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L. Background and Professional Qualifications

1. I have been retained by Plaintiffs in the above-captioned lawsuit to
respond to some portions of the expert declarations of Dr. Kate Millington, Dr. A.
Kade Goepferd (prepared for a different case), and Dr. Mollie T. McQuillan
(prepared for a different case), particularly as those reports relate to evidence-based
care for children and adolescents experiencing gender dysphoria. My opinions are
based primarily on my own experience as a physician, psychiatrist, and professor in
the field of psychiatry, as well as the relevant literature in this area. I have also
reviewed documents and court filings in this case, including the expert reports
noted above. I may wish to supplement my opinions or the basis for them as new
evidence emerges or new research is published. I cite to the materials I considered
in forming the opinions in this report throughout the report itself and have included
a complete reference list at the conclusion of this report.

2. I am over the age of 18, am qualified to give this declaration, and have
actual knowledge of the matters stated herein. If called to testify in this matter, I
would testify truthfully and based on my expert opinion. I am being compensated at
a rate of $450 per hour. Testimony and depositions are billed in 4-hour increments.
Any compensation does not depend on the outcome of this litigation, the opinions I
express, or the testimony that I provide.

3. I am Board Certified in Psychiatry, Child and Adolescent Psychiatry,
and Forensic Psychiatry. My clinical work has been primarily in university-based
clinics, community clinics, and correctional facilities.

4. I am a professor at the University of South Florida in Tampa, Florida,
United States. I was promoted to the position on August 1, 2023. From 2016 to
August 2023, I served as an Associate Professor at the University of South Florida,
where my clinical roles included working in university clinics, providing

consultative services at Tampa General Hospital, assessing and treating juveniles
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within correctional facilities, and supporting primary care physicians through the
Florida Medicaid Psychiatric Medication hotline. From 2005 to 2016, I served as an
Assistant Professor at the Louisiana State University Health Science Center — New
Orleans. I served as the training director of the LSU Child Psychiatry Fellowship
for two years.

5. I received my medical degree in 1999 and subsequently completed
general psychiatry, child and adolescent psychiatry, and forensic psychiatry
training. This training included education in human biology, human sexuality,
development, brain functioning, normal development, and psychopathology. Gender
dysphoria (then labeled “gender identity disorder”) and gender dysphoria treatment
were part of my professional training.

6. I have extensive teaching experience, including teaching medical
students, general psychiatry residents, child and adolescent psychiatry fellows, and
forensic psychiatry fellows. I have had years of extensive positive feedback from
medical students and psychiatric residents. I have been awarded four teaching
awards, including from the general University of South Florida residents in June
2023 and as the Forensic Psychiatry Fellowship Educator of the Year in June 2025.

7. I practice forensic psychiatry, working on both child and adult cases in
both criminal and civil courts. I teach forensic psychiatry, and I lecture child and
adolescent psychiatry fellows on a biannual basis on forensic psychiatry.

8. I work in two university-based training clinics. As a supervising
physician at the University of South Florida’s Silver Child Development Center, my
role is to function as a clinical supervisor and instructor. Psychiatry residents and
child psychiatry residents serve as primary patient evaluators and clinicians. I also
evaluate new patients directly and then see patients as needed. I oversee the
residents’ work product and function as the physician of record. In this clinic, I

evaluate and treat pediatric patients with gender dysphoria. In addition to these
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direct clinical experiences, my duties at the Silver Child Development Center
include training residents regarding the treatment of patients, including those with
gender dysphoria.

9. Additionally, I am a supervising physician at the University of South
Florida’s general (adult) psychiatry clinic, the Outpatient Psychiatry Center. My
duties at the Outpatient Psychiatry Center include supervising and instructing
psychiatry residents. At this clinic, general psychiatry residents serve as primary
patient evaluators and clinicians. I evaluate new patients directly and see them as
needed afterward. I oversee the residents’ work product and function as the
physician of record. As part of my role in this clinic, I evaluate and treat adult
patients with gender dysphoria.

10. I have worked in juvenile corrections at various facilities since I
graduated from the Forensics Fellowship in 2005. I also treat patients with gender
dysphoria at seven juvenile correctional centers I actively cover in the vicinity of
Tampa, Florida. I have also been consulted to provide a second opinion and
coordinate care regarding a patient with gender dysphoria in the Louisiana juvenile
correctional system.

11. I have advocated for the expansion of Federally Qualified Health
Centers, along with improved mental health collaboration within primary care
settings (Kaliebe, 2016, 2017). I have presented at the Preventing Overdiagnosis
conference in Oxford, England, in 2014, and at the National Institutes of Health
(NIH) in Bethesda, Maryland, in 2015. The Preventing Overdiagnosis conferences
examine how physicians, researchers, and patients can implement solutions to the
problems of overdiagnosis and overuse in the healthcare system.

12. T am a member of the American Academy of Child and Adolescent
Psychiatry (AACAP), the American Academy of Psychiatry and the Law, and the

American Psychiatric Association. I am also a member of the Open Therapy
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Institute, Therapy First, and Heterodox Academy. I co-chair the Heterodox
Academy Campus Community at the University of South Florida.

13. I have been very active in the AACAP since I joined in 2000 and have
presented at its annual conference 26 times. I was awarded the status of a
Distinguished Fellow at AACAP in 2016. I served as co-chair of AACAP Media
Committee from 2013 to 2021 and was an author on AACAP’s clinical practice
guidelines for telepsychiatry. In addition, I served as the liaison between AACAP
and the American Academy of Pediatrics from 2016 to 2022. T have also served
AACAP through its state affiliates, acting as secretary-treasurer of the Louisiana
Council for Child Psychiatry for four years and as president for two years. I was
also a member of the Association for Behavioral and Cognitive Therapies from 2004
to 2016.

14. I have extensive experience in psychotherapy and have received
additional training in cognitive behavioral therapy and trauma-focused therapies.
Throughout my career, I have provided psychotherapy and taught psychotherapy to
psychiatry trainees. I currently routinely supervise psychiatry residents at the
University of South Florida regarding psychotherapy. From 2007 to 2016, I created
and taught a cognitive behavioral therapy practicum for LSU residents.

15. I routinely present and speak on the topic of gender dysphoria at
prominent academic conferences both nationally and internationally. Recent
presentations of mine include “The recommendations of the Cass Review: What
clinicians need to know” at the 2025 AACAP annual meeting in Chicago and
“Comparison of Clinical Guidelines for Pediatric Gender Dysphoria: What is the
Role of Systematic Reviews” at the 2025 American Psychiatric Association (APA)
annual meeting in Los Angeles. And I have published or co-authored 4 peer-
reviewed articles on the topic of gender dysphoria, the latest being “Obstacles to

progress in paediatric gender medicine” (Kozlowska et al., 2025). I was a coauthor
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on the U.S. Department of Health and Human Services Report, Treatment for

Pediatric Gender Dysphoria: Review of Evidence and Best Practices (HHS, 2025a). A

complete account of my professional experience and publications is provided in my

curriculum vitae, which is attached as Exhibit A.

II. Summary

Biological sex is binary and immutable, while a person’s self-perceived
gender is a subjective and unfalsifiable. This responds to contrary
statements in the reports of Drs. Millington (Y9 8-9) and Goepferd (19
15-19).

Gender dysphoria in children and adolescents involves diverse
etiologies and demographics. This is important context because Drs.
Goepferd (19 51-60) and Millington ({9 11-15) treat gender dysphoria
as a single phenomenon that affects children and adolescents with a
clear set of agreed-upon medical interventions, and elide that these are
distinct populations.

Children with gender dysphoria are the most studied population. They
are mostly male and the majority of them will naturally grow out of
their discomfort by puberty. This provides important context for the
incorrect claim that medical intervention is “essential healthcare” or
“life-saving.” (Goepferd 99 54, 58.)

Adolescents with gender dysphoria (who generally did not experience it
as children) are a novel population, exploding since the mid-to-late
2000s. They are mostly female and often exhibit psychiatric
comorbidities, trauma, neurodivergence, and transgender
identification. A large proportion, likely a majority, of this population
will naturally desist from a transgender identification. This casts
doubt on any claims that affirmation and social transition, including
opposite-sex sports participation, are necessary or even benign
components of caring for this population. (Millington 9 38-54,
McQuillan 99 28-37).

The differences between these populations caution against
extrapolating from one to the other. Further, both children and
adolescents are very different from adult transsexuals. Grouping
children, adolescents, and adults together under the “transgender”
umbrella masks that they are distinct populations. This again is
important context for understanding claims that social and medical
transition are necessary, “life-saving,” or beneficial for children and
adolescents experiencing gender incongruence. (Goepferd 9 54, 58).

There are three competing models for treating gender dysphoria in
young people: exploratory psychotherapy, watchful waiting, and the
“affirming” model of care. Drs. Millington (]9 13-15) and Goepferd (9
52-58) promote the latter.
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. Evidence-based medicine relies on systematic reviews to synthesize the
highest quality evidence and the GRADE framework to evaluate
whether a body of evidence supports clinical guidelines. Low-quality
evidence cannot justify interventions with unproven benefits and
possible harms. This is the correct framework through which to
evaluate Drs. Millington’s (] 15) and Goepferd’s ({9 54-58) claims that
medicalized transition is evidence-based.

o While many medical institutions promote the “affirming” model of
care, it 1is not evidence-based. This responds to Drs. Millington’s ( 12),
McQuillan’s (9 34-37), and Goepferd’s (Y 54) appeals to the medical
interest groups and the practice guidelines that support the
affirmative model.

o Social transitioning for children is a potent psychiatric intervention
without proven benefits. It strongly predisposes a child to continue in a
transgender identification that would otherwise resolve itself while
increasing the likelihood that the child embarks upon medical
interventions. This rebuts the claim that any aspect of social
transition—including opposite-sex sports participation—is necessary
or even beneficial in the long run to a young person’s mental or
physical health as Drs. Millington (Y9 38-53), McQuillan (9 28-37),
and Goepferd (19 88-91) claim.

o Endocrine and surgical interventions to treat gender dysphoria are not
evidence-based, have no proven benefits, and lead to many possible
harms. So these interventions are neither evidence based (contra
Millington § 15) nor “essential healthcare” (contra Goepferd § 54) nor
“life-saving” (contra Goepferd 9 58).

o There 1s no reliable evidence that opposite-sex sports participation is
necessary to support the physical or mental health of young people
experiencing gender incongruence. Nothing prevents young people
from participating in sports in accordance with their sex. In addition,
the benefits of extracurricular and group-based activities and physical

activity are available outside the context of opposite-sex sports
participation.

1. The etiology of gender dysphoria.

A. Sex is binary and biological while gender is subjective.

16.  The basic biology of human beings is as a sexually dimorphic species.
Sex 1s binary and determined at conception (Dougan, 2025). Sex is well-defined in
all biological sciences, including medicine, and is programmed into every cell in the

human body (Bhargava et al., 2021). Sex 1s important in human development and
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throughout the lifecycle and influences many aspects of human behavior (Bhargava
et al., 2021; Archer, 2019).

17.  While gender and sex were long used interchangeably in medical
writing, they are no longer synonyms in the medical literature. As noted by
Bhargava et al. (2021), “The terms sex and gender should not be used
interchangeably. Sex is dichotomous, with sex determination in the fertilized zygote
stemming from unequal expression of sex chromosomal genes. By contrast, gender
includes perception of the individual as male, female, or other, both by the
individual and by society; both humans and animals have sex, but only humans
have gender” (p. 220). “Sex often influences gender, but gender cannot influence
sex” (Bhargava et al., 2021, p. 228).

18.  The term “gender non-conforming” refers to individuals whose
behavior, interests or sexual orientation does not align with the traditional sex
stereotypes. Being gender non-conforming is not pathological nor does it induce the
need for any psychological or medical intervention.

19. The term “gender identity” was introduced in the 1960s and originally
meant a person’s knowledge that they belong to a particular sex—the awareness of
being male or female (Byrne, 2023). Originally, it did not encompass any conception
of sex beyond male or female (i.e., non-binary, two-spirit, asexual, etc.), nor any
subjective sense of self as transgender. Rather, it referred to the typical awareness
developed in infancy that a person is a member of one of the two sexes. As Archer &
Lloyd (2002) note, the term really meant a person’s “sex identity” (p. 67, fn. 1).

20. In the last decades, gender identity has developed new meanings with
novel, unclear, and more mysterious connotations. As the gender identity concept
became intertwined with postmodern theories, both gender and gender identity

became dissociated from biological sex. As noted by Joyce (2021), “gender is no
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longer even something that is performed. It is innate and ineffable: something like a
sexed soul” (p. 2)

21.  “Gender identity” now commonly refers to a person’s internal sense of
being a man, a woman, or something else. The World Professional Association for
Transgender Health (WPATH) Standards of Care (SOC) 8 define gender identity as
a “person’s deeply felt, internal, intrinsic sense of their own gender.” Hence, the
term “transgender” is typically explained in terms of gender identity: a transgender
person’s gender identity does not align with the person’s sex.

22.  The core issue with this definition of gender identity is that it is
circular (Byrne, 2025). Gender identity refers to a person’s subjective sense of self as
man or woman, and a man or woman 1s whatever a person perceives themselves to
be. The terms “deeply felt,” “internal” and “intrinsic,” do little to characterize this
amorphous construct.

23.  So while these terms are commonly used in literature, they are ill-
defined (Byrne, 2023). Many outside of medicine assume gender identity is a
coherent and well-grounded concept. In fact, it remains controversial. As the DSM-
5-TR recognizes, “[t]he area of sex and gender is highly controversial and has led to
a proliferation of terms whose meanings vary over time and within and between
disciplines” (American Psychiatric Association [APA], 2022, p. 511).

24. Importantly, gender identity has no objective aspect, such as an
identifiable biological underpinning. Even the articles Dr. Goepferd cites admit that
no biological mechanism or component has been identified. (Goepferd 9 18.) And as
I discuss in Section III.D of this report, the notion that gender identity is fixed over
the life-course is demonstrably false. Rather, it is a subjective, unverifiable, and
unfalsifiable concept dependent entirely on a person’s self-report. As Dr. Millington
admits: “The only way to know someone’s gender identity is to ask them.”

(Millington q 9.) “Gender identity is a psychological concept that refers to an

8
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individual’s self-perception; while associations between gender identity,
neuroanatomic, genetic, and hormone levels exist, a clear causative biological
underpinning of gender identity remains to be demonstrated” (Bhargava et al.,
2021, p. 226).

25.  While there are different uses of the term “gender” (Byrne, 2025), in
this report, I will not use “gender” to refer to the biological distinction between men
and women but will use the terms sex, biological sex, or natal sex for clarity.

B. Intersex conditions or DSDs do not negate the sex binary.

26. Some advocates and authors—including Drs. Millington ( 8) and
Goepferd ( 16)—have used disorders of sexual development (DSDs), sometimes
also known as intersex conditions, to suggest that the biological sex binary is false,
thereby lending support to the idea that transgender identities and gender
dysphoria are a natural (and therefore healthy) biological phenomenon. This
conflates two distinct phenomena.

27. Intersex conditions are rare biological and developmental disorders,
not psychiatric disorders. They are objective physical conditions in which treatment
does not depend on the person’s internal sense of identity or future goals of
embodiment.

28.  Some activists have falsely claimed that intersex conditions prove that
sex 1s a spectrum or at least not binary (Millington ¥ 8). The presence of intersex
conditions does not negate the sex binary, nor do DSDs “constitute a third sex” or a
sex somewhere in between male and female (Dougan, 2025). Rather, they all involve
atypical variations of the male and female sexes.

29. Indeed, intersex conditions can be thought of as the exceptions that
prove the rule. For example, some females are born with Mayer-von Rokitansky-
Kister-Hauser syndrome, which is characterized by a lack of menstruation after

puberty. These women are generally born without a uterus or womb and cannot

9
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carry a child. No one would suggest that this congenital condition means these
women are not women. Similarly, some males are born with Klinefelter syndrome,
characterized by karyotype 47 XXY. They may suffer from fatigue, infertility, and
other symptoms from their unique genetic trait. Again, no one would suggest that
these men are not men because of their syndrome.

30. In other words, the ways in which intersex conditions diverge from
typical male and female characteristics reveals that sex is binary. To make further
ontological claims about the nature of sex and the human body is both reductive and
misleading. The vast majority, somewhere around 99%, of persons with DSDs are
and identify as either male or female (Kreukels et al., 2019).

31.  Further, the overwhelming majority of children and adults who
identify as transgender are biologically typical males or females, meaning they have
standard XX chromosomes and female anatomy (for females who later identify as
“transgender men”) or XY chromosomes and male anatomy (for males who later
identify as “transgender women”), with typical gonadal and hormonal development
consistent with their biological sex (Pang et al., 2018; Cankaya et al., 2021). In fact,
the ICD-10 (the International Classification of Diseases, 10th revision — the World
Health Organization’s medical classification system), and previous iterations of the
DSM specifically excluded the transsexualism diagnosis under conditions of

chromosomal abnormalities (Meyer-Bahlburg, 1994).

C. Gender dysphoria is a psychiatric condition involving distress
because of a felt incongruence between a person’s body and
self-perception.

32.  Gender dysphoria is like depression, anxiety, and other mental
disorders and is not among the most severe and persistent illnesses such as
schizophrenia, Level 3 autism, or bipolar disorder. That is, gender dysphoria shares
more phenomenological and clinical similarities with depression and anxiety

disorders than with severe persistent mental illnesses like schizophrenia or severe

10
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autism. Like depression and anxiety, gender dysphoria is primarily characterized
by subjective emotional distress and psychological discomfort. Gender dysphoria can
arise at any age and can spontaneously remit.

