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ORDERS MADE 28 MARCH 2011

1.

That Mr and Mrs S shall be authorised to consetre@mtment on behalf of their
child Jamie under the guidance of Jamie’s treatieglical practitioners
including but not limited to his endocrinologist Brand his psychiatrist Dr C,
for the administration of Zoladex (a GnRH agonastyl cyproterone acetate in
such dose, in such manner and with such frequendgi@rmined in
consultation with the treating medical practitioh&y achieve suppression of
gonadotrophins and testosterone to pre-pubertaldev

That the full name of Jamie, Jamie’s family memlzard their occupations, the
hospital, the Independent Children’s Lawyer, Jasnmeédical practitioners,
Jamie’s school, this Court’s file number, the nashthe Family Report writer,
the State of Australia in which the proceedingsenmitiated, the name of the
parents’ lawyers, and any other fact or matter thay identify Jamie shall not
be published in any way, and only anonymised ReammJudgment and Orders
(with cover-sheets excluding the registry, file raean and lawyers’ names and
details, as well as the parties’ real names) $lmtkleased by the Court to non-
parties without further contrary order of a judgdeing noted that each party
shall be handed one full copy of these orders thighrelevant details included,
for provision to the treating medical practitionargl to enable their execution,
and one cover-sheet of Reasons for Judgment ttlates the file number and
lawyers’ names.

That no person shall be permitted to search thet@iaiin this matter without
first obtaining the leave of a judge.

That otherwise all existing applications shall bgarned for Reasons for
Judgment and further orders on a date to be adtosen parties.

IT IS NOTED that publication of this judgment under the pseytioRe: Jamie
(Special Medical Procedureis approved pursuant to s 121(9)(g) of Eaenily Law
Act 1975(Cth).
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FAMILY COURT OF AUSTRALIA

FILE NUMBER: By Court Order, file number is suppsesd

The Mother and the Father
Applicants

Independent Children’s Lawyer

REASONSFOR JUDGMENT

INTRODUCTION

1.

5.

“Jamie” and his non-identical twin brother wereror May 2000. They are
now 10 years’ 10 months. They are the only childsEMr and Mrs S, the
applicants.

The children are in Grade 5 at school where, smice2009, Jamie has been
known exclusively as a girl, wearing girls’ clotigirbeing addressed as a girl by
classmates and teachers, using the girls’ tosétgping in the girls’ dormitory at
camp, and generally presenting as a very attragouag girl with long blonde
hair.

As the family and all the relevant medical expeefer to Jamie using the female
pronoun, | shall also do so for the purpose ofdHeasons for Judgment.

Medical experts diagnose Jamie with gender idedtggrder. They support the
parents’ application for Jamie to undertake theowihg special medical
procedures:

(a) The administration of puberty suppressant hormosies)
as implants of Zoladex (a GnRH agonist) at intexeadd at
a dosage as may be determined as necessary teeachie
suppression of Gonadotrophins and testosteroneeto p
pubertal levels under the guidance of Jamie’sitrgat
medical practitioners including but not limited@o G,
(Endocrinologist) and Dr C (Psychiatrist);

(b) Additional treatment of oestrogen as may beswared
appropriate by Jamie’s treating endocrinologistremntly
being Dr G (Endocrinologist) and in consultatiorihnand
on the written advice of Jamie’s treating Psyclsatr
currently Dr C (Psychiatrist).

The medical practitioners were unequivocal as éadattsolute urgency for Jamie
to start what is referred to as “stage one” treatnte suppress male puberty.
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10.

She currently has the pubescent development ofy@ddold male, and it is
rapidly progressing. The concern was that phygiold developments, such as
a deepening voice, would be irreversible unlessitnent was started. For that
reason, the hearing in this case was brought fatwar

On 17 January 2011, | made an order inviting thec®bf The Public Advocate
and the Department of Human Services to intervertlea proceedings,
particularly in view of Jamie’s young age. Botltlieed. | have however been
greatly assisted by the Independent Children’s leaywyho arranged an urgent
Family Report to facilitate the early hearing, @egm useful written questions to
the experts before the hearing, and also perfoartezlpful role in cross-
examining the witnesses, and in making submissions.

The Family Report writer and the ICL were supp@tdf the stage one treatment
starting immediately, as sought by Jamie, her gar@md doctors. | agreed. On
28 March 2011, at the end of the hearing, | maderder to permit that.

These are the reasons for that decision, and éodélcision that | reserved in
relation to stage two of treatment.

The applicant parents, supported by the medicatipicmers, argued that both
stages of treatment should be viewed as the oagrtemt program and approved
now, without the expense for the parents, and tioentainty for Jamie, that a
return to court is likely to entail.

The ICL, supported by the Family Report writer’'sdence, argued that
treatment not yet due for some five to six yeamughbe considered by the
court closer to that time, to take into accounvpileng or intervening
circumstances that may not be predicted when the ishat this stage still only
ten.

BACKGROUND

11.

12.

13.

Mrs S is aged 43. Mr Sis 49. Both work. Theyéhhved together since 1995,
and been married since 1999.

They said that Jamie first began identifying wiile temale gender when she
was about 2% to 3% years’ old. She chose femaatated toys, began to
identify with female characters on television omovies, and told her mother:
“Mummy, | don’t want a willy. | want a vagina.”

Mrs S swore that she and her husband tried toaafJamie's masculinity,
encouraging her to wear male clothing, have hardwishort, and play with
gender-neutral toys. She said that despite thatie]Joecame “more insistent on
identification with the female gender.” She sadie would ask questions such
as “When is my fairy godmother going to turn meiatgirl”, and at home in the
pre-school years she dressed up as a girl, aslgulttoballet classes, and was
disappointed that she was not able to wear a téugirls’ costume in the ballet
concerts.
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14.

15.

16.
17.

18.

19.

The twins started kindergarten in 2005. The teectodd Mr and Mrs S that
Jamie was always dressing up as a girl in the drpsorner. She mainly sought
the friendship of girls. Mrs S said that at abitwait time Jamie started saying to
her parents “Don’t let me grow a beard”. She tesi©n wearing “girlie”
clothing.

The parents said that when the children startedadeh 2006, Jamie's insistence
that she was female increased significantly. Tdeag that “gender” was her
primary topic of conversation and that she spoleitih constantly. She found

it difficult to settle at school. She was teas&dhe had longer hair than most
boys. She had her hair cut short but immediatgyatted it. She would not use
the boys’ toilet at school. She would try to holdall day, leading to many
“accidents” whereby she wet herself. She was aftstnacted at school, and
moody and sad at home. She had episodes of sohbthgngry outbursts, and
sometimes she said she hated herself and wishadlesbedead. She stopped
going to dancing classes and said she would natedagain until she could be a
girl. Her mother said that Jamie told her:

Mummy, it is so hard trying to be a boy” and “I goschool
disguised as a boy.

