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IN THE UNITED STATES DISTRICT COURT

NORTHERN DISTRICT OF FLORIDA
Tallahassee Division

JANE DOE, individually and on behalf
of her minor daughter, SUSAN DOE,

et al.,
Civil No. 4:23-cv-00114-RH-MAF

Plaintiffs,
V.

JOSEPH A. LADAPO, in his official capacity
as Florida’s Surgeon General

of the Florida Department of Health,

et al.,

Defendants.

EXPERT DECLARATION OF DANIEL SHUMER, M.D.
I, Daniel Shumer, M.D., hereby declare and state as follows:
1. I have been retained by counsel for Plaintiffs as an expert in connection
with the above-captioned litigation.
2. I 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. BACKGROUND AND QUALIFICATIONS

A.  Qualifications

3. I am a Pediatric Endocrinologist, Associate Professor of Pediatrics, and

the Clinical Director of the Child and Adolescent Gender Clinic at Mott Children’s
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Hospital at Michigan Medicine. I am also the Medical Director of the
Comprehensive Gender Services Program at Michigan Medicine, University of
Michigan.

4+, I am Board Certified in Pediatrics and Pediatric Endocrinology by the
American Board of Pediatrics and licensed to practice medicine in the state of
Michigan.

5. I received my medical degree from Northwestern University in 2008.
After completing a Residency in Pediatrics at Vermont Children’s Hospital, I began a
Fellowship in Pediatric Endocrinology at Harvard University’s Boston Children's
Hospital. Concurrent with the Fellowship, I completed a Master of Public Health from
Harvard’s T.H. Chan School of Public Health. I completed both the Fellowship and the
MPH degree in 2015.

6. I have extensive experience in working with and treating children and
adolescents with endocrine conditions including differences in sex development
(DSD) (also referred to as intersex conditions), gender dysphoria, type 1 diabetes,
thyroid disorders, growth problems, and delayed or precocious puberty. I have been
treating patients with gender dysphoria since 2015.

7. A major focus of my clinical, teaching, and research work pertains to the

assessment and management of transgender adolescents.

8. I have published extensively on the topic of gender identity in pediatrics
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and the treatment of gender dysphoria, as well as reviewed the peer-reviewed literature
concerning medical treatments for gender dysphoria, the current standards of care for
the treatment of gender dysphoria, and research articles on a variety of topics with a
focus on mental health in transgender adolescents.

0. I am involved in the education of medical trainees. I am the Fellowship
Director in the Division of Pediatric Endocrinology, Education Lead for the Division of
Pediatric Endocrinology, and Course Director for a medical student elective in
Transgender Medicine. My additional academic duties as an Associate Professor
include teaching several lectures, including those entitled “Puberty,” “Transgender
Medicine,” and “Pediatric Growth and Development.”

10. As a Fellow at Harvard, I was mentored by Dr. Norman Spack. Dr.
Spack established the Gender Management Services Clinic (GeMS) at Boston
Children’s Hospital. While working and training at GeMS, I became a clinical expert in
the field of transgender medicine within Pediatric Endocrinology and began
conducting research on gender identity, gender dysphoria, and the evaluation and

management of gender dysphoria in children and adolescents.

11. Based on my work at GeMS, I was recruited to establish a similar
program assessing and treating gender diverse and transgender children and
adolescents at the C.S. Mott Children’s Hospital in Ann Arbor. In October 2015, 1

founded the hospital’s Child and Adolescent Gender Services Clinic.
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12. The Child and Adolescent Gender Services Clinic has treated over 600
patients since its founding. The clinic provides comprehensive assessment, and when
appropriate, treatment with pubertal suppression and hormonal therapies, to patients
diagnosed with gender dysphoria. I have personally evaluated and treated over 400
patients with gender dysphoria. The majority of the patients receiving care range
between 10 and 21 years old. Most patients attending clinic live in Michigan or Ohio. As
the Clinical Director, I oversee the clinical practice, which currently includes 4
physicians (including 1 psychiatrist), 1 nurse practitioner, 2 social workers, 1 research
coordinator, as well as nursing and administrative staff. I also actively conduct
research related to transgender medicine, gender dysphoria treatment, and mental

health concerns specific to transgender youth.

13. I also provide care in the Differences/Disorders of Sex Development
(DSD) Clinic at Michigan Medicine at Mott Children’s Hospital. The DSD Clinic is a
multidisciplinary clinic focused on providing care to infants and children with
differences in the typical path of sex development, which may be influenced by the
arrangement of sex chromosomes, the functioning of our gonads (i.e. testes, ovaries),
and our bodies’ response to hormones. The clinic is comprised of members from
Pediatric Endocrinology, Genetics, Psychology, Urology, Gynecology, Surgery, and
Social Work. In this clinic I have assessed and treated over 100 patients with DSD. In

my role as Medical Director of the Comprehensive Gender Services Program (CGSP),

4
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I lead Michigan Medicine’s broader efforts related to transgender services. CGSP is
comprised of providers from across the health system including pediatric care, adult
hormone provision, gynecologic services, adult surgical services, speech/language
therapy, mental health services, and primary care. I run monthly meetings with
representatives from these areas to help coordinate communication between
Departments. I coordinate strategic planning aimed to improve care within the health
system related to our transgender population. I also serve as the medical representative
for CGSP in discussions with health system administrators and outside entities.