33. In contrast, severe persistent conditions like schizophrenia or severe
autism involve fundamentally different core features, such as schizophrenia’s
features psychotic symptoms including hallucinations, disorganized thinking, and
negative symptoms. These are chronic, biologically driven illnesses with marked
reality-testing and global impairment across functional domains.

34. The DSM-5 provides that the diagnostic criteria for gender dysphoria
in adolescents are:

A. A marked incongruence between one’s experienced/expressed gender
and assigned gender, lasting at least six months, as manifested by at
least two of the following symptoms:

o A strong desire to be rid of one’s primary and/or secondary sex
characteristics because of a marked incongruence with one’s
experienced/expressed gender (or in young adolescents, a desire
to prevent the development of the anticipated secondary sex
characteristics).

o A strong desire for the primary and/or secondary sex
characteristics of the other gender

o A strong desire to be of the other gender (or some alternative
gender different from one’s sex).

o A strong desire to be treated as the other gender (or some
alternative gender different from one’s sex).

o A strong conviction that one has the typical feelings and
reactions of the other gender (or some alternative gender
different from one’s sex).

o The condition is associated with clinically significant distress or
impairment in social, occupational, or other important areas of
functioning.

(APA, 2022, p. 512).
35.  The criteria for gender dysphoria in children (prepubertal, typically

under age 12—13) are similar:

11
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A. A marked incongruence between one’s experienced/expressed
gender and assigned gender, lasting at least 6 months, as manifested
by at least 6 of the following criteria (and at least one must be the
first criterion):

o A strong desire to be of the other gender (or some alternative
gender different from one’s sex) or an insistence that one is the
other gender (or some alternative gender) (this criteria must be
present).

o In males, a strong preference for cross-dressing or simulating
female attlre or in females, a strong preference for wearing only
typical masculine clothing and a strong resistance to wearing
typical feminine clothing.

o A strong preference for cross-gender roles in make-believe or
fantasy play.

o A strong preference for the toys, games, or activities
stereotypically used by the other gender.

. A strong preference for playmates of the other gender.

o A strong rejection of toys, games, and activities typical of one’s
assigned gender.

o A strong dislike of one’s sexual anatomy.

o A strong desire for the primary and/or secondary sex
characteristics that match the experienced gender.

B. Additionally, the condition must be associated with clinically
significant distress or impairment in social, school, or other
important areas of functioning.

(APA, 2022, pp. 512-23)

36.  While gender dysphoria is viewed by some as a serious medical or
psychiatric illness, others have also viewed it as a developmental adaptation to
psychological problems, or an issue of sexual minority rights (Levine, 2016). These
beliefs about the nature of gender dysphoria will affect clinicians’ treatment

approach and the expectations of individuals experiencing gender dysphoria.

12
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D. The “transgender” umbrella masks distinct populations and
conditions.

37. The increasingly broad label of transgender, or even LGBTQ+, often
referred to as “umbrella” terms (Millington 4 9), has led a diverse group of gender
non-conforming patient populations to be labeled by one name. This one designation
(transgender) and one diagnosis (gender dysphoria) hide the diversity of these
populations. Most relevant for school athletic policies is the emergence of a distinct
adolescent-onset population that is growing explosively, poorly understood, and has
much higher rates of psychiatric comorbidities than previously identified childhood-
onset and adult-onset populations. Due to this conceptual confusion (Landen 2026),
there i1s good reason to be skeptical whether students that opt into the transgender

category should be treated by a school as if they were actually the opposite sex.

1. Gender non-conformity is not pathological or unhealthy.

38.  Throughout human history there have always been children and
adolescents who don’t act like “typical” boys or girls (i.e. tomboys). Both children
and adult humans naturally display a spectrum of what is considered typically
masculine and feminine behaviors. Gender norms also continue to evolve and differ
across societies (Diekman & Eagly, 2000).

39. Labeling young people, particularly children, as gender “diverse” or
“transgender” because of atypical gendered behavior is inappropriate. While a
gender nonconforming child or adolescent might also experience gender dysphoria,
there is nothing pathological or unhealthy for a male to be feminine or for a female
to be masculine (American Psychological Association, 2015).

40. The DSM-5-TR notes that gender non-conformity alone (e.g., gender-
atypical behaviors or preferences without marked distress or the core
incongruence/insistence) does not meet criteria for gender dysphoria (APA, 2022,

p. 512-23). And for each iteration of what is now gender dysphoria in the DSM-5

13
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(previously transsexualism and then gender-identity disorder), studies have
1dentified populations of children who experienced some level of gender non-
conformance but were “subthreshold” for the DSM diagnosis (Zucker 2010, Wallien
& Cohen-Kettenis, 2008). This reinforces that behaviors outside typical sex

stereotypes do not call for interventions.

2. Children with early onset gender dysphoria are a unique
group whose distress will naturally resolve itself.

41. Literature has long been aware of children who, before puberty,
express a transgender identity or a distress related to their body and atypical traits
not fitting the sex stereotypes (Green, 1976; Zucker et al., 1997).

42.  This group of children with gender dysphoria have historically been
disproportionately male (Wood et al., 2013). When they grow up, they will mostly
end up being same-sex attracted adults although many will grow up to be bisexual
or heterosexual also (Singh et al., 2021; Drummond et al., 2008). These outcome are
substantially more likely than having an enduring transgender identity as an adult
absent interventions like social transition or endocrine supplements (Singh et al.,
2021)

43. These young people may intrinsically have higher risks of psychiatric
disorders—though typically not as high as the newer adolescent-onset population.
They may also experience hostility and social stigma in some settings. But the
important part is that they will generally grow up to be same-sex attracted adults.

44.  Children experiencing distress over their gender incongruence should
be made to feel comfortable with themselves and be provided space to develop their
interests within a safe and nurturing environment. They should not be told they are
the other sex or “transgender,” that they need to change their body parts, or that
they may have a brain of the other sex. This is inappropriate and can be harmful

because this distress will naturally resolve itself in the majority of children who will
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reconcile their thoughts and feelings with their natural bodies and/or naturally
desist from a transgender identity (Zucker, 2018; Cantor, 2019; Singh et al., 2021).
As Cantor (2019) explains, this claim is well-grounded in the literature (citing
Lebovitz, 1972; Zuger, 1978; Money & Russo, 1979; Zuger, 1984; Davenport, 1986;
Green, 1987; Kosky, 1987; Drummond et al., 2008; Wallien & Cohen-Kettenis, 2008;
Singh, 2012; Steensma et al., 2013).

45. I am aware of criticisms of the claim that persistence is rare in this
population (e.g., Temple Newhook et al., 2018), and I have responded to those
criticisms in other reports, as have some of the authors of the persistence studies
(e.g., Zucker, 2018; Steensma & Cohen-Kettenis, 2018). Suffice it to say here that
the overwhelming evidence confirms that absent social transition or medical
intervention, desistance by young adulthood is the norm in this population.

46.  Children will naturally display a spectrum of stereotypically girlish or
boyish behavior. And most children who experience distress because they don’t
“feel” like they are a boy or a girl will naturally grow out of it. Labeling these
children “transgender” seems more of a politically expedient term than typical

medical or mental health nosology.

3. The recent explosion of gender dysphoria among
adolescents points to sociological phenomenon.

47.  As the number of young people expressing gender dysphoria has
increased, the largest increase has occurred among a novel cohort of preadolescent
and adolescent females, who typically exhibit minimal or no prior history of gender
non-conformity or gender-related distress (Aitken et al., 2015; de Graaf et al., 2018;
Littman, 2018; Zucker, 2019).
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48.  This population has skyrocketed in recent years. For example, in
England, a study analyzing primary care data from 2011 to 2021 found the
incidence rate of gender dysphoria in minors rose from 0.14 to 4.4 per 10,000 person
years, a 50-fold increase (Jarvis et al., 2025). This was most marked in 17—18-year-
olds (Jarvis et al., 2025). Similar increases are found especially in industrialized
Western countries, many showing over 1000% rises in gender dysphoria over the
last decades (Marianowicz-Szczygiel, 2022).

Child and Adolescent Referrals for Gender Dysphoria Child and Adolescent Diagnoses of Gender Dysphoria
United Kingdom (GIDS) Sweden
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handled by the Arden & GEM referral management service. The Tavistock reports that 2022, unpublished) '
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graphs above were created by the Society for Evidence Based Gender Medicine
(https://segm.org/) and were drawn from data from the Tavistock clinic and the Swedish National
Board of Health and Welfare, respectively.

49. The same phenomenon has occurred in the United States. An
investigative report of U.S. clinical data on gender dysphoria diagnoses among
youth (ages 6-17) between 2017 and 2021, using counts reported in a large-scale
analysis of insurance claims and healthcare records, shows that diagnoses nearly
tripled over five years, rising from 15,172 in 2017 to 42,167 in 2021. The sharpest
increase occurred between 2020 and 2021, suggesting accelerating dysphoria during

the Covid-19 pandemic (Respaut & Terhune, 2022). This trend reflects diagnosed
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gender dysphoria, not general transgender identification, and is based on clinical
data.

50. The traditionally seen and described population with early-onset
gender dysphoria differs markedly from the recent adolescent-onset cohort in
several key ways: the childhood-onset group is predominantly male, with symptoms
often emerging in early childhood, and has remained relatively stable in numbers
and presentation over decades (Wood et al., 2013). This group typically shows lower
rates of severe psychiatric comorbidities beyond the gender distress itself. As noted
previously, they will most likely grow into adults with same sex attraction without a
persistent transgender identity.

51. In sharp contrast, the adolescent-onset group is predominantly female
(assigned female at birth, often 70-80% in recent clinic data) and experiences onset
around puberty without prior childhood signs. This population was effectively non-
existent in gender clinics before ~2010 but has exploded dramatically since then
(Aitken et al, 2015; de Graf et al, 2018). These adolescents also present with
substantially more comorbidities such as anxiety, depression, autism, trauma
history, self-harm, and other psychiatric disorders that often predate the gender
dysphoria (Kennedy et al., 2025; Marconi et al., 2023; Thompson et al., 2022).

52.  Because of the differences between these groups, it is scientifically and
medically inappropriate to assume that what we know about the longstanding and
better characterized childhood-onset gender dysphoria population applies to the
adolescent-onset population. The two groups differ in demographics (sex ratio
reversal), timing/onset, prevalence trends, and comorbidity burden, all of which
suggests a new phenomenon is at play and that direct extrapolations from one
group to the other are invalid and potentially harmful without separate, rigorous

research on this newer cohort (Zucker, 2019).
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53.  The natural question then is: what is the explanation for the recent
surge of gender dysphoria in adolescents?

54.  Dr. Lisa Littman (2018) coined the term “Rapid Onset Gender
Dysphoria” (ROGD) to describe the phenomenon. Others have described the same
observed rapid appearance of gender-related distress (Kaltiala et al., 2015;
Hutchinson et al., 2020). As these papers explore, adolescent-onset gender
dysphoria appears to relate to social and online factors because the marked increase
in cases coincides with the first generation of young people prolifically accessing the
internet and encountering slogans and memes that some people are “born in the
wrong body.” For many young people already grappling with intense distress from a
wide array of sources—such as depression, anxiety, trauma, family conflict,
bullying, social rejection, autism-related challenges, emerging same-sex attraction,
academic pressure, body-image issues, or the broader adolescent mental health
crisis—this new language likely provided a ready-made, socially recognized
framework to articulate feelings of alienation, disconnection from one’s body, or a
desire to escape current circumstances. In this way, identifying as transgender or
experiencing gender dysphoria may sometimes function less as a fixed, innate
orientation and more as an expressive outlet or coping narrative for complex,
multifaceted pain that might otherwise have been labeled differently in earlier eras,
illustrating how cultural availability of diagnostic and identity categories can shape
how young people interpret and communicate their internal turmoil. The history of
psychosomatic illness is full of examples of this cultural interplay (Shorter, 1994).

55.  Further, Littman (2021) describes accounts of friends, counselors, or
partners encouraging or pressuring a person to adopt a transgender identity,
revealing how sexual minority status can confer social approval, community
belonging, accommodations, or moral status within certain circles. Indeed, even

WPATH has recognized that “[f]lor a select subgroup of young people, susceptibility
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to social influence impacting gender may be an important differential to consider”
(Coleman et al., 2022, p. 545). This reinforcement could amplify spread in those
environments.

56. The timing and pattern of diagnoses also closely tracks the well-
documented epidemic of adolescent mental health deterioration since ~2010
characterized by sharp rises in depression, anxiety, self-harm, and suicidality,
especially among girls, which broader epidemiological literature universally accepts
as genuine and not merely the result of increased awareness (Twenge, 2020; Keyes,
2019). Furthermore, social contagion theories (well-established for phenomena like
eating disorders, self-harm, or internet-acquired tic disorders) predict spread within
susceptible networks or vulnerable subcultures (Alho et al., 2024). Contagion
operates selectively among distressed or impressionable young people facing mental
health crises (Twenge, 2020). For example, research shows higher rates of
transgender identification among populations with psychiatric and
neurodevelopmental conditions, like autism, as well as ADHD (Warrier et al., 2020;
Hisle-Gorman et al., 2019; Kahn et al., 2023; Thrower et al., 2020).

57.  While beyond the scope of this report, Dr. Littman’s account is
consistent with studies also pointing to trauma as a potential contributing factor
(Cosentino et al., 1993; Withers, 2020). Transgender-identifying people have
experienced a higher incidence of trauma than the general population (Brewerton et
al., 2022; Gehring & Knudsen, 2005, Biedermann et al., 2021). This is further
consistent with research indicating a significant association between insecure or
disorganized attachment styles and elevated rates of gender dysphoria or
transgender identification, often intertwined with adverse childhood experiences
and trauma. (Kozlowska et al., 2021; Giovanardi et al., 2018). This suggests early
relational disruptions may contribute to gender-related distress via maladaptive

self-protective strategies (Withers, 2020).
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58.  An alternative theory posits that this novel cohort of adolescents
experiencing gender-related distress simply reflects previously hidden cases of
transgender identities coming to light (e.g., McNamara et al., 2024; Coleman et al.,
2022). This claim is not consistent with the data. In the 1990s and early 2000s,
gender clinics in the Netherlands, UK, and North America saw only a handful of
referrals per year who were overwhelmingly prepubertal boys with classic early
onset gender dysphoria that had been evident since toddlerhood (Wood et al., 2013;
Marianowicz-Szczygiel, 2022). By contrast, referrals exploded after 2014—rising
4,000% or more in many Western clinics (Marianowicz-Szczygiel, 2022). And
whereas children presenting to gender clinics were disproportionately male, now
there has been a reversal of the sex ratio with ~70% or more of referrals being
female (Aitken et al., 2015, de Graaf, 2018; Zucker, 2019). Such an abrupt, multi-
thousand-fold increase occurring in just 5—10 years, concentrated in a narrow
adolescent window and reversing the historic sex ratio, is implausible for a
condition that has supposedly always existed at similar prevalence but was simply
undiagnosed (Schwartz & Lal, 2025). “A rise of this magnitude suggests that what
1s being measured is not merely an increase in a previously understood clinical
condition but the emergence of a new sociocultural phenomenon.” (Schwartz & Lal,
2025, p. 1001, citing Jarvis et al., 2025).

59.  The novelty and complexity of the adolescent-onset population provides
important context for evaluating the claim that allowing opposite-sex sports
participation is necessary for transgender-identifying youths’ mental health. For
example, Millington ( 38) contends that transgender-identifying youth participate
in physical activity at lower rates than their peers. But none of the cited studies
attempted to isolate the effect of identifying as transgender vs. other psychological
factors, like typically co-occurring morbidities. Large studies and systematic

reviews confirm that symptoms of anxiety, depression, or neurodevelopmental
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disorders are associated with lower physical activity participation and higher rates
of physical inactivity (Rech, et al, 2022; Accardo, et al., 2022.) It is well-accepted in
the literature that psychological comorbidities have a complex relationship with
physical activity levels that may vary by sex, with mixed evidence on directional
relationships. (Buchan et al., 2021; Gunnell et al., 2016).

60. Likewise, Millington (9 40-42) cites a study showing an association
between fewer depressive symptoms and sports participation for transgender-
identifying youth, but the study itself disclaims any causal interpretation: “[W]e
could not deduce causal relationships between sports team participation and
depressive symptoms. Observed associations between no sports team participation
and elevated depressive symptoms could stem from the fact that when adolescents
are already depressed, it is harder for them to participate in extracurricular
activities.” (Kaja et al., 2024). Millington ({9 40-42) also cites a study that found a
similar association (with the same limitation on causal inferences) but (a) counted
sports participation as a “yes” if the young person listed any activity in response to
an open-ended question about sports they like to participate in and (b) dealt only
with transgender-identifying youth who had not obtained any medical intervention.
(Williams, et al, 2026). These seriously confound the results because they could be
measuring activities that bear little resemblance to school sports (e.g., the survey
itself suggested bike riding and fishing), and they did not distinguish between youth
participating on same-sex or opposite-sex teams. Indeed, it’s no surprise that youth
who would not list a single activity they like would be more apt to poor mental
health, but that doesn’t mean opposite-sex sports participation would help them.
The cited research also does not indicate whether transgender-identifying young
people would have more or less depressive symptoms if they participated based on
their sex class rather than their proclaimed gender identity. This is the important

question. Millington misleadingly uses forms of the word “ban” on a number of
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occasions (4 42); no ban has been proposed, only that students participate based on
their sex class.

61. Millington (Y 40) also cites a study finding that participating in sports
had a “small” predictive effect on reduced loneliness and social anxiety, but not
depression, among youths generally (not specifically transgender-identifying ones).
(Briere et al, 2018). This study was observational and based on youth self-selecting
into sports participation. And the authors noted that they were unable to control a
variety of potential confounders, including that they “did not delineate sport from
physical activity and exercise.” (p.576.) While I do not doubt that sports
participation is psychologically healthy, the leap from studies like this to the claim
that allowing opposite-sex sports participation is important for mental health
outcomes 1s not supported.