Mrs S said that she and her husband continuedcmueaige Jamie's “maleness”.

She described a “turning point” in July 2007 when3/Mwas taking Jamie to the
opening of “Phantom of the Opera”. According te thother, Jamie was so
distressed about what she would wear, saying beasiould be going in “a ball
gown”. To alleviate her distress, Mrs S put togeth girl’s outfit for her and
promised her that they would get help for her andlal buy her female clothes
to wear. At that point, Mrs S contacted the Germalgsphoria Clinic and
obtained the name of Dr C, a psychiatrist expegdnn this area. In the
meantime, Mrs S bought girls’ clothes for Jamieichlshe began wearing at
home.

They first saw Dr C in about October 2007, whenidamas seven. Mrs S said
they attended weekly appointments for two montlisiabecember 2007, Dr C
diagnosed Jamie with gender identity disorder. st that she and her
husband were “relieved” to know there was an exgilan for their child’s
insistence that she was a girl.

According to Mrs S, Jamie became much happier aéeappointments with Dr
C. She described herself as “half boy, half gilVhen Mrs S asked her which
part was a boy, Jamie would say “Just my willy.. tést of me is a girl”. She
had initially hoped that Dr C would simply give reetablet that would give her
a vagina, and was disappointed to find out thatmedsvhat would happen. Mrs
S said that she continued to ask a lot of quesadsit becoming a girl.
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20.

21.

22.

23.

24.

25.

26.

27.

During 2008 (when Jamie was seven or eight yeabssble began to wear more
female clothing at home. She began growing het Wwaiaring pony tails, and
bootleg pants. Some of her friends knew that sfeel las a girl at home. She
was often asked at school if she was a boy orla kfirs S said she was upset by
these questions.

Towards the end of 2008, Jamie's twin brother, héwalways supported Jamie,
was firm in announcing “I have a sister”, and thmily then started addressing
Jamie as a girl.

In late 2008, Mrs S notified the children’s schobJamie's diagnosis of gender
identity disorder. At the start of the 2009 schgedr, when the children were
starting Grade 3, Mrs S notified Jamie’s teachat they were using the female
pronoun for Jamie at home, and requested thattine should occur at school.
She said that although the school tried to acconateodamie's diagnosis, the
Principal still insisted that Jamie must use thgsbtwilets. There were also
issues around where she would change, for exaraptéé school swimming
sports.

Unhappy with the school, the parents changed dattiren to their current

school at the start of Term 3 in 2009. Jamie mmexclusively as a girl at this
school. The children both love the school. Jamaie started dancing again. She
attends tap dancing classes and is particulayested in singing, writing

music, and playing the guitar. With two girlfrienttom her old school, Jamie is
the lead singer in a band called the “...".

Mrs S described Jamie's brother as very accepfidgmie's identity as a female.
She also described close friends and extendedyfasiloving and supportive.

She is concerned that Jamie has entered pubedtyeported her as very
worried about her voice breaking, an Adam’s appteving, and the prospect of
facial hair. She said that Jamie has had a heigbteense of anxiety about her
future since entering puberty.

Mrs S set out a sound understanding of the propimeatment. She said that
when Jamie is an adult she can decide for herdedflver she wants to undergo
surgery to remove her testes and penis, and ttecag€@meo-vagina”. She said
they have at all times reassured Jamie that shelmarge her mind, and they
have consistently told her that she will have tepport no matter what gender
she identifies with.

At paragraph 48 of her affidavit, Mrs S set out t@ncerns if Jamie could not
receive the stage one treatment, as follows:

If [Jamie] does not received [sic] the phase liineat, she will
very shortly develop obvious male characteristizshsas
deepening of her voice, facial hair and other nmasculine
features which will be permanent and will not béedb be
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reversed. At the moment [Jamie] can live comfdytals a girl,
is socially confident and suffers no teasing oliadsolation. If
male features become obvious, | fear that [Jamikhat easily
be able to live as female. | believe that she ealtinue to
identify as a female, but it will be harder for hemaintain that
public identity. In the past [Jamie] suffered immaely when she
was asserting her female identity by being constaetinded of
her biological male gender at school and in pubftthat time
she was obsessed about her gender, to the exchfsadirother
interests and her education. | am concerned tih#mie] is
again placed in a position where her biologicaldgens publicly
revealed or even questioned, she will regress emalty,
psychologically and academically. | am very coneéerby Dr
[C’s] opinion that [Jamie] is likely to develop degsion and will
be at risk of self harm.

28. Mrs S also swore that although she has been adwistte relevant doctors that
Jamie will be the youngest patient they have conu@eénreatment with, she is
confident in and accepts their advice that thettneat is appropriate for Jamie's
age, and most particularly her stage of development

MATERIAL RELIED UPON

29. The applicant parents relied upon:

a.
b
C.
d. The affidavits of the endocrinologist Dr G filed J@nuary 2011 and 9

Their Initiating Application filed 10 January 2011

. The mother’s affidavit filed 10 January 2011

The father’s affidavit filed 10 January 2011

March 2011, and letter dated 21 March 2011

The affidavit of the treating psychiatrist Assoei&ir C sworn 23
December 2010 filed 10 January 2011, and lettesdd24 March 2011

The affidavit of the psychiatrist who gave a secopghion, Professor
N, filed 4 February 2011.

30. There is also the Family Report prepared by Dr MMéd 25 March 2011.

FamCA

Reasons Page 5



RELEVANT LEGAL PRINCIPLES

31. Section 60B(1) of th&amily Law Actl975 sets out the objects of Part VII of the
Act. One of the objects is to ensure that parkuiifis their duties and meet their
responsibilities concerning the care, welfare agnktbpment of their children.

32. In deciding a particular parenting order, the letgtrests of the child are the
paramount consideration (s 60CA). The primary atditional considerations
for the court in determining what is in the chil¥sst interests are set outin s
60CC(2) and (3).

