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ABSTRACT
Transgender children who are not treated for their
condition are at high risk of violence and suicide. As a
matter of survival, many are willing to take whatever help
is available, even if this is offered by illegal sources, and
this often traps them into the juvenile criminal system and
exposes them to various threats. Endocrinology offers a
revolutionary instrument to help children/adolescents with
gender identity disorder: suspension of puberty.
Suspension of puberty raises many ethical issues, and
experts dissent as to when treatment should be
commenced and how children should be followed up. This
paper argues that suspension of puberty is not only not
unethical: if it is likely to improve the child’s quality of life
and even save his or her life, then it is indeed unethical to
defer treatment.

A boy of 12 is believed to have become the world’s
youngest sex change patient after convincing
doctors that he wanted to live the rest of his life as
a female…The therapy involves artificially arrest-
ing male puberty, with a series of potent hormone
injections… (Telegraph).1

In 2004 Alex,2 another trans-gender child, con-
vinced the Australian Courts to allow her treat-
ment for gender identity disorder. At the age of 13,
her puberty was suspended.i

Both these children suffer from Gender Identity
Disorder (GID). This is a ‘‘condition in which
individuals experience their ‘gender identity’ as
being incongruent with their phenotype’’.3 Their
condition could also be described as a chiaroscuro, a
term generally used in arts to describe figures
painted in both light and shadow.

Children with GID can be treated with puberty
suppressant drugs at the beginning of puberty or
soon afterwards, when the first sex characteristics
begin to appear. Physical development is thus
arrested temporarily, in view of administering
cross-sex hormones at a later stage (normally
around the age of 16).

The main advantage of this approach is that
these children gain time to reflect over their gender
identity, without becoming trapped in a body that
is experienced as alien.

While under puberty suppressant drugs, the
child is assisted with psychotherapy and monitored
medically, to verify any effects of medication, and
may be encouraged to have what is called ‘‘a real
life experience’’, that is, to dress and behave as a
person of the other gender. This allows the child to

explore the other gender and verify whether
transition is what s/he really wants.4 After a
period on puberty suppressant drugs, the child will
decide whether s/he wants to go on with transition
or not. Not all children with GID will become
transsexual adults: some will change sex later in
life, some might not, and some will continue to
participate to both genders, feeling that their
identity is not unequivocally male or female. If
the child does not wish to transition, puberty
suppressant drugs can be withheld and develop-
ment restarts as normal.ii If the child decides to
change sex, transition is much smoother if puberty
has been arrested. Starting cross-sex hormones on a
body that has not developed the ‘‘wrong’’ sex
characteristics allows achievement of a much more
‘‘normal’’ and satisfactory appearance. Every later
cross-sex intervention on a person whose puberty
has been allowed to progress is much more
invasive: cross-sex hormones will act on a body
that has already developed. The result is an
ambiguous appearance. Some characters (height,
size), once they have developed, cannot be reversed
with hormonal therapy. Others (breasts, for
example) can only be removed with surgery.
Cross-sex surgery, for transgender people whose
puberty has not been suppressed, is going to be
much more invasive.

Suspending puberty can also be used as a part of
diagnosis, as it helps to identify children who really
want to transition4; it also decreases the risk of
treating false positives (children who will seek
cross-sex surgery once they are adult but who,
later, will regret the choice).

Whereas suspension of puberty (SP) is regarded
as a normal part of care in many countries, it can
be very difficult to receive this treatment in
England.

SP raises important ethical questions: can it be
right to interfere with spontaneous development?
Can children be capable of a judgment that can
have long-term consequences? Is it ethical to offer
this treatment, given that its risks have not been
fully established within a research protocol?

I argue that SP should be offered when the long-
term consequences of delaying treatment are likely
to be worse than the likely long-term consequences
of treatment. ‘‘Likely consequences’’ include long-
term physical, psychological and relational/social
results of treatment versus non-treatment, and thus
the overall welfare of the child, and not just the
potential risks and benefits of medications.

i Suspension of puberty can also be used for other conditions. In 2004 it
was used in the ‘‘Ashley case’’. See http://www.telegraph.co.uk.

ii Administration of hormones facilitate the restoration of puberty and
return to the biological phenotype.4
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PHYSICAL, PSYCHOLOGICAL AND SOCIAL DIMENSIONS OF
GENDER IDENTITY DISORDER
GID is a severe medical condition, associated with strong
disgust for the body and profound uncertainty over the sense of
the self. Invariably, growing in a chiaroscuro causes great
distress. Once they start puberty, trans-boys may develop
female secondary sex characteristics, such as breasts, may even
start to menstruate and remain shorter in stature than average,
whereas trans-girls may grow beards and prominent Adam’s
apples, experience erections and became taller than average.