62. None of the studies cited address whether group socialization
dynamics related to low athleticism provide common links between transgender
self-identification, depression/anxiety, and limited athletic participation. As noted
by Shakib et al “athletes are more likely than nonathletes to report self-perceived
popularity equally across gender, socioeconomic status, and grade.” (2011). This
effect raises questions whether lower sports participation among transgender-
identifying students reflects, for some, a relatively low social status mediated by a
lack of athletic ability. Athletic ability confers social status, and lower social status
1s bidirectionally associated with depression and anxiety (Chiu, Clark and Leigh
2021; Platt, Kadosh and Lau 2013, Pfeifer and Allen 2021). Plausibly, a
subsegment of transgender identifying young people lack athleticism, and this
better explains their depression, anxiety, and low sports participation—and even
their transgender identification—than the minority stress theory or other vague
claims regarding discrimination or victimization. Without better data exploring

these complex relationships, it is misguided to blame stigma and discrimination for
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poor athletic participation. Furthermore, while cross-sex participation might
enable relatively less athletic males to participate successfully in girls’ sports, this
participation would come at the expense of the girls they displace, and have
negative effects on their social status and mental health.

63. The bottom line here is that the adolescent-onset population is
complicated and beset with mental health concerns. As discussed below, treating
the population is equally complicated. Simplistic demands for affirmation via

opposite-sex sports participation are not supported by the literature.

4, Children and adolescents are distinct from adult
transsexuals.

64. Children and adolescents experiencing gender dysphoria are distinct
from later onset adult transsexualism, a group that medical literature has been
aware of for some time. Adult-onset cases are not relevant to school sports policies,
but it’s important to note this is a distinct group that should not be conflated.

65. We have known for decades that, among males, there are two
developmental pathways leading to gender dysphoria in adulthood: early-onset (the
focus here) and late-onset. Further, Blanchard (1989) divided male adults into
homosexual and autogynephilic transsexuals. The motivations and psychological
profiles of these two subtypes are quite different in and of themselves, and both
profoundly different from those experiencing early-onset or adolescent-onset gender
dysphoria.

66. The adult onset gender dysphoria typically appears after puberty, with
less childhood femininity, non-homosexual orientations (gynephilic, bisexual, or
asexual), and often with a history of autogynephilia—erotic arousal at the thought
of oneself as female, sometimes linked to transvestic fetishism. These individuals
tend to transition later in life, often in their 40s or beyond, and represent a

fundamentally different clinical presentation driven by paraphilic motivations
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rather than innate cross-gender identity from childhood (Blanchard, 1989, 1991,
Blanchard et al., 1987; Lawrence, 2010, 2017).

67. For females, adult onset gender dysphoria also represents a distinct
clinical population that differs markedly from the childhood-onset group. Adult-
onset females often present in their 20s, 30s, or later with no significant gender
nonconformity or dysphoria in childhood. The condition frequently emerges

alongside high rates of pre-existing mental health challenges.

5. There is no reliable method to determine whether gender
dysphoria will persist in children or adolescents.

68. A premise of Dr. Millington’s analysis seems to be that a young
person’s asserted transgender identity is an enduring aspect of the person’s life that
should be accommodated by treating him or her in all aspects of life as a member of
the asserted gender rather than as a member of the person’s natal sex. But
transgender identification is not necessarily enduring, nor is its endurance (or not)
predictable. As noted in the United Kingdom’s Cass Review, “[c]linicians are unable
to determine with any certainty which children and young people will go on to have
an enduring trans identity.” (Cass, 2024, p. 22).

69.  Although children with gender dysphoria are the most extensively
studied cohort, there remains no reliable method to predict whether any specific
child’s gender dysphoria will persist into adulthood due to the probabilistic nature
of identified factors, methodological limitations in longitudinal studies, and the
influence of variable social and environmental factors (Zucker, 2018). Promoters of
pediatric medical interventions, such as the Endocrine Society, acknowledge that
“we cannot predict the psychosexual outcome for any specific child” and that “the
GD/gender incongruence of a minority of prepubertal children appears to persist in

adolescence” (Hembree et al., 2017, p. 3876).
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70.  There is even less data and more reasons to be concerned about long
term persistence for the new cohort of adolescents or children with near-pubertal
onset of gender dysphoria, which is now the largest cohort. This group seem
particularly unstable in their gender dysphoria. For example, Bachmann et al.’s
(2024) review of German insurance data revealed “diagnosis persistence was below
50% in all age groups,” with only 27.3% persistence for the cohort of 15-19-year-old
females (p. 370). This is consistent with a Dutch study on “gender non-
contentedness” showing that 19% of adolescents expressed unhappiness with their
gender in adolescence but no longer did so in adulthood compared to only 2% of
adolescents who had an increasing discontentedness (Rawee et al., 2024). A non-
academic review of US insurance data showed the same downward-sloping trend
(Sapir, 2024). There has been no developed instrument or clinical approach to
ascertain which adolescents will have a persisting transgender identity.

71. Furthermore, there has been increased visibility and discussion
regarding the desistance and detransitioning of those who have expressed a
transgender identity and even undergone an endocrine or surgical intervention. It is
still difficult to determine exact numbers, but detransitioners are emerging at
increasing rates (Littman, 2021; Vandenbussche, 2022). The amount of desistance
and detransitioning is far more than the extremely low rates proposed in some of
the literature (Bustos et al., 2021) (suggesting less than 1% regret surgical
procedures). The low quality of studies on this topic obscures the true number
(Cohn, 2023). What is clear is that some unknown percentage will reassume a
gender identity consistent with their natal sex, even after irreversible procedures
(Jorgensen, 2023; Steensma et al., 2011).

72.  Further, detransitioning rates do not fully capture the prevalence of
regret. “For example, there are those who both regret and detransition, those who

regret medical intervention but feel detransition is impractical given their physical
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changes, those who do not report regret but would have preferred, in retrospect, to
not have medicalized, and those who think that their medical intervention was
inappropriate; all of these outcomes provide important information.” (Cohn, 2023,
p. 1937).

73.  The upshot is that labeling a child or an adolescent “transgender”
masks distinct populations exhibiting different demographics (male-heavy early-
onset vs. female-heavy adolescent-onset), different comorbidity profiles, and
different etiological factors. And for most of these young people across age groups
and sexes, gender-related distress is fleeting.

74.  As discussed in more detail later in this report, the prevalence of regret
and detransition and the inability to predict persistence with any degree of
certainty cautions against psychosocial interventions—Ilike social transition and its
components including opposite-sex sports participation—that make discarding an
unsatisfactory transgender identity more difficult and less likely.

75.  Referring to all of these groups as “transgender,” let alone applying a
single treatment model (i.e. the same approach for adult transsexuals and gender-
nonconforming children), is contrary to the usual course of medicine, no different
from applying different treatments to Type 1 and Type 2 diabetes, or rheumatoid
arthritis and osteoarthritis. Unfortunately, even prestigious medical institutions
and practitioners in this field eschew this nuance by lumping all of these groups
together to promote far-reaching and unsubstantiated claims that the “affirming”
model of care is the best and only way to treat young people with gender-related

distress.
IV. Competing models of treatment.

76. There are at least three different treatment models for gender

dysphoria and bodily discomfort in children and adolescents: 1) watchful waiting,
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2) psychotherapeutic, and 3) affirming (Zucker, 2020). I will briefly describe them
here.

77. The watchful waiting approach is supportive and directly treats
psychiatric comorbidities, such as depression and anxiety that frequently co-occur
with gender dysphoria. This is a cautious approach based on the principle that
there is not a need to interfere with child development without a firm
understanding of the potential consequences and that gender dysphoria in children
1s mostly likely a transitory phenomenon. Not all human suffering should be a
target of psychological or medical intervention. With any treatment, there is a
potential for medical and psychological harm, wasted resources, and undermining
patient independence and self-sufficiency. As gender non-conformity is not
pathological, it may be beyond the capacity and understanding of professionals to
create interventions that are clearly beneficial and a reasonable use of resources for
gender non-conforming individuals.

78.  Watchful waiting is a medically valid approach to caring for a child or
adolescent with feelings or gender non-conformity or with gender dysphoria. As
detailed more fully below, the available literature does not establish that this
approach is harmful, nor does it establish that an alternative approach is superior.
To the contrary, the high desistance rates among untreated children are
encouraging, and treating a young person’s comorbidities with approaches that are
better-established than any treatment for gender dysphoria follows the “do not
harm” principle that is foundational to modern medicine.

79.  The second clinical approach is psychotherapeutic, aimed at alleviating
distress by applying longstanding and evidence-informed tools of psychotherapy for
patients suffering from gender dysphoria. Proper psychotherapy for gender distress

does not impose the ideas of the clinician but can empower patients “to develop
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creative solutions to their difficulties and promotes agency and autonomy”
(D’Angelo, 2023, p. 3).

80. Non-affirming, exploratory psychotherapy is also a medically valid
approach to caring for a child or adolescent with gender non-conformity or gender
dysphoria (Elkadi et al., 2023). While the available evidence on this approach is
thin, it draws upon the traditional skills of the therapist, the longstanding evidence
base of psychotherapy in general (Wuthrich et al., 2023), and de-exceptionalizes
patients with gender dysphoria. As noted by Hutchinson (2025) “Psychotherapists
should therefore approach this group in the same way that they would any other,
utilizing their full training and expertise to inform standard clinical best practice.
This process should involve thorough biopsychosocial assessment and the
development of individualized clinical formulations to guide interventions that aim
to alleviate distress and enhance functioning” (pp. 14—15).

81. The traditional approach does not directly challenge a claimed
transgender identity, nor do they affirm the patient’s narrative or theories. Instead,
they permit the patient to continue to express a transgender identity (Hakeem,
2012; D’Angelo et al., 2021), while engaging in a dialogue with the patient regarding
these matters without providing the answer. Therapists are aware that an
individual is shaped by his or her upbringing, socialization, and life events.
Therapists and patients work together to help the patient identify and address why
the patient is uncomfortable with his or her sense of self, just as the therapist can
help put the patient’s other identities (such as racial and ethnic backgrounds,
religious or spiritual affiliations, or professions) in perspective. The dialogue in
psychotherapy would look for adversity, abuse, and other traumas as potential
contributors (Hutchinson, 2025; Withers, 2020; Gehring & Knudson, 2005). Therapy
explores the influence of exposure to images, ideologies, and modeling, including

online. This paradigm also considers fantasy, parental attachment, and
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psychosexual influences. Therapists who do not use affirming approaches are often
forced to hide their viewpoint and therapeutic approach because of both hostile
work environments and, in states with vaguely worded “conversion therapy” laws,
threats to their license for providing standard ethical psychotherapy (Jenkins &
Panozzo, 2024).

82.  The third treatment approach is the affirmation model (American
Academy of Pediatrics, 2018; Coleman et al., 2022), which promotes affirmation of
the transgender identity immediately and decisively. This approach contrasts with
the traditional psychotherapeutic approach of exploring potential causative factors,
enhancing self-awareness and self-efficacy, and facilitating the patients’ ability to
cope with comorbidities.

83.  Social transition, i.e., living as the opposite sex, includes changing the
individual’s name, preferred pronouns, and appearance, and is encouraged. This
approach considers the body parts and physical features that are associated with
dysphoria as targets for treatment. Pursuant to this model, social transition,
hormones, and surgeries would be provided without regard, or with minimal regard,
toward factors associated with transgender identities, such as trauma, disorders of
personality development, internalized or externalized homophobia, and
neurocognitive disorders (e.g., autism).

84.  Medical transition is the provision of endocrine and surgical
interventions to change the body to fit the vision of the young person. This can
include puberty blockers, cross-sex hormones, or, less often, surgeries in minors.

85.  Dr. Millington’s report endorses the affirmative approach, citing the
WPATH and Endocrine Society guidelines that are hallmarks of that approach.
(Millington q 12.) So does Dr. Goepferd, appealing to organizations like the AAP
that have followed WPATH’s approach ( 54), and to the Endocrine Society

guidelines (4 60). As Dr. Millington notes, in this model, medicalized transition
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follows “the desires and pubertal status of the patient” (f 12), prioritizing
affirmation over exploring root causes of gender incongruence or ensuring
persistence past adolescence. Notably WPATH’s SOC-8, which Dr. Millington
endorses, specifically recommended against requiring psychotherapy before
engaging in medicalized transition. (Coleman et al 2022, at S176.)

86.
V. Principles of evidence-based medicine.

87.  To establish the groundwork for our discussion of the literature, I will
briefly review the principles of EBM. EBM emerged in the early 1990s and
represented a foundational shift in standard medical practice. It involves “the
conscientious, explicit, and judicious use of current best evidence in making
decisions about the care of individual patients” (Sackett et al., 1996, p. 71).

88. At its core, EBM relies on the principles of the scientific method,
including empiricism (objective observations), falsifiability, and repeatability, to
test whether a course of treatment accomplishes what it is intended to do and to
continually improve upon the practice of medicine (Popper, 1959; Sestini, 2010).
“External clinical evidence both invalidates previously accepted diagnostic tests and
treatments and replaces them with new ones that are more powerful, more
accurate, more efficacious, and safer” (Sackett, 1996, p. 72).

89. Before EBM, “clinical decisions were based largely on experience and
skill (the ‘art’ of medicine); medical teaching and practice were dominated by
knowledge delivered by medical leaders” (Institute of Medicine, 2011, p. 30). As
mentioned above, this was still common practice when the Dutch Protocol first
emerged. EBM, by contrast, relies on high-quality clinical research, along with
clinical expertise and patient values, to guide clinical decision-making. EBM “de-

emphasizes intuition, unsystematic clinical experience, and pathophysiologic
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rationale as sufficient grounds for clinical decision making” in favor of rigorous and
systematic evaluations of research (Evidence-Based Medicine Working Group [EBM
Group], 1992, p. 2421).

90. Two frameworks in particular help point to evidence-based practices:
the hierarchy of evidence and the GRADE system.

91.  The hierarchy of evidence. In medicine, hierarchies of evidence are
structured frameworks used to rank the reliability and validity of different types of
research studies, guiding clinical decision-making and evidence-based practice
(Guyatt et al., 1995; Evans, D., 2003). Typically depicted as a pyramid, the
hierarchy places systematic reviews and meta-analyses of randomized
controlled trials (RCTs) at the top, as they synthesize high-quality data across

multiple studies. Just below are RCTs, valued for their ability to minimize bias

Systematic
Reviews and
VL ERGELEES

Randomized
Controlled Trials (RCTs)
Cohort Studies

Case-Control Studies
Cross-Sectional Studies

Expert Opinion and
Anecdotal Evidence

HIERARCHY OF EVIDENCE

through randomization and control groups. Further down are cohort studies,
case-control studies, and cross-sectional studies, which offer observational

insights but are more susceptible to confounding factors and other forms of bias. At
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the base lie expert opinions and anecdotal evidence, which, while sometimes
useful, lack the rigorous methodology needed for strong clinical recommendations.

92.  While the various pyramids “should not be taken too seriously ... the
basic point these pyramids make is sound: some ways of gathering evidence about
the effects of a treatment are better than others” (U.S. Department of Health and
Human Services [HHS], 2025a, p. 285—-86). The hierarchy helps clinicians prioritize
the most trustworthy studies and evidence when evaluating treatments,
diagnostics, or prognostic tools.

93. Importantly, “optimal clinical decision making requires systematic
summaries of the best available evidence” (Guyatt et al., 2015, p. xxvi). Systematic
reviews are a rigorous form of evidence synthesis in which researchers formulate a
clearly defined question, establish explicit inclusion and exclusion criteria,
comprehensively search for all relevant studies using reported and thus replicable
search methods, and appraise and summarize the findings using transparent,
reproducible methods designed to minimize bias and error (Brignardello-Petersen &
Guyatt, 2025). Systematic reviews are foundational to evidence-based medicine
because they provide the most reliable assessment of the totality of evidence,
allowing clinicians and policymakers to make decisions grounded in comprehensive,
unbiased, and methodologically appraised research rather than isolated or
lower-quality studies.

94.  After multiple systematic reviews are available, umbrella reviews
(overviews of reviews or meta-reviews) are possible. An umbrella reviews sits
alongside or above systematic reviews by synthesizing the highest level of evidence.
The two most prominent umbrella reviews on pediatric gender medicine are the
Cass Review and the U.S. Department of Health and Human Services Treatment of

Pediatric Gender Dysphoria Review of Best Evidence and Best Practices.
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95. The GRADE System and systematic reviews. The GRADE (Grading of
Recommendations, Assessment, Development, and Evaluation) system provides a
systematic and transparent framework for rating the quality of evidence. While the
hierarchy of evidence provides general principles for evaluating a study, the
GRADE system evaluates a body of evidence based on factors such as study design,
risk of bias, consistency of results, directness of evidence, and precision of estimates
(Balshem et al., 2011).

96. Under the GRADE approach, “quality of evidence” refers to how
confident we can be that the research finding reflects the true effect of an
intervention in the context of a systematic review. There are four GRADE ratings:

high, moderate, low, and very low (Balshem et al., 2011).

