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Abstract 
There is a historic crisis in waiting times in the UK’s National Health 
Service. Crisis brings both a call for judgement – a response to the 
question ‘what has gone wrong?’ – and a call to action, such as better 
management, more resources, strategies to mitigate staff burnout, or 
even a shift in access commitments to reduce demand. However, not 
all forms of waiting are a sign of service inefficiency or failure, or a 
form of abandonment or lack of care. Instead, we argue that all 
healthcare entails waiting, and other forms of elongated time such as 
pausing to observe, staying alongside patients at end of life, enduring 
or even encouraging the repeated presentations of those with 
medically unexplained symptoms, delaying treatment to see what 
time will bring the situation, or stopping treatment as an ethical 
intervention. In this paper, we offer three examples of care practices 
that require waiting, demanding considerable patience on the part of 
patients and healthcare workers: care for the chronically unwell in 
general practice; care of young people in mental health crisis; and 
care for trans and gender-questioning young people. When time is 
represented as a finite linear resource to be used efficiently, 
‘streamlining’, speeding up systems, and making cuts to ‘wasteful’ 
practices seem like obvious solutions. But we argue that it is only by 
reckoning with the complex relationality and fundamental 
untimeliness of the care that runs alongside even the most timely 
interventions, that we can understand what it means to wait in and for 
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the NHS, and what resources might be needed for the service and its 
users to flourish.

Plain language summary  
There is a historic crisis in waiting times in the UK’s National Health 
Service. Crisis brings both a call for judgement – a response to the 
question ‘what has gone wrong?’ – and a call to action, such as better 
management, more resources, strategies to mitigate staff burnout, or 
even a shift in access commitments to reduce demand. However, not 
all forms of waiting are a sign of service inefficiency or failure, or a 
form of abandonment or lack of care. Instead, we argue that all 
healthcare entails waiting, and other forms of elongated time such as 
pausing to observe, staying alongside patients at end of life, enduring 
or even encouraging the repeated presentations of those with 
medically unexplained symptoms, delaying treatment to see what 
time will bring the situation, or stopping treatment as an ethical 
intervention. In this paper, we offer three examples of care practices 
that require waiting and demand considerable patience on the part of 
patients and healthcare workers: care for the chronically unwell in 
general practice; care of young people in mental health crisis; and 
care for trans and gender-questioning young people. We argue that 
understanding ‘timely’ care as relational, interdependent, and 
paradoxically ‘untimely’ enables a vital recasting of what it means to 
wait in and for care in the NHS.
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Introduction
In July 2016, the father of one of the authors was admitted  
to hospital. She rushed to be with him, but by the time she  
got there he was in state of acute delirium. Every ten minutes 
or so he would grab her hand and say, ‘Come on. Let’s  
go’; and then, ‘What are we waiting for?’ She explained 
that he was very ill and that the doctors needed to find out 
what was wrong. But as for what, exactly, they were waiting,  
there were no easy answers: for the medical situation to 
become clearer; for things to unfold; for time to pass? She  
found herself repeating: ‘You need to be patient’. ‘Patient?’ 
he would reply. Her father could see well enough that he  
was being treated as some sort of patient, but he was strug-
gling to understand how the waiting being asked of him  
represented a form of care that felt ‘timely’.

This experience had a particular significance to us as a group 
of health humanities researchers working to investigate  
the role and meaning of waiting in healthcare, and particu-
larly in the UK’s National Health Service (NHS). The author  
involved accompanied her father through his hospitalisation  
in the NHS, applications for social care, and then the final  
phase of his life, getting to see up close how waiting can be a 
screen for an over-stretched service: its inefficiencies, insuf-
ficiencies, and at times even its failures to care. But she also  
glimpsed a rather harder to conceptualise aspect of waiting: 
the elongated yet undramatic forms of care given when noth-
ing very much appears to be happening; when a situation  
develops, or fails to develop; and in the face of a future that is 
radically uncertain and when waiting is all that remains. She  
came to see how care was indeed being offered by health 
professionals and by the service itself, and that care was in  
part being collaboratively ‘made’ through these stretched out 
periods of time. Because of the pervasive difficulties with 
noticing and conceptualising waiting as care, however, we  

came to understand that we urgently need new vocabularies  
and concepts that might help patients, clinicians, families,  
and carers to situate and communicate the meaning of their 
waiting. It is this that has informed the development of a  
collaborative research project, Waiting Times.

Running from 2018 to 2023, the time of the project was frac-
tured by two major social and political events: the global  
coronavirus disease (COVID-19) pandemic, and, in the UK, 
an escalating crisis in NHS waiting times. On the one hand,  
the pandemic pushed waiting, care, vulnerability, racial-
ised violence, inequality, interdependence, and mourning 
forcefully into public consciousness, causing us all to think 
again about waiting, care, and forms of neglect (Baraitser &  
Salisbury, 2020). On the other, after the acute phase of the 
pandemic, the public discussion about waiting and healthcare 
became more and more focused on just one issue: NHS  
waiting times. By October 2022, as the Waiting Times project 
drew to a close, 7 million people were waiting for elective  
care, and an early report by the National Audit Office 
(2021) described a possible 12 million-strong waiting-list by  
March 2025. By September 2023, the figure from NHS  
England was 7.68 million. The convergence of the pandemic  
with the real terms cuts to government spending on health-
care, an increasingly ageing population with complex needs, a  
lack of political will to reform the social care system, and 
an increase of chronic physical and mental health conditions 
for those most affected by more than a decade of austerity,  
meant we found ourselves in what was being characterised as 
the biggest ‘crisis in waiting’ in the health service’s history  
(Salisbury et al., 2023).