33. ltis generally within the bounds of a parent’sp@ssibility to be able to consent
to medical treatment for and on behalf of theitcthiThere are however certain
procedures, referred to in the authorities as ‘igh@wedical procedures”, that
fall beyond that responsibility and require deteration by the court, as part of
the court’s parens patriae or welfare jurisdictiseeSecretary, Department of
Health and Community Services the JWB and $MB2) FLC 92-293
(Marion’s casg). There was no dispute in this case that theqatores proposed
fall within the definition of special medical prahges.

34. In 1995, s 67ZC of the Act was inserted, specifygatoviding that the court has
jurisdiction to make orders relating to the welfafechildren. The child’s best
interests remain the paramount consideration.

35. The procedure to be followed in applications fordidéal Procedures is
contained in Chapter IV, Division 4.2.3 of the Fnhiaw Rules 2004.

36. Rule 4.09(1) provides that evidence must be giversatisfy the court that the
proposed medical procedure is in the best intecégtse child”.

37. Largely following a list of matters expressed byhblson CJ irRe Marion
(N0.2)(1994) FLC92-448, rule 4.09(2) provides that evidemust be included
from “a medical, psychological or other relevanpert” to establish:

(a) the exact nature and purpose of the proposed megutimzedure;
(b) the particular condition of the child for which theocedure is required;
(c) the likely long-term physical, social and psychatad) effects on the child:
(i) if the procedure is carried out; and
(i) if the procedure is not carried out;
(d) the nature and degree of any risk to the child ftbenprocedure;

(e) if alternative and less invasive treatment is @@ — the reason the
procedure is recommended instead of the alternatagments;

(f) that the procedure is necessary for the welfataethild;

(g) if the child is capable of making an informed demsabout the procedure
— whether the child agrees to the procedure;
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38.

39.

40.

41.

42.

43.

(h) if the child is incapable of making an informed idean about the
procedure — that the child:

(i) s currently incapable of making an informed dewisiand

(i) is unlikely to develop sufficiently to be able take an informed
decision within the time in which the procedureddde carried out,
or within the foreseeable future;

() whether the child’s parents or carer agree to thequure.

Although each case mostly turns on its own facgadgr identity disorder has
been considered in several of the reported de@smiudingRe Alex:
Hormonal Treatment for Gender Identity Dysph@2i@04) FLC 93-175, in
which the relevant treatment was permitted.

| now turn to the evidence, following the considemas in Rule 4.09(2)
although, for convenience, in a slightly differseguence.

(b) The particular condition of the child for which the procedure is
required

Dr C was the first to diagnose Jamie. Dr C ism@sattant child and adolescent
psychiatrist, who has been associated with theitabsa well renowned public
hospital, for 30 years. He has had consideralpergance working with
children and adolescents with a range of gendetiiyedevelopment disorders.
He is part of an inter-departmental psychiatric andocrinology group that
meets regularly to discuss matters of childhoodigerdentity, and he has
regular liaison with a significant gender identigvelopment disorder clinic in
the United Kingdom.

Dr C has seen Jamie on a regular basis since shesteared by her general
practitioner in July 2007. Jamie has attendedapprately monthly. Dr C has
met Jamie in sessions with her parents, her bragineron her own.

Dr C described Jamie's social, emotional and cvgnttevelopment as typically
within normal limits. He described Jamie's languagd capacity to understand
and describe complex concepts as very good, aredl tloat she has been
performing well above average within her class grode described Jamie as
bright, engaging, and vivacious, with a keen safigeimour. Jamie is
managing the academic requirements of school vaise e Socially, she is very
popular and has friends amongst both boys and dirtsC noted that Jamie
enjoys singing and performing and recording heceoiHer dream is to be a
female pop singing star. She demonstrated perfucesafor Dr C who said she
performed in a “very feminine and creative way”.

According to Dr C, Jamie has consistently descrilbedelf as identifying as a
female from the first time they consulted in 20@&ince changing schools at the
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44.

45.

46.

47.

48.

49.

50.

beginning of 2009, Jamie has always worn femalthitlg, her hair has grown
longer, and she has presented “unquestionablywasyattractive young girl.”

Dr C described Jamie's parents as “initially vesgrdssed about her
predicament and unsure about how to proceed.” élleved that the parents
have continually attempted to support Jamie, withigung to influence or
pressure her in her choice of gender identity.

Dr C was satisfied of Jamie's consistent and fiomvection that she is a girl
within the body of a boy, and that all the inforioatindicated a consistent
female identification. He concluded that there wavidence of any physical
or genetic abnormality, nor of any other psycheatlisorder or major depressive
or affective disorder. He had “no doubt” that Jammieets criteria for the
diagnosis of “childhood gender identity disordeaiiissexual type).”

Professor N was asked to give a second opinioafegsor N is the director of a
centre specialising in developmental psychiatry psythology at a large
teaching hospital. She has held a number of lsagepositions in child
psychiatry in this country, has extensive teachiagearch and international
consultancy experience, as well as a wide rangeilblications to her name.

On 12 January 2011, Professor N prepared a rapogtation to Jamie.
Professor N saw Jamie in the presence of her maa@idt brother as well as
alone. The diagnostic conclusion was that Jamieets\ DSM-IV Criteria for

the diagnosis of Gender ldentity Disorder of childd (302.6)". She
demonstrated strong and persistent cross-genddifidation and persistent
discomfort with sex. Professor N noted Jamie'ssigender identification as
existing from early childhood, and that she hasewadenced any period of male
role identification.

Dr C referred Jamie to endocrinologist Dr G in Feloy 2009. Dr G is a senior
endocrinologist at the same hospital as Dr C. &keprovided clinical teaching
for medical students over the past 29 years, ighyigublished, has delivered
many international lectures, and has consideratgereence in the area of
treating children and adolescents with gender itdedisorder. He noted Jamie
as having “persistent and profound gender idediggrder of the transsexual

type.”
No-one has taken issue with the diagnosis.

(a) The exact nature and purpose of the proposed rdal procedure

When Dr G first saw Jamie in February 2009 he wrotas notes that Jamie
looked “convincingly female in every way.” Nevegthss she had typical male
genitalia with a normal penis and testes. Hermimspmes were those of a
typical male. Dr G recorded Jamie’s testiculauvad, height, weight, pubic
hair development and level of hormones. He hasiraoed to make those
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5l.

52.

53.

4.

95.

56.

measurements, and on 22 February 2011 found thaé Jat 10 years 9 months,
was undergoing “rapid pubertal development”. She grown 3.4 centimetres
in three months, and was experiencing the pubgreaith spurt that usually
occurs in older boys.