Social adaptation can be very difficult.5 Children with GID
typically wish to engage in plays that are distinctive of the other
gender and identify themselves with the other gender.6 Once at
school, they may feel uncomfortable in taking part in activities
in which they are expected to share environments (changing
rooms, dormitories) with their peers. Even going to the
bathroom can become a major issue. For example, in Alex the
school principal reported that Alex would wear nappies and
refuse to drink for the whole duration of the school day, in order
to avoid the bathroom.2

Moreover, the social response to GID is often one of rejection,
discrimination and abuse.7 Homophobic bullying in schools is
common in the UK8: 89.2% of lesbian/gay/bisexual/transgender
youth experience verbal bullying and 17.6% are physically
assaulted for reasons related to their gender/sexual orientation.9

There have been cases of children killed by their peers by reason
of their gender ambiguity.10

A 16-year-old male-to-female patient reports:

Many […] are ignorant and cruel and they shout out things like,
‘‘Girl with a cock’’, ‘‘There’s the he/she/it’’, ‘‘Tranny boy’’ and
other names. On my way to school, people shout similar
comments from their cars, because of the way I look. […] When I
leave school, to go to University, or to get a job, I want to be able
to keep my private life private; this is nobody else’s business.
(Personal communication, published with the kind permission of
the patient and her parents).

This type of social response has negative long term
consequences. Children who are victims of homophobic
bullying are five times more likely than other students to fail
to attend schools, and twice as likely not to pursue further
education.11 Substance abuse, homelessness, prostitution, HIV
infection, self-harm, depression, anxiety12 and suicide13 are also
included among the results of homophobic bullying.14

THE NEED FOR MEDICAL TREATMENT
Given the severity of the condition, obtaining medical help is for
many a matter of survival. If they are refused treatment, many
might try to obtain medication off the illegal market. Injecting
drugs at unregulated dosages and without medical supervision
exposes them to dissatisfactory physical development and to life
threatening conditions, such as HIV, AIDS and hepatitis.
Involvement with illegal sources often also entangles these
youth in the juvenile justice system, and ‘‘[once] a young person
enters the juvenile justice system, the stigma of delinquency
usually follows them throughout life and they often cycle into
the adult criminal justice system upon maturity’’.15

Those who come from areas of the world where early
treatment and change-sex surgery are unavailable need to
emigrate in order to obtain proper medical care. Often they have
to raise enough money for privately paid healthcare assistance,
and given that sometimes clandestine immigration is the only
way into countries where they can receive medical help,

criminalised behaviour, such as prostitution, might become
the only available option.16

It cannot be claimed that these people freely choose risky life
styles: those who do not receive treatment are left without
recourse, and ‘‘people without recourse are not free’’.17

Of course, many transsexual people do not have a similar fate,
and are well integrated in society. However, research shows that
delayed treatment is associated with poor outcome4 and ill
physical, psychological and relational/social health (p121).5

Many would rather take their life than grow in the ‘‘alien’’
body(p3).12

It could be objected that we should not respond with
biological treatment to a problem that is to an important extent
social. If society responds in the wrong way to transgender
children, we should not change their body, we should change
society.

However, GID is not purely a social problem: it is a medical
condition, whose causes seem to be genetic, hormonal and
neuro-developmental.3 The appropriate response to a serious
medical condition is medical treatment. Early treatment
prevents these children from growing in an unwanted body,
in a body that they would change anyway at a later stage, at
much higher costs. Social education might be necessary, but this
is a different matter.

SUSPENSION OF PUBERTY: WHEN SHOULD IT START?
The first stage of hormonal treatment for GID is the
administration of puberty suppressant drugs.18

These drugs, sometimes called ‘‘blockers’’, by acting on the
pituitary gland, block the hormone secretioniii (oestrogen in girls
and testosterone in boys). The most effective ‘‘blockers’’ are
gonadotropin-releasing hormone analogues (GnRHa). After a period
on ‘‘blockers’’, if the child persists in his/her desire to transition
to the other gender, cross-sex hormones, and then surgery, will
be offered.