Care has a distinctive relation to timeliness. To wait in pain 
or when treatment is urgently needed is not only difficult but  
can be dangerous. Once in labour, for instance, a pregnant 
person cannot wait for the kinds of care needed for the safe  
birthing of a baby; the hallmark of good stroke care is that 
time is of the essence; uncontrolled post-traumatic bleeding  
requires prompt measures to avoid preventable death. ‘Timely’ 
care, in these contexts, means calibrating waiting very  
precisely in relation to urgent need. But what does timely care 
look like outside of acute situations and emergency medi-
cine? We have argued elsewhere that effective care recognises  
both the demand for active and often urgent interventions and 
the simultaneous importance of forms of waiting, delaying,  
slowing, pausing, repeating, stopping (Baraitser, 2017), or  
simply allowing time to pass – what we are calling here 
‘untimeliness’ (Salisbury et al., 2023). Of course, health-
care practitioners know well that waiting and care are not 
opposed to one another and that where care exists, so does wait-
ing. It is there ‘in the extended time needed for therapy or 
therapeutics to work; in the watchful waiting before or after 
diagnosis; or in the time that stretches through remission, 
relapse, or palliative care’ (Salisbury et al., 2023, n.p). Here, 
waiting with or simply continuing to be available becomes 
the key way of supporting health (Baraitser & Brook, 2020; 
Salisbury & Baraitser, 2020). Timely care, in these contexts, 
entails reckoning with the complexity and essential untime-
liness of attending to the shifting and uncertain needs of an 

          Amendments from Version 1
Baraitser et al. would like to thank the reviewers for their careful 
engagement with the paper. As Reviewer 1 suggested, we have 
recast the framing concept of ‘fugitive care’ to clarify how this 
concept, drawn from Black studies in the US, is relevant to an 
understanding of ‘caring on’ in the context of the UK’s NHS. We 
have also revised the abstract. Reviewer 2 usefully draws our 
attention to the concept of ‘active waiting’, used in some Irish 
healthcare contexts. ‘Active waiting’ directs service users who 
may have started the GP/referral process, but are not yet at 
the treatment stage, towards resources that can be used while 
waiting. ‘Active waiting’ aims to produce agency and a sense 
of partnership for service users in their own care as a way of 
managing the difficult passivity of waiting. The NHS directs 
service users to similar sources, though without using the 
concept of ‘active waiting’ specifically. The authors will engage 
with this concept in future publications.
Baraitser et al. have decided not to revise the article to reflect 
changes in UK healthcare policy since submission, but to let the 
article stand as an account of waiting and care in the NHS in the 
period 2017–2024.

Any further responses from the reviewers can be found at 
the end of the article
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other in the face of an unknown future and with resources 
that are always, in some way, limited.

How time is ‘spent’ in healthcare, by both patients and  
practitioners, is conditioned by wider historical, social, and 
political forces that govern and structure time (Burges &  
Elias, 2016) and determine whose time is important and 
whose can be wasted (Sharma, 2014); how time is experienced  
(Baraitser, 2017); and what ‘timely’ comes to mean. If we 
look to the history of the NHS, for instance, we see that ver-
sions of untimeliness were baked into the system from the  
start: the existence of private pay-beds for wealthier patients 
being a case in point (Bar-Haim et al., 2023). But although  
waiting has always played out unevenly, it was also collec-
tivised in the new health service, becoming a meaningful  
part of a shared social project. For a period, at least, waiting 
together for healthcare that had previously been inaccessible  
to many had a social meaning – an idea and promise that 
has continued to remain alive in the cultural life of the UK  
(Thomson, 2022).

Given the collective waiting embedded in the history of  
the NHS, there may be a particular ‘NHS-ness’ (Bar-Haim 
et al., 2023; Salisbury et al., 2023) about the relationship  
between waiting and care that is not captured by the wait-
ing times crisis headlines. This ‘NHS-ness’ was invoked  
positively during the first lockdown of the COVID-19  
pandemic, when people were asked to wait as an act of  
collective social care in the name of protecting a healthcare  
service in which they were invested, both materially and  
morally. Of course, the patience of ordinary people quickly  
wore thin when it became clear that the collective willing-
ness to wait for the NHS was not shared by many of the  
politicians who had imposed lockdown restrictions.1 Further-
more, although everyone has to wait, at some level, in and  
for care, this is not an equitable experience and frequently 
reproduces broader social injustices (NHS Race & Health  
Observatory, 2022). The NHS-ness of waiting often plays 
out, we suggest, in having to endure time that doesn’t feel  
like it is passing or flowing well. Nevertheless, in these expe-
riences of waiting, care emerges in and through ‘stuck’ 
time, in what we term the ‘seams’ of the NHS: in processes,  
practices, exchanges, transactions, and relational moments 
that run alongside more obvious care pathways. Frequently  
characterised by ‘negative’ valences – by exhaustion, anger, 
and even despair – care takes place in the arcs rather than 
nodes of a pathway, even when change itself may be difficult 
to spot. By staying alongside or enduring time with patients  
(Baraitser, 2017), care may be perceived, even when nothing  
seems to be getting better.

The Waiting Times project undertook a multi-strand investigation 
of the relationship between waiting and healthcare, draw-
ing on health humanities and social science frameworks 
that situate both temporal experience and healthcare within 
an historical context, while drawing on literary, psychoso-
cial, and engaged research methodologies to understand 
contemporary experiences of waiting within healthcare. 
A key finding is the difficulty of tracking waiting as a  
meaningful object, yet the importance of not losing sight 
of the ways that pausing, delaying, slowing, and stretching  
(or making the most of) time, for both practitioners and 
patients, is as essential to timely care as crisis interventions. 
Indeed, we have suggested that there are significant risks in  
focusing almost exclusively on the reduction of waiting 
times and waiting lists as a way to support the health of the 
NHS and its capacity to care for its patients and workforce  
(Salisbury et al., 2023).