A blood test, conducted a week before the heasingwed Jamie’s serum
testosterone to have risen from 2.2 (an adoleseeel) in February 2011, to 15
(an adult level). Dr G was concerned by the raisiel, and conducted other tests
to ensure there was no underlying pathology. He sedisfied that there was

not. He said the rapid rise was consistent wighchnical assessment and
Jamie’s other symptoms, showing that she is nosteafe four of the six stages
of male puberty, the stage usually reached at abbyetars of age, and well
beyond the stage usually recommended for the comemneent of puberty
suppression treatment.

In his 9 March 2011 affidavit, Dr G had alreadyetw8iamie’s facial appearance
as becoming more masculine, and her eyebrows thiagge Although her voice
had not yet deepened, Dr G believed it would ndbhg before it happened.
He had noted Jamie's stage of pubic hair develophsanng progressed from
stage two to stage three, the penis was longenthan last examined, and the
testicular volumes had increased.

It was on the basis of the rapid development thahDr G requested the
applicants’ lawyers to contact the Court for a Ywearly hearing”. Dr G
expressed the need to start treatment within ambpbssible.

At the hearing, in light of the very rapid changegust a few weeks, Dr G said
that if it were up to him, he would start treatm#hat afternoon. In his
professional opinion, there was no time to lose. recommended immediate
treatment to prevent the psychological distresslamie would experience if
male puberty were to progress. He noted Jamiealeady finding the small
amount of development that had occurred distresdingas also to prevent
“irreversible masculine changes” such as a deepeasfiher voice.

Dr G proposed treatment to start with Zoladex, &Branalogue, to block
puberty. It is administered as a three-monthlycatameous implant, inserted
under local anaesthetic. It was described by Bs@outinely used in the
hospital to treat children with precocious pubeatywell as patients with gender
identity disorder. He described it as almost akveffective in suppressing
pituitary gonadotrophins, which then shut off teséoone production by the
testes for as long as treatment is continued. ri&® experience, it has never
caused any unwanted side-effects.

Dr G advised that the treatment effects a bridgfahstimulation of pituitary
gonadotrophins and testosterone. As one of the afrtreatment is to
immediately prevent Jamie’s voice from deepeningGproposed a 50mg per
day oral anti-androgenic drug (cyproterone acetatth)e first month, to block
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S7.

58.

59.

60.

61.

62.

the effects of the testosterone. It would not éeded once the gonadotrophins
had been suppressed.

According to Dr G, Zoladex will slow the processneéturation and the growth
plates of the long bones. Sperm production irtélstes will also be arrested.
Penile erections, which Jamie is currently expeiiggand finding very
distressing, will cease during the Zoladex treatm@&wone mineral density will
increase during treatment.

The effects of Zoladex and the suppression of gul@st only while it is being
given. The effects are reversible.

It is proposed to continue Zoladex until Jamieldew 16, in five or six years,
when, according to the consensus guidelines puddisly the US Endocrine
Society, she would start the second stage of teatrtaking oral oestrogen
(probably Progynova). Dr G advised that in suéfitidosage, the oestrogen
alone can suppress gonadotrophins and testosteranmale, so that the GnRH
analogue treatment would then no longer be requikémlvever, to ensure
gradual rather than accelerated breast developfwhnth can result in
unshapely breasts), he would start the oestrogea gradually and build up to
the adult dose over about a year. The GnRH analogght therefore be needed
to cover the additional year.

Oestrogen treatment brings about feminisation efaibdy. It also stimulates a
marked increase in bone mineral density, whickersefficial. It has effects on
the growth plates in the long bones, promotingethentual closure of the
growth plates, but in the doses Jamie would recéneseffect would be slow.
Growth velocity may be stimulated in the first ye&ioestrogen administration,
but would slow after one to two years. Jamie’alfimeight would be less, by
three to four centimetres, than if male puberty been completed.

(c) the likely long-term physical, social and psywlogical effects on the
child:

(i) if the procedure is carried out; and
(i) if the procedure is not carried out;
(d) the nature and degree of any risk to the childrom the procedure;

Having referred to Jamie’s precocious onset of pgyband its manifestations,
psychiatrist Dr C gave specific evidence of theljkirauma to Jamie as a result
of the profound and imminent changes.

Dr C reported that Jamie has told her parentsstasees herself as “a freak”,
feeling that she is a girl in a boy’s body. Shawsare of the dramatic changes
occurring in her body and is frightened by thenhe $as had a very clear,
consistent and unambiguous image of herself astia@ative girl developing into
an attractive young woman. When she looks at ermale body, she
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63.

64.

65.

66.

67.

68.

69.

experiences a sense of disgust and revulsion wiaslbeen intensifying over
recent times.

In Dr C’s professional opinion, the concern is tiatill lead to:

...an increased likelihood of major mental disorded a
behavioural difficulties, including severe depressand anxiety
disorders and risk of self-harm.

Dr C referred to a documented increase in theafaself-harm and suicidal
behaviour amongst children and young people witidgeidentity disorder. He
cited a UK study showing some 23% of such adoldsaeged over twelve,
harming themselves, or taking an overdose.

In Dr C’s professional opinion, if the fully revéste stage one treatment is
commenced, Jamie will have a further period of ttmexperience life as a girl.
The feeling of being “a freak” will be significagttiminished, and she will
experience “a significant sense of relief”, knowstge will not have to endure
any further masculinisation of her body. She Wdlvery relieved by the
cessation of spontaneous erections.

Dr C noted that in the medium term Jamie will coné living as a girl, and will
continue feeling comfortable with her body.

Dr C noted a “hypothetical possibility” that treant with Zoladex and
subsequently with female hormones could lead torendition of male

adolescent behavioural attributes such as increasssttiveness and aggression.
Jamie sees that as an advantage since her selé-isagia “creative and gentle
girl”. Dr C emphasised the excellent support trehie has from her parents and
brother, although she has not been pressured iwanypy them to behave like a
girl.

In a balanced assessment, Dr C reported that pglyisome clinicians felt it

was important for children to experience puberéaledopment of their own
biological sex, so that they knew what it was rehlie to be for example “a

boy”, before any changes were made. He noted hewvtbat at the major

centres now treating such children, it was no lomgasidered necessary or
appropriate in circumstances where a child hasoagtand persistent conviction
that they are of the opposite gender.

Dr C continued that:

Rather, such children are likely to feel persidtettaumatised by
the experience of living in a body at variance withir inner
gender identity. It is likely that as the childhiappier with their
own body, they are less stressed and disturbedsand|d their
sense of gender identity change, they are in ag#rmposition to
make an appropriate transition.
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70.

