
WRITTEN TESTIMONY OF QUENTIN L. VAN METER, MD 

Credentials 

1. My professional background, experience, and publications are detailed in my curriculum 

vitae, a true and accurate copy which is attached as an exhibit to this declaration. 

2. I am a pediatric endocrinologist in private practice in Atlanta, Georgia. I am the 

President of Van Meter Pediatric Endocrinology, P.C. I am on the clinical faculties of Emory 

University School of Medicine and Morehouse College of Medicine, in the role of adjunct 

Associate Professor of Pediatrics. 

3. I am board certified in Pediatrics and Pediatric Endocrinology. I have been licensed to 

practice medicine in Georgia since 1991. I have been previously licensed to practice medicine 

in California, Louisiana, and Maryland. 

4. I received my B.A. in Science at the College of William and Mary, and my M.D. 

from the Medical College of Virginia, Virginia Commonwealth University. 

5. I did my Pediatric Endocrine fellowship at Johns Hopkins Hospital from 1978-1980. 

The faculty present at that time had carried on the tradition of excellence established by Lawson 

Wilkins, M.D. Because of the reputation of the endocrine program as a center for exceptional 

care for children with disorders of sexual differentiation, I had well-above average exposure to 

such patients. As a Pediatric Fellow, I was also exposed to adults with Gender Identity Disorder 

(then called transsexuality), and received training from John Money, Ph.D., in his Psycho

hormonal Division. 



6. I have maintained a continued interest in gender discordance since my fellowship years 

and have read extensively the literature in scientific peer-reviewed journals and have attended 

national and international pediatric endocrine conferences where this subject is presented and 

discussed. I am also familiar with the wide array of commentary on the subject. 

7. My professional memberships include the Pediatric Endocrine Society, the Endocrine 

Society, the American Association of Clinical Endocrinologists, the American Diabetes 

Association, and I am a fellow of the American College of Pediatricians, currently serving on 

the Board of Directors as President. 

8. My opinions expressed in this report are based upon my education, training, and 

experience in the subject matters discussed. The materials that I have relied upon are the same 

types of materials that other experts in my field rely upon when forming opinions. Specific 

sources upon which I rely in this declaration are footnoted. 

9. My publications include a textbook chapter, case studies, and articles generated by 

clinical research studies. I serve on the speaker's bureau of major pharmaceutical companies. 

Sex is ftxed and inalterable. 

10. Sex is binary: male or female. 1 It is determined by chromosomal complement and 

corresponds to the reproductive role in the inherently binary process of the fusion of two haploid 

gametes, egg and sperm, to form the diploid zygote. An individual's sex is not "assigned" by 

doctors. It is an immutable feature of human beings established at conception, when the person's 

male (XY) or female (XX) genetic status is determined. 

1 American Psychiatric Association, DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS (DSM) 

829 (5th Ed., 2013). 
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11. Sex chromosomes impart innate differences to males and females in every nucleated cell 

of their body. 2 

12. The presence of a Y chromosome in the fetus directs the gonadal tissue to develop as a 

testicle. The absence of a functional Y chromosome leads to the gonadal tissue developing as an 

ovary. Under the influence of the mother's placental hormones, the testicle will produce 

testosterone which directs the genital tissue to form a penis and a scrotum. Simultaneously, the 

testicle produces anti-Miillerian Hormone (AMH) which regresses development of the tissue 

that would otherwise develop into the uterus, fallopian tubes, and upper third of the vagina. 

13. This combination of actions in early fetal development is responsible for what we 

subsequently see on fetal sonograms, and what we observe at birth as male or female genitalia 

(penis and scrotal testes in the male and vaginal orifice in the female). It is only when the 

genital structures are ambiguous in appearance, and a child's sex is initially unclear, that official 

notation of sex is withheld until a thorough expert team evaluation has occurred. 