In this paper, we elaborate these ideas by presenting three 
vignettes taken from ethnographic and practitioner-led research  
carried out in the UK’s NHS: in general practice, in child  
and adolescent mental health services, and in a gender identity  
service for young people. These sites are particularly reso-
nant as they allow us to see how care is made relationally 
in situations where patients and practitioners may feel that  
nothing is moving on in a timely way. We argue that these 
sites show practitioners ‘caring on’ in order to offer some-
thing that is ‘timely’, in the more expanded sense we have  
begun outlining here, by making time in situations where  
it appears to have ground to a halt. Drawing attention to the 
time of ‘caring on’ should not be mistaken for a suggestion  
that the NHS is currently adequately funded; but it is to sug-
gest that the complex conditions under which timely care is  
made, and the resources required to support these care prac-
tices, demand conceptualisations of time that are not simply  
linear and finite. Instead of seeking to address the ‘crisis’  
of the NHS by moving people more quickly through the 
system, reallocating time to address ‘shortfalls’ to reduce  
waits to access care, or even abandoning the social commit-
ment to a universal service, we would do well to pay atten-
tion, first, to how time and care continue to be made in the  
‘seams’ of the current system. It is only by reckoning with 
this essential ‘untimeliness’ that we might then be able to 
conceptualise interventions in the NHS that are themselves  
timely and that continue to underpin its social mission.

To conceptualise this way of understanding the relation between 
care and waiting, we use the notion of ‘fugitive care’ devel-
oped by one of the co-authors, Kelechi Anucha (2023). This 
concept considers how care is distributed unevenly and the 
racialised and minoritised work of inventively carving care 
out within stuck time. Drawing on this, we argue that we can  
glimpse care in the ‘fugitive’ practices of practitioners, patients, 
and services. These practices are not simply time-bound, 
with care being constrained by time’s pressures; instead, 
they use time in relational ways to enable more care to be  
made.

1 For instance, the Guardian newspaper reported on 13th January 2022 
that ‘staff inside Downing Street held two staff leaving events featuring  
alcohol, and one with loud music, on the evening before Prince Philip’s 
funeral in April last year, when such social contact remained banned.’  
See: https://www.theguardian.com/politics/2022/jan/13/two-downing-street-par-
ties-held-evening-before-prince-philips-funeral-reports. Accessed 24 May 2024.
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Fugitive care
In her work, Anucha brings care into contact with a concept of 
fugitivity originating within Black studies (Harney & Moten, 
2013; Hartman, 2019; Hartman, 2021; Sharpe, 2016). Fugitivity 
names a way of being in the world, embodied first by ‘the 
shipped’: those racialised as black and subjugated by the 
Transatlantic slave trade (Moten, 2018). The idea of fugitive  
care depends upon understanding the extent to which this 
mode of being persists beyond the literal historical context  
surrounding the Fugitive Slave Act (1850) legislation, which  
coupled racial difference with the constant threat of being  
captured and enslaved. 

Anucha argues that it is worth asking how we can produc-
tively bring fugitivity into dialogue with discussions about 
how caring takes place within the increasingly politicised  
terrain of the UK’s NHS. There is a need to recognise that the 
same ‘orthography’ or grammars of capture (Sharpe, 2016) are 
evident in British medical settings, materialising in the docu-
mented disproportionate criminalisation and detention of black  
patient groups at the point of care (Johal & Hall, 2023; 
Royal College of Psychiatrists, 2024). Fugitive care names 
practices which necessarily exceed the ‘workarounds’ in  
implementation science or in care normally provided in a  
traditional clinical relationship, which are themselves shaped by 
racial bias.

The experience of the medical encounter as a historic site of 
threat or mistrust directly correlates to ongoing inequali-
ties of waiting, seen for example in delayed cancer diagnoses  
(Delgado, 2025; Limb, 2023). While research suggests black 
people in the UK are most widely affected, medical discrimina-
tion moves along multiple intersections of identity, including  
gender, sexuality, economic status, and extending to other racially 
minoritised groups. Many individuals across these groups are 
forced into strategies of coping, evasion and forms of ‘esca-
pology’ (Emejulu, 2022) that emerge to navigate the defer-
ral of equitable treatment and broader structures of bias.  Such 
strategies came to the foreground of public consciousness  
during the COVID-19 pandemic, in which mutual aid groups  
were a vital part of the extra-institutional public response. 
More recently, lateral routes to trans care have gained impor-
tance in the context of increasingly circumscribed access to 
treatment. However, such configurations of care have always  
operated at varying levels of visibility, as in communities  
of those living with Sickle Cell Anaemia who must find ways 
to manage pain that is often ‘misunderstood or not believed’  
(Coleman et al., 2016).

In the three vignettes that follow, we use the idea of ‘fugitive 
care’ as a framing device, turning a spotlight on the often 
improvised and inventive care that takes place in an over-
stretched NHS by both patients and practitioners. Through 
these vignettes we attempt to track the elusive object of 
waiting as it is offered, and at times experienced, as a mode of 
careful attention. In the face of what is easily represented as a  
failure of care, we note how giving time to a situation can 
turn out to be a collaborative endeavour that produces rather 
than reduces care.