Quality level Definition

High We are very confident that the true effect lies close to that
of the estimate of the effect

Moderate We are moderately confident in the effect estimate: The
true effect is likely to be close to the estimate of the effect,
but there is a possibility that it is substantially different

Low Our confidence in the effect estimate is limited: The true
effect may be substantially different from the estimate of
the effect

Very Low We have very little confidence in the effect estimate: The

true effect is likely to be substantially different from the
estimate of effect

(Balshem et al., 2011, p. 404)
97. High-quality evidence typically comes from well-conducted RCTs and

suggests that further research is unlikely to change our confidence in the results. In
contrast, low-quality evidence—often from observational studies or flawed trials—
means that future studies may significantly alter our understanding of the effect.
These ratings help clinicians and policymakers make informed decisions by

weighing the strength and reliability of the available data (Balshem et al., 2011).
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98.  While the design (RCT vs. observational) determines the default
quality rating, reviewers consider a number of factors—such as risk of bias—to
upgrade or downgrade the rating. It is therefore possible for RCT's to be rated low or
very low quality based on downgrades, and for observational studies—particularly
well-controlled and conducted cohort studies—to be rated moderate or high quality
based on upgrades (Balshem et al., 2011).

99. The GRADE system and clinical guidelines. GRADE distinguishes
between the quality of evidence in the context of systematic reviews and the
strength of a recommendation in the context of clinical guideline development. In
the latter, GRADE evaluates “our confidence that the estimates are adequate to
support a particular decision or recommendation” (Balshem et al., 2011, p. 403).

100. There are two categories of recommendations: strong and weak. And
these recommendations can be for or against particular interventions. A strong
recommendation for a treatment reflects confidence that the benefits outweigh the
risks. A weak recommendation for a treatment reflects less confidence and that the
benefits probably outweigh the risks (Guyatt et al., 2008). As a general rule, there
should be “concordance between the quality (certainty) of the evidence and the
strength of the recommendations” (Chong et al., 2023, p. 2).

101. There are four key factors for determining the direction and strength of
recommendations: the tradeoffs or risk-to-benefit ratio involving alternative
treatments (or no treatment), the quality of the evidence, the estimates of the
typical patient’s values and preferences, and costs (Guyatt et al., 2008; Andrews et
al., 2013).

102. Clinical decision-making requires an evaluation of the risk-to-benefit
ratio taking alternatives into consideration. And evaluating these tradeoffs is
closely related to the quality of the evidence base. This involves two related

questions: what is our best estimate for the benefits and risks of a treatment, and
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what is our confidence in these estimates. We can, for example, estimate that a
treatment is highly effective based on a single cross-sectional or observational
study, but still have much uncertainty/not much confidence in this estimate because
of the limitations of cross-sectional study designs or the lack of other studies
reproducing the results.

103. A guideline will ideally reference systematic reviews of studies on
patient values and preferences to determine how the typical patient will value the
tradeoffs involved in a course of treatment (Andrews et al., 2013, p. 727). A strong
recommendation reflects that most patients in the relevant situation would opt for
and should receive the recommended treatment. A weak recommendation reflects
greater variability but that most patients would still opt for the treatment. Of
course, the patient’s individual preferences and values necessarily inform how to
balance the tradeoffs.

104. Finally, costs necessarily factor into clinical decision-making, but
involve much variability. As a general rule of thumb, greater costs weigh against a
strong recommendation (Guyatt et al., 2008).

105. Consistent with the concordance principle, greater uncertainty/low-
quality evidence/or low estimates of benefits will weigh against a strong
recommendation for (or potentially against) a treatment (Guyatt et al., 2008, 2015).
Uncertainty can arise from imprecision of estimates, inconsistency of results across
studies, indirectness of evidence to the question at hand, risk of bias in the body of
evidence, or publication bias (Guyatt et al., 2015).

106. High quality evidence does not necessarily translate to a strong
recommendation, nor does low-quality evidence require a weak recommendation
(Balshem et al., 2011). There are “five paradigmatic situations ... in which a strong
recommendation could be made based on low or very low certainty of evidence,”

three of which require moderate or high-quality evidence of benefit or harm but
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allow for low-quality evidence of the other (Chong et al., 2023, p. 2). The only

situation in which strong recommendations are permitted when evidence of benefit

and harm are both low quality is when a treatment has a low estimate of benefits in

a life-threatening situation (strong recommendation in favor) or when there is low-

quality evidence of benefit and harm, but the harm is potentially catastrophic

(strong recommendation against) (Andrews et al., 2013). As a real-world example of

the former, clinical practice guidelines recommend that lay rescuers initiate CPR on

infants or children with no signs of life without checking first for a pulse, despite

limited evidence addressing manual pulse checks vs. simply looking for signs of life.

This makes sense given the imminent risk of death (Joyner et al., 2025).

Paradigmatic situations in which low certainty evidence may justify a strong recommendation

Paradigmatic situation

Explanation

Recommendation

Potential equivalence, one
option clearly less risky or
costly

When low quality evidence
suggests equivalence of two
alternatives, but high-quality
evidence of less harm for one
of the competing alternatives

Strong recommendation
against the more
harmful/more expensive
alternative (or for the less
harmful/less expensive
alternative)

Uncertain benefit, certain
harm

When very low/ low quality
evidence suggests modest
benefits and moderate/high
quality evidence suggests
possibility of harm

Strong recommendation
against intervention with
potentially more harm or
more cost (or for the less
harmful/less expensive
alternative)

High certainty in similar
benefits, one option
potentially more risky or
costly

When high quality evidence
suggests equivalence of two
alternatives and low or very-
low quality evidence suggests
harm in one alternative

Strong recommendation
against the intervention with
possibly greater harm

Potential catastrophic harm

When low or high quality
evidence suggests modest
benefits and low-quality
evidence suggests possible
catastrophic harm

Strong recommendation
against the intervention (or
for the less harmful/less
expensive alternative when
two are compared)

Life-threatening situation

When low quality evidence
suggests some benefitin a
life-threatening or similarly
catastrophic situation

Strong recommendation for
intervention
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(Chart from Chong et al. 2023, p. 3, table 1).

107. Finally, when offering treatments for minors, there is an added
complication of considering the minor’s maturity and capacity for decision-making
and providing informed consent. Informed consent generally requires a patient able
to understand and voluntarily decide upon a proposed course of action (Varkey,
2021). But an adult patient’s autonomy to embark upon an experimental treatment
with uncertain or even unfavorable balance or risks-to-rewards, as an example, does
not necessarily mean that a practitioner should provide the same experimental
treatment to a minor.

108. Applying GRADE in the context of pediatric gender medicine,
clinicians, guideline panels, and policymakers must consider the benefit, risks, and
evidence base for the available alternatives, including social and medical
interventions, watchful waiting, exploratory psychotherapy, or no intervention at
all, taking into account what a typical patient would value and prefer among
different outcomes.

109. However, systematic reviews and umbrella reviews reveal that social
transitioning and medical interventions for minors suffering from gender dysphoria
are based on low-quality evidence, involve disproportionate risks, low certainty
evidence of sustained benefits, and at least modest confidence about the harms of
endocrine and surgical procedures in particular, in addition to the heightened
ethical concerns of deploying potentially life-altering treatments on minors who lack
full decision-making capacity.

110. These interventions invoke one or more “paradigmatic” situations that
justify strong recommendations against the interventions, and against endocrine
and surgical procedures in particular because they involve uncertain benefits but
certain harms, with some of these harms being potentially catastrophic (e.g.,

lifelong infertility) (Andrews et al., 2013, pp. 731-32).
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111. They do not involve a life-threatening condition thereby justifying a
strong recommendation in favor of the interventions despite low-quality evidence.
Indeed, there is an absence even of low-quality evidence suggesting that hormonal
interventions prevent or reduce suicide (Baker et al., 2021) and the risk of
completed suicide is extremely low (Biggs, 2022).

112. In this case, standard ethical principles of nonmaleficence and
beneficence demand rigorous demonstrations that the benefits outweigh the harms
before proceeding. Proponents must provide high-quality, prospective data showing
clear net improvement in mental health, quality of life, and regret/detransition
rates, rather than relying on consensus guidelines or observational studies with
serious methodological flaws.

113. As noted in the HHS report:

The unfavorable risk/benefit profile distinguishes PMT
[puberty blockers and cross sex hormones and surgeries]
from many other off-label uses of drugs and medical
devices. Advocates for PMT point to the prevalence of off-
label prescribing in pediatrics, but the legitimacy of some
off-label uses does not license the prescription of any
pharmaceutical to any patient for any reason. The
favorable risk/benefit threshold, or, more minimally, the
precautionary threshold, must be met irrespective of
whether the intervention is approved by FDA. Off-label
use of an intervention is sometimes justifiable based on
studies of the intervention in a different patient
population or for a different indication. Such use may be
warranted when there is a reasonable expectation of
benefit, when there are no superior alternatives, and
when the prognosis, absent medical intervention, is
predicted to be worse for the patient than the negative
effects of the off-label drug.

This 1s decidedly not the situation with PMT. The natural
history of pediatric GD is poorly understood and decades
of research has shown that early-onset GD usually
resolves without medical intervention. There is no
compelling evidence that the same will not prove true in
the case of adolescent-onset symptoms, and limited
evidence suggesting it will.

(HHS, 20254, p. 231).
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114. In short, the promoters of pediatric social and medical interventions
bear the burden of proof and these interventions cannot be justified based solely on
expert opinions or a perceived consensus: “Guideline developers should always
engage experts to help understand the evidence; they must also uncover and make
clear the evidence that underlies the experts’ opinions and rate the quality of that
evidence, not the opinions that follow from the evidence and its interpretation.”

(Balshem et al., 2011, p. 402).
VI. The false promises of affirmation and social transitioning.

115. A common refrain in this field is that the science is settled when it
comes to pediatric gender medicine and that the “gender-affirming” model of care is
the best, most effective, and most ethical approach (Abbruzzese et al, 2023, p. 673).
We see that in Drs. Millington’s and Goepferd’s report with phases like “essential
healthcare” (Goepferd 9 54), “life-saving” (Goepferd ¥ 58), and assertions that the
evidence supports affirmative interventions (Millington ¥ 15). In fact, studies have
shown that its promises are largely illusory and that the affirmative-care model is
not evidence based (McDeavitt, Cohn, & Kulatunga-Moruzi, 2025). This lack of an
evidence base is not surprising, and as the entire endeavor of basing clinical
approaches or school policies on gender identity belies a conceptual confusion. As
noted by Michael Landen, “The clinical question is therefore no longer how health
services should support a small group of adults with a rare condition, but how
clinicians, researchers and policymakers should understand sex, identity and
psychological distress among young people in an era shaped by social media,
identity politics and rapidly changing social norms.” (Landen 2026 at 1). Landen
continues that “Despite its growing legal and clinical weight, however, gender
identity remains poorly defined. Existing definitions typically describe it as a

person's internal sense of gender without independently defining gender itself,
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making the concept difficult to operationalise and distinguish from related
constructs.” This is especially a problem with children: “It becomes considerably
more consequential, however, when the poorly defined concept of gender identity is
applied to a rapidly growing and clinically heterogeneous population of children and

adolescents.”

A. Social transitioning is a life-altering psychiatric intervention
without proven benefits.

1. Social transitioning is a potent psychiatric intervention
without proven benefits.

116. Social transitioning involves immersing a person in the idea that they
embody a sex different from their natal sex. It typically involves adopting a
different name, going by different pronouns, and adopting superficial attributes
associated with the opposite sex like clothes, hairstyles, makeup, etc. Participating
in single-sex activities as a member of the opposite sex, like playing on an opposite-
sex sports team or using opposite-sex intimate facilities, is often a component of
social transition. Although most commonly this encompasses a binary social
transition (identifying and living as the opposite sex), it may also encompass
adopting a non-binary identity.

117. There is a dearth of studies on social transitioning and what studies do
exist largely rely on low-quality studies and come to contradictory results. Overall,
these studies fail to show that social transitioning is beneficial.

118. The 2023 study by James S. Morandini et al. examined whether social
transition and name change was associated with mental health outcomes in a study
of 645 children and adolescents (aged 4—17) referred to the UK’s GIDS with gender
dysphoria. Using clinician-rated measures of mood/anxiety difficulties and past
suicide attempts, the researchers found overall, “no significant effects of social

transition or name change on mental health status.” (p. 1045).
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119. Morandini’s study is consistent with Sievert et al.’s (2021) study—“the
only other study that directly compared clinic-referred youth experiencing gender
dysphoria who had socially transitioned with those who had not” (Morandini, 2023,
p. 1058). Sievert et al. examined the psychological functioning in a clinical sample of
54 German children (aged 5-11) diagnosed with gender dysphoria and found that
the degree of social transition (e.g., changes in name, pronouns, clothing) did not
significantly predict better outcomes on the Child Behavior Checklist, whereas poor
peer relations and worse family functioning were strong predictors of impaired
psychological health.

120. Similarly, Wong et al. (2019) compared psychosocial wellbeing (using
the Child Behavior Checklist) between socially transitioned transgender children
and gender-variant children with similar levels of gender variance (who identified
with their natal sex). They found little evidence that social transition status was
associated with differences in internalizing or externalizing problems, with peer
relations emerging as a more relevant factor for psychological challenges in the non-
transitioned group. Wong et al. found that psychosocial challenges for socially
transitioned youth were similar to those of their peers.

121. England’s National Health Service commissioned a systematic review
(Hall et al., 2024) on the social transitioning of children and adolescents by the
University of York as part of the Cass Review. This is, to date, the most
comprehensive review of the evidence on this topic. This systematic review revealed
an “absence of robust evidence of the benefits or harms of social transition for
children and adolescents” (Hall et al., 2024, p. 1). The evidence is “limited, [and] low
quality” because most studies were “cross-sectional with non-representative
samples and lack an appropriate comparator group” (Hall et al., 2024, p. 6).

122. To be sure, some studies have suggested that social transitioning has

positive effects (Durwood et al., 2017; Olson et al., 2016). These were covered in
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Hall et al. (2024). Without diving into the flaws in these studies, they highlight
contradictory results that at the very least weigh against a strong or even weak
recommendation in favor of social transitioning.

123. Also important is the lack of evidence “that not allowing a child to
socially transition may in itself be harmful.” This is “not supported from the
findings of [the Hall et al.] systematic review” (Hall et al., 2024, p. 6).

124. Other studies similarly support this conclusion. A related scoping
review by Conabere et al. (2025) examined how social transition is defined and
measured in studies of transgender youth under 18, finding significant variability,
oversimplification, and inconsistency in definitions/measures, limiting
comparability and understanding of its impacts.

125. In short, there is no high-quality evidence that social transition
improves psychosocial functioning, and the body of evidence suggests there is no
benefit.

126. The argument that allowing opposite-sex sports participation is critical
to young people’s mental health is simply a subset of—and dependent on—the
broader argument that social transition is critical to their mental health. After all,
nothing prevents young people from obtaining the benefits of sports participation
through participating according to their sex, and sports are far from the only way to
gain the benefits of physical activity and participating in group extracurricular
activities. The built-in premise of Drs. Millington’s, Goepferd’s, and McQuillan’s
arguments is that there’s something critical about participating as socially
transitioned member of the opposite sex, rather than as a member of one’s natal sex.
But, as discussed above, the evidence simply does not show that social transition
carries any reliable benefits, nor that not allowing social transition carries any

detriments.
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2. Social transition reduces rates of desistance while
widening the pathway to medicalization.

127. There are also many reasons to believe social transitioning is harmful
or iatrogenic (where medical treatment causes the disease or illness) (Zucker, 2020).

128. As previously discussed, most instances of gender dysphoria in young
people will naturally resolve itself (Zucker, 2018; Cantor, 2019; Singh et al., 2021).
Yet social transition in children and adolescents appears to prolong transgender
1dentification and continue gender dysphoria (Zucker, 2020; Olson et al., 2022).
Because social transition involves the idea that a biological male or female
internally embody the opposite sex, there is a plausible risk that it reduces a
person’s capacity to recognize or admit the factual nature of their biological sex. In
other words, socially transitioning a young person may alter their psychosexual and
personal development and engrain continued body-related distress. Their identity
becomes “locked in” (Zucker, 2020; Olson et al., 2022). “Gender-affirmative
psychotherapy seems to collude with primitive defences that keep the individual in
a frozen psychological state” (van Zyl, 2024, p. 172). Resolution of gender-related
distress 1s aided when it 1s not affirmed, and when the individual is not enveloped
in ideologies that normalize or encourage gender-related distress (van Zyl, 2024;
Hutchinson, 2025).

129. Even Dutch researchers, who pioneered pediatric interventions for
gender-related distress, recommend against (“a cautious attitude”) early social
transition because of how difficult it can be for those who would like to “return” to
their natal sex and “the unpredictability of their child’s psychosexual outcome”
(Steensma et al., 2011, p. 16). In particular, some girls who desisted experienced
“great trouble when they wanted to return to the female gender role,” making

“social steps long before puberty ... hard to reverse” (Steensma et al., 2011, p. 16).
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130. There is strong evidence that this altered trajectory and prolonged
transgender-identification widens the pathway to medicalization involving puberty
blockers, hormones, and eventually surgery (Zucker, 2020). A quantitative follow-up
by Steensma et al. (2013) of 127 Dutch youth found that childhood social transition
was a strong predictor of persistence into adolescence, directly linking it to a greater
likelihood of seeking medical transition. Similarly, Olson et al., (2022) tracked 317
socially transitioned U.S. youth (ages 3—12 at transition) over 5 years, reporting
94% persistence in transgender identity, with the majority advancing to puberty
blockers or hormones as they reached adolescence.

131. Hall et al., (2024) synthesized these and other studies, concluding that
earlier social transition is associated with higher persistence rates and a greater
tendency to proceed to medical pathways, emphasizing that prolonged transgender
1dentification (often entrenched by social transition) shifts trajectories away from
natural desistance (historically 60—-90% without intervention) toward endocrine and
even surgical interventions. The Endocrine Society guidelines have similarly noted
that social transition contributes to persistence, increasing risks of medical
escalation without robust predictors for individual outcomes (Hembree et al., 2017).