71.

72.

73.

74.

75.

In Jamie’s case, Dr C noted that she has alregogr=nced the early stages of
male puberty as a consequence of its precociowet.ohe has not shown any
positive response to physiological and sexual ceangth the development of
male puberty. Dr C said this is one of the indicaithat she is likely to persist
with her female gender identification.

In a written question, the ICL asked Dr C aboutdbesequences of the child
ceasing treatment in the future. Dr C said he tstded that the physiological
effects of stage one treatment are fully reversaple that cessation of Zoladex
would see the resumption of normal male puberta¢ld@ment. He understood
that the physical effects of stage two treatmetit westrogen are also
reversible, except if there were significant brefestelopment, it could require
surgical treatment.

As to the emotional effect of ceasing Zoladex, Dsa@ it would depend upon
the circumstances. If Jamie herself decided thatdoes have a male gender
identity, so that it were her choice to cease meat, her emotional state would
not be likely to be disrupted. She would need oimg psychotherapy,
counselling, and family support through this precémit from what the
psychiatrist has seen of Jamie’s and her familgfsacity for sharing their
feelings and support, it is likely that it would m&naged without major distress.
However, if Zoladex were withdrawn against Jamwal and she had to endure
male pubertal development while still experiendiegself as a female, Dr C
described that as “a potentially devastating preicks Jamie.

Dr C said in the long term, suppression of malegpiyowill mean that Jamie can
commence female hormone treatment should she widb s0 at around the age
of 16 years, in order to induce feminisation of hedy. A long term effect of
suppression of male puberty is the greater likelththat, as an adult, Jamie will
be able to “pass” as a person of her desired geMighout this treatment, it is
likely that features such as larger muscles and$iazoarse facial features, and
facial and body hair, would make it more diffictdtbe perceived by others as
fully female, and would require extensive (and egdee) treatment, likely to be
only partly successful.

If Jamie chose to cease stage two treatment, Dap€cted she would manage
the transition without undue distress. She anddraily would need guidance
and support if Jamie stopped living amongst heilfaamd peers as a girl, as she
has done so from very early childhood. Dr C bedthat Jamie and her parents
would be able to manage that process. Againgfvsfre forced to cease
treatment, it would be a major trauma putting hesignificant psychological

risk.

Professor N, in offering a second psychiatric aminiconfirmed that Jamie has a
“stable female identity”, and the experience ofenaliberty is likely to be
“extremely disturbing”. Professor N also refertedhe research in relation to a
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positive outcome of pubertal suppression, withdauecgion in behavioural and
emotional problems.

In her opinion, the use of puberty blockers wousiballow for on-going
psychological exploration of the gender issues,faritier assessment for the
appropriateness of stage two treatment at 16 yehagje.

Professor N said that suppressing male pubertypsopriate, and will prevent
emotional and social distress. Jamie would be theddg impacted by
developing a more male appearance, and it may $igudicant impact on her
mood, self confidence and social functioning. $tage one treatment will
“minimise the risk” of Jamie developing depressianxiety and the related risk
of self-harm and suicidal behaviour.

The endocrinologist Dr G said that if the treatmerdelayed, the most likely
consequence in the short term is that Jamie’s weikeleepen. Citing the
literature that the deepening of the voice coreslatith testicular volume, Dr G
advised that Jamie’s voice could irreversibly degfwery soon”. In answer to a
written question from the ICL, Dr G added that ‘fénés no time for further
delay in starting treatment if the aim is to preMeer voice from changing.”

Dr G said that transsexual male-to-female adults ladve gone through male
puberty have to have speech therapy to hide thalie moices. Some also have
expensive surgery to the larynx in an effort torsbmore feminine. Dr G
emphasised that prevention would be better. Hethat in his professional
opinion as to Jamie’s needs, “it would be most tioftate to miss this once-in-
a-lifetime opportunity to prevent it.”

Dr G noted that without stage one treatment, Javoidd now start growing
facial hair, and that already there is a faint slvadn her upper lip. He expected
it would be a matter of months before this becooi®gous. He noted that
transsexual adults who have not had the beneéady intervention are forced
to spend a great deal of money, and endure disegrhBving electrolysis to
remove hair in the beard area. Prevention agaarfas better option.

If stage one of the procedure is not carried outGG2xpected that Jamie would
be extremely frustrated and angry, as well as dspre Life would be
“intolerable”, if she were forced to go through maluberty. Jamie is not
conflicted about her gender. As far as she iseored, she is female. She does
not want to have to continue living in a male bodwy. her it seems “alien”. Like
the psychiatrists, Dr G referred to the risk fadtwrlife-threatening behaviours.

Dr G saw no problems in carrying out the first stafitreatment. It is fully
reversible. It has no side-effects. As he sdihdocrinologists have been
prescribing it for years in children much youndsart [Jamie], to arrest
precocious puberty”. It would enable Jamie’s metéaelopment to proceed
“normally”, without the “terrible impediment” of geler dysphoria. Dr G cited
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that blocking puberty at an early age has been shiowther centres to be
beneficial, and is recommended in clinical guidetipublished in 2009 by the
US Endocrine Society.

The stage two oestrogen treatment would not beestéor five to six years.
Throughout that time Jamie would be seeing a méalth professional, and
her thinking about gender identity will be closetpnitored.

The part of the stage two treatment that warraatsqular consideration is that
the introduction of oestrogen will cause breastwgino If Jamie were thereafter
to choose to live as a man, the breasts couldlmmhgmoved by surgical
intervention.

(e) If alternative and less invasive treatment is\ailable — the reason the
procedure is recommended instead of the alternativieeatments

From Dr G’s perspective, the alternative of jusedavioural approach to
treatment would be unlikely to be beneficial. Jamphysical changes would
still be occurring, and they are the source ofdigtress. If a patient is in some
way uncertain about what she wants, then a behaliapproach on its own can
be appropriate, but Dr G emphasised that “thisepais in no way uncertain.”
Psychotherapy throughout the treatment is howesserdial.

The ICL specifically asked the psychiatrist Dr Ctasvhether there was an
alternative less-invasive medical treatment. Haessed the opinion that the
only alternative is to withhold hormonal treatmehte said that:

...Paradoxically for [Jamie] this would be experiethes quite
‘invasive’ in itself as the unwanted masculinisataf her body
will be experienced as an increasingly distrespieigurbation
and disruption of her sense of self. Other lorigan medical
treatments which oppose the actions of testostesuoh as
cyproterone acetate, have additional side-effebisiwwould
make it inappropriate for other than brief treatimen

Dr C was also of the opinion that it would not helamie’s best interests to be
treated by behavioural therapy alone, in the alesehthe stage one and later
stage two medical treatment. He said there igearch evidence to
demonstrate that behavioural and psychologicahfhes cause a child to change
their experience of their own gender identity.