Elongated waiting in general practice
Stephanie Davies’s study of waiting, staying, and enduring 
in contemporary General Practice investigates forms of care 
that are precariously maintained in situations in which noth-
ing appears to improve (2023). These might include ongoing  
care – or what we are calling caring on – for what is in  
danger of being neglected during periods of crisis. This 
includes care for chronic states in an outcome-orientated 
healthcare setting; for inevitable physical and mental decline  
and degeneration; and for the NHS itself after a loss of faith 
in its promise of a better future. In these situations, activity  
that appears the least productive in terms of outcomes can 
sometimes be the most responsive. Given the rise in long-term  
health conditions that disrupt clinical ideas around the acute 
and the chronic, the communicable and non-communicable,  
combined with a steady withdrawal of state funding for  
long-term support, there is a case for arguing that these are 
the modes of care most needed in the present, rather than  
crisis interventions aimed at restructuring the system to  
reduce waiting.

It is well accepted that many of the conditions cared for in con-
temporary NHS general practice now are chronic (Williams  
& Law, 2018), ‘treatment resistant’ (Thomas et al., 2013), com-
plex (Cassell et al., 2018), or self-limiting (resolving in their 
own time) (Fielding et al., 2015). This means that it is not  
unusual for whole episodes of clinical care to revolve around 
situations that patients and practitioners are unable to change 
or move on from. This kind of healthcare falls outside  
of the scope of preventative medicine where the emphasis is 
on striving to safeguard the future of a population perceived  
as ‘constantly at risk’ (Armstrong, 1985: 664). It also falls  
outside the linear flow of medicine conceived in treatment  
pathways, with their constant movement towards a goal.

While this shift in general practice’s core work suggests the 
need for longer-term support and more open-ended ways  
of responding to need, the infrastructure for providing 
continuity of care in the NHS has been eroded in recent 
decades. Clare Gerada, President of the Royal College  
of General Practitioners (GPs), writes about how, during  
her last day working as a GP on call, she was called out to  
see several patients in her extended London catchment area, 
none of whom she had ever met before (Gerada, 2022).  
What these patients had in common, besides old age, was 
that they were suffering from serious illnesses that could  
not be reversed or improved with simple interventions such 
as prescribing painkillers or antibiotics. After every visit,  
Gerada left feeling saddened by the experience of having so  
little to offer them.

   �Each patient I saw that day was a stranger, and each 
contact an isolated encounter. We would never meet 
again. They were single episodes and, unless I made 
an error resulting in a complaint (and this is a constant  
anxiety), I would never know the outcome of my actions.

In Davies’s study, when she asks Ben, a GP, what he believes 
his patients are expecting from him in situations where 
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they have reached the limits of what medicine is able to do, 
he tells her about the case of Joe, a ‘white working-class  
man’ who is dying of cancer:

   �Ben does not know Joe, he has not come frequently to the 
surgery. After a visit to see Joe at home, Ben describes  
feeling as though he has ‘fallen into a scene’ and is hav-
ing to make sense of what he is there to do. In recent  
months, Joe’s body has grown weaker from metastatic 
cancer. The signs are visible. Ben says that the experi-
ence of being a doctor who is ‘thrown into so grave a 
context’ as the home of a dying man sets up an encoun-
ter in which he feels as though he is playing out a  
centuries-old role. In his words, ‘you are the representa-
tive of a profession for whom this is very well-trodden  
ground’. So, when he sees Joe lying in his bed, he 
tries to take hold of what has to be done. He thinks,  
‘we’re in a new phase: the dying phase’. They dis-
cuss palliative care drugs and Ben describes feeling  
close to Joe during these moments and wanting to be 
more involved between now and the time of death:  
‘I feel a kinship with him... a great sense of privilege 
to be his doctor… to be trying to hold on to his sense  
of autonomy and ownership over decisions.’ He hopes 
that Joe will still be at home when he comes back  
for follow-up in ten days’ time, although he struggles 
to say what exactly he believes could be achieved by 
seeing him again. He says that it might have some-
thing to do with bearing witness: ‘I can bear wit-
ness... be around for him if he wants to talk.’ (Davies,  
2023: 182)

John Berger places this elusive gesture of staying close when 
the time of death is drawing near in the medical tradition  
of ‘witnessing’: ‘if [the doctor] cannot cure us, we are also 
asking him to witness our dying’ (Berger, 1967: 62). Ben  
does not necessarily share Berger’s strong conviction about 
the benefits of bearing witness, but it is something that  
he can do, if Joe wants him to. This is all happening out-
side the context of anything like a long patient-doctor  
relationship or a standard clinical pathway. It is a situation  
which Ben feels he has been thrown into and is having to  
make something good out of. He reflects that it is per-
haps not what he knows, or what he can do that can be of  
use to Joe and those around him now. He has already 
reached the limits of what more pharmaceutical intervention  
can offer. It is more just the fact of his being there, inhab-
iting the role of somebody who is making an offer of  
time, in the hope that this will be picked up and trans-
muted into something meaningful. In effect, he is waiting to  
see if he can be of any use to Joe. Whether he can be or not, 
depends on the potential for Joe to take up his offer to, in  
Ben’s words, ‘use me’.

‘Use’ is a problematic term for medicine, although it has its 
own small tradition in general practice, after being intro-
duced into the NHS by psychoanalysts Michael Balint and  
Donald Winnicott in the 1950s (Balint, 1957; Winnicott, 
1969). For Ben, the hope that he may be of some use to Joe 

and his family seems risky, as he extends to Joe something that  
may or may not be the thing that is needed or wanted. The 
offer to ‘use me’ in this context can never be sure of its  
effect. It has the potential to fail, to be rejected, to compli-
cate things or to prolong a bad experience of healthcare. It  
might not even feel like much of a choice. Whereas a vas-
cular surgeon or a respiratory consultant can apply their  
medical know-how to Joe’s electronic record and decide 
not to get involved, Ben does not have the same option to  
decline to respond to what he cannot act on. Gerada recalls 
that in the past, there had seemed to be more places for  
people to go when they needed time to be ill for a while, 
or to wait whilst dying: ‘back then, I had access to a cot-
tage hospital where I could admit patients just because they  
were “off their feet”’ (Gerada, 2022). In the absence of the 
structures needed to support the sharing of time that has  
stopped flowing, ‘use’ for people like Ben and perhaps for 
Joe too, also implies wear, as in the wearing on (or wearing  
out of) a person or a workforce that happens when they are 
used or employed for purposes not necessarily their own,  
or not what they intended.

