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To the Chairs and members of the House Education Committee: 

 

It is an honor and a privilege to testify at today’s hearing on a very important issue. I 

would like to specifically thank Chairman Sonney and Chairman Longietti for the opportunity to 

be with you this morning. 

I provide this testimony in my capacity as a licensed and board-certified pediatrician and 

adolescent medicine specialist in Pennsylvania. I am a physician who has been responsible for 

the care of nearly 500 transgender and gender-diverse children in the Southwestern 

Pennsylvania, Eastern Ohio, and West Virginia Region. 

Before we proceed with the main testimony, I would like to offer some definitions so that 

the committee can understand the rationale behind key points I will be making:  

- Sex is defined biologically, based on a balance of physical sex characteristics with 

which all people are born: sex chromosomes (some combination of X or Y), internal 

reproductive organs (testes, ovaries, uterus), and external genitalia (penis, vulva, and vagina). 

While many people assume that sex is binary, approximately 2% of the population is born with 

some variation in these traits, and up to 0.1 % of children are born with significant genital 

diversity.1,2 

- Gender is defined socially and includes the concepts of gender identity (one’s internal 

sense of self) and gender expression (how one presents gender to the outside world).  

- Transgender refers to anyone whose gender identity does not align with the sex they 

were designated at birth.  

- Cisgender refers to anyone whose gender identity aligns with the sex they were 

designated at birth. 
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- Gender diverse includes people whose gender identity or gender expression in some 

way does not align with social norms.  

- Gender dysphoria is the distress one feels when the sex with which they were 

designated at birth does not align with their gender identity. 

- Sexual orientation describes the sex or gender to which a person is romantically or 

sexually attracted, which is a distinct concept from gender identity but with which it is often 

conflated. 

Because I am cisgender, I cannot speak to what it is like to be a transgender or gender 

diverse person. Instead, this testimony is a synthesis of the best available medical evidence and 

what I have learned in my clinical practice as a pediatrician and adolescent medicine specialist 

who specializes in the care of transgender and gender-diverse youth in the community and 

academic health settings. 

The goal of this testimony is to provide information to the committee about: 

(1) Gender diversity—of which identifying as transgender is an example of such an 

experience—and is a common and normal aspect of human diversity. 

(2) The higher rates of mental health problems, suicidal thoughts, and suicide attempts 

among transgender and gender-diverse youth due to a combination of gender 

incongruence and social stress—in particular, excluding them from participating in 

activities to which non-transgender people have access. 

(3) Gender-affirming care that is provided at multidisciplinary clinics like at the 

University of Pittsburgh and the evidence and support for this care by all the major 

national medical and healthcare associations. 

(4) The lack of any scientific evidence supporting a ban on transgender girls from 

participating in girls’ sports. 

 

PART ONE: GENDER DIVERSITY IS COMMON AND NORMAL 

Gender diversity have existed throughout human history and in many cultures (Herdt, 

2020). Gender diversity is also common among youth, with nearly 20% of youth respondents to 

the Centers for Disease Control and Prevention (CDC) 2013 and 2015 Youth Risk Behavior 

Surveillance System (YRBSS) surveys describing their gender expression as gender expansive.3 

The percentage of youth who identify as transgender is smaller, with estimates ranging between 
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0.7% and 1.8%.4-6 Researchers acknowledge that these data may underestimate the number of 

transgender and gender diverse (TGD) youth in the United States—not only do some children 

fear the potential consequences of identifying themselves as TGD, questions are not consistently 

asked across studies in a way that captures all TGD youth experiences. Additionally, because the 

YRBSS is administered in school starting in 9th grade, and many TGD youth will not be able to 

complete the survey: TGD are less likely to make it to or through high school due to 

homelessness, incarceration, or experiences of discrimination and harassment at home or in 

school.7,8 

The formation of gender identity is a normal aspect of childhood development. This sense 

of being a boy or girl begins to develop as early as ages 1 or 2 when kids first become conscious 

of physical differences between sexes. At age 3 most children can label themselves as a boy or 

girl. At age 4 most children will have a stable gender identity and recognize it as constant.9  

However, for a significant number of people they will not identify their gender the same 

as the sex designated at birth, and we refer to this as transgender. There are also many other 

terms for gender identity that fall across a spectrum including those individuals who identify as 

non-binary, who feel that they are not a boy or girl or that they are both. 