Dr C explained that psychological therapies aredw@awr an important adjunct to
help the child and family adjust to the child’s denidentity dysphoria. Such
therapies are designed to ensure that a child fieeds is a full range of options
available for the way she experiences her bodysande of self. At the same
time, a child who feels pressured to deny and sgsptheir genuine cross-
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gender identity is, according to Dr C, likely topexience “significant
psychological stress and trauma.”

The endocrinologist Dr G specifically considere@iadative drugs that could be
used to suppress gonadotrophin secretion. Helsaidhe drugs administered
before the introduction of long-acting GnRH analegjare now regarded as
inferior. They have side-effects of weight gaiml adrenal suppression.
Otherwise, any intervention that fails to contestbsterone levels would also
fail to prevent deepening of the voice, and thatilde a life-long problem if
Jamie continues to wish to be identified as female.

(g9)__If the child is capable of making an informed @cision about the
procedure — whether the child agrees to the procede

(h) If the child is incapable of making an informeddecision about the
procedure — that the child:

(i) is currently incapable of making an informed decisdn; and

(i) is unlikely to develop sufficiently to be ablgo make an informed
decision within the time in which the procedure shold be carried
out, or within the foreseeable future

In considering whether a child is capable of malangnformed decision, the
authorities have adopted the principleailick v West Norfolk A.H.£1L986]
A.C.112, where the House of Lords held that a mis@apable of giving
informed consent when he or she “achieves a seffiainderstanding and
intelligence to enable him or her to understanly fwhat is proposed”.

Jamie is still young, and younger than the majasftghildren who undertake
this proposed treatment. Nevertheless, in themalest Dr C’s opinion, Jamie
is able to demonstrate an understanding “of thadrature of the treatment
proposed”, namely that she will receive treatmeitth Wormones which will
affect and delay the development of the bodily gesrof puberty. Dr C said
Jamie understands that this will delay the growther penis and testicles, and
that there will be a slowed body hair developmert masculine-type bone
growth.

Jamie is aware that subsequent treatment with E2h@mimones, when she is
older, may then affect her capacity for sperm gatn@n. Dr C is satisfied that
Jamie has been able to understand at an age-apedprel the consequences
of continued suppression of puberty, the laterttneat with oestrogen, the
possibility later of developing breasts, and ofshegery to create a vagina.
Jamie has spoken about the possibility of marrgimgan and adopting a child
when she is an adult. Dr C said he does not lellamie understands how
difficult that may be in our society, but it appe#o be an appropriate and
realistic option for this child.
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Dr C concluded that although it is difficult forchild of Jamie’s age to
“completely understand” the implications for hielas a young adult, Jamie has
“demonstrated capacity to think about issues sadhe&possibility of adopting

or fostering children of her own.” She wants tontoence the female sex
hormone treatment at around 16 in order to devalore complete female
appearance including the development of breasts.

Dr C concluded that Jamie voluntarily agrees toctmencement of
treatment. She has “a good understanding of thenee of the treatment
proposed and the potential side-effects.” He eBahat Jamie’s capacity for
understanding and making decisions is “more soighistd than many of her age
peers.” She asks very appropriate questions.céfgmitive capacity is
consistent with her high academic performance. Halsea sophistication in her
understanding of the world around her, and a “ggragp” of the basic
physiological issues. However, Dr C said thage 10 years it is difficult to
ensure that Jamie is able to understand “the fdlextensive ramifications of
such decisions, especially in the long term.”

Jamie understands the stage one procedure witledgiar injections of
Zoladex. She understands it will entail a monthjgction under the skin. She
is concerned about the pain that might result fte@se injections, but
understands that the pain should be minimal dfieatministration of topical
anaesthesia.

Dr C is satisfied that Jamie has also considerealfternative, which is to
proceed through male puberty. He described Jasriteaified” of her voice
changing, and she has given clear descriptionseoptocess of the removal of
her penis and the fashioning of some sort of vagieahe would seek in the
future.

Dr C noted that Jamie clearly feels supported lnypheents, who have been able
to understand the full range of treatment possigsliand outcomes. In sessions
with Dr C, the parents have always let Jamie krimat they would be supportive
of whatever decision she might make in the longtencluding changing her
mind and continuing life as a boy should she cheo$® so in the future. Dr C
Is satisfied that Jamie has been free of any pressu

Dr C summarised Jamie’s capacity and understaratirigliows:

So in the sense that [Jamie] is aware of the eigupsedicament
of the conflict between her experienced gendertityeand
biological gender, and of the options for treatmeitih Zoladex
and later oestrogen, or of no medical treatmem¢lieve she is
able to make an informed decision to commencertresai.
[Jamie] has excellent cognitive and reasoningskahd | believe
that at a later stage, around the age of 16 ysheswill also be
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able to clearly understand the range of treatmpttias available
in particularly commencing female hormone treatmeritelieve
she also has the intellectual and emotional captxithange her
mind and inform her parents and carers to ceaatnisst at a
later stage, should that be her desire.

Dr C concluded however that clearly Jamie doedawe the level of maturity to
be responsible for decisions of such gravity, It does have a good
understanding of the process involved and the piatetsks and benefits. He
said it was not appropriate for Jamie to make sladisions on her own. Itis
the parents’ responsibility to make such decisiarmnsultation with Jamie.

Dr MW prepared the Family Report. In her profesalampinion Jamie’s wishes
to undergo the treatment are “significant and gé&gst”, and should “certainly
be given weight in these proceedings.” In Dr M\&Bnion, the strength of
Jamie’s wishes was highlighted by her statementvghe was asked what she
would like to say to the court, when she said:

| really really desperately need that treatmenthbse without it |
wouldn’t be who | feel myself to be ...and that wopldt be
terrible...because for the rest of my life | couldoé& who | feel
myself to be...and that would just be devastating. nierit
would be an incomplete life...and | wouldn’t feel gbo

Dr MW commented that, although at almost 11 Jarogsdaot have the maturity
and cognitive ability to fully understand the lotegm realities and
consequences of her decisions, it does appeastibdias “a very good
understanding” of what she wants, and of her genlgertity and treatment, and
a very good understanding of what is involved i tittatment she is requesting.