The Harry Benjamin International Standards of Care19

recommend that these medications be given when the child
has had some experience of his/her biological gender.iv

The reason for this is that only about a quarter of children
with gender dysphoria under the age of 12 will become
transsexual adults,18 whereas the majority of those who continue
to experience transgenderism in adolescence become transsexual
adults.20 Once puberty has been experienced, if the disorder is
still strong and persistent, treatment can start. The stage at
which the adolescent begins his puberty is known as Tanner
Stage II and III.21 v At these stages, testes and breasts begin to
grow and pubic hair begins to appear (for a fuller description see
box 1). In many countries, such as Germany, the USA, Canada,
Australia, The Netherlands and Belgium, SP can be offered at
this stage of pubertal development. In England, instead, it could
be very difficult to obtain treatment at this early stage.

iii These are sometimes called hypothalamic blockers. I am grateful to Mike Besser for
clarifying the real nature of these hormone suppressant drugs. I owe the specifications
contained in these lines to him.
iv The Royal College of Psychiatrists guidelines also recommend that adolescents have
some ‘‘experience of themselves in the post-pubertal state of their biological sex’’,
before any treatment commences, but contemplate the possibility that ‘‘for clinical
reasons, it is […] in the patient’s interest to intervene before this [time]’’.18

v It is possible to determine pubertal development accurately by measuring testicular
and breast growth as well as the levels of circulating hormones.21
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THE UK SITUATION
In 2005, the British Society of Paediatric Endocrinology and
Diabetes (BSPED)22 stated that treatment for GID should not
start until puberty is complete. This means that the child
should be left to grow in the biological (unwanted) body. The
effects of the puberty suppressant drugs are thus severely
curtailed. It is in fact clear that puberty cannot be suppressed if it
has completed its course. This exposes the child not only to the
anguish and terror of growing in a body that is experienced as
alien, and to the relational/social risks associated with this, but
also to the ill effects of having to commence cross-sex treatment
over a body that is already fully formed, and to much more
invasive surgery, should s/he decide to transition.

The BSPED guidelines have now been withdrawn, but their
publication brought to light a dissent about the appropriateness
of SP and contributed to a climate of concern among
professionals. The guidelines, published anonymously, were
written by specialists in adolescent endocrinology at the
University College of London Hospitals NHS Trust, which, in
partnership with the Tavistock and Portman NHS Trust,
provides the first and only Child and Adolescent GID Unit in
the UK, one of the few units of this kind in the world. In
practice, this means if a British resident was referred to the
clinic, and the experts refused to treat him/her (based on
application of the BSPED guidelines), it would have been
extremely difficult for him/her to obtain another referral to a
different service/specialist, and likewise difficult for other
professionals in the UK to offer desired treatment, even if that
treatment appeared to them to be in the patient’s best
interests23 One result of this, is medical tourism: US specialists
report having to treat several children who have been turned
down at UK clinics.24 Those who cannot afford privately paid
healthcare abroad are left in the UK to suffer.

What are the reasons against SP?vi

UNKNOWN RISKS
Hormone suppressant drugs are routinely administered to
prostate cancer patients27 vii and to children who experience
precocious puberty. These drugs are administered to children
with GID in an experimental way. The long-term effects on
bone mass development and sitting height, metabolism and on
the brain, are not entirely clear.21 Additional concerns regard the
effect of blockers on reproductive capability.25

It could be argued that experimenting on children/adolescents
is irresponsible; that they cannot be competent to engage in
experimental therapy; that it is impossible to give genuine
consent to a therapy whose long-term risks are not entirely
clear, and that therefore this form of therapy is necessarily
unethical.

A RESPONSE
There is no ground for presuming that a child/adolescent with
GID cannot be competent to make a judgment upon SP.25

Moreover, if it was impossible to give valid consent to
treatment whose side-effects are unclear, it would follow that

no-one (including adults) could consent to medical research.
This is obviously not true. In order to give valid consent,
applicants need to receive honest information about known and
potential risks and benefits of the treatment. In the balance, the
applicant (often with the help of his/her parents) will weigh the
known and potential risks and benefits of treatment with the
known psychological and physical effects of non-treatment.
There is no reason to regard consent thus obtained as invalid.

It is not necessarily unethical to treat children within an
experimental monitored programme. Indeed, it might be
unethical to deny what is for many the only possible cure.

If this cure was likely to cause significant harm to the child, it
would be appropriate to question its legitimacy even in the face
of the child’s competence and informed consent, but research
shows that SP appears to have no hideous or non-controllable
side effects.4 After a period of GnRHa the child/adolescent
might decide to revert to the biological sex, interrupt therapy
and development is thought to restart as normal. For this
reason, blockers are considered as ‘‘both temporary and
reversible’’.28

However, Dr Russell Viner, one of the UK leading specialists
in the field, stated that the claim that blockers are reversible is
misleading.29

VINER’S ARGUMENT ON REVERSIBILITY
Viner argued that blockers have the irreversible outcome of
denying the child the experience of puberty in the natural
phenotype, and although puberty can be restored, it is
irreversible that development has been interrupted at that
particular point in time. Therefore, concludes Viner, blockers
are not properly ‘‘reversible treatment’’.