During times of crisis, offering time to a situation that will 
probably not change could easily appear wasteful. But what if  
the very capacity to be moved to care about someone or 
something depends on time being allowed to pass, without  
necessarily knowing in advance what good, if any, will come 
of it? The philosopher of science Vinciane Despret writes:  
‘those who wait and those who wait on (or attend) some-
times become attuned and learn to be affected — that is, to  
care’ (Despret, 2004: 131). In Davies’s ethnographic work,  
what comes to the surface is the potential of this ‘learning  
to be affected’, which can make care in cases like Joe’s,  
if Joe is in a position to ‘use’ Ben’s offer of waiting. Together 
this undermines the assumptions implicit in care plans  
which aim only at management, progression, and ‘satisfaction’. 
In NHS general practice today, it often happens that neither  
patient nor practitioner knows how long the experience  
of waiting for something to end, or to give way, is likely to 
go on for, or whether the help that is offered in the meantime  
is going to make things better or worse. The offer of time by 
itself might never feel like it is enough, yet we understand  
it as an attempt, under pressure, not to move on too quickly, 
but to stay long enough to become attuned to what the  
other might still need.

Waiting in adolescent mental health care
Jocelyn Catty is a Child and Adolescent Psychoanalytic  
Psychotherapist in a busy NHS Child and Adolescent Mental  
Health Service (CAMHS). In her clinical work with adoles-
cents, she is acutely aware of the urgencies of time and care,  
that she links, in part, to the pressures adolescents face. Ado-
lescence is understood in contemporary Western cultures 
as a transition in time, between childhood and adulthood.  
Half in, half out of childhood, young people are asked to 
hold both their own and adult hopes and anxieties about the  
future. ‘Janus-faced’ (Waddell, 2018), they occupy a position 
that points them both forwards and backwards. If adoles-
cence may be said to be a crisis in-and-of-time (Catty, 2021b), 
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these pressures converge when adolescents go into men-
tal health crisis. Inter-generational trauma, often mediated 
by parental mental ill-health, domestic violence, neglect, and 
attachment difficulties, is known to play a key role in the  
aetiology of adolescent depression (Cregeen et al., 2016). Yet 
dread of the future, or pre-traumatic stress (Kaplan, 2020;  
Saint-Amour, 2015; Salisbury, 2020)2 figures just as power-
fully for young people at this pivotal stage. On the brink of  
a future that they may see as no future at all, traumatic 
pasts, whether their own or inter-generational, invest their  
looking-forwards with grief and dread: that the trauma may 
be repeated (Freud, 1914) or that the future may already  
be cancelled. Thus, the past may condition them to read 
the future through the lens of their own or their ancestors’  
traumatic histories, leaving no sense that the future is 
worth living. For those in extreme crisis, the suicidal act, 
the overdose, or other act of deliberate self-harm, may be  
seen as calling a halt to time, often in a way that is ter-
rifying for the young person and those tasked with caring  
for them.

That the current generation of young people may be under 
extraordinary pressures is reflected in soaring referrals to  
CAMHS both before the COVID-19 pandemic (Nuffield 
Trust, 2019; Therrien, 2018) and since (Gregory, 2023). The  
lockdowns of the pandemic, in which adolescent pressures 
gave the lie to the idea that time could be suspended (Catty,  
2021a), are known to have led to a marked deterioration in 
adolescent mental health and increase in psychological dis-
tress, particularly for those young people already struggling  
(Branje & Morris, 2021; Kiss et al., 2022; Li et al., 2022;  
Luijten et al., 2021). The increase in adolescent mental health 
presentations has also been linked to the impact of social  
media (Karim et al., 2020) and exam stress (Steare et al., 
2023), to which may be added the impact of ongoing struc-
tural racism (Simon, 2023) and discrimination, including  
that experienced by LGBTQ+ young people (Mustanski 
et al., 2016). Anxiety about climate change (Lancet, 
2022) also features: one alternative narrative of the 
future figures inter-generational trauma as the result of  
ecological violence wreaked by one generation upon the 
next, prompting a ‘cry for help’ (Baraitser, 2020; Thunberg, 
2019). While psychiatric classifications of depression reli-
ant on the notion of ‘irritability’ have been shown to fail to  
do justice to young people’s rage (Midgley et al., 2015), 
models of depression that invoke ideas of stuck, suspended  
or impeded time (Minkowski, 1970; Salisbury & Baraitser, 
2020) may similarly overlook the Sturm und Drang of the  
adolescent crisis (Catty, 2021b).

Yet if adolescent mental health crisis appears to threaten catas-
trophe, it also brings the potential for development, growth,  
and psychic change. For when a young person calls a halt to 
what they perceive to be a relentless march towards a bleak  

future, then, provided that the suicidal action remains uncom-
pleted (the threat of this tragic outcome casts a significant 
shadow over mental health practice, Catty, 2021b), they create  
a crisis-point in the sense of a point of pivot or transition  
(Roitman, 2016). This opens a time in which matters may 
rest before moving forwards or back. They thus ask for atten-
tion and intervention in a way that has the potential to  
open up time for care.