14. In these extremely rare cases there are malfunctions of normal differentiation, and a 

fetus may have to have a combination of sex-determining chromosomes, many of which are not 

compatible with life, and some of which are the cause of identifiable clinical syndromes. These 

aberrations of normal development are responsible for what we classify as Disorders of Sexual 

Differentiation (DSD) and they represent a very small fraction of the human population. The 

incidence of such circumstances occurs in 1 :4500 to 1 :5500 births. 3 

2 Wizemann TM, Pardue ML, eds., EXPLORING THE BIOLOGICAL CONTRIBUTIONS TO HUMAN HEAL TH: DOES SEX 
MATTER? (Washington, DC: The National Academies Press 2001). 
3 Lee PA et al, Global Disorders of Sex Development Update since 2006: Perceptions, Approach and Care, HORM 
RESPAEDIATR. 85(3):158-80 (2016). DOI: 10.1159/000442975. 
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15. DSDs are all medically identifiable deviations from the human sexual binary norm. The 

2006 consensus statement of the Intersex Society of North America and the 2015 revision of the 

Statement does not endorse DSD as a third sex. 4 In other words, these patients are still biological 

males or females, and not something else. DSD patients are not "transgender"; they have an 

objective, medically verifiable, physiologic condition. Transgender-identifying persons as a rule 

do not have intersex conditions or any other verifiable physical anomaly. People who identify as 

"feeling like the opposite sex" or "somewhere in between" do not comprise a third sex. The biology 

of reproduction remains binary. These individuals remain either biological males or biological 

females. 

16. There are at least 1559 known differences between males and females that relate not 

just to sexual organs but also to other organs, such as the brain, skin, and heart. A woman's skin 

is different from a man's skin. A woman's brain and heart and internal organs are different than 

a man's. Further, 6500 genes alone have been discovered which are expressed differently in 

men and women. 5 External surgical manipulation of genitals does not change the internal 

genetic-biological makeup of a person. 

1 7. The notion that the combination of counseling for cross-sex social performance, the 

interruption of natural puberty, the subsequent cross-sex hormone therapy, and eventual surgical 

alteration of the body will create a new sexual identity for a child is not based on science. 

Physical appearance can be irreversibly manipulated; sex in its manifold and vital dimensions 

4 Lee PA et al, Consensus Statement on Management of lntersex Disorders, PEDIATRICS 2006; 118 e488-e500. 
5 "Researchers Identify 6,500 Genes That Are Expressed Differently in Men and Women," Weizmann Wonder 
Wander (Weizmann Institute of Science), May 3, 2017, online at: https://wiswander.weizmann.ac.il/life
sciences/re earcher - identi!V-6500-genes-are-expressed-differenrlymen-and-women, reporting on Gershoni Mand 
Pietrokovski S, The landscape of sex-differential transcriptome and its consequent selection in human adults, BMC 
BIOLOGY 15:7 (2017) ("[T]here are over 6500 protein-coding genes with significant SDE [sex differential 
expression] in at least one tissue.") https://bmcbiol.biomedcentral.com/track/pdf/10.1186/sl2915-0l 7-0352-z.) 
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cannot be changed or eradicated. 6 It is for this reason that persons manipulating their 

appearance and hormonal balance to achieve a cross-sex cosmetic effect remain lifelong clients 

of the medical-pharmaceutical industry. They must perpetually maintain the expensive and 

risky regimen of synthetic hormonal alteration of and indeed resistance against their physiology, 

for the significance and composition of its genetic, cellular, and organic form never relents. 

18. Patients arranging for surgical removal of testes or ovaries must replace their hormonal 

contributions with compensatory pharmaceutical infusions, as the removal of gonads destroys 

the body's natural hormonal maintenance system, requiring synthetic alternatives until death. 

Concepts of gender and related disorders 

19. "Gender" is a term historically employed in the context of grammar to describe male and 

female nouns and their modifiers. In its contemporary use, "gender" is an ambiguous and 

inconsistently used term, but one often directed to the stereotypic social roles, appearance, and 

mannerisms prescribed for each sex respectively in a given cultural context. The American 

Psychological Association has offered that gender "refers to the socially constructed roles, 

behaviors, activities, and attributes that a given society considers appropriate for boys and men 

or girls and women" that 'influence the ways that people act, interact, and feel about 

themselves."7 Contributing to confusion, "gender" in contemporary parlance is also sometimes 

used as a synonym for or simply conflated with biological sex. 

20. The term "gender" moved from a grammatical description to one describing persons 

when sexologists of the 1950s and 1960s in their psychological practice repurposed the term to 

6 Levine SB, Informed Consent for Trans gendered Patients, J. SEX & MARITAL THERAPY, DOI: 
10.1080/0092623X.2018.1518885. 
7 American Psychological Association, Answers to Your Questions About Transgender People, Gender Identity and 
Gender Expression (2011), available at http://www.apa.org/topics/ lgbt/ tran gender.pdf (A child's gender reflects 
the extent to which he or she conforms to or deviates from socially normative behavior for boys or girls.) 
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aid in conceptualizing the mental dynamics in play with cross-dressing and transsexualism. Also, 

feminist scholars in the 1970s advanced the use of gender to distinguish socially constructed 

distinctions between the sexes from biologically determined ones. 