132. Thus, social transition could be thought of as a possible initiation into
the medicalized pathway, a pathway that the majority of children will otherwise
avoid. This means that social transitioning increases the likelihood of prolonged
gender dysphoria and later sex trait modification via pharmaceuticals or surgery
with all of the attendant risks of harm and lifelong medical dependency, and
unknown psychological, functional, and psychosexual outcomes (discussed further
below).

133. As noted by Zucker regarding social transition in children, “if one
conceptualizes gender social transition as a type of psychosocial treatment, it should

come as no surprise that the rate of gender dysphoria persistence will be much
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higher as these children are followed into their adolescence and young adulthood ...
If this 1s, in fact, the case, one might ask why would one recommend a first-line
treatment that is, in effect, iatrogenic [illness cause by treatment]” (Zucker, 2020
p. 37).

134. As noted in the Cass Review, social transition is described as a
significant psychosocial intervention that requires caution. This caution is all the
more acute considering the high rates of children whose gender-related distress
naturally resolves alongside with the lack of evidence that transitioning in any form
(social, pharmaceutical, or surgical) leads to any discernible benefits.

135. Not fitting sex stereotypes can certainly be difficult for young people.
However, this distress is often temporary and does not require social transition,
which is not a reliable way to resolve it. A normal part of adolescent development is
learning to accept yourself—whether as a more masculine woman or a more
feminine man. The current rush to label young people as transgender interferes
with this natural process of identity and psychosexual development. Furthermore,
and as mentioned previously, the identity label of transgender reifies a category of
person that Byrne and Gorin (2026) note are a socially created construct:
“transgender children are brought into existence by a social process that involves (in
part) naming or classifying children as transgender.” The distress and feelings of
incongruence are real, but further ontological claims remain up for debate..

B. Medicalized transition has unproven benefits and likely harms.

136. While this report cannot exhaustively review the evidence on medical
interventions, I will provide (1) an overview of the systematic reviews of the
evidence, which overwhelmingly demonstrate a lack of reliable evidence that these
interventions are safe or effective; (2) a discussion of whether there is reliable

evidence that medical interventions prevent suicide, and (3) a review of select
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potential harms that are particularly serious. This rebuts Drs. Millington’s and

Goepferd’s claims that medical transition is evidence-based.

1. Systematic reviews show that the evidence base for
endocrine and medical interventions is low to very low.

137. As noted above, systematic reviews sit atop the pyramid of evidence
because, when conducted well, they pull together all the relevant available evidence
on a particular question, assess the strength of the available evidence, and provide
a comprehensive understanding of the state of the science.

138. There have been several systematic reviews assessing the safety or
efficacy (or both) of various forms of medicalized transitioning of minors. While the
HHS review (discussed below) went through each systematic review that met its
inclusion criteria, below I highlight several that show the evolution of attempts to
review the evidence and the continued lack of high-quality evidence. Taken
together, they show that there is widespread and longstanding agreement among
systematic reviewers that the evidence base here is low or very low quality.

139. Chew et al. (2018). One of the earliest systematic reviews found “[1Jow-
quality evidence” that “hormonal treatment ... achieve their intended physical
effects” (e.g., testosterone masculinizes appearance) but a lack of evidence on the
psychosocial and cognitive effects of these interventions (p. 1).

140. National Institute for Health Care (NICE) (2020). As part of the Cass
Review, the British National Health Service commissioned two systematic reviews
performed by the British National Institute for Health Care Excellence, one on
puberty blockers (NICE, 2020a) and one on cross-sex hormones (NICE, 2020b). Both
used the GRADE system for rating the quality of evidence, and both found the
quality to be “very low.” Under the GRADE system, it means the reviewers have
“very little confidence in the effect estimate,” and the real effects of the intervention

are “likely to be substantially different” from the hypothesized effects or reported
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effects (Balshem et al., 2011, p. 404). Summing up, the authors of the puberty-
blockers review found “little change ... from baseline to follow-up” in mental health
metrics for children given puberty blockers (NICE, 2020a, p. 13). And the authors of
the cross-sex hormone review noted that the evidence of efficacy was “very low
certainty” and “must be weighed against the largely unknown long-term safety
profile of these treatments” (NICE, 2020b, p. 14).

141. NICE Update (2024). A group of German researchers updated the
NICE reviews by re-upping the literature search through August 2023. They found
nothing suggesting a change in the original authors’ conclusions (Zepf et al., 2024).

142. Ludvigsson (2023). A group of Swedish researchers conducted a
systematic review in which they screened almost 10,000 abstracts. Based on the
included studies, they concluded that, “long-term effects of hormone therapy on
psychosocial and somatic health are unknown, except that GnRHa [puberty-
blocking] treatment seems to delay bone maturation and gain in bone mineral
density” (p. 2290).

143. First McMaster University Review (2022). A team from Canada’s
prestigious McMaster University conducted a systematic review and found “great
uncertainty about the effects of puberty blockers, cross-sex hormones, and surgeries
in young people with gender dysphoria” (Brignardello-Peterson et al., 2022).

144. Thompson (2023). A team of British and Swedish researchers
conducted a systematic review of adolescent gender dysphoria treatment and found
“a lack of quality evidence in relation to adolescent GD in general: epidemiology,
comorbidity, and treatment impact is difficult to robustly assess” (p. 43). They
concluded that “[w]ithout an improvement in the scientific field, clinicians, parents,
and young people are left ill-equipped to make safe and appropriate decisions.”

(Thompson et al., 2023, p. 43).
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145. New Zealand Ministry of Health (2024). The New Zealand Ministry of
Health conducted its own literature review regarding puberty blockers and found
that the evidence was low quality. They found “[e]vidence about the impact of
GnRHa on clinical and mental health and wellbeing outcomes is scarce, with
available evidence largely of poor quality” (New Zealand Ministry of Health, 2024,
p. 3). Based on this review, in November 2025, New Zealand banned the use of
puberty blockers to treat “gender incongruence” or “gender dysphoria” (New
Zealand Medicines (Restriction on Prescribing Gonadotropin-releasing Hormone
Analogues) Amendment Regulations, 2025)).

146. The Cass Review (2024). The Cass Review (2024), commissioned by
England’s NHS, delivered a highly critical assessment of the use of puberty blockers
(also known as puberty suppressing hormones) in children and adolescents. The
review and the associated systematic reviews by the University of York concluded
that the evidence supporting the safety, effectiveness, and long-term outcomes of
these drugs is extremely limited and uncertain. As a result, the UK government has
indefinitely banned the use of puberty blockers to treat gender dysphoria (UK
Government, 2024), and NHS England has paused the use of cross-sex hormones
(Wise, 2026). Any access to these treatments is available only to participants in
carefully controlled research programs, reflecting the need for a stronger evidence
base before such interventions can be considered appropriate for widespread use.
And the clinical trial for puberty blockers that was planned has itself been paused
due to safety and ethical concerns (Walker et al., 2026).

147. The Cass Review emphasized that puberty is a critical developmental
window, not just for physical changes, but also for psychological and neurological
maturation. Halting this process with puberty blockers may have unintended and

potentially harmful consequences. The Cass Review reflects a deep skepticism

48



Case 3:26-cv-05616-DGE  Document 53-17  Filed 08/07/26  Page 54 of 119

about the benefits of puberty blockers and a commitment to caution, research, and
individualized care moving forward.

148. The Cass Review was based on a series of systematic reviews,
including one addressing puberty blockers (Taylor et al., 2024a) and one addressing
cross-sex hormones (Taylor et al., 2024b). The puberty-blocker review found that
while “[b]Jone health and height may be compromised during treatment,” no other
conclusions could be drawn because of the lack of “high-quality studies using an
appropriate study design” (Taylor et al., 2024a, p. s45). The cross-sex hormones
review found “a lack of high-quality research assessing the outcomes of hormone
interventions in adolescents experiencing gender dysphoria/incongruence” (Taylor
et al., 2024b, p. s54). It determined that, “No conclusions can be drawn about the
effect on gender-related outcomes, body satisfaction, psychosocial health, cognitive
development or fertility” (Taylor et al., 2024b, p. s54).

149. Second McMaster University Reviews (2025). Teams at McMaster
University recently published three systematic reviews: one on puberty blockers
(Miroshnychenko et al., 2025a), cross-sex hormones (Miroshnychenko et al., 2025b),
and mastectomy (Miroshnychenko et al., 2025¢). The review on cross-sex hormones
reported “(e)vidence about the effects of GAHT in individuals aged <26 years with
GD is predominantly of very low certainty, with lack of moderate and high certainty
evidence about the effects of this intervention. This information is crucial for
patients, caregivers, clinicians, guideline developers, and policy makers involved in
treatment decisions” (Miroshnychencko, 2025b, p. 443). This review concluded that,
“The best available evidence reporting on the effects of GAHT in individuals with
GD ranged from moderate to high certainty for cardiovascular events and low to
very low certainty for the outcomes of GD, global function, depression, sexual

dysfunction, BMD and death by suicide. ... The evidence in this SR and meta-
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analysis does not exclude the possibility of benefit or harm upon receipt of GAHT”
(Miroshnychencko, 2025b, p. 444).

150. The puberty-blocker review found that the available evidence was
“very low certainty,” meaning that the researchers could not “exclude the possibility
of benefit or harm.” (Mirosnychenko, 2025a, p. 435). This systematic review used
the GRADE methodology, which I consider the gold-standard in evaluating the
quality of scientific evidence.

151. The mastectomy review was notable in that there are few attempts to
systematically review the evidence on using mastectomy to treat gender dysphoria
in young people. The only high-certainty evidence was for surgical complications
like necrosis and scarring, neither of which was particularly rare. The evidence
regarding any beneficial outcomes was all low or very low certainty
(Miroshnychenko, 2025c).

152. Cochrane Library (2020). While not limited to young people, the
prestigious Cochrane Library conducted a systematic review on cross-sex hormones
to transition males to female (Haupt et al., 2020). It did not find a single study with
sufficient rigor and reliability to analyze and thus concluded that there was
“Insufficient evidence to determine the efficacy or safety” of these interventions
(. 2).

153. Endocrine Society Guidelines. The Endocrine Society’s 2017 clinical
practice guidelines commissioned two systematic reviews: one on the effect of sex
steroid use on lipids and cardiovascular outcomes, and one on the effects on bone
health. The evidence quality for both was low, and one found adverse results for
some cardiovascular risk factors for both sexes (Hembree et al., 2017). Evaluating
the literature as a whole, the guidelines rated the evidence regarding the use of

puberty blockers as low.

50



Case 3:26-cv-05616-DGE  Document 53-17  Filed 08/07/26  Page 56 of 119

154. HHS Report on Treatment for Pediatric Gender Dysphoria: Review of
Evidence and Best Practices (2025). 1 was one of the coauthors on an umbrella
review published by the U.S. Department of Health and Human Services in
November 2025 titled: Treatment for Pediatric Gender Dysphoria: Review of
Evidence and Best Practices (HHS, 2025a). The key findings of the report include
the following:

155. Umbrella Review: The Review conducted an overview of systematic
reviews—also known as an “umbrella review”—to evaluate the direct evidence
regarding the benefits and harms of treatment for children and adolescents with
gender dysphoria. This reviewed 17 high-quality existing systematic reviews of
evidence, including several that have informed health authorities in Europe, for
methodological quality. The umbrella review found that the overall quality of
evidence concerning the effects of any intervention on psychological outcomes,
quality of life, regret, or long-term health, is very low. This indicates that the
beneficial effects reported in the literature are likely to differ substantially from the
true effects of the interventions. It currently serves as the most complete and broad
assessment of the evidence in youth gender medicine.

156. Concerns About Medical Interventions: The report expresses serious
concerns regarding medical interventions for children and adolescents with gender
dysphoria, such as puberty blockers, cross-sex hormones, and surgeries. It
highlights potential risks, including irreversible harms like infertility, while finding
weak evidence supporting the benefits of these treatments. It raises ethical
concerns regarding the use of these treatments considering known harms and
unclear benefits. It raises ethical concerns about communicating overly-positive
statements regarding pediatric medical transition and social transition. It also
revealed numerous examples of the dysfunctional nature of the practice of pediatric

medical transition in the United States.
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157. Advocacy for Psychotherapy: The HHS report recommends broader use
of psychotherapy as a primary treatment for young people with gender dysphoria
because it is a safer alternative to medical interventions and possibly more
effective. The authors note that a lack of data precludes drawing conclusions
regarding the best psychotherapy approach.

158. A psychotherapy protocol specifically for gender dysphoria has never
been studied. But for an example of the strength of research supporting the general
effectiveness of psychotherapy, note that the review of meta-analysis of cognitive
behavior therapy (CBT) yielded a final sample consisting of 269 meta-analyses that
showed broad and deep efficacy of CBT (Hofman et al., 2012). The breadth and
depth of this research is impressive: not 269 original studies, 269 meta-analyses of
CBT. This review examined CBT for: substance use disorder, schizophrenia and
other psychotic disorders, depression and dysthymia, bipolar disorder, anxiety
disorders, somatoform disorders, eating disorders, insomnia, personality disorders,
anger and aggression, criminal behaviors, general stress, distress due to general
medical conditions, chronic pain and fatigue, distress related to pregnancy
complications and female hormonal conditions. While variation of effectiveness
exists across conditions, CBT consistently proves its effectiveness (David et al.,
2018). Yet proponents of gender affirming treatments claim no therapy, CBT or
otherwise, would work for gender dysphoria. The breadth of evidence supporting
CBT’s effectiveness belies this extreme position.

159. Criticism of Medical Organizations and WPATH guidelines: The HHS
report details the history of pediatric medicine, and the clinical realities in the
United States where affirmative approaches very quickly came to dominate care.
Even WPATH guidelines are often not followed in clinical practice, and many that

have raised concerns have been stigmatized and harassed.
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160. The HHS report has received some criticism. I was one of the authors
that drafted a detailed response to each of these critiques (HHS, 2025b). Rather
than reproduce all of it here, I will highlight the most salient points from one
unsolicited peer review that we responded to (Dowshen et al., 2025). It exemplifies
why these critiques miss the mark.

161. Dowshen et al. (2025) published a commentary alleging the HHS
Review engages in “numerous violations of scientific norms, misrepresentation of
scientific evidence, and mischaracterizations of both gender identity in youth and
the standard of care” (p. 342). Because these criticisms draw from the bottom of the
evidence (and disagreement) pyramids, they fail to substantively rebut the HHS
report.

162. Scientific Norms. Dowshen et al. (2025) claim the Review violates
scientific norms because it failed to name its authors, cited non-peer-reviewed
articles for over 20% of references, and the results were “predetermined” by the
Trump Administration’s Executive Order on gender-dysphoric care. Like some of
the criticisms of the Cass Review, these criticisms have superficial appeal but lack
substance. The anonymous nature of the report stemmed from the politicization of
this issue and, besides, the authors (including myself) are now known. Further, the
ratio of scientific to non-scientific citations has no bearing on its trustworthiness of
the Report (or any document) so long as the document does not misrepresent what a
source says or the strength of its findings. For example, McNamara et al. (2024) is
not a peer-reviewed article, so as discussed above, it does not receive the same
weight as a peer-reviewed article (and Dr. Meredithe McNamara, lead author of
that essay, was a senior author of Dowshen et al. (2025)). Moreover, the Review
used transparent methodology, followed scholarly citation norms, and the report
was created without interference from the commissioning administration. The

central conclusions underwent independent peer review by subject-matter experts
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from across the ideological spectrum who found the analyses robust. These critiques
are classic misdirection because they fail to substantively critique the Report’s
findings. As one peer reviewer noted, if bias existed, “it should be possible to point
out where the report engages in motivated reasoning,” which Dowshen et al. fail to
do (HHS, 2025b, p. 97). Importantly, Dowshen et al. do not dispute the veracity of
the Report’s findings casting considerable doubt on WPATH’s credibility.

163. Misrepresentation of Evidence. Dowshen et al. (2025) claim the Review
“misrepresents” studies, citing Chen et al. (2023) as an example and alleging the
Review “ignores” positive findings. This is false. The Review extensively discusses
Chen et al. but notes critical qualifications: males showed no improvement in any
outcome except “appearance congruence” (measured on a scale never validated in
minors), and the improvements in depression and anxiety scores were too small to
meet the threshold for clinical significance. Dowshen et al. cite additional studies,
but these illustrate inconsistencies rather than robust evidence: Achille et al. (2020)
found depression improved only in males (opposite of Chen et al.); Kuper et al.
(2020) showed improvement in self-reported but not clinician-reported depression.
One citation derives from the same patient cohort as Chen et al., which inflates
perceptions of evidence. This exemplifies how the authors rely on an inverted
hierarchy of evidence, privileging weak observational studies over systematic
reviews. Dowshen et al. also claim the Review “provides no evidence” of harms
(p. 343), but Chapter 7 presents detailed indirect evidence from basic science and
developmental physiology demonstrating plausible harms, which one peer-reviewer,
who was the former president of the Endocrine Society, found “scientifically valid”
(HHS, 2025b, p. 104). This claim of no evidence of harms is an especially dubious
claim, because pediatric medical transition targets physiologically healthy tissue

via hormones and surgeries, making harm inevitable and a part of every treatment.
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164. Safety Claims. Dowshen et al. (2025) claim puberty blockers are safe
for gender-dysphoric youth because they are “used for decades to treat cisgender
youth” with precocious puberty (p. 343). As the Review explains, these are two
distinct patient populations. In precocious puberty, blockers stop abnormally timed
puberty and puberty later resumes; for gender dysphoria, blockers stop normally
timed puberty and over 90% proceed to cross-sex hormones in which puberty does
not resume. Senior author Dr. McNamara has acknowledged blockers should be
assessed as a single treatment modality with cross-sex hormones, presenting a
fundamentally different risk profile.! Dowshen et al. also cite the “Utah Review” to
show these treatments are safe (p. 343). But the Utah Review does not qualify as a
systematic review and is at high risk of bias in all domains (HHS, 2025c, pp. 21-26).

