-transgender men. Finally, risk stratifi-

cation (for instance with tools such as Q-Risk 2, FRAX) should assume gender assigned at birth and

include the effects of hormonal treatments when calculating risk.2,10

Provenance
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