21. "Gender identity" is a term coined by my former Endocrine Fellowship faculty member 

John Money in the 1970s and has come to refer to an individual's alleged mental and emotional 

sense of being male or female, and one's awareness of, and level of comfort with, his or her 

body. 

22. Like all states of mind, gender identity can fluctuate and is not an immutable trait. It 

consists in thoughts. A genetic-biological etiology for gender identity has never been shown. 

23. Gender incongruence (formerly Gender Identity Disorder, or GID) is a phrase used in 

psychiatry's billing code and mental illness classification manual, the DSM-5, to describe a 

psychological condition of a person who experiences dissociation from his biological sex. This 

condition is often described in terms of an incongruence between his gender experience or 

sensibility and the gender sensibility one presumes should be associated with his sex. Such a 

person will often express the belief that his true self is contained in his mind, and that his mind 

inhabits the wrong body, or a body of the wrong sex. In describing this nomenclature convention, 

I do not intend to ratify its conceptual integrity. 

24. "Gender Dysphoria" (GD) is a diagnostic term to describe the emotional distress 

caused by gender incongruity. 8 

8 American Psychiatric Association. DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS (DSM), 451-
459 (5th ed. 2013). 
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25. The ordinary and overwhelming pattern of human development is for a child to 

acknowledge and align mentally with physical reality; that is, for his or her self-conception to 

accept the unchangeable biologic sex of body that defines and is inseparable from the person. 

26. Dr. Kenneth Zucker, a highly respected clinician and researcher from Toronto, 

evaluated and treated GID patients for forty years. His academic works, widely published, 

found that the vast majority of boys and girls with GID develop to identify with their 

biological sex by the time they emerge from puberty into adulthood. 9 His results are mirrored 

in other studies. 10 11 12 13 

Lack of etiology for gender identity disorders. 

27. There are no laboratory, imaging, or other objective tests to diagnose what is called 

gender incongruence or gender dysphoria. 14 It is based on individual self-reports. There is no 

empirical demonstration that any human being or other mammal has ever been born with an 

innate, opposite-sex "gender identity." 

9 Zucker KJ, Gender Identity Disorder, in Rutter M, Taylor EA, eds., CHILD AND ADOLESCENT PSYCHIATRY 737-753 
(4th ed, 2006). 
10 Wallien MS, Cohen-Kettenis PT, Psychosexual outcome of gender-dysphoric children, J. AM. ACADEMY CHILD 
ADOLESCENT PSYCHIATRY 47:1413-1423 (2008). 
11 Schechner T, Gender Identity Disorder: A Literature Review from a Developmental Perspective, ISR J 
PSYCHIATRY RELATED SCI 47:42-48 (2010). 
12 Ristori J, Steensma TD, Gender dysphoria in childhood, INT REV PSYCHIATRY, 28(1):13-20 (2016). 
13 Steensma TD, Mcguire JK, Kreukels BP, Beekman AJ, & Cohen-Kettenis PT, Factors Associated With 
Desistence and Persistence of Childhood Gender Dysphoria: A Quantitative Follow-Up Study, J. AM. ACAD. CHILD 
& ADOLESCENT PSYCHIATRY 52(6), 582-590 (2013) doi: 10.1016/j.jaac.2013.03.016 
14 Laidlaw MK, Van Meter QL, Hruz P, Van Mol A, Malone WJ, Letter to the Editor: Endocrine Treatment of 
Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clinical Practice Guideline, J. CLINICAL 
ENDOCRINOLOGY & METABOLISM, Vol. 104(3) 686--687 (1March2019), https://doi.org/10.1210/jc.2018-01925. 
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28. Infants' brains are imprinted prenatally by their own endogenous sex hormones, 

which are secreted from their gonads beginning at approximately eight weeks' gestation. 15 16 17 

There are no published studies documenting MRI-verified differences in the brains of gender-

disordered children or adolescents. The DSD guidelines state that current MRI technology 

cannot be used to identify those patients who should be raised as males or raised as females. 18 

29. Behavior geneticists have known for decades that while genes and hormones 

influence behavior, they do not hard-wire a person to think, feel, or behave in a particular 

way. The science of epigenetics has established that genes are not analogous to rigid 

"blueprints" for behavior. Rather, humans "develop traits through the dynamic process of 

gene-environment interaction .... [genes alone] don't determine who we are." 19 20 21 