Importantly, as Dr C had reported, Dr MW found tBainie listens to
alternatives, understands that she will requirgoimg counselling, therapy, and
support, and seems to freely express herself ancomeerns and fears, seeking
support and help when required. Dr MW also pointethe consensus amongst
Dr C, Professor N and Dr G, that Jamie understandss aware of the risks and
benefits of treatment and has made the decisioausecof her on-going and
consistent desire and feelings of wanting to beafemHis discussions with
Jamie enabled Dr MW to reach the same view.

In paragraph 33 of her report, Dr MW quoted a nuntbddamie’s comments,
and concluded that although she does not beligggassible that Jamie has
considered all the potential problems and issuasriay arise, and that this

would most probably be impossible for anyone natendheir age, she does
appear to have the understanding of the realifibgolife and the treatment.
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Finally, although Dr MW was of the view that Jardid not fully understand all
the realities of life as a transsexual adult, her¢omplexities and difficulties
involved in for example adopting children, as ttege one procedure is fully
reversible, without long-term effects on fertilitize child will be free to change
her mind at a later date, when she is more cogtiable to grasp the long-term
implications of the decision.

In summary, the experts agreed that Jamie agrehes ftaitial treatment, that she
has a good understanding of it, and a mature aetligent grasp on her
situation. That said, at still shy of 11 yearsl,at is not suggested she has a
“full” understanding, at least when it comes tagstéwo of the treatment which
would entail irreversible physiological feminisatiaround six years’ from now.
The experts agreed that Jamie’s understanding iemcé would need to be
considered again closer to that time.

As to whether Jamie can make an “informed decisiorstage one of the
treatment, the answer is that she probably canilstWhake that into account, |
agree with Dr C that at Jamie’s age, she still sgede guided by her parents’
decision. The finding however is clear, that Jah@eself has a good
understanding of and ardently seeks the treatroestatt straight away.

() Whether the child’s parents or carers agree tahe procedure

There was nothing in the extensive medical matésialiggest other than that
Jamie’s parents are supportive of both stageseoptbposed treatment, but also
supportive of Jamie in whatever decision she uli@iyanakes, so that she
would be free to stop the treatment if she choamefsee to continue to the next
phase when she is older.

Like Dr C, the Family Report writer was also immes with Mr and Mrs S.
She described them as:

...extremely well-informed, articulate, intelligenpainsightful
individuals, who appeared highly supportive of andhmitted to
help [Jamie] deal with her disorder and the assedissues, in
any way they possibly can.

She also said Mr and Mrs S were united and intedriat their approach, and
supportive of each other. She said it seems theg had their doubts along the
way, and have at times in the past been “confusadful, stressed, and anxious
about what to do”. After many discussions, andrdiving through the
difficulties with Jamie, it seems they have slowbveloped a better
understanding of the issues. They unconditionalbept Jamie as she is,
although there is still some anxiety and distressacasion, and particularly a
concern about the likely impact on Jamie if thesatment is not supported.
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110. Dr MW said that at no time did she have the serm® the parents that they
were either “indoctrinating in their approach onmshow glorifying the issues”.
She noted Dr C’s report that he always looks fatantying issues and problems
in the parents when diagnosing a child with gemdientity disorder, but in this
case there was nothing to suggest any significarsiomality or emotional
problems in either parent. Dr MW said that, caesiswith Dr C’s view, it was
also her professional opinion that Jamie is domwsll because she is so well
supported by family and friends.

() That the procedure is necessary for the welfaref the child

111. No-one argued against the stage one treatment hecessary for Jamie’s
welfare. She keenly seeks it. Her parents fullyp®rt her. Her treating
medical practitioners were very clear about thedmes only for treatment but
for the treatment to be started on the most urgasis. The second opinion
from an eminent psychiatrist supported it. The aReport writer
recommended it as necessary for her welfare. Thesupported it. Their
arguments set out above, were compelling.

112. The decision now as to whether stage two of thedrirent, in five or six years,
will be necessary for Jamie’s welfare, is a mofeatilt one. The Family Report
writer recommended that the court’s approval fat theatment should be
deferred until closer to the time when the decisieads to be made. That is the
course urged by the ICL. The parents, supportetthdyloctors, urged that it be
seen as two stages of the one proposed treatme thh@napproval should be
given now for both of those stages, rather thanirgwy the expense of further
proceedings.

113. Dr C’s evidence was that Jamie’s welfare is likielyoe promoted if she knows
that she will have control over the decisions latien to her own body and
identity when she is older, without the need tameto court. Both he and Dr G
emphasised that no decision would be made in oel&t stage two of treatment
for another five to six years, and then it wouldygoroceed if Jamie were
seeking the treatment, and the medical practitoagreed that it would be in
her best interests.

CONCLUSION

114. Jamie is a bright, happy, well-adjusted child fratoving family. She is blessed
with a natural intelligence, a vivacious persowatiioughtful and caring
parents, a loving supportive twin brother, and acaid and musical abilities.
The only area of difficulty for her in her childhdthis far has been her long-
standing gender identity disorder. Since she iliad s a girl, even the anxiety
surrounding those issues has greatly reduced.h&hbeen accepted as a girl
and has continued to flourish in her school andébfa.
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115. The rapid onset of her male puberty has demandw®eé sogent decisions. The
hospital where she is treated by a renowned pslyidtiand endocrinologist is
willing to commence the stage one treatment to rggomale puberty, a position
argued very strongly and convincingly by the tregpractitioners. Her parents,
who have agonised appropriately over the decisudly, support it. Jamie wants
it to happen as soon as possible. She has besistEmt in that view.

116. Jamie’s best interests are the paramount considieiatthe court’s decision as
to whether to permit the parents to approve thegrinent on Jamie’s behalf.

117. Section 60CC of theamily Law Actsets out the various matters to be taken into
account by the court. Not all pertain to this gattr issue. | take into account
Jamie’s strong and consistent views that she ward@emmence treatment. She
Is sufficiently mature, intelligent and informed fmonsiderable weight to be
attached to her wishes. Her parents’ views arertapt. | am satisfied that
they are both very capable to attend to Jamie'dsiee

118. The medical practitioners are united as to thesrisklamie should she start to
develop the male characteristics inevitable withd¢bntinuation of her rapidly
developing male puberty. Her concerns about besaged and/or bullied as “a
freak” are well-founded. She has been living ggleand looks like a girl. Were
she to become a girl with a deep voice, facial, lsagrowing penis, body hair,
and the large limbs of a male, she would be funddéatly distressed by those
developments being so drastically at odds withskedrimage, and her
presentation, and would face very significant riskbehavioural issues and
self-harm. The doctors were clear that the rebesupports that. Their
concerns were endorsed by the Family Report wriére would also be
exposed to bullying, and distraction from her ssstd activities at school and
outside.