To illustrate this, Catty describes a clinical situation with a  
young person she calls ‘Layla’:

   �Layla was referred to her local CAMHS at the age of 
12 because of her low mood and anxiety, which had  
got worse when she started secondary school. By the 
time she was seen at age 13, she had been waiting for  
over a year, and had started self-harming by cutting her-
self regularly. Clinicians elicited from her concerned 
mother and stepfather a history of domestic violence  
perpetrated by her birth father in her early years, and a 
sense that she was an unofficial ‘young carer’ for her  
depressed mother. Layla herself engaged in a rather 
perfunctory way with a series of appointments with  
clinicians, who felt they could not elicit any sense of opti-
mism from her about the future, nor any meaningful  
account of why she was self-harming. The appoint-
ments had no apparent effect on her mood or self-harm.  
She was then referred to the team’s psychotherapist. 
The day before she was due to meet the psychothera-
pist, however, Layla took a significant overdose of  
painkilling medication; frightened, she told her mother  
and was admitted to hospital.

   �When Layla was discharged from hospital and the  
outpatient sessions with her psychotherapist com-
menced, the therapist was able, gradually, to talk with 
Layla about the timing of this overdose, picking up on a  
sense of ‘too-lateness’: that a space for care and atten-
tion was being provided, but too late to be of use.  
Layla for the first time brightened. She admitted, ‘I 
think this therapy is too late for me’. From this moment  
of contact between patient and therapist, a genu-
ine therapeutic relationship was able to grow. Layla 
started to talk more freely, not just about feeling low, 
but about things that annoyed her - at school, or even  
at home – and her worries about the future. Gradually, 
she dared to admit her mixed feelings about being her  
mother’s ‘carer’. Gradually, her self-harming stopped; 
much later, she was able to tell her therapist that she 
felt proud of having ceased to resort to this way of  
signalling her distress.

There is a crisis in the system of care for young people like 
Layla. When a 12-year-old girl is left waiting over a year  
for help, there is an urgency that merits newspaper headlines 
about waiting times. In this timeframe, the chronic crisis of 
depression and anxiety acquires the greater urgency of self-
harm. But responding ‘urgently’ and in a straightforwardly 
timely way, while important, is not the only solution here: nec-
essary, but not sufficient. For successive appointments fail  

2 See also the American Psychological Association definition of pretrau-
matic stress disorder: https://dictionary.apa.org/pretraumatic-stress-disorder.  
Accessed 24 May 2024.
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to reach Layla, who continues to believe that care by profes-
sionals, perhaps by anyone, is ‘too late for me’: a devastat-
ing belief that she acts on in a dangerous overdose. This belief 
cannot be shaken until it is recognised, with time, by the  
psychotherapist, and named. Then, Layla can experience 
her most difficult and frightening feelings being recognised  
and tolerated, in an experience Bion (1962) conceptualised 
as containment. Once she accesses this containing space pro-
vided by her psychotherapist through the recognition of her 
fears, the offer of time that is psychotherapy (Salisbury &  
Baraitser, 2020) becomes meaningful. Once again, we could 
say Layla can ‘use’ the offer of waiting, and this in turn pro-
duces a collaborative form of care, which mitigates her  
conviction of ‘too-lateness’ and opens up a sense of the future.

Untimely care: the case of GIDS
In our third vignette, we describe ethnographic work under-
taken by Jordan Osserman at the Gender Identity Development 
Service (GIDS) within the Tavistock and Portman NHS 
Foundation Trust. At the time the research took place, 
GIDS was a service with a ballooning waiting list. Waiting  
for gender care as a young person is extremely difficult,  
according to both service users and practitioners working 
with them (McKay et al., 2022), suggesting that the kinds of  
waiting with that are possible are themselves time-sensitive  
and often experienced as untimely. These untimely inter-
ventions may feel too late for the young person concerned  
if they experience being held up or delayed by a service 
that takes years to see them, and then appears to offer more  
waiting in the form of ‘thinking time’ (Barnes, 2023), when 
what the young person feels they need is treatment. Mean-
while clinicians may worry about interventions appearing 
too soon on a scene where understanding cannot yet be 
fully grasped – with gender development creating its own  
untimeliness and disruptions in development and sequence.

Osserman’s study with GIDS, however, turned out to track 
not just how the service managed experiences of waiting, 
but how waiting was punctuated by the immediacy of crisis.  
The study began with one crisis and ended with another: 
the onset of the COVID-19 lockdown in 2020 and then the 
announcement of the imminent closure of the service in July  
2022. In between, the service faced numerous additional cri-
ses including: the UK High Court ruling on Bell v Tavistock 
(2020); the subsequent overturning of this ruling (Bell v  
Tavistock 2021); a rating of ‘inadequate’ from the Care  
Quality Commission (2021); the publication of an interim 
report on gender services for young people, produced by the 
Cass Review, which was used by their NHS commission-
ers to underpin the decision to close the service (2021), and in  
March 2024 the actual closure of GIDS and the publication 
of the final report from the Cass Review (2024). The closure  
of GIDS and replacement by new services was elongated,  
following NHS England’s failure to meet their Spring  
2023 deadline, whilst the GIDS waiting list was itself trans-
ferred to a third-party provider – leaving the existing  
service in a state of uncertainty, waiting and staff attri-
tion at the time of the ethnographic work. GIDS therefore 
seemed simultaneously a site of acute and chronic crisis, many 
instances of which were inseparable from questions of time.  
The question of whether GIDS makes patients wait too long, 

or not long enough, for instance, has been at the heart of  
public debate (Osserman & Wallerstein, 2022). Alongside 
the Cass Review (2024), a journalistic investigation of the  
service, Time to Think, cast serious doubts on whether GIDS 
really provided the thinking time it claimed to champion  
(Barnes, 2023). However, these investigations of GIDS have 
themselves faced accusations of anti-trans bias (Hayes, 2023; 
McConnell, 2024).3 Osserman noticed that the service’s  
complex attempts to ‘care on’ amid overwhelming crises had  
parallels with the temporal complexities faced by its service  
users.