30. Regarding gender-discordant identification, twin studies of adults prove definitively 

that prenatal genetic and hormone influence is minimal. The largest twin study of 

transgender-identifying adults (involving 74 pairs) found that only 28 percent of identical 

twins were both transgender-identified. 22 Since identical twins possess 100 percent of the 

same DNA from conception, and develop in the same prenatal environment exposed to the 

15 Reyes FI, Winter JS, Faiman C. Studies on human sexual development fetal gonadal and adrenal sex steroids, J 
CLINENDOCRINOL METAB 37(1):74-78 (1973). 
16 Lombardo M, Fetal testosterone influences sexually dimorphic gray matter in the human brain, J NEUROSCI 
32:674-680 (2012). 
17 Campano A., ed. HUMAN SEXUAL DIFFERENTIATION (2016). Available at: 
www .gfmer.ch/Books/Reproductive _health/Human_ sexual_ differentiation html. 
18 Lee PA et al, Consensus Statement on Management of lntersex Disorders, PEDIATRICS 2006; 118 e488-e500. 
19 Shenk, D. THE GENIUS IN ALL OF Us: WHY EVERYTHING YOU'VE BEEN TOLD ABOUT GENETICS, TALENT, AND IQ IS 
WRONG 18 (2010). 
20 Dar-Nimrod I, Heine, SJ, Genetic essentialism: On the deceptive determinism of DNA, PSYCHOLOGICAL 
BULLETIN 137(5), 800-818 (2011). 
21 More on the shortcomings of modem epigenetics: Greally J, Human Disease Epigenomics 2. 0, PLoS BIOLOGUE 
(July 7, 2015). 
22 Diamond, M, Transsexuality Among Twins: identity concordance, transition, rearing, and orientation, 
INTERNATIONAL J. TRANSGENDERISM, 14(1), 24-38 (2013). 
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same prenatal hormones, if genes and/or prenatal hormones essentially dictated a gender

incongruent identification, the concordance rates would be close to 100 percent. Instead, 72 

percent of identical twin pairs were discordant. This would indicate that much of what 

contributes to transgender identification as an adult in one identical co-twin consists of one or 

more non-shared post-natal experiences including but not limited to non-shared family 

experiences or differential subjective response to shared experiences. 

31. These findings also mean that persistent GD is due to the impact of non-shared 

environmental influences or differential subjective response to shared environmental 

influences. These studies, along with the converse absence of empirical proof that gender 

incongruence is attributable to genetic contributions, provide compelling evidence that the 

psychological phenomenon described as discordant gender is not hard-wired in the person. 

Treatment of gender-con/ used children 

32. Natural pubertal maturation in accordance with one's sex is not a disease. The 

pubertal work of sex steroids (estrogen and testosterone) produced by the gonad is designed 

to carry a malleable, immature individual forward to healthy adulthood, capable of 

conceiving progeny. It affects physical changes unique to the person's sex. 

33. Interruption of puberty as a treatment measure is reserved legitimately only for 

children who begin puberty at an age much younger than normal. This treatment is applied 

in an effort to preserve final height potential and avoid the consequences of precocious 

maturation. For the short- and long-term health of the patient, it is important that pubertal 

development occur at the time of life proper to those changes. 

9 



34. Gonadatropic releasing hormone agonists (GnRH agonists, or puberty blockers) were 

developed and first employed in the 1980s specifically to interrupt the signaling between the 

pituitary gland and the gonads in both males and females. Their use in children was directed to 

those who experience central precocious puberty, that is, onset of true puberty before the age of 8 

years in females and 9 years in males. In such cases, treatment is continued and then stopped in 

time to allow the child to re-enter puberty at a time when the majority of his or her age-matched 

peers will enter puberty (10.5 years for girls, and 11.5 years for boys). The discontinuation is 

important because puberty is a vital and necessary event in the personal development of the 

adolescent. 