165. “Conversion Therapy” claims. Dowshen et al. (2025) allege the Review
recommends “conversion therapy” by discussing psychotherapy (p. 343). This is
false. The Review describes psychotherapy modalities—including CBT, DBT, and
family therapy—aimed at support, distress mitigation, and self-understanding.
Notably, Dr. Jack Turban who promotes the “affirming” care model has stated that
“conversion efforts and exploratory psychotherapy are distinct, mutually exclusive

9

practices.”2 Even WPATH has stated it “unequivocally oppose[s]” “equating
conversion therapy with psychotherapy” for “youth who are exploring gender
identity” (WPATH, 2025).

166. Guidelines and Clinical Practice. Dowshen et al. (2025) claim the
WPATH guidelines, which the HHS report critiqued, are evidence-based, represent

“consensus,” took over ten years to develop, and exemplify “the existing standard of

L U.S. v. Skrmetti 605 U.S. 495, (2025) (No. 23-477), Expert Researchers and
Physicians, Amicus Curiae brief (2024, pp. 16—17), perma.cc/CSV2-SG7H.

2 Chiles v. Salazar, (No. 24-539), Dr. Jack L. Turban and Dr. Lisa R. Fortuna,
Amicus Curiae brief (2025, p. 4),
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care” (pp. 343—44). In fact, there is no accepted standard of care for treating gender
dysphoria in minors. As discussed above, guidelines in parts of Europe differ
markedly from the WPATH guidelines. Further, none of these attributes establish
trustworthiness under AGREE II. Systematic reviews, for example, are much more
important than a supposed expert consensus. “Medicine should be evidence-based,
not eminence-based” (HHS, 2025b, p. 111). And as already explained, WPATH
suppressed systematic reviews it had commissioned that contradicted its pro-
interventionist approach. This casts serious doubt on WPATH’s credibility and
Dowshen never engages with these revelations.

167. In conclusion, Dowshen et al.’s objections are characterized by
mischaracterizations, selective quotation, reliance on flawed studies, and an
inverted hierarchy of evidence. The commentary fails to identify any actual errors
or motivated reasoning; rhetorical criticisms are not a substitute for substantive
engagement with the science.

168. As shown above, systematic review after systematic review confirms
that the evidence concerning the safety and efficacy of medically transitioning

bEAN13

young people is poor. Any assertion that medical transition is “safe,” “effective,”
“medically necessary,” or “life-saving” is not supported by the available evidence.
Responsible parents should feel no pressure whatsoever to shepherd their children
down this unproven path, nor should governments or medical authorities use their
considerable power and influence to coerce or pressure parents or children toward
it.

169. Because they sit at the top of the hierarchy of evidence and because
they comprehensively review and evaluate the body of evidence, systematic and
umbrella reviews are superior and more reliable than the hand-picking a

smattering of articles that purportedly support the efficacy of medialized transition.

(Millington q 15.) Even so, the articles Drs. Millington and Goepferd (Y9 56, 58) rely

56



Case 3:26-cv-05616-DGE  Document 53-17  Filed 08/07/26  Page 62 of 119

on have substantial problems. For example, Mirosnychencko et al., 2025a & 2025b
found a serious or critical risk of bias in Costa et al., 2015; Achille et al., 2020;
Tordoff et al., 2022; and Chen et al., 2023. Likewise, Taylor et al., 2024a & 2024b
ranked as low quality Achille et al., 2020; Tordoff et al., 2022; de Vries et al., 2014;
Khatchadourian et al., 2014; and Turban et al., 2020. Fisher et al., 2024, was a very
small study (36 participants) that admittedly did not correct for multiple
comparisons, which casts doubt on the statistical significance of its findings. And it
disclaimed any causal inferences. (Fisher et al, 2024). Kreukels & Cohen-Kettenis
(2011) is a 15 year-old narrative review paper, not original research. Lee et al, 2023,
is based on self-reported cross-sectional survey data that cannot demonstrate
causation. McGregor et al., 2024, is a cross-sectional comparison of various mental
health metrics between youth who did and did not receive puberty blockers at the
time they presented seeking cross-sex hormones. The study did not measure
baseline mental health (e.g., before puberty blockers), nor did it control for any
potential confounders other than sex, and is thus unable to demonstrate the
puberty blockers caused any differences between the populations. Allen et al., 2019,
and van der Miesen et al., 2022, both failed to control for psychological treatment,
making it impossible to tell whether medical or psychological interventions (or
something else) caused any improvements. Other problems with van der Miesen et
al, 2020, are discussed below.

170. More important than the weakness in these individual studies is the
fact that systematic reviews have already characterized the strength of the overall
evidence. When advocates fail to address the evidence countering their position,

they mislead readers regarding the state of the science.
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2. There is no evidence that medical interventions reduce
rates of either suicide or suicidality.

171. Studies do not show that medicalized transition reduces rates either of
suicide or of suicidality. A common claim is that medical interventions are
necessary to prevent suicide or, more conservatively, that these interventions
reduce the risk of suicide among youth who identify as transgender. This kind of
claim is implicit in referring to medicalized transition as “life-saving” (Goepferd 9
58). Given the ubiquity and moral force of this claim, it bears a closer inspection.

172. To begin, suicidality, suicide attempts, and completed suicide are
distinct yet interconnected phenomena that require differentiated responses from
health and mental health professionals. Suicidality refers broadly to thoughts and
feelings about suicide, including suicidal ideation, which may range from fleeting
thoughts to persistent desires to die. Suicide attempts involve engaging in
potentially self-injurious behavior with at least some intent to die, but which does
not result in death. In contrast, completed suicide refers to death resulting from
intentional self-harm. Each of these phenomena reflects varying degrees of risk for
self-harm and clinical severity, necessitating tailored interventions (Franklin et al.,
2017; Goni-Sarriés et al., 2018; Rogers et al., 2020).

173. Understanding these distinctions is critical for clinicians, as the
presence of suicidal ideation does not always predict behavior, and many
individuals who die by suicide may not have previously expressed suicidal thoughts
(Pappas, 2021). Moreover, research shows that individuals with a history of actual
suicide attempts tend to exhibit more severe clinical symptoms than those with
aborted or interrupted attempts, suggesting a need for nuanced risk assessments
and personalized care strategies (Rogers et al., 2020). Health professionals must be

equipped to recognize the unique psychological, social, and biological factors
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influencing each stage of suicidality to implement effective prevention and
treatment strategies.

174. With this backdrop, there is no evidence supporting the common
assertion that medical interventions are necessary to avoid self-harm. WPATH’s
own commissioned systematic review reveals a high risk of bias in the available
studies, and it appears to have been manipulated to frame the unimpressive results
as supporting affirmative treatments. Even so, this systematic review explicitly
indicates that it was “impossible to draw conclusions about the effects of hormone
therapy on death by suicide” (Baker et al., 2021, p.12).

175. The Trans Youth Research Network (TYRN) is a multi-site,
longitudinal study funded by the NIH (Olson-Kennedy et al., 2019). Its primary aim
was to investigate the physical and mental health outcomes of transgender-
identifying youth who are undergoing pediatric medical transition treatments,
including puberty blockers and cross-sex hormones. The study involves several
leading pediatric gender clinics across the United States and follows participants
over time to assess the effects of medical transition during adolescence. Despite
funding starting in 2015, there has been a lack of publicly available data,
particularly regarding outcomes related to self-harm, suicidality, and completed
suicides.

176. According to the study’s registration in the study’s protocol paper, the
researchers outlined a large number of domains and metrics they intended to
measure, including: (1) mental health, (2) suicidality, (3) substance use, (4) sexual
health, (5) cognitive development, (6) physical health, (7) social functioning, and (8)
quality of life. (Chen et al., 2023, supplementary material). These factors were
selected to provide a comprehensive understanding of the biopsychosocial impacts of
gender-affirming treatments in youth. However, despite multiple conference

presentations and some published papers, full results across these domains,
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especially regarding suicidality and self-harm, have not yet been released. This has
led to growing calls for transparency, particularly given public funding and the
importance of these findings for clinical decision-making and policy development.

177. Regardless, the evidence that exists does not suggest that puberty
blockers or cross-sex hormones reduce suicide risk. Short-term studies often cited to
support that conclusion are methodologically weak and cannot imply a causal
connection. Examples include the following.

178. Kuper et al. (2020) surveyed patients receiving hormonal interventions
on a variety of mental health measures at baseline and approximately one year
after beginning the interventions. Notably, rates of passive suicidal ideation, suicide
attempts, and non-suicidal self-injury all increased from 1-3 months before the
initial assessment (25%, 2%, and 10%, respectively) to the one-year follow-up period
(38%, 5%, and 17%, respectively.) While the authors did not test for statistical
significance, these data suggest that hormonal interventions did not reduce
suicidality.

179. Similarly, the van der Miesen et al. (2020) study investigated mental
health outcomes, including self-harm, among transgender-identifying youth and
found that transgender adolescents reported significantly higher levels of
psychological distress, including elevated rates of self-harm and suicidal ideation.
However, the limitations include that first, the study relied on self-reported data,
which can be subject to bias and inaccuracies. Second, the study design was cross-
sectional, meaning it captured a snapshot in time and could not establish causality
between gender identity, medical interventions, and mental health outcomes. Third,
the sample size was relatively small and drawn from clinical settings, which may
not be representative of the broader transgender-identifying youth population.

Additionally, the study did not fully account for confounding variables such as pre-

60



Case 3:26-cv-05616-DGE  Document 53-17  Filed 08/07/26  Page 66 of 119

existing psychiatric conditions, family support, or socioeconomic status, which could
influence both gender identity development and self-harm behaviors.

180. When we move to longer-term data, we find that the picture is mixed,
with some of the most powerful data being unfavorable (Anckarséater & Gillberg,
2020; Dhejne et al., 2011). Based on long-term data in Sweden, cross-sex
interventions have not been shown to reduce self-harm or suicide (Branstrom et al.,
2020). The Dhejne et al. review of the long-term follow-up of medical transition
surgeries in Sweden “found substantially higher rates of overall mortality, death
from cardiovascular disease and suicide, suicide attempts, and psychiatric
hospitalisations in sex-reassigned transsexual individuals compared to a healthy
control population” (p. 7).

181. These concerns are echoed in the results of multiple other reviews
(Wiepjes et al., 2020; McNeil et al., 2017; Asscheman et al., 2011).

182. Recent reviews related to younger cohorts raise serious concerns that
hormonal treatment and affirmative protocols may increase suicide. Concerningly, 2
deaths from suicide in the TYRN cohort occurred in 2 years and among just 315
patients in active treatment (Chen et al., 2023). Biggs (2023) noted, “[t]he relatively
high rate of suicide among the participants in the study by Chen et al. is
remarkable given that the authors had excluded anyone presenting serious
psychiatric symptoms or manifesting suicidal distress. Aside from the two deaths,
11 other participants reported suicidal ideation during a study visit. It is imperative
for Chen et al. to report outcomes for their own scale of suicidal 1deation, as
described in the study protocol ... and how these changed over the 2 years” (Biggs,
2023, p. 1537). As stated previously, to this day this self-harm data from TYRN has
not been provided.

183. A new review, Ruuska et al. (2026), is the most comprehensive study to

date on real-world outcomes to PMT, using objective national health registry data
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rather than self-reports or convenience samples. Ruuska et al. is a nationwide
Finnish register study that followed all 2,083 adolescents and young adults (under
age 23) who contacted Finland’s specialized gender identity services between 1996
and 2019, with a mean follow-up of 5.5 years. The key findings include that gender-
referred youth had dramatically higher psychiatric morbidity than matched controls
both before referral (45.7% vs. 15.0%) and >2 years after (61.7% vs. 14.6%). The
psychiatric needs increased rather than decreased after medical gender
reassignment: In the feminizing (male-to-female) pathway: 9.8% — 60.7% and in
the masculinizing (female-to-male) pathway: 21.6% — 54.5%. The more recent
cohorts (post-2010) showed even higher psychiatric burden and the authors
conclude that medical gender reassignment does not reduce and may be associated
with worsening psychiatric morbidity in this population.

184. Furthermore, after the NHS restricted puberty blockers and cross-sex
hormones, despite claims otherwise, there has been no known rise in self-harm

(Appleby, 2024).

3. Endocrine interventions are associated with harm,
including with potentially catastrophic harms.

185. While the evidence is generally poor, the literature suggests there are
substantial short- and long-term risks associated with the use of puberty blockers

and cross-sex hormones. These include:

o Declines in bone density (Klink et al., 2015; Vlot et al., 2017; Joseph et
al., 2019; Biggs, 2021)

. Disruptions of normal psychosocial and psychosexual development
(Hughes, 2022, [Transcript of Identity Evolution Workship] pp. 192,
212; Biggs, 2023; Levine, 2022, 2023).

o Sexual dysfunction (Shrier, 2021).

) Increased risk of cardiovascular disease (Getahun et al., 2018; Aranda
et al., 2021; van Zijverden et al., 2024)

o Pelvic floor dysfunction (da Silva et al., 2024)
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o Hair loss (Marks et al., 2019; Gao et al., 2023).

. Psychiatric disorders; worsening psychiatric symptoms, and increased
need for psychiatric help or medication (Glintborg, 2023, p. 341; Hisle-
Gorman et al., 2021; Kaltiala et al., 2023)

o Other adverse reactions, including organ poisoning, nervous system

disorders, and death, including suicide (Gomez-Lumbreras & Villa-
Zapata, 2024; Chen et al., 2023; Biggs, 2023).

186. Further, there is troubling data suggesting that no improvement to

mental health outcomes, or even worsening mental health outcomes, after surgical

interventions:
. No improvement in or worse mental health outcomes after surgery
(Lewis et al., 2025; Branstrom & Pachankis, 2020; Ring & Malone,
2020).

) Elevated risk of suicide after surgery (Straub et al., 2024; Wold, 2020).

187. Until recently, medical interventions for gender dysphoria have been
rare with little tracking of long-term outcomes. What long-term data does exist is
mixed, with some of the most powerful data being unfavorable (Anckarsiter &
Gillberg, 2020; Dhejne et al., 2011).

188. This presents a troubling risk-benefit calculus that warrants great
caution and a recommendation against these interventions, at least outside of
clinical trials.

189. For this report, I will delve further into two associated harms that I
find potentially catastrophic given the relative risks: impaired neurological
development and infertility.

190. Impaired neurological function and development. Puberty is a critical
period for neurological development. It is an open question whether disrupting that
development via puberty blockers causes long-term harm, or whether neurological
development simply occurs as it would have when cross-sex hormones commence.

The Endocrine Society’s 2017 clinical practice guidelines recognized this concern,
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noting “unknown effects on brain development” and calling for “more rigorous
evaluations” of these effects (Hembree et al., 2017).

191. In 2020, a large group of scientists published a “consensus parameter”
outlining the need for additional research to assess “neurodevelopmental effects” of
“pubertal suppression in transgender youth” (Chen et al., 2020, p. 246—47). They
stated, “[t]o the extent that pubertal suppression may also put some features of
brain development on hold, it is critical to know whether these features ‘catch up’
(either once GAH treatment is initiated or if the adolescent elects to stop GnRHa
and resume endogenous puberty), or whether a sensitive window for hormone-
dependent brain development has closed” (Chen et al., p. 252). In other words, it is
unknown whether puberty suppression permanently impeded some features of
brain development.

192. 1In 2024, Dr. Sally Baxendale published a review of the literature on
the effects of puberty suppression on neurological function (Baxendale, 2024). The
review synthesizes animal data showing complex, sometimes detrimental effects on
brain structure, social behavior and cognitive development. It revealed limited
human evidence, while noting no robust, systematic studies tracking neurocognitive
outcomes in youth taking puberty blockers. It calls urgently for better research,
especially on domains like executive function, intelligence, memory, and emotional
processing. Baxendale (2024) notes that “[c]ritical questions remain unanswered
regarding the nature, extent and permanence of any arrested development of
cognitive function associated with puberty blockers” (p. 1). She also states that
“studies examining the impact of puberty suppression in young people indicate a
possible detrimental impact on 1Q” (Baxendale, 2024, p. 9).

193. In sum, there are good reasons to think puberty suppression may

damage brain development, and the available evidence fails to refute that
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legitimate concern. Accordingly, claims that puberty blockers are a benign “pause”
or “fully reversible” are unscientific and not supported by the available evidence.

194. Infertility. Both puberty blockers and cross-sex hormones, particularly
the use of supraphysiologic doses of testosterone in females identifying as males,
pose potential risks to future fertility that are not yet fully understood. What is
clear (since this is their explicit purpose) is that these endocrine interventions
interfere with normal reproductive development.

195. High doses of testosterone in females, often far exceeding natural
hormone levels, can lead to significant histological changes in the ovaries and
uterus, including polycystic-appearing ovaries, endometrial atrophy, and stromal
fibrosis (Maiorano et al., 2025). While some individuals have conceived after
discontinuing testosterone, there is no reliable data on fertility outcomes for those
who began treatment before completing puberty. The long-term effects of
testosterone on immature ovarian tissue remain largely unknown, especially in
youth who begin treatment before reaching reproductive maturity (Nahata et al.,
2020).

196. Risks related to infertility for those prescribed cross-sex hormones are
significant (De Roo et al., 2025). For males taking estrogen, some patients only
retain limited sperm production, while many no longer have sperm production and
exhibit testicular atrophy, hyalinization, and fibrosis. These histological changes
may lead to an elevated risk of cancer. Taking estrogen alongside testosterone
blockers was linked to sperm abnormalities and azoospermia (complete loss of
sperm). These effects may or may not be reversible, and tissue studies following
surgical removal of the testis show widespread damage (Schwartz & Moravek,
2021).