119. Jamie’s long-standing wishes, the fact of her cfasa@ly members being able to
support her needs, and the real risks to Jaminesititeatment were not
commenced, assisted me in reaching the conclulsairitie stage one treatment
was in Jamie’s best interests, and needed to cogerana matter of urgency.

120. The remaining but difficult issue relates to stage of the treatment. | was
referred to authorities where both stages of treatrhave been approved at the
one time. Two such cases were recently decideddayl note however in those
cases that the young people involved were ageaa6syfour months and
almost 17 years’ respectively, and stage two otrd@ment was envisaged to
start within a relatively short time after stageoinother was iRe Brodie
[2008] FamCA 334, a decision of Carter J. Althoigin Honour noted (at para
39) that this was the “first stage of an overahtment plan which should be
viewed as a single treatment”, and that to do etlserwould be “an artifice”,
she did not in fact approve one continuous coufrseeatment, across the two
stages, for 12-year-old Brodie. Her Honour appdostage one and determined
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that the later stages of treatment would be de#it ‘&t different times and by
subsequent applications”.

121. In Re Alex: Hormonal Treatment for Gender Identity hyaia 2004 FLC 93-
175, Nicholson CJ, sitting as a trial Judge, hie&t & similar two stages of
treatment should be regarded as “a single treatpiant. His Honour found (at
para 188) that:

...Compartmentalising the stages of treatment foptirposes of
these proceedings would have an air of unrealibugl.

122. Alex was aged 13 at the time.

123. In line with my own previous decisions, and thoseisions of other single
judges, | am satisfied that the two stages of tneat can be viewed as one
treatment plan. That said, | am equally satisfied whether the two stages of
the one treatment plan should be approved at the sane depends on all the
circumstances.

124. In Brodie, for example, the medical experts did not regaagjiosis as having
been completed. Although there is not the sam&olesin this case, there is the
unusual circumstance of a very young child, atth@,youngest to be treated by
the experts in this case. That means that desisisrio phase two of the
treatment plan would not come into play for anofiner or six years, obviously
a long way off and an extremely large proportiortha$ child’s life. | cannot
overlook that although it may be one treatment jlas simply not possible to
project up to six years into the future as to whettr not stage two should be
approved.

125. The ICL asked Dr C a number of questions aimeddéetstanding the chances
of a child changing his or her mind between thgesaof treatment. Dr C
emphasised that the cause of a typical genderitgeidorder is not known. He
said it is understood that many of the children \phesent early in childhood
with atypical gender identity development do naigsess in adulthood to an on-
going transsexual identity. He continued, howetrext there is increasing
research indicating that those children with earget gender identity disorder,
whose cross-gender identity remains “fixed andiptnst” through early
childhood, puberty, and into adolescence, are kel to progress to
becoming on-going adult transsexuals.

126. The parents and doctors presented the case fon\ag@t this point on the basis
that if Jamie wants the relevant treatment whensb&ler and her parents and
doctors consider it appropriate, then it shoulduoc®©n the other hand, if Jamie
does not want the treatment then she will be supgdoy her parents and
doctors, and the treatment will not occur. Withpect, that dichotomy fails to
deal with a wide and potentially far more complprarum of possibilities
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between those two clear positions. It also failtutly appreciate the court’s role
in cases of special medical procedures.

The argument that the stage two treatment will c&lyembarked upon if Jamie
seeks it, and her parents and doctors supporirit laer best interests, overlooks
the court’s role. The court is required to apprawspecial medical procedure.
The two-phased medical procedure in this case regjapproval, even if the
child, her parents and doctors already agree,esdb in this case. The issue is
whether the court can comfortably determine thigyd8r-old child’s best
interests, and therefore approve a particular phaeeor treatment, irreversible
in nature, not due for six years.

Although Dr C talked about it being likely thaindia’s trajectory is reasonably
predictable, in the sense that her gender idedyi$phoria has existed since
early childhood, and she has now lived entirelp g&l for several years, it is
impossible to predict how life will unfold for a d@ar-old child by the time she
Is a young person of around 16 years’ of age. dAtjih one hopes that her life
will go from strength to strength, there are altsof vagaries and potential
factors that may intervene. There is her own he#ie health of her parents or
brother, the relationship of her parents, her i@hahip with her parents, her
relationships generally, her schooling, and/or adea in medical science, to
name some obvious ones.

The parents’ preference not to return to courhige@y understandable. They
are likely to see court proceedings not only asrestraint on their freedom to
determine, with Jamie, issues about which therebbas a great deal of
thinking, advice and soul-searching, but also &sluing financial and
emotional expense, with the risk of uncertaintyfamie at an age and stage
when it may be beneficial for her to feel empowexegarticipate in these
decisions outside the shadow of the court.

| simply cannot determine in 2011, when Jamieiiksasily 10, what is likely to
be in her best interests in 2016 or 2017 whenshged sixteen.

If all things are equal, and Jamie remains detegthin start stage two treatment,
and her parents continue to understand and supeotb be free of pressure to
make her own decisions, and the treating mediatpioners continue in their
view that it is in her best interests for the tneant to be administered, then my
hope is that the court, mindful of the findingghas stage, will again be able to
offer a fast resolution with minimal expense angiaty for the family. If
however the circumstances have changed in anyfisigmi way, it is appropriate
for a judge to consider those circumstances cliostirat time.

THE ORDERS

132.

| have already made some orders on 28 March 20héy included extensive
orders as to the anonymisation of my Reasons figrdents and orders. They
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were deliberately detailed and restrictive, to eagaurivacy for Jamie and her
family, and protection from these sensitive pers@saes being widely
circulated. It could only be damaging for Jami®¢oidentified.

133. | ensured that the parties received one completeanonymised set of orders so
that the hospital and medical practitioners coeldupon it. | shall ensure the
same occurs in relation to the outstanding order.

134. Subject to any contrary submissions, the only aatsing order is that the
parents’ application filed 10 January 20-11 shalbtherwise dismissed.

| certify that the preceding one hundred & thirty-four (134) paragraphs are a
true copy of the reasons for judgment of the Honouwable Justice Dessau delivered
on 6 April 2011.

Associate:

Date: 6 April 2011
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