35. To treat puberty as a pathology that should be prevented by administration of puberty 

blocking drugs is to interrupt a major and necessary physiologic transformation at a critical age 

when such changes can effectively happen. The physiologic event of puberty cannot safely be 

put off to a later date. There is some evidence that bone mineral density is irreversibly decreased 

if puberty blockers are used during the years of adolescence. 23 This diminished calcium accretion 

in the bones results in osteoporosis in adulthood. The chemical suppression of puberty also 

inhibits what would be the maturation of the adolescent brain in response to the innate sex 

steroids. 24 

36. Aside from the known harmful effects of puberty blockers, other potential long-term 

effects continue to be largely unknown and will only become apparent through time after 

23 Klink D, Caris M, Heijboer A, van Trotsenburg M, Rotteveel J, Bone Mass in Young Adulthood Following 
Gonadotropin-Releasing Hormone Analog Treatment and Cross-Sex Hormone Treatment in Adolescents With 
Gender Dysphoria, J. CLINICAL ENDO. & MET AB., Vol.I 00(2) E270-E275 (I Feb 
2015) https://doi.org/ I 0.121O/jc.2014-2439 
24 Heneghan C, Gender-Affirming Hormone in Children and Adolescents, BMJ EBM SPOTLIGHT (21 May 2019), 
blogs.bmj.com/bmjebmspotlight/2019/02/25/gender-affirming-hormone-inchildren-and-adolescents-evidence
review/. 
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evidence accumulates from the current vast experiment being conducted on the bodies of 

children. 

37. Erikson described the developmental stage of adolescence as "Identity versus Role 

Confusion" during which the teenage child works at developing a sense of self by testing 

roles then integrating them into a single identity. 25 This process is often unpleasant regardless 

of the presence or absence of gender identity conflicts. A major benefit for GD patients of 

undergoing the developmental process of puberty is that its powerful physiological changes 

and developments in the large majority of cases also bring about the formation of adolescents' 

psychological sense of identity consistent with their sex. The empirical data from multiple 

studies from different research groups reveal that 61 %- 98% of pre-pubertal children with GD 

will come to identify with their biological sex by late adolescence-if they are permitted to go 

through that process living in an identity that corresponds to their sex. 26 27 28 Some will 

require extended counseling, others will not. 29 

38. By contrast, recent reports suggest that social and medical interventions in support of a 

supposed opposite sex "identity" may impede what would in most cases be natural resolution of 

childhood gender dysphoria. The data indicating persistence in cross-sex social identification by 

essentially all patients subject to puberty suppression30 conspicuously contrasts with research 

25 Erikson EH, CHILDHOOD AND SOCIETY (1993). 
26 Ristori J, Steensma TD, Gender dysphoria in childhood, INT REV PSYCHIATRY 28(1):13-20 (2016). 
27 Cohen-Kettenis PY, et al. The treatment of adolescent transsexuals: changing insights, J SEX MED. 5(8): 1892-7 
(2008) doi: 10.l 111/j.1743-6109.2008.00870.x. Epub 2008 Jun 28. 
28 Bockting W, Chapter 24: Transgender Identity Development, In Tolman D., & Diamond L., Eds. APA 
HANDBOOK OF SEXUALITY AND PSYCHOLOGY (2 vols) Vol. I :7 44 (2014 ). 
29 Zucker, supra n. 9, 737-753. 
30 De Vries ALC, Steensma TD, Doreleijers TAH, Cohen-Kettenis, PT, Puberty suppression in adolescents with 
gender identity disorder: a prospective follow-up study, J. SEX MED 8:2276-2283 (2011) (in a follow-up study of 70 
puberty-suppressed patients ages 11 to 17, all 70 advanced to cross-sex hormones). 
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data revealing majority desistance from gender dysphoria by those not affirmed in cross-sex 

identity. 

39. The effects of iatrogenic hormonal manipulation on adolescent cognition remain 

unknown. What is known is that neurons in the brain are affected by the neurosteroid estrogen 

that is locally produced in response to gonadal hormones released in the natural condition course. 

The short- and long-term effects on these neural processes by puberty blockade and cross-sex 

synthetic hormones remain to be discovered. 

40. Nor is it known or demonstrated by research how an adolescent's brain that is deprived of 

the normal contribution of GnRH affects his psychological maturity, cognition, and means of 

processing or counter-balancing the strong influences of continuous cross-sex social performance 

and the reinforcement by authority figures and peers of that cross-sex role. 

41. With respect to that strong influence, the cross-sex socialization program itself seems to 

impede the otherwise likely outcome of a child resolving to a sex-congruent self-identification. 

Based on the research data analyzing socially transitioned prepubertal children, Dr. Zucker 

argued that "parents who support, implement, or encourage a gender social transition (and 

clinicians who recommend one) are implementing a psychosocial treatment that will increase the 

odds of long-term persistence" of gender dysphoria. 31 

42. Certainly, administration of puberty-blocking drugs is a dramatic medical intervention in 

the body, development, and life of a child. Further, treating gender dysphoria with puberty-

31 Kenneth J. Zucker, The myth of persistence: Response to "A critical commentary on follow-up studies and 
'desistance' theories about transgender and gender nonconforming children" by Temple Newhook et al., INT. J. 
TRANSGENDERlSM, 19:2, 231-245 (2018). DOI: 10.1080/15532739.2018.1468293. 