197. Some posit that fertility preservation (FP) is the answer. But ovarian

tissue cryopreservation in prepubertal patients is still considered experimental
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(Nahata et al., 2020). And these procedures are often not feasible for adolescents
who begin medical transition before reaching reproductive maturity. For example,
spermatogenesis typically begins in Tanner Stage 4, meaning early use of puberty
blockers may prevent sperm production entirely (Laidlaw et al., 2025).

198. Moreover, the success of assisted reproductive technologies remains
limited. According to the CDC, in 2021, 413,776 assisted reproductive technology
cycles were performed in the U.S., resulting in only 91,906 live births, a success rate
of approximately 22% per cycle (Jewett et al., 2024). These outcomes are influenced
by factors such as age, health status, and whether fresh or frozen gametes are used.
Ethical concerns also arise regarding the disposition of preserved gametes or
embryos in cases where the patient does not survive or changes their reproductive
intentions.

199. FP is costly, invasive, and effectively impossible in prepubertal
patients without the patient experiencing endogenous puberty. A study conducted
at the Stanford Pediatric & Adolescent Gender Clinic found that although 24% of
adolescents accepted referrals for FP consultation, only 6.8% ultimately underwent
FP procedures (Cooper et al., 2022). Males with a transfeminine identity were more
likely to pursue FP than transmasculine or non-binary peers, but overall uptake
remained low. This aligns with broader findings that, despite interest in biological
children among transgender adults, adolescents rarely pursue FP due to minimal
interest in parenting at that stage of life, uncertain efficacy of FP, cost, and lack of
provider expertise (Maiorano et al., 2025).

200. The risk of infertility is particularly acute for minors who are not
developmentally ready to consider their potential future desire for offspring. This

potential for regret can be profound and, in my opinion, potentially catastrophic.
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C. C. WPATH and Endocrine Society guidelines are not
authoritative standards of care.

201. Advocates for the “affirmative” care model claim that there is a
consensus within the medical community that this model represents the standard of
care (Singal, 2026) (quoting advocacy groups claiming “the science is settled”). Dr.
Millington, for example, points to the WPATH SOC-8 and Endocrine Society
guidelines (9 12).

202. As the previous discussion reveals, this is demonstrably false. Here, 1
will examine the shortcomings of internationally cited guidelines such as the

WPATH standards of care.

1. The WPATH standards of care are flawed.
203. As previously discussed, WPATH has had an outsized influence in

entrenching the gender-affirming care model through its different standards of care.
But WPATH’s standards are not authoritative. This was recently confirmed by
courtroom testimony in a malpractice lawsuit by Randy Schechter, president-elect
of WPATH. Journalist Benjamin Ryan noted that “the most astonishing assertion
Dr. Schechter made on the stand is that WPATH’s trans-care guidelines, which are
rather boldly entitled The Standards of Care, are not, in fact, considered the
standard of care” (Ryan, 2026).

204. WPATH has mismanaged conflicts of interest, committed research
malfeasance, systematically misrepresents evidence to make recommendations
based on low-quality supporting evidence, and has redefined medical necessity to
include experimental procedures with life-altering consequences.

205. Conflicts of interest. The authors of SOC-8 had conflicts of interest that
violated guidelines with which WPATH claimed to comply. Managing both financial
and intellectual conflicts of interests is particularly important “when guidelines rely

heavily on expert consensus” (HHS, 2025a, p. 167). Further, the chair for guideline
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panels and other panel members should be “free of significant conflicts and neutral
between differing perspectives,” and “conflicted members should constitute no more
than a minority of any [guideline development group]” (HHS, 2025a, p.167).

206. It appears that virtually all authors of SOC-8 had both financial and
intellectual conflicts of interest because they made part of their living off of
providing pediatric medical transition and they had already publicly advocated for
pediatric medical transition.

207. “When the principal investigator of the JHU EPC team became
involved in the SOC-8 process, she observed that they ‘would expect many, if not
most, SOC8 members to have competing interests.” SOC-8’s final COI statement
reads as follows: ‘Conflict of interests [sic] were reviewed as part of the selection
process for committee members and at the end of the process before publication. No
conflicts of interest were deemed significant or consequential.” Based in part on
correspondence between WPATH and the EPC team during the development of
SOC-8, there are serious questions regarding the accuracy of this statement” (HHS,
2025a, p. 167). While there were conflicts throughout the SOC-8 authorship, the
conflicts were most glaring at the top, where Eli Coleman, the chair of the SOC-8
committee and first author of SOC-8 was employed by the University of Minnesota,
which received substantial financial commitments from the Tawani Foundation
directly supporting his work (Boe v. Marshall, No. 2:22-cv-00184: Dkt. 700-3, 2024,
pp. 239—-443; HHS, 2025a, p. 168). The Tawani Foundation is chaired by Jennifer
Pritzker, a philanthropist and advocate for transgender issues. The Tawani
Foundation was also the primary funder for SOC-8. Coleman admitted under
deposition that there was essentially no screening of authors regarding conflicts of

interest and conflicts of interest were an afterthought, as they were not presented

3 Cited documents from the Boe v. Marshall case are publicly available at
https://www.alabamaag.gov/boe-v-marshall/.
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until at least six months after members had already been selected (Boe v. Marshall,
Dkt. 700-3, 2024, pp. 219-224)).

208. Lack of developmental rigor. SOC-7 and -8 fail on key metrics for
establishing standards of care. Dahlen et al. (2021) reviewed SOC-7 as part of a
systematic review and quality assessment of international clinical practice
guidelines for gender minority/trans people. They noted that SOC-7 “contains no list
of key recommendations nor auditable quality standards” (Dahlen et al., 2021, p. 6).
Among the principal findings was that SOC-7 “cannot be considered ‘gold standard”
(Dhalen et al., 2021, p. 8). The WPATH review scored poorly on editorial
independence, applicability, and rigor of development. The reviewers noted that
WPATH and other international clinical practice guidelines tended to prioritize
stakeholder involvement rather than methodological rigor.

209. Among the implications were that “[c]linicians should be made aware
that gender minority/trans health [clinical practice guidelines] outside of HIV-
related topics are linked to a weak evidence base” and that “[o]rganizations
producing guidelines and aspiring to higher-level quality could use more robust
methods, handling of competing interests and quality assessment” (Dahlen et al.,

p. 9).

210. Despite the well-known methodological weakness to SOC-7, WPATH
created SOC-8 in a similar manner, only selectively using the conventions expected
to create a trustworthy clinical practice guideline.

211. The Cass Review similarly found “serious questions about the
reliability of [WPATH’s] current guidelines” (Cass, 2024, p. 130). Taylor et al.
(2024c¢) found they “lack[ed] developmental rigour and are linked through
cosponsorship” with the Endocrine Society’s similarly flawed guidelines (p. s65).
“Most guidelines have not followed the international standards for guideline

development, and because of this the [Cass Review] could only recommend two
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guidelines for practice - the Finnish guideline published in 2020 and the Swedish
guideline published in 2022” (Cass, 2024, p. 27).

212. “Previous guidelines relied much more heavily on expert opinion rather
than on systematic reviews of the evidence” (Cass, 2024, p. 132). “[I|nstead of
stating that some of its recommendations are based on clinical consensus, WPATH
8 overstates the strength of the evidence in making these recommendations” (Cass,
2024, p. 132). “However, none of the WPATH 8 statements in favour of social
transition in childhood are supported by the findings of the University of York’s
systematic review” (Cass, 2024, p. 163).

213. Efforts to suppress evidence. “It has recently become clear ...that
WPATH speaks of evidence-based medicine but does not practice it” (Kozlowska et
al., 2025, p. 6). “The organization’s efforts to suppress evidence — dating back to
2018 — were revealed via WPATH internal documents.” (Kozlowska, 2025, p. 6).

214. WPATH’s SOC-8 did not clearly document what reviews were
attempted, and it was later discovered that WPATH started, but then stopped and
buried unfavorable results of reviews they commissioned.

215. After a court in Alabama unsealed court documents, it came to light
that SOC-8 submitted for likely more than a dozen systematic reviews of evidence,
but once WPATH realized the data was unfavorable, it interfered with the
researchers conducting the reviews, disallowed publication of most reviews, and
undermined the publication of the available data (Kozlowska et al., 2025;
Economist, 2024). WPATH did what should be unthinkable; it hid, to this day, what
systematic reviews were attempted, then buried them to hide unfavorable results.

216. The systematic reviews were supposed to be performed by the
evidence-based medicine center at Johns Hopkins University. However, once the

results of the systemic reviews began to come in, they began to place restrictions on
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Johns Hopkins to sway the results and later forced the university to withhold
publication of the rest.

217. For an example of how they pressured the researchers, WPATH
introduced a policy that permitted the use/publication of data only if “the intention
[1s] to use the Data for the benefit of advancing transgender health in a positive
manner” (Boe v. Marshall, Dkt. 560-17, p. 76). This policy sought to “spin” the data
in a manner favorable toward the positive aspects (while downplaying the negative
aspects) of gender medicine by preventing unfavorable data from coming to light.

218. WPATH required the researchers both (a) submit the prospective
publication to WPATH for its review and approval and then, in direct contradiction,
(b) assert that the researchers are “solely responsible for the content of the
manuscript, and the manuscript does not necessarily reflect the view of WPATH”
(Boe v. Marshall, Dkt. 560-17, p. 78-79).

219. “This dual, mutually inconsistent requirement inescapably
compromises the integrity of the researchers and also violates the conditions for the
development of clinical practice guidelines” (Kozlowska et al., 2025, p. 7). At its
core, WPATH’s deception involved pressuring the Johns Hopkins researchers to
emphasize positive data and downplay negative data. Results of this distortion of
research occurred in the abstract of the Baker (2021) systematic review, which
contains narrative elements that overstate the strength of evidence. Abstracts are
extremely important because that is the only part most readers will read and they
trust that the abstract narrative reflects the data in the paper.

220. WPATH further prevented the publication of the vast majority of
systematic reviews it commissioned. By burying these reviews, WPATH chose to
hide the weakness of the evidence rather than be honest with professionals, the
public, and worst of all, patients with gender dysphoria considering medical

treatments with lifelong bodily changes and potentially severe side effects.
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221. My analysis is supported by the British Medical Journal (BMJ)
Investigations Unit’s review of the evidence for transgender treatments, including
SOC-8 (Block, 2023). BMdJ investigators interviewed Gordan Guyatt, M.D., an
internationally recognized leader on systematic reviews and also the co-developer
and first author of the original GRADE guidelines. BMJ also interviewed expert
Mark Helfand, professor of medical informatics and clinical epidemiology at Oregon
Health and Science University. The investigation highlighted transparency issues
with the guidelines: “Both Guyatt and Helfand noted that a trustworthy guideline
would be transparent about all commissioned systematic reviews: how many were
done and what the results were.” (Block, 2023, p.3). But whereas SOC-8 claimed
that the evidence was so limited regarding transitioning treatments for gender
dysphoric youth that “a systematic review regarding outcomes of treatment in
adolescents i1s not possible,” as Guyatt pointed out, “systematic reviews are always
possible, even if few or no studies meet the eligibility criteria” (Block, 2023, p.3.).

222. Journalists have similarly documented WPATH’s deviation from
ethical and clinical standards.

223. Benjamin Ryan, ‘Damning’ Information About Trans Medical Group
Expected to Reach Supreme Court, as Justices Consider Challenge to Ban on Gender

Treatments for Minors, NY Sun (July 10, 2024):

o “The unsealed documents indicate Wpath leadership caved to political
pressure from outside groups and quietly crafted its pediatric
guidelines with the intent of influencing public policy. Wpath
leadership also balked at the potential publication of research findings
the organization had commissioned that its leadership believed might
negatively impact access to gender-transition treatment.”

. “According to unsealed internal communications, WPATH also wielded
a heavy hand after it in 2018 commissioned from evidence-based
medicine experts at Johns Hopkins University a series of systematic
literature reviews—the gold standard of scientific evidence—regarding
various facets of trans medical care. After some of the Hopkins teams’
findings raised concerns among WPATH leadership that they might
‘negatively affect the provision of transgender health care,” WPATH
compromised the independence of the Hopkins researchers. This
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included asserting the final say on the publication of any systematic
reviews. To date, just two reviews have been published.”

224. The Economist, Marking their own homework (June 29, 2024):

) “Court documents recently released as part of the discovery process in
a case involving youth gender medicine in Alabama reveal that wpath’s
claim was built on shaky foundations. The documents show that the
organisation’s leaders interfered with the production of systematic
reviews that it had commissioned from the Johns Hopkins University
Evidence-Based Practice Centre (EPC) in 2018.”

. “Among the recently released court documents is a wpath checklist
confirming that an individual from WPATH was involved ‘in the
design, drafting of the article and final approval of [that] article’. (The
article itself explicitly claims the opposite.) Now, more than six years
after signing the agreement, the EPC team does not appear to have
published anything else, despite having provided WPATH with the
material for six systematic reviews, according to the documents.”

225. WPATH’s SOC-8 intentionally obscured the most important element
required for a trustworthy clinical practice guideline: the assessment of the strength
of the evidence used to make recommendations. Hiding the strength of evidence
hides critical data from readers trying to evaluate the evidence base for an
organization’s recommendations (Murad et al., 2017). This is especially concerning
due to the lifelong implication and irreversible nature of the treatments WPATH
advocates.

226. Foundational Problems with SOC-8. While SOC-8 is beyond the scope
of this report to review completely, I must note four major concerns as a mental
health professional.

227. SOC-8 makes no analysis for why it prioritizes affirmation of gender
identity over affirmation and acceptance of the physical sexed body. For clinicians
and psychotherapists, these trade-offs are complex matters and fundamental to
treatment, yet SOC-8 treats the question as though it had a clear answer supported
by the evidence: affirmation always. In fact, gender dysphoria is the only

psychiatric disorder where affirmation is recommended as part of a treatment
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approach, raising questions whether this exceptionalism arose from considered
clinical reasoning, outcome data, or was primarily the result of the advocacy
campaign the WPATH itself had led.

228. SOC-8 suggests consumer-driven medical and surgical interventions
and deems these medically necessary without adequate supporting evidence. In
medicine, life-altering interventions do not become medically necessary based on
the desire of the patient. This is a profound ethical lapse, as noted in the Finnish

review of Pediatric Medical Transition (roughly translated as follows:

. “In healthcare, self-determination is realized primarily as the right to
refuse treatments within the available service spectrum. This principle
must be balanced against the freedom of individuals to express their
own gender identity. Nevertheless, autonomy in healthcare does not
1mply unrestricted freedom to select treatments based purely on
personal preference; rather, the patient exercises his autonomy among
treatments that are medically justified and included within the
recognized service options.”

(Council for Choices in Health Care in Finland [COHERE], 2020, p. 59).

229. SOC-8 normalizes self-mutilation via inclusion of “eunuchs” as just
another non-binary category without any suggestion that these individuals require
mental health assessment prior to any consideration of chemical or surgical
procedures. This addition to SOC-8 displays how WPATH’s allegiance to the concept
of self-identified gender identities collapses clinical safeguarding and puts
vulnerable patients at risk.

230. SOC-8 downplays concerns related to detransitioning and regret and
devotes minimal exploration of these topics. SOC-8 repeatedly claims detransition is
rare, but neither defined rare, nor explored the recent literature on detransition. In
fact, the detransition rate is unknown (Jorgensen, 2023; Cohn, 2023). As noted by a
recent systematic review “[t]aken together, the results of the present analysis
indicate that detransition in persons undergoing gender-affirming treatment has

been insufficiently investigated. Quality measurement tools are needed, as are long-
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term follow-up and monitoring standards” (Feigerlova, 2025, p. 1). These failures
relate directly to WPATH’s oversized influence and push to remove safeguard or
track harms.

231. For an even more detailed description of the corruption and ideological
influence at WPATH, see pages 159—-187 of the HHS Review (2025a). For further
analysis of SOC-8’s lack of rigor and deviation from standards, see the February
2026 appraisal in Archives of Sexual Behavior by Zhang et al., which evaluated six
key SOC-8 chapters, finding low scores in rigor of development (39-47%),
applicability (28—40%), and editorial independence (43—44%), with a median overall
quality rating of 3.5—4 out of 7. The children’s and adolescent’s chapters each rated
poorly with a mean AGREE score of 3.8 out of 7. The authors specifically noted that
“SOC-8 received low scores not due to the limitations of the evidence itself, but
because of how the recommendations were formulated” (Zhang et al., 2026, p. 6).
SOC-8 deficiencies are manifest in both a lack of supporting evidence and
mnappropriate guideline construction. They concluded, “[o]ur assessment revealed
that WPATH’s SOC-8 guidelines have limitations in scientific and methodological
rigor, applicability, and transparency in managing competing interests. Evidence-
based guidelines addressing the needs of transidentified children and adolescents
are urgently needed, but the uncritical adoption or endorsement of WPATH’s
guidelines may result in a disservice or even harm to this vulnerable population”

(Zhang et al., 2026, p. 12).

2. The Endocrine Society guidelines are limited in scope
and do not establish standards of care

232. The Endocrine Society also publishes clinical practice guidelines for
treating gender dysphoria (Hembree et al., 2017). I will briefly discuss the flaws in

their most recent guidelines published in 2017.
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233. First, the 2017 guidelines were developed by a small group
interconnected with WPATH (9/10 authors are WPATH members), highlighting
that these guidelines cannot be viewed as an independent assessment of the
evidence base and are at high risk of bias. “The two guidelines ... have close links,
with WPATH adopting Endocrine Society recommendations in its own guideline
and acting as a cosponsor for and providing input on drafts of the Endocrine Society
guideline” (Taylor, 2024c, p. s70).