For young people whose gender expression or identity is different from their sex 

designated at birth, issues may arise around early school age when most children's gender 

identity is solidifying, or it may not be apparent until later. For many of these children, they will 

experience significant distress about not having the physical characteristics associated with their 

gender. This is gender dysphoria.  

 

PART TWO: THE MENTAL HEALTH OF TGD YOUTH 

Studies consistently find that TGD youth are highly vulnerable to mental and behavioral 

health problems, including depression, anxiety, and substance use.5 A large, multi-state survey 

found that 35% of transgender youth reported having attempted suicide in the past year.6 It is 

important to understand that these poor outcomes are not because of one's gender identity, but 

rather due to the shame and stigma they face because of their gender identity.  

Transgender individuals often are not accepted by their family, friends’ community, and 

schools and experience extremely high rates of bullying, violence, and other forms of 

victimization and harassment. However, the inverse is true: transgender youth who feel 
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supported by their parents do not differ in rates of depression compared to their cisgender 

peers.10,11 Additionally, transgender youth who attend schools with gender inclusive policies are 

associated with positive outcomes, such as the improvement of school wellbeing, more positive 

school climate, decreasing truancy, lower levels of victimization, decreased school harassment 

and increased feelings of safety.12 Thus, key in improving the health and well-being of this 

vulnerable population is support and inclusion. 

 

PART THREE: GENDER-AFFIRMING CARE IS THE BEST APPROACH FOR 

GENDER DIVERSE YOUTH 

The clear evidence of benefit of support and affirmation of a youth’s gender identity has 

led to all the major medical and mental health professional associations, including the American 

Academy of Pediatrics (AAP), the Endocrine Society, the World Professional Association of 

Transgender Health (WPATH), and the American Medical Association (AMA)—which together 

represent most physicians—to recommend gender-affirming medical care for children and 

adolescents.  

The evidence and clinical guidelines written by the Endocrine Society,13 WPATH 

Standards of Care,14 and the University of California at San Diego’s Center of Excellence for 

Transgender Health15 and recommendations from organization like AAP and Endocrine Society 

inform the medical and mental health care of gender-diverse youth. For the last decade, the 

multidisciplinary team at Children’s Hospital of Pittsburgh includes mental health experts, 

adolescent medicine specialists, endocrinologists, and social workers and has now provided care 

for over 500 youth and families ranging in age from 4-26 years. Interaction with the clinic begins 

with a brief telephone call with our social worker who can help to triage any immediate needs or 

concerns. The medical team then meets with the family to identify and address their needs and a 

referral to a mental health therapist with experiencing working with TGD Youth, if the young 

person does not have one. What happens next depends very much on the young person’s age, 

development, and their needs and those of their family. Any decisions are made together by the 

multidisciplinary care team, parents, and child. 

When it comes to treatment for gender dysphoria there are multiple stages and categories. 