12 



blocking drugs is not an FDA-authorized regimen, but an "off-label" use, meaning that no 

clinical trials have demonstrated this treatment to be safe and effective. 

43. The consequences of puberty blockade and high-dose cross-sex (HDCS) hormones 

include potential sterility, sexual dysfunction, thromboembolic disease, cardiovascular and 

cerebrovascular disease, early osteoporosis and malignancy. 32 33 34 35 36 

44. Even with early and temporary childhood use of GnRH agonists to treat precocious 

puberty in boys, risks of harm are present. Evidence of the impact of such treatment is limited 

due to the rarity of male precocious puberty. 37 

45. There is no evidence showing that treating adolescent gender dysphoria with puberty-

blocking drugs is preferable to other therapies. There is no evidence showing that treating such 

adolescents with puberty-blocking drugs is without harmful effect on reproductive capacity, 

brain maturation, or physical growth potential. And it is certainly not intuitive that halting until 

the years of young adulthood the dynamic physiological and psychosexual maturation process of 

puberty would be free of negative physical and psychological impact. 

32 Hembree WC, Cohen-Kettenis PT, Gooren L, Hannema SE, Meyer WJ, Murad MH, Rosenthal SM, Safer JD, 
Tangpricha V, T'Sjoen GG, Endocrine treatment of gender-dysphoric/gender-incongruent persons: An Endocrine 
Society clinical practice guideline, J CLIN ENDOCRINOL METAB. 102(11):3869-3903 (2017). 
33 lrwig MS, Cardiovascular health in trans gender people, REV ENDOCR MET AB DISORD., 19(3):243-251 (2018). 
34 Radix A, Davis AM, Endocrine Treatment ofGender-Dysphoric/Gender-
Jncongruent Persons, JAMA 318(15):1491-1492 (2017). doi:l0.1001/jama.2017.13540. 
35 Alzahrani T, et al., Cardiovascular Disease Risk Factors and Myocardial Infarction in the Transgender 
Population, CIRCULATION: CARDIOVASCULAR QUALITY AND OUTCOMES, vol. 12, no. 4 (2019). 
doi:l0.1161/circoutcomes.119.005597. 
36 Laidlaw M, Cretella M, Donovan D, The Right to Best Care for Children Does Not Include the Right to Medical 
Transition, AM. J. BIOETHICS, 19 (2):75-77 (2019). https://doi.org/10.1080/15265161.2018.1557288. 
37 Bertelloni S, Mui D, Treatment of central precocious puberty by GnRH analogs: long-term outcome in men, 
ASIAN J. ANDROLOGY 10, no. 4: 531 (2008), http://dx.doi.org/10. l l l l/j. l 745-7262.2008.00409.x (observing risks of 
testicular cancer and obesity). 
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46. Considering the current unknowns attending these treatments, their use is dangerously 

experimental. 38 39 

4 7. Given the high percentage of eventual desistance of gender dysphoria by the end of 

puberty, and the harms and risks associated with sex-controverting social and medical 

interventions, the ethical and logical course is to counsel a child patient to understand himself or 

herself-and to counsel the family to rear the child-truthfully, as a person of the sex he or she 

actually and unchangeably is. 

Science vs Pseudoscience 

48. The advent of "centers of excellence" for gender-disordered patients40 combined with 

a sociologic agenda in academia has created the popular societal misimpression that there is 

scientific basis to view discordance between sex and subjective gender identity as a healthy 

variation within the range of normal human development. There has been a flurry of articles in 

journals and newsletters circulated to general pediatricians that promote the ideology of 