234. Further, umbrella reviews, including the Cass Review and the HHS
Review have found that WPATH’s and the Endocrine Society’s “guidelines lack a
robust and transparent approach to their development” (Taylor, 2024c, p. s70). “The
WPATH and Endocrine Society international guidelines ... lack developmental
rigour and transparency [and] have, until recently, dominated the development of
other guidelines. Healthcare professionals should consider the lack of quality and
independence of available guidance when utilising this for practice” (Taylor, 2024c,
p. s71).

235. The systematic appraisals applying AGREE II rated it (and several
other clinical guidelines) poorly in rigor of development, editorial independence, and
stakeholder involvement, noting a lack of transparent systematic evidence reviews,
failure to balance benefits/harms, and omission of non-medical options such as
watchful waiting, exploratory psychotherapy, or addressing comorbidities (e.g.,
autism, mental health issues) before medicalization (Dahlen et al., 2021).

236. In short, the 2017 guidelines are discordant because they used low- or
very-low-quality evidence (e.g., observational studies with methodological flaws like
small samples, short follow-ups, and confounding factors) to issue strong
recommendations for medical interventions. And the Endocrine Society did not try
to justify this discord based on one of the recognized exceptional justifications for

doing so. Instead, it justified endocrine interventions based only on patient values

76



Case 3:26-cv-05616-DGE  Document 53-17  Filed 08/07/26  Page 82 of 119

and preferences, thereby prioritizing theorized mental health benefits, which have
never been shown to materialize, to justify the recommendation.

237. Additionally, the guidelines overlook the high historical desistance
rates and did not adequately discuss ethical concerns implicated when minors are
seeking these interventions. Rather, it downplayed alternative options despite
acknowledging there is no way to predict which young people will go on to have a
persistent transgender identity.

238. Here too, the BMdJ investigation supports my conclusions. Both Guyatt
and Helfand noted “serious problems” with the WPATH and Endocrine Society
guidelines, including a lack of transparency, absence of proper grading of evidence,
and “several instances in which the strength of evidence presented to justify a
recommendation was ‘at odds with what their own systematic reviewers found”

(Block, 2023).

3. Other medical organizations have promoted the gender-
affirming care model without critically examining the
evidence base.

239. Taylor et al. (2024c) found “that early versions of ... the Endocrine
Society and World Professional Association for Transgender Health (WPATH)
guidelines (specifically the 2009 Endocrine Society guideline and WPATH V.7
published in 2012) have influenced nearly all the national and regional guidelines
1dentified” in their systematic review of clinical guidelines for treating gender
dysphoria (p. s69). But as just explained, this “considerable influence” outstrips the
quality and rigor of the guideline development process (Taylor et al., 2024c, p. s69)

240. Yet “[m]any professional organizations and government health
authorities that published position statements or guidelines in support of GAT have

not amended their positions or guidelines even though systematic reviews and
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population-based studies have yielded evidence that undercuts earlier, pro-GAT
claims” (Kozlowska et al., 2025, p. 10).

241. Further, when a medical organization adopts a consensus-based, i.e.
not evidence-based, official position on pediatric transitions, it is not surprising that
their associated journals have championed the same approach. Medical journals are
often closely intertwined with the professional medical organizations that own,
fund, or oversee them, creating structural conditions in which editorial priorities
may be influenced by the advocacy positions of the parent organization. Because
these organizations frequently have policy agendas, reputational interests, and
financial relationships with industry or specialty groups, their control over journal
governance can introduce institutional conflicts of interest, shaping what research
1s prioritized, how controversies are framed, and which perspectives receive
editorial amplification (World Association of Medical Editors, 2009).

242. Further, journal editors have wide discretion to filter topics that are
covered in their journals through the selection of articles sent for review,
commentaries, clinical perspective, and Letters to the Editor; guiding what is
included in the book review column; and setting editorial policies.

243. Editorial leaders have long acknowledged that such organizational
entanglements can compromise scientific neutrality, noting that journals must
actively guard against pressures that could distort peer review, suppress dissenting
evidence, or selectively promote research aligned with organizational advocacy
(Bauchner et al., 2018).

244. I will discuss my own experience at the American Academy of Child &
Adolescent Psychiatry, and I believe it mirrors issues in other medical organizations
including the Endocrine Society, American Academy of Pediatrics, and the
American Psychiatric Association. I have been intimately involved with AACAP for

over twenty years and believe its integrity and trustworthiness have been severely
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compromised over the last decade by its activism, especially on the issues of youth
gender medicine.

245. For example, I routinely attend the meetings of their Sexual
Orientation and Gender Identity (SOGI) committee and have heard the
stigmatizing language and authoritarian perspectives of gender medicine
enthusiasts. I have repeatedly attempted to introduce views urging caution and
emphasizing alternatives to pediatric medical transition yet have been blocked by
the committee membership from created any presentations with standard scholarly
dialogue on the fundamental issues major issues. Conference submissions have
been repeatedly rejected, despite the inclusion of prominent gender-dysphoria
researchers and clinicians on panels discussing this topic, including Riittakerttu
Kaltiala-Heino, MD, Ph.D; Lisa Littman, MD; and Ken Zucker, Ph.D; Stephen
Levine, MD; and Erica Anderson, Ph.D. (Sibarium, 2023). AACAP leadership has
similarly called those with contrary viewpoints unconscionable or implied that they
are acting out of hate or with malicious intent (AACAP, 2022).

246. I have personally spoken to a range of child psychiatrists, from very
senior AACAP “life members” to residents in training, who have told me that they
are unwilling to openly express their viewpoint on this issue, but they do not see
data or logic supporting “gender-affirming” treatments. This reinforces my belief
that the politicization has helped manufacture a perceived “consensus” because
researchers and clinicians are afraid to express their views (Noelle-Neumann,
1974).

247. The AACAP has also taken contradictory positions on the capacity of
adolescents to give informed consent. The organization has supported the idea that
minors have the emotional and cognitive development to consent to the
consequential psychiatric and medical interventions involved in pediatric

transitions. Yet in other contexts, the AACAP has taken a different position. In
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Miller v. Alabama, the Supreme Court considered whether it was constitutional to
sentence minors to mandatory life in prison. The AACAP (with the American
Medical Association) submitted an amicus brief stating that “[s]cientists have found
that adolescents as a group, even at later stages of adolescence, are more likely than
adults to engage in risky, impulsive, and sensation-seeking behavior. This is, in
part, because they overvalue short-term benefits and rewards, and are less capable
of controlling their impulses making them susceptible to acting in a reflexive rather
than a planned voluntary manner. Adolescents are also more emotionally volatile
and susceptible to stress and peer influences. In short, the average adolescent
cannot be expected to act with the same control or foresight as a mature adult.”4
This contradicts the organization’s position on pediatric transitions.

248. I have found the Journal of the AACAP to exhibit the same hostility to
a diversity of viewpoints. For example, in 2022, the Journal of the American
Academy of Child and Adolescent Psychiatry published a Commentary that
pressured researchers to adopt progressive gender theories to “become allies” (Dixon
et al., 2022). I, along with two child and adolescent psychiatric colleagues, wrote a
Letter to the Editor in response to Dixon et al. discussing the problems with the
article cited above, but the journal editor refused to even send this letter out for
review.

249. Lisa Littman’s saga provides another example. As previously
discussed, in 2018, Lisa Littman published her article on the rapid spread of gender
dysphoria in adolescents (Littman, 2018). After this research was peer reviewed and
published, the journal PLOS ONE had a reediting of the publication with a

commentary added (Littman, 2019). This showed a disregard for the typical rules of

4 Amicus Brief of the American Academcy of Child and Adolescent Psychiatry,
Miller v. Alabama, 567 U.S. 460 (2012), available here:
https://www.aacap.org/App Themes/AACAP/docs/Advocacy/amicus curiae/miller v

alabama.pdf
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scientific discourse because, importantly, this was not a correction; there was no
finding of error, misconduct, or faulty methods with Littman’s original paper. As
confirmed by the PLOS ONE re-review, Dr. Littman’s research methods were
unremarkable and comparable to other mental health research.

250. Precisely because of the data supporting Littman’s theories of Rapid
Onset Gender Dysphoria, many advocates of the medicalized treatment of youth
with gender dysphoria have attempted to suppress scientific exploration rather
than reformulate their own deeply held beliefs. This antagonism of Dr. Littman was
not about her methods, but rather that her data indicated that gender dysphoria
was spreading in a pattern consistent with social influence. Clinicians at the
Tavistock center, which before its closure was the world’s biggest gender identity
service, documented their own experience with similarly-named “adolescent onset”
gender dysphoria, how clinicians around the world are witnessing the same
phenomenon, and how unhelpful it is to suppress research or malign scholars who
bring uncomfortable facts to light: “Unless we are free to discuss, explore, and
research differential presentations of gender dysphoria, the range of interventions
which might best serve each young person may not be available to them. We do not
think that this is good enough for our patients” (Hutchinson, 2020, p. 1 of online
version).

251. A similar controversy occurred with another paper that provides data
behind the ROGD concept, titled “Rapid Onset Gender Dysphoria: Parent Reports
on 1655 Possible Cases” which was eventually retracted and then published in a
different journal (Diaz & Bailey, 2023a, 2023b).

252. These are just a couple of examples among many showing that
research that runs counter to the prevailing orthodoxy causes panic among gender
1deologues and activist scholars. There are many more examples of politicization

squelching scholarly research (Dreger, 2008; Stevenson et al., 2023; Kozlowksa et
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al., 2025; Suissa & Sullivan, 2021; Meyer-Bahlburg et al., 2023; Hooven, 2023).
Open inquiry is the ability to ask questions and share ideas without risk of censure.
It is fundamental to medical research and scientific progress. Within medicine, the
ability for constructive disagreement and the expression of divergent opinions has
withered with regards to questions of biological sex, gender, and gender medicine.

253. Yet pressures to accept “affirmative” treatment as being the most
virtuous and only effective approach discourages good faith scholarly dialogue.
Furthermore, the characterization of those who oppose gender affirming care as
transphobic or hateful has been used to justify silencing scholars whose data or logic
does not support the gender-affirming approach. Former sex researchers have left
the field due to the harassment and intellectual bullying they received (Soh, 2020).

254. Medicine must adapt as constructive disagreement and scholarly
exchange expose the inappropriate care. For years, many assumed that the Dutch
research was a firm evidence base, but now systematic reviews and critiques have
displayed the weak underpinnings of pediatric medical transition. When the new
information becomes available, medicine must adapt. But as demonstrated by
WPATH’s suppression of evidence, proponents have instead responded “by
dismissing negative research results and insisting that the available evidence
continues to support GAT [gender-affirming treatment]; by seeing the rights of
patients as overriding questions concerning the reliability of the evidence; and by
establishing different goals for GAT and dismissing the goal of patient
‘improvement’ as the product of a misconceived narrative about GAT” (Kozlowska et
al., 2025, p. 11).“This process of doubling down by ‘trusted’ organizations — and
failing to offer guidelines in line with existing research — undercuts the foundation
for gender medicine’s chain of trust. Clinicians can no longer blindly trust either the
position statements put out by their organizations or the clinical guidelines

published by WPATH. Likewise, patients and their families can no longer remain
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confident that the GAT offered by their clinicians reflects current medical

standards” (Kozlowska, 2025, p. 11).

VII. There is no reliable evidence that allowing opposite-sex sports
participation is required to support the mental or physical health of
young people struggling with gender incongruence.

255. Dr. Millington contends that Washington’s policy is necessary because
students who identify as transgender benefit from sports participation (Millington
99 38-54). This contention has several flaws.

256. First, it ignores the evidence cited above that social transition has not
been shown to be beneficial and indeed may be harmful. Dr. Millington did not
grapple with the evidence concerning social transition in any meaningful way in her
report. These harms can include destabilizing mental health and interfering with
the natural progression of identity formation during childhood and adolescence.
Each of these are profound risks with potential lifelong mental health consequences.

257. Second, it conflates sports participation with opposite-sex sports
participation. Nothing prohibits males who identify as females from participating in
boys’ or co-ed sports and thereby obtaining any physical and mental health benefits
of sports participation. Using the term “ban” is a rhetorical device to hide that what
is requested is the use of a biological standard: teams divided by biological sex.

258. Third, it ignores that young people can obtain the benefits of physical
activity without participating in school sports. Indeed, Williams et al., 2026, which
Dr. Millington cites to support the benefits of sports participation, expressly
counted things like fishing and bike riding that would not typically be associated
with school sports. And the Brooks et al., 2021, study that Dr. Millington cites found
that “regular physical activity in general, independently of specific sports or PE
class, may have a widespread positive impact on brain development.” Indeed,

throughout the study, the positive effects associated with physical activity were
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generally larger than those of sports participation. My own research demonstrates
the benefits of physical activity like yoga practice that would not typically be
associated with organized sports participation, and can be helpful for body image.
(Rupani et al., 2024). So while I have expressed been recommending increased
physical activity in young people for years (Kaliebe 2014, Kaliebe 2017) that does
not mean that allowing them to participate on opposite-sex sports teams is
necessary.

259. Fourth, it ignores that the benefits of group-based extracurricular
activities are not limited to sports. There are any number of extracurricular
activities in which the biological differences between males and females are not
relevant to the activity—the school newspaper, art clubs, interest groups, etc. And
there is a well-known association between that kind of participation and the same
kinds of mental-health benefits that Dr. Millington attributes to sports. One study,
for example, found associations between participation and less depression/anxiety
risks for participation in sports, clubs, and volunteering. (La Charite, et al., 2023).
Another found an association between reduced stress and extracurricular
participation without distinguishing between types of extracurriculars. (Wang et
al., 2023.) Yet another found that both sports and non-sports extracurriculars were
associated with better mental health during the pandemic. (LaForge-Mackenzie et
al., 2022). While these are not necessarily causal associations any more than the
sports associations Dr. Millington cites are causal, they show that sports are not the
only group activity with mental health benefits.

260. Dr. Millington further contends that policies allowing opposite-sex
sports participation improve overall sports participation (Y 50, citing Goldberg &
Santos, 2021) and decrease suicidality in transgender-identifying youth ( 53, citing
McDowell et al., 2020). But the former is not a peer-reviewed paper, does not

explain its methodology, is authored by an advocacy organization, and does not
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appear to control for any potential confounding factors. Accordingly, even if it’s
accurately summarizing the data (which is hard to say with no methodology), it
cannot demonstrate causality. The latter looked at commercially available
insurance data to see if suicidality-related insurance codes on inpatient mental
health hospitalization codes decreased following a state’s implementation of gender-
1dentity nondiscrimiantion laws in 2013, 2014, 2015, or 2016. The authors found no
change in suicidality for the states that implemented policies in 2013, a decrease for
the states that implemented policies in 2014 through 2107, and a decrease for the
states that implemented policies in 2015 that disappeared after one year. As to in-
patient hospitalizations, the authors found decreases for the states that
implemented policies in 2013 and 2015, and a sharp increase for states that
implemented policies in 2014. The messiness of these results just buttresses the
poor quality of the study design: relying on commercial insurance data and codes
contains so many potential confounders that the authors did not control that this
study is effectively meaningless. Dr Millington claiming “State-level inclusive
policies have been associated with decreased suicidality in transgender youth.”
(p15) goes far beyond what this citation can say, and McDowell et al. includes
enough contrary data to also say state-level inclusive policies are not associated
with decreased suicidality in transgender youth. This study cites the wrong type of
policy (Insurance vs. Sports), is not youth-specific, shows short-lived and
inconsistent associations, and has methodological limitations. Dr. Millington’s
overstated claim is similar that of others who seize upon low-quality research based
on surveys from advocacy agencies (see Lee et al 2024, Cohn, Sim and Kerr 2026).
As noted reviously, long-term Scandinavian registry studies show persistently
elevated suicide rates after gender transition relative to the general population.
Multiple systematic reviews (Cass Review and multiple European health-authority

assessments) find the evidence that gender-affirming medical or social interventions
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produce lasting reductions in suicidality to be weak or of very low certainty. The
associations between various LGBTQ+-related policies and mental-health outcomes
1n other studies are often correlational, small, or inconsistent once better controls
are applied. Reverse causation and selection effects are common (more progressive
states both adopt certain policies and have different baseline mental-health
patterns).

261. Furthermore, there is no conclusive evidence showing the outcomes
from these laws. That is, it remains unclear whether they have been helpful or
detrimental overall to the mental health of young people with gender dysphoria or a
transgender self-identification. Well-meaning but misguided shows of endorsement
of transgender identity could be pleasing to young people in the short term, with
eventual negative effects on their mental health.

262. Finally, contrary to Dr. McQuillan’s assertions (9 43-44), there is no
reliable evidence that sex-designating sports leads to “gender policing” that harms
natal females. The claim appears to be based on speculation and two qualitative
studies (Minikel-Lacocque 2020 and Zanin et al., 2023) that, by the nature of their
design, cannot demonstrate that the anecdotes conveyed are in any manner
representative or subject to extrapolation.

263. In sum, opposite-sex sports participation is an element of social
transition—a powerful psychosocial intervention with no demonstrated benefits and
substantial reasons for concern. And the evidence does not show that allowing
opposite-sex sports participation is necessary to support the physical or mental
health of a young person dealing with feelings of gender incongruence. While access
to opposite-sex teams may feel affirming to a child in the moment, it can create
lasting harms—particularly when natal males compete on girls’ teams. As adults,

many may later recognize that they displaced female athletes, were shielded from
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the higher competitive demands of their own sex class, and were encouraged to

treat that displacement as a moral good rather than an action with real costs.
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I declare under 28 U.S.C. § 1746 and under penalty of perjury under the laws

of the United States of America that this declaration is true and correct.

Executed this 2% day of August, 2026, at 1%~ Floeyder  USA.

At ot ARabel. mob,

Kristopher Kaliebe, M.D.
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