There are treatments that are considered fully reversible, those that are considered partially 

reversible, and those that are irreversible. Fully reversible treatments include non-medical 
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interventions such as allowing a child to wear their clothes and hair they want, use preferred 

name and pronouns, play with the toys they like and is referred to as social transition. These non-

medical interventions in addition to therapy and creating more supportive environments are the 

only recommended treatments for younger, school-aged pre-pubertal children. These fully 

reversible interventions have been shown to have great benefit. For example, in a large study 

published in the journal Pediatrics of pre-pubertal children with gender dysphoria, they were 

followed over time and compared to youth who were not allowed to transition, and their 

cisgender peers. Those who were allowed to socially transition had much lower levels of anxiety 

and depression similar to their cisgender peers.10 Another recent study showed that transgender 

youth who were called by their preferred names at school were associated with positive effects 

on mental health.16  

The major medical intervention that is considered fully reversible is puberty blocking 

medication. These medications are only given when a child has already started puberty, which 

can be distressing to youth with gender dysphoria, and has displayed insistence, consistence and 

persistence in their gender identity. Again, these decisions are made together by the care team, 

youth, and parents. This is a very safe medication that had been used for many decades 

previously for children who are starting puberty too early or what is referred to as precocious 

puberty.17 We now also have a great deal of experience with using it to put a pause button on 

puberty for youth with gender dysphoria. This helps to give time for parents, youth, and 

providers to consider less reversible options and allows the youth not to have to deal with going 

through the puberty that is wrong for them and therefore decreases their distress. For example, 

for youth designated female at birth who identify as male, if they start puberty blockers just as 

puberty is beginning this will stop any breast development, relieve potential chest dysphoria, and 

avoid the need for surgery later. We have multiple studies now showing the safety and 

psychosocial benefits of these medications for gender dysphoria including similar psychosocial 

outcomes in young adulthood to cisgender youth and rates of suicidality 3x lower than in youth 

who did not have access to puberty blocking medications.18 

Decisions may be made in early to mid-adolescence to consider hormone therapy, 

estrogen, or testosterone, which is the major partially reversible option for treatment. This allows 

for a young person to essentially then go through the puberty that aligns with their gender 

identity together with their peers. It is important to note that changes occur over a period of 



6 

 

several years, similar to the natural puberty process. Again, there is strong evidence that these 

hormones are safe and provide psychosocial benefit to youth experiencing gender dysphoria.19 

For many transgender and non-binary individuals their chest and genitals may be a 

significant cause of distress and they may choose to have a variety of gender-affirming medical 

procedures to achieve alignment of their body with their gender identity. It is also important to 

note that many transgender individuals do not want or are not able to have gender-affirming 

surgeries for a variety of reasons. In general, these surgeries are offered over the age of 18. The 

most common surgical procedure among older adolescents is masculinizing chest surgery which 

is often referred to as top surgery. For those trans-masculine youth who are born designated 

female but have already developed breast tissue they frequently experience severe distress 

related to their chest, almost universally wearing chest binders to flatten the appearance of the 

chest and/or withdrawing socially. Top surgery which involves removing breast tissue to create a 

more masculine chest appearance has been shown to have tremendous social and psychological 

benefit for transmasculine adolescents and young adults. Any genital reassignment surgery, if 

desired and appropriate, happens after age 18 and these procedures have shown similar benefit.20 

 

PART FOUR: LACK OF EVIDENCE SUPPORTING THE BANNING OF 

TRANSGENDER GIRLS FROM PARTICIPATING IN GIRLS’ SPORTS 

Proponents for the ban on transgender girls participating in girls’ sports have cited 

several studies supporting such a policy. Although the studies reviewed were of good quality, 

one must practice caution when drawing conclusions from these studies. 

One systematic review has reported that transgender women lose an aggregate of 5% of 

lean body mass, muscle area and strength after 12 months of gender-affirming treatments with 

estrogen, but they still retain higher levels of those features compared to cisgender woman.21 

Another systematic review reported that estrogen therapy decreases hemoglobin levels, strength, 

lean body mass, and muscle area (all correlated with improved physical performance) among 

transgender women, but the latter three are, on average, higher than those of cisgender women.22  

Firstly, most of the studies reviewed were conducted on post-pubertal transgender 

women, except for five studies done on older adolescents. One major difference between gender-

affirming care of transgender adults versus youth is the use of puberty blockers. Puberty blockers 

suppresses testosterone production, which is needed for muscle mass accretion. Additionally, 



7 

 

estrogen is also known to reduce muscle mass in transgender women.13 Therefore, it would be 

inappropriate to extrapolate the results of the studies reviewed by Hilton and Lunberg and Harper 

et al. to that of transgender girls. 