transgenderism without scientific support. 41 42 4
3 

44 

WPATH 

49. The World Professional Association for Transgender Health (WPATH) is an agenda-

38 Heneghan, Carl. "Gender-Affirming Hormone in Children and Adolescents." BMJ EBM Spotlight, 21May2019, 
biogs. bm j .com/bmj ebmspotlight/2019/02/25/gender-affirming-honnone-inchildren-and-adolescents-evidence
review / 
39 Richards C, Maxwell J, McCune N, Use of puberty blockers for gender dysphoria: a momentous step in the dark, 
ARCH. DISEASE IN CHILDHOOD 104:611-612 (2019). 
40 Hsieh Sand Leninger J, Resource List: Clinical Care Programs for Gender-Nonconforming Children and 
Adolescents, PEDIATRANN 43:238-244 (2014). 
41 Prager LM, A boy who wants to be a girl, CONTEMPORARY PEDIATRICS 25:56-58 (2008). 
42 Garafolo R, Tipping points in caring/or the gender-non-conforming child and adolescent, PEDIATRANN 43:227-
229 (2014). 
43 Steever J, Cross-gender hormone therapy in adolescents, PEDIATR ANN 43: e-138-e-144 (2014). 
44 Simons LK et al, Understanding gender variance in Children and Adolescents, PEDIATR ANN 43:e-126-e13 l 
(2014). 
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driven advocacy organization whose membership is open to anyone who has an interest in the 

transgender social and political agenda. There are no requirements that its members possess 

specialty training or certification or any medical or psychological qualifications at all. 

50. WP ATH offers standards of care by which it promotes social and medical treatments for 

children with gender dysphoria, including puberty suppression, cross-sex hormone infusions, and 

surgical procedures to remove or destroy their healthy tissue and organs. 45 Many of its guidelines 

and standards of care are not scientifically supported. WPATH's "peer-reviewed" journal is not 

reviewed by anyone with a perspective that deviates from the advocacy position of the 

organization itself. 

51. While recommending puberty blockers for GD adolescents, the WP ATH guidelines 

acknowledge that negative side effects can accompany this protocol, and that no studies have 

validated safety in long-term effects from the practice of puberty blockade. 46 

52. WP A TH-recommended interventions on adolescents also include cross-sex 

hormone therapy during the time when the patient would naturally be experiencing 

endogenous pubertal changes. This, too, lacks a scientifically demonstrated showing of 

safety. The use of cross-sex hormones on young people can cause life-long infertility.47 

53. WPATH also recommends body altering surgeries, which caninclude surgical 

removal of the breasts, ovaries, and uterus in females, or destruction or removal of the 

45 See WP A TH Sr ANDARDS OF CARE FOR THE HEAL TH OF TRANSSEXUAL, TRANSGENDER AND GENDER 
NONCONFORMING PEOPLE (v. 7). 
46 Id. at 21. 
47 Hembree WC et al., Endocrine Treatment of Transsexual Persons: and Endocrine Society Clinical Practice 
Guideline, J CLIN ENDOCRINOL MET AB 94:3132-3154 (2009); Hembree WC et al., Endocrine Treatment ofGender
Dysphoric/Gender-lncongruent Persons: An Endocrine Society Clinical Practice Guideline, J. CLIN ENDOCRINOL 
METAB. 102(11):3869-3903 (2017). 
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penis, testicles, and scrotum in males. Each of these surgeries present adverse outcomes. 

Sex organ removal surgery is, by nature, permanent. 

54. While recommending administration of puberty-suppressing drugs, WP ATH also 

recommends that young boys with immature penises be told that-because puberty 

blockers will prevent the growth of the penis that comes with puberty-they will not 

develop enough penile tissue available to invert for use in later construction of a faux 

vagina. Doctors are encouraged, however, to tell boys that colon tissue and skin grafting 

may be used for that purpose. 48 

55. A 2011 review study evaluated long-term outcomes of every adult in Sweden who had 

cross-sex hormone therapy and surgery between 1973 and 2003. (The study therefore implicates 

no ascertainment bias). The mortality rate of the medically treated adults was over double the 

controls, and the completed suicide rate in these patients was 19 times higher than the general 

population. These treated patients passed through a post-treatment period of relative happiness, 

then after ten years began to experience strikingly high levels of serious physical and mental 

health problems, including death from a variety of causes. 49 

56. There are an emerging number of hormonally and surgically manipulated transgender 

adults who are now reporting that such treatment brought them implacable misery. In the realm 

of true medical science, a single case report of such an adverse outcome can shut down a 

treatment protocol overnight, based on the ethical guidelines of informed consent. 

48 WPATH STANDARDS OF CARE (V. 7), p. 20. 
49 Dhejne C, Lichtenstein P, Boman M, et al. Long-term follow-up of transsexual persons undergoing sex 
reassignment surgery: Cohort study in Sweden, PLOS ONE 6:316885 (2011). Similar mortality rate findings for 
transgender adults: Asscheman H, Giltay EJ, Megens JA, et al. A long-term follow-up study of mortality in 
transsexuals receiving treatment with cross-sex hormones, EUR J ENOOCRINOL. 164:635-642 (2011 ). 
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57. The treatment model promoting dangerous cross-sex hormone infusions and surgeries on 

a healthy body in order to assuage the patient's mistaken mental condition makes that so-called 

"affirming" model of GD treatment an anomaly deviating from ethical standards regulating all 

the remainder of medical practice. 

