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Keira Bell, a patient who started to take 
puberty blockers at the age of 16 years for 
gender dysphoria (GD), recently won a 
legal battle against the Tavistock and 
Portman National Health Service (NHS) 
Trust Gender- Identity Development 
Service (GIDS), on the basis that she 
should have been challenged more before 
being allowed to start treatment. The 
High Court ruled that children aged 16 
years old and under 16s are unlikely to 
provide informed consent, and they are 
not fully capable of understanding the 
long- term effects of the treatment.1 As a 
consequence, NHS England has ordered 
that children and adolescents under the 
age of 16 years should not be referred by a 
GIDS to a paediatric endocrinology clinic 
for puberty blockers unless a court has 
ruled that it is in their best interest to 
receive puberty- blocking treatment.2 This 
is a milestone decision considering that 
puberty blockers have been used in GD for 
many years in several countries. It is also 
unclear what this means for patients under 
16 years who began treatment before the 
time of the judgement.

This decision might have an impact on 
the mental health of young people with 
GD3 —both those who are currently 
receiving puberty blockers and those 
who might have been eligible in terms 
of criteria other than age in the future. 
Despite the relative scarcity of scientific 
evidence and the need for further research, 
there is clinical experience and empirical 
evidence that ‘medical interventions for 
carefully selected individuals are helpful 
and potentially lifesaving for transgender 
youths before the age of 16’,3 4 and that 
youth presenting for medical treatment of 
GD at early versus late stages of puberty 
‘endorsed lower rates of depression, 
anxiety, and suicidality and higher body 
esteem and life satisfaction’.5

Puberty blockers have been used for GD 
in adolescents since the late 1990s in the 
Netherlands, which was the first country to 

use them6 and publish long- term longitu-
dinal cohort follow- up research, showing 
promising findings regarding effective-
ness.7 The ‘Dutch Protocol’ became a 
benchmark for evaluating and treating 
children and adolescents with GD in many 
countries, including Italy.8 9 In 2018, the 
Italian National Bioethics Committee 
expressed its substantially favourable posi-
tion on the use of triptorelin for the treat-
ment of adolescents with GD, and in 2019 
the Italian Medicines Agency decided to 
include triptorelin in the list of medicines 
paid for by the NHS, authorising its use 
in the treatment of adolescents with GD.10 
These documents mandate a highly conser-
vative use of the drug, limited to carefully 
selected cases with several recommenda-
tions: the need for the involvement of a 
multidisciplinary and specialised team (in 
Italy there are currently eight recognised 
centres, including ours in Trieste); the 
use of the treatment only as a last resort 
when other non- pharmacological inter-
ventions have proven to be ineffective; 
the requirement of informed and unre-
strained consent by the parents/guardian; 
adequate training of paediatricians and 
health and social services; safety and 
follow- up studies on the treated cases; and 
a policy of fair and homogeneous access 
to the drug. Furthermore, according to the 
committee, a medical protocol including 
psychotherapeutic interventions should 
be available to avoid damaging effects on 
mental and physical health and minimise 
the suffering induced by stigmatisation 
and social discrimination.

Even though puberty blocking in 
this setting is still highly debated, the 
possible benefits in well- selected cases 
are evidence based.3 7 11 12 Therefore, 
while the risks of puberty blockers 
(reduced bone mineralisation, decreased 
height velocity, menopausal symptoms 
with suppression of ovarian function and 
case reports of hypertension) should be 
always kept in mind, the possible asso-
ciated risks (major psychiatric suffering 
and suicide) due to potential delays or 
debatable denials to treatment related 
to juridical settings should not be 
underestimated.

It is essential to highlight that medical 
diagnoses and treatments are sometimes 

subject to mistakes with potential 
adverse consequences. Adolescents may 
be able to provide informed consent 
and demonstrate an understanding and 
abilities to make decisions regarding 
hormone therapy initiation.13 There is 
international precedent for children and 
adolescents receiving puberty blockers 
safely, and by improving the safeguards 
around puberty blocker provision, the 
need for individual evaluation through a 
legal process (which can affect children 
and families experiencing the costly, 
lengthy and adversarial nature of courts) 
could be avoided.13

While we understand that GD in chil-
dren and adolescents is a hot topic with 
an ongoing debate resulting in different 
perspectives, we believe that a court is not 
always the right place to make medical 
decisions, especially when there is family 
and medical consensus regarding treat-
ment. The Italian and Dutch models, 
with multiple specialised and multidisci-
plinary teams that can guarantee a long- 
term follow- up and shorten the process, 
provide a solution with a robust frame-
work for decision- making.
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