Additionally, studies assessed the effect of estrogen on physiological such as influenced 

lean body mass (LBM), muscular area, muscular strength and hemoglobin and hematocrit, but 

not sports performance. This is an important outcome to assess to provide the best data when 

creating policies on sports participation because, as the researchers noted, there is a full range of 

physical and physiological characters that influence sports performance. Adolescents, regardless 

of gender identity, have the full human diversity of physical characteristics which may overlap 

each other. For example, a cisgender girl may have the same lean body mass as a cisgender boy 

of the same age. A clinical experience of mine exemplifies this: I had a transgender female who 

continued to play in her team sports under the male category after starting estrogen therapy, only 

to quit shortly after she realized that she could not perform as well as before she started estrogen 

therapy.  

Secondly, to ensure positive health and life outcomes, all girls—transgender and 

cisgender—should be provided opportunities for physical exercise and athletic participation. 

Sports can play a positive role in the health and well-being of all adolescents, including 

improved self-esteem, improved social interactions, and fewer depressive symptoms.23 Banning 

transgender youth from playing sports may prevent them from benefiting from the positive 

effects of sports and may also increase the risk for harm due to the well-known effect of stress 

from exclusion. 

Thirdly, none of these studies conclude that transgender women be banned from 

woman’s sports. They call for ways to identify physical and physiological parameters that better 

ensures fairness in woman’s sports. For example, Hilton and Lunberg wrote: 

 

If transgender women are restricted within or excluded from the female category of sport, 

the important question is whether or not this exclusion (or conditional exclusion) is 

necessary and proportionate to the goal of ensuring fair, safe and meaningful 

competition…. Thus, we argue against universal guidelines for transgender athletes in 

sport and instead propose that each individual sports federation evaluate their own 

conditions for inclusivity, fairness and safety. 
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Additionally, Harper wrote:  

 

Given that the range of physical parameters important for success varies considerably 

between sports, and that the physiological effects of GAHT (gender-affirming hormones) 

vary in their time course (eg, muscle vs blood), future research should be sport specific 

as well as athlete centric. Although a level playing field in sport is illusory, it is important 

that opportunities for women to engage in meaningful competition within the female 

category exist. 

 

There are many local and national sports organizations that impact young 

Pennsylvanians. The Pennsylvania Interscholastic Athletic Association (PIAA) and the National 

Collegiate Athletic Association (NCAA) have policies in place that provide opportunities for 

transgender women to play in woman’s sports.24,25 Based on the conclusions written by Hilton 

and Lunberg and by Harper, it may be helpful to consult these organizations to inform policies in 

Pennsylvania. 

In conclusion, based on my clinical experience and review of the best medical evidence: 

(a) gender diversity is common and normal; (b) transgender youth often experience worse health 

outcomes compared to their cisgender peers due to discrimination and exclusion; (c) there is a 

growing body of evidence showing that supporting a youth’s gender identity is associated with 

better health and well-being; (d) and that there is a lack of evidence supporting a ban on 

transgender girls participating in girls’ sports and that such a ban could potentially harm 

transgender youth in Pennsylvania. 

As a doctor of adolescent medicine and professor of pediatrics in Pennsylvania, I support 

your continued education on gender-affirming care to best understand the impacts of legislation 

that would ban an entire population of young people from athletic participation. Transgender 

youth are present in every community and school district. The care that is provided is safe, 

effective, medically necessary, and recommended by all leading medical associations. 

Institutions should find more ways for all young people to participate in physical wellbeing and 

athletic opportunities.  

Once again, thank you for the invitation to be with you today. I welcome any questions 

you may have now or as they arise going forward. 
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