This argument is ‘‘pseudo-philosophical argument’’.30

Aristotle would call it ‘‘an apparent deduction’’.31 Of course,
when something has happened, nobody can undo reality. It
does not follow that blockers are an irreversible treatment. It is
irreversible that they have been given (or not given) but they are
not for this reason irreversible medications. The adjective, in
Viner’s argument, is predicated of the wrong subject: irrever-
sible is the fact that blockers have been administrated, but not
blockers themselves. If Viner’s argument was correct, even
lipstick should be regarded as an irreversible intervention. If I
wear lipstick today, in fact, I cannot make it un-happened.
Instead, it is clear that, although it is ‘‘irreversible’’ that I have
worn lipstick today, this does not make lipstick irreversible in
the same way as cosmetic surgery, for example, is. To claim that
lipsticks are irreversible interventions because, once I have worn
them, it cannot happen that I have not worn them, is to display
gross conceptual confusion between the ineluctability of the
events (I have worn lipstick today) and the quality of things
(lipstick is washable and does not become un-washable only
because the past is ineluctable).

Moreover, with this argument Viner shoots himself in the
foot: if Viner’s argument was valid, it would follow that not
suppressing puberty would equally be an irreversible intervention
(any clinician who understood the implications of this conclu-
sion would find it threatening). Viner’s argument, thus,
demonstrates the opposite of what it is meant to demonstrate:
failing to treat is at least as irreversible as treating.

Maybe the sense of Viner’s argument is different. Maybe he is
suggesting that if we subvert endogenous hormone production,
we might be unable to understand what the child really wants
and the degree of his/her disorder. SP, in other words, might
create confusion and impinge upon the clarity of the diagnosis.

vi I do not discuss arguments that say that SP is wrong because it is a violation of
nature, or arguments that appeal to God’s plans and the sanctity of suffering. I have
dismissed them elsewhere.25

vii It has been suggested that prostate cancer drugs may increase the risk of heart
diseases. Experts in the field of paediatric endocrinology comment that similar risks
cannot be found in the adolescent transgender population, for a number of reasons,
one of which is that while testosterone is inhibited in this population, other hormones,
like oestradiol, in males, are administered.27
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Indeed, it can be difficult to make a correct diagnosis, and to
determine the right time to commence treatment. This is,
however, not a good reason to allow pubertal development in all
cases, to the detriment of the child’s welfare. Moreover, as SP
combined with psychotherapy improves the precision of the
diagnosis, it could prevent the risk of treating false positives.4

CONCLUSIONS
The following epitaph was published, with many more, by a
non-profit charity in a website. It concerns a prostitute,
murdered in Italy in 2003.

My name was Adrian Torres de Assuncao. I was a Brazilian
woman aged 24. I lived in Brescia, in Italy. One night a client hit
me in the face with a hammer. Despite the pain I kept working
and I didn’t go to hospital because I feared they would send me
back home (I was a clandestine immigrant). When I agreed to go
to hospital it was too late. I died on the 7th of October.

This epitaph illustrates the fate of many of those who are left
alone to deal with GID. Sufferers who are not helped in a timely
manner, as a matter of survival, will take any chance to obtain
the desired gender, even if this exposes them to serious risks,
because anything is better than life in an alien body. In 2003, 38

similar murders have been reported across the world. Many of
these victims were transgender adolescents or young adults, and
it is well possible that, if early treatment was more largely
available, many of them would still be alive.

If allowing puberty to progress appears likely to harm the
child, puberty should be suspended. There is nothing un-
ethical with interfering with spontaneous development, when
spontaneous development causes great harm to the child.
Indeed, it is unethical to let children suffer, when their suffering
can be alleviated.

This is not responding with medicine to a problem that is
social in nature. This is responding with medicine to a serious
medical problem that causes enormous distress to the sufferers
and makes them prefer unqualified help, street life and even
death, to life with GID.

Whether or not the administration of puberty suppressant
drugs is ethical depends not only on the net balance of clinical
risks and benefits of treatment, but also on what is likely to
happen to the child if s/he is not treated at the early stages of
puberty. On balance, healthcare providers should include future
physical risks (invasiveness of future surgery), and the
psychological and relational/social risks (disgust for the self;
social integration; risk of suicide).

Healthcare providers are ethically (and to some extent legally)
responsible for what is likely to happen to the applicant as a
consequence of the fact that treatment has been withheld.32

Thus a decision on SP should involve a judgment on the overall
quality of life and welfare of the child.

This implies that healthcare professionals should retain the
freedom to assess their patients’ condition, their competence
and their best interests. No healthcare professional should find
him/herself at risk of disciplinary action, if s/he acts in the
patient’s best interests and in line with established competent
authorities, just because one professional body, however
authoritative, considers SP clinically and ethically wrong, in
stern and scarcely supported opposition to other well respected
international authorities.
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