The American Academy of Pediatrics 

58. The American Academy of Pediatrics created and issued an advocacy statement in the 

form of treatment guidelines for gender dysphoric children. 50 The AAP is an organization with 

reportedly over 66,000 pediatrician members. The leadership of the AAP did not consult with or 

poll the members of the organi:z.ation before issuing the guidelines document, and that document 

does not represent the contributed consensus of AAP membership. It represents the activism of 

several people in executive positions within the organization. 

59. The AAP advocacy statement may be properly described as inept, dishonest, and an 

abuse of the persuasive authority attending statements from a publicly esteemed organization 

such as the AAP. Dr. James Cantor's thorough refutation of the AAP guidelines is an instructive 

and remedial read. 51 The conclusion of his critique contains the following: 

In its policy statement, AAP told neither the truth nor the whole truth, committing 
sins both of commission and of omission, asserting claims easily falsified by 
anyone caring to do any fact-checking at all. ... [T]hey provided 
recommendations entirely unsupported and even in direct opposition to [currently 
available] research and opinion .... The problems in Rafferty [i.e., the AAP policy 
statement] ... do not constitute merely a misquote, a misinterpretation of an 
ambiguous statement, or missing a reference or two. Rather, AAP's statement is a 
systematic exclusion and misrepresentation of entire literatures. Not only did 
AAP fail to provide compelling evidence, it failed to provide the evidence at all. 
Indeed, AAP's recommendations are despite the existing evidence. 

50 Rafferty J, Ensuring Comprehensive Care and Support for Transgender and Gender-Diverse Children and 
Adolescents, PEDIATRICS 142(4): e20182162 (2018) 
51 Cantor J, Transgender and Gender Diverse Children and Adolescents: Fact-Checking of AAP Policy, J. SEX& 
MARITAL THERAPY (2019) DOI: 10.1080/0092623X.2019.1698481 
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Endocrine Society 

60. The Endocrine Society published a document in 2009, 52 recommending for children with 

gender dysphoria a treatment sequence involving psychological evaluation, counseling, blocking 

of pubertal maturation at the onset of puberty, the subsequent use of cross-sex hormones, and 

offering surgical alteration of the body at the age of consent. Of the 22 recommendations 

contained in the document, only three were supported by strong scientific evidence. These three 

warned of potential adverse effects of hormonal manipulation. The remaining 19 

recommendations were nearly evenly split into a group that was based on very limited scientific 

evidence and a group that was based on absolutely no scientific evidence at all. 

61. After the publication of these guidelines, there occurred an exponential burgeoning of 

Gender Identity Clinics in the United States-from three to over forty-five in a period of seven 

years. Subsequently, the Endocrine Society revised its guidelines to be yet more permissive, 

recommending cross-sex hormones and surgical treatment for younger patients. It did, however, 

add the concern that counseling regarding fertility loss should be included. 53 Notably, the 

Guidelines specify a disclaimer regarding their limitations: "The guidelines cannot guarantee any 

specific outcome, nor do they establish a standard of care."54 And yet these are widely promoted 

as if they represent a standard of care. The number of pediatric gender identity clinics in the 

nation today exceeds sixty-five. 55 

52 Hembree WC et al, Endocrine Treatment of Transsexual Persons: and Endocrine Society Clinical Practice 
Guideline, J CLIN ENDO MET AB 94:3132-3154 (2009). 
53 Hembree WC et al, Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine 
Society Clinical Practice Guideline, J CLIN ENDO MET AB 102: passim (2017). 
54 Id. at 3895. 
55 https://static.wixstatic.com/ugd/3f4f5l_c295b2f528884acbb0lfa3acl9ftb74a.pdf 
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Conclusion 

62. Transgenderism is a cultural phenomenon supported by organized interest groups 

including beneficiaries in the medical profession. Its precepts lack conceptual and scientific 

integrity. Its regimens present known dangers and risks of others to the minors subjected to 

them. Cross-sex medical interventions upon children are forms of human experimentation and 

should not be promoted or rewarded by the coercive power of law. 

Quentin Van Meter, M.D. 

Signed March & 0 , 2020 
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