We offer here a composite and anonymised vignette from an 
ethnographic observation of a supervision meeting, as a fur-
ther elaboration of this idea. At GIDS, supervision meetings  
are spaces where clinicians can think about the young peo-
ple in their care, discuss treatment plans with one another, 
and talk about the ways the pressures of the clinical work  
may be affecting them and their work with young people:

   �In the meeting, clinicians described working with a 
young person and her family who were insistent that,  
if puberty blockers were not prescribed soon, the young 
person would commit suicide – tragically, this can  
be a feature of this work. The young person described 
experiencing gender dysphoria from early childhood  
and experiencing puberty as ‘wrong’. The clinicians 
said they struggled to maintain GIDS’s protocol, which  
required several more assessments before a referral 
could be made to the endocrinology service, although  
they did maintain it. In the penultimate assessment  
session, they discussed with the child and family the 
practicalities of puberty suppression – the pros and 
cons, the side effects, and so on. The next session, when  
a referral would have been made, the young person 
announced she was ‘de-transitioning’. As the clinician  
described it, ‘She felt she had understood her gen-
der dysphoria within the context of misogyny. She 
wanted to escape from the pressure of being female. She  
said she avoids reading too much about detransition, 
because she supports trans rights; and she values the  
time she has lived as male. She told us about how 
she likes to be loud and opinionated, to share her 
thoughts, and this seemed more acceptable to do when  
living as a boy. She said she now has the confidence 
to be a loud woman.’ The patient did not turn up for  
subsequent appointments. 

The clinicians share how difficult this case was for them, 
and their wish to have a reflective space to consider this  
work which, it appears, has ended. The conversation centres 
around the appropriateness of ‘holding the line’ on GIDS’s  
assessment protocol – a war metaphor which also evokes 
the embattled condition of the service. One asks whether 
the sharing of practical information about puberty block-
ers – making medical treatment appear imminent – ‘took the  
fight out of it’, allowing the young person to reflect on  

3 See also The Kite Trust’s statement in response to the Cass Review  
Report: https://thekitetrust.org.uk/our-statement-in-response-to-the-cass-review-
report/. Accessed 28 May 2024.
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herself more deeply. There appears significant relief that the  
assessment seemingly enabled the young person to decide 
she did not want to pursue a medical pathway prior to the  
referral being made. However, one clinician wonders: ‘what 
if we had prescribed puberty blockers, and then the young 
person changed their mind? Isn’t it cis-normative of us to 
assume that the worst possible thing is to begin and then stop  
transition?’

There is untimeliness permeating this scene at multiple  
levels. On one, there is the child, whose experience of gender 
dysphoria is unbearable, but who seems to reach a retroactive  
insight about her gender identity at the very point when medi-
cal treatment becomes within reach: I am an opinionated  
woman; or rather, I have needed to live as a male in order to 
become the opinionated woman that I always have been. It  
appears the language of ‘de-transition’ fails to capture some-
thing more temporally complex here: not a ‘return’ to an origi-
nal gender so much as the making of a new one, through 
a revisiting of the past occasioned by the anticipation of a  
possible future.4

Next, there are the clinicians, who were wracked with worry 
about this young person’s wellbeing and the appropriateness  
of their protocol whilst working with her. They were cer-
tain that once they finished jumping through the hoops, they  
would be making an endocrinology referral – only to dis-
cover, to their bewilderment, that something in this young 
person had changed over the assessment process without 
them noticing. We can also note their fear that they might 
have ‘failed’ to understand the ‘truth’ of this child’s gender  
dysphoria – no doubt intensified by the tremendous scrutiny  
that the service is under – and the absence of any sense that 
they were accompanying a child through a process whose  
outcome could not be predicted in advance.

Finally, we have the fact of the case presentation itself, tak-
ing place in the wake of the young person’s disappearance  
from GIDS, with staff trying to make sense of what was 
done here, and what might have been. What kind of clini-
cal supervision involves a patient who is no longer seeking  
care? We cannot know what ultimately happened to this 
young person, or why she did not attend subsequent appoint-
ments. Will she come to yet another understanding of  
her gender identity in time? Will she seek gender care again? 
Seen in this light, the vignette is more an example of the 
service attempting to take some care of itself in the face  
of uncertainty.

Another case might illustrate this further. In group super-
vision, clinicians discuss a 16-year-old trans boy who  
experienced significant improvement in his mental health 
following a year on puberty blockers and is now eager to  
begin hormone therapy. Nervous about approving this next 
step, the clinicians working with him queried his sense  
of urgency. Did it prevent him from reflecting sufficiently 

upon the implications of further medical treatment? The 
young person explained that while he felt the time was right,  
he could cope with waiting longer if necessary. Several staff 
felt reassured by this response. As an observer Osserman 
detected in this instance a report of a kind of back-and-forth  
playing out between clinician and young person over the  
meaning of waiting and urgency. A willingness to wait 
appears here paradoxically as an indication that waiting can 
end. It again raises the thorny question of who is being cared  
for – the child, the service, or the waiting list?

It is clear that many young people have been helped  
by receiving a referral from GIDS for medical treatment, and 
moreover that the waiting list for gender care is too long. 
Rather than comment on GIDS’s protocol or the overall  
management of the service, here we simply wish to draw atten-
tion to the necessity – and difficulty – of attending to the  
untimeliness involved in care. The uneven, ‘stop start’ 
temporalities of gender exploration can make care seem, in 
some sense, impossible. The untimeliness that GIDS is called 
to account for is perhaps not solely a result of NHS waiting 
times or service mismanagement (although these are crucial);  
it may also be a manifestation of something untimely at 
the heart of gender development itself, which activates  
cultural anxieties about the movement towards resolution 
that are then projected onto the figure of the trans or gender  
questioning child.

Between a young person and a service in both acute and 
chronic crisis, fugitive care, in this situation, may entail all par-
ties bearing that what is on offer is going, at some level, to  
miss its mark. Where Layla, in the earlier vignette, can only 
move forwards when someone understands and validates  
her cry, ‘it’s too late for me’, gender services for young  
people are in the difficult situation of having to understand 
an often-paradoxical communication: ‘it’s too late and too  
early for me’.

Caring on: timely and untimely care
Fugitive care in action, as we have been articulating it here,  
emerges in services under extreme time pressure. Neverthe-
less, through a significant sensitivity to time and timing, and 
through an ongoing attention to relationality, care is made  
in what we have called the ‘seams’ of the NHS. Timely care, 
in these contexts, emerges paradoxically through attending  
to the untimeliness that occurs when people allow them-
selves to become ‘attuned’ to the complex, uncertain needs of  
others, while being prepared to stay with the rhythms of repeat-
ing, returning, delaying, and enduring (Baraitser, 2017).  
The possibilities for fugitive care seen in our vignettes are 
made collaboratively in the untimely time that becomes present  
between Ben and Joe, if Joe can ‘use’ the waiting that Ben 
offers him; between Layla and her psychotherapist if the  
psychotherapist can hear and bear that her care has come ‘too 
late’; between and among the GIDS staff and their patients,  
if they can understand that the care on offer from a service 
already marked for closure is fundamentally untimely, both  
too soon and too late. If we accept that the NHS is not only 
a space through which patients move, but a space where 
people wait and endure together, then what is revealed is a 

4 See Saketopoulou and Pellegrini (2024), Gender Without Identity, for a  
development of this idea.
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kind of care that never makes it into statistics about waiting 
times and waiting lists. This is a form of care that holds on to  
the possibility of reanimating relationality, and that in turn  
makes more care and more time.

Writing of care in general, although she could be writing about 
care in and for the NHS, María Puig de la Bellacasa argues  
that:

   �even when one cares for the dying, with hope and 
anxious anticipation, even when care is compelled by 
urgency to enjoy the fleeting present, charged by past 
regrets and joys and the weight of accumulated expe-
rience, a certain suspension of feelings of emergency, 
fear, and future projections – and weighty pasts – is 
required to focus on caring attention. (2017: 207)

For Puig de la Bellacasa, holding crisis temporalities in abey-
ance, even if only temporarily, creates the conditions for care 
to emerge – a ‘care time [that] suspends the future and distends 
the present, thickening it with myriad multilateral demands’  
(2017: 207). If this is so, then within an NHS context, the  
suspension of overarching narratives of the future – whether  
utopian or dystopian – might also be paradoxically enabling. 
This waiting might allow those who care, both in the NHS  
and for it, to use the ‘depressing time’ (Baraitser & Brook,  
2020) of its chronic crisis not simply to make the most of 
the little time that is left, but instead to use the care that 
remains in relationality to expand time: to ‘care on’ fugitively  
as a way of making the time needed to care.

Anucha alerts us to the need to hold in tension both fugi-
tive care in action, which we have tried to illustrate here, and  
fugitivity as an imaginary space5. This leads us to ask: how 

can we reframe the waiting that goes on in, and indeed for,  
the NHS in a way that understands it as a shared, collec-
tive practice, rather than something patients do, while doctors  
act and managers rationalise? This is a particularly timely 
question when NHS workers have been taking strike action  
during 2023 and 2024 to demand pay rises to ameliorate 
the chronic understaffing that threatens the basic conditions 
required for caring contact to be made in situations of need.  
If time is represented as a finite resource that must be used 
efficiently, then ‘streamlining’, speeding up systems, and  
making cuts to practices that are deemed wasteful seem like 
obvious solutions. The ideological processes of marketisation  
and provision rationalisation that have dominated health  
policy in the past forty years (Bar-Haim et al., 2023) indeed 
rely on conceptualisations of time as linear and scarce,  
where moving people more efficiently through the system, 
reallocating time, or even fundamentally reducing demand,  
is seen to be what is needed. But if we think with waiting, 
instead of seeking to eradicate it, other possibilities come into 
view. As two of our co-authors, Stephanie Davies and Martin  
Moore (2023), have argued, throughout its history many 
of those invested in the NHS – patients, staff, and others 
– have waited collectively in the name of what the service 
could or should be. But Davies and Moore draw our atten-
tion to a history of activism and demands for change in  
the NHS as a way of cutting across fantasies of a return to 
a fully resourced and funded service that in fact has never  
been a reality. Withdrawing from fantasies about the past 
and future, they suggest instead that a significant part of pre-
serving what matters about the NHS is being prepared to  
‘care on’ without any clear resolution being visible and 
in the face of significant losses, just as one might in those  
everyday practices of healthcare where nothing much appears 
to be happening, as we have drawn attention to here. If  
we can reckon with the essential untimeliness of care that 
runs alongside even the most timely interventions, and if  
we are able to learn from how care goes on being made fugi-
tively when resources are woefully insufficient, it may  
be possible for all those invested in the NHS’s future to see 
more clearly, and indeed more imaginatively, the resources  
required for it to flourish.

Data availability
All data underlying the results are available as part of the  
article and no additional source data are required.
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