14. I have authored numerous peer-reviewed articles related to treatment of
transgender youth. I have also co-authored chapters of medical textbooks related to
medical management of transgender patients. I have been invited to speak at numerous
hospitals, clinics, and conferences on topics related to clinical care and standards for

treating transgender children and youth.

15. The information provided regarding my professional background,
experiences, publications, and presentations is detailed in my curriculum vitae, a true
and correct copy of the most up-to-date version of which is attached as Exhibit A.

B.  Prior Testimony

16. In the past four years, I have been retained as an expert and provided
testimony at trial or by deposition in the following cases: Roe et al v. Utah High School

Activities Association et al (Third District Court in and for Salt Lake County, UT); and
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Menefee v. City of Huntsville Bd. of Educ., No. 5:18-cv-01481 (N.D. Ala.). I also
provided expert witness testimony on behalf of a parent in a custody dispute involving
a transgender child in the following case: In the Interest of Younger, No. DF-15-09887
(Dallas County, Texas). I have also been retained as an expert witness in Boe v.
Marshall, No. 2:22-cv-00184-LCB-SRW (M.D. Ala.) and Dekker v. Weida, No. 4:22-
cv-00325-RH-MAF (N.D. Fla.).

C. Compensation

17.  Iam being compensated at an hourly rate for the actual time that I devote
to this case, at the rate of $325 per hour for any review of records, preparation of reports,
declarations, and deposition and trial testimony. My compensation does not depend on
the outcome of this litigation, the opinions that I express, or the testimony that I
provide.

D. Bases for Opinions

18. In preparing this declaration, I reviewed the text of the Standards of
Practice for the Treatment of Gender Dysphoria in Minors issued by the Florida Board
of Medicine and Florida Board of Osteopathic Medicine in 2023.

19. I have also reviewed the materials listed in the bibliography attached as
Exhibit B to this report, as well as the materials listed within my curriculum vitae,
which is attached as Exhibit A. The sources cited therein include authoritative,

scientific peer-reviewed publications. They include the documents specifically cited as
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supportive examples in particular sections of this report. I may rely on these materials
as additional support for my opinions.

20. In addition, I have relied on my scientific education, training, and years
of clinical and research experience, and my knowledge of the scientific literature in the
pertinent fields.

21. The materials I have relied upon in preparing this report are the same
types of materials that experts in my field of study regularly rely upon when forming

opinions on these subjects.

22. To the best of my knowledge, [ have not met or spoken with the Plaintiffs
or their parents. My opinions are based solely on my extensive background and
experience treating transgender patients.

23. I may wish to supplement or revise these opinions or the bases for them
due to new scientific research or publications or in response to statements and issues
that may arise in my area of expertise.

II. EXPERT OPINIONS

A.  MEDICAL AND SCIENTIFIC BACKGROUND ON SEX AND
GENDER IDENTITY

24.  Sex is comprised of several components, including, among others,
internal reproductive organs, external genitalia, chromosomes, hormones, gender
identity, and secondary sex characteristics (IOM, 2011).

25. Gender identity is the medical term for a person’s internal, innate sense

7
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of belonging to a particular sex. Everyone has a gender identity. Diversity of gender
identity and incongruence between assigned sex at birth and gender identity are
naturally occurring sources of human biological diversity (IOM, 2011). The term
transgender refers to individuals whose gender identity does not align with their sex

assigned at birth (Shumer, et al., 2013).

26. The terms gender role and gender identity refer to different things.
Gender roles are behaviors, attitudes, and personality traits that a particular society
considers masculine or feminine, or associates with male or female social roles. For
example, the convention that girls wear pink and have longer hair, or that boys wear
blue and have shorter hair, are socially constructed gender roles from a particular
culture and historical period. By contrast, gender identity does not refer to socially
contingent behaviors, attitudes, or personality traits. It is an internal and largely
biological phenomenon, as reviewed below. Living consistent with one’s gender
identity is critical to the health and well-being of any person, including transgender

people (Hidalgo, et al., 2013; Shumer, et al., 2013; White Hughto, et al., 2015).

217. A person’s understanding of their gender identity may evolve over time
in the natural course of their life, however, attempts to “cure” transgender individuals
by forcing their gender identity into alignment with their birth sex has been found to
be both harmful and ineffective. In one study, transgender adults who recall previous

attempts from healthcare professionals to alter their gender identity reported an increase
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in lifetime suicide attempts and higher rates of severe psychological distress in the
present (Turban, et al., 2020a). In another study, exposure to these types of attempts
were found to increase the likelihood that a transgender adolescent will attempt suicide
by 55% and more than double the risk for running away from home (Campbell, et al.,
2002). Those practices have been denounced as unethical by all major
professional associations of medical and mental health professionals, such as the
American Medical Association, the American Academy of Pediatrics, the American
Psychiatric Association, and the American Psychological Association, among others
(Fish, et al., 2022).

28. Scientific research and medical literature across disciplines
demonstrates that gender identity, like other components of sex, has a strong biological
foundation. For example, there are numerous studies detailing the similarities in the
brain structures of transgender and non-transgender people with the same gender
identity (Luders, et al., 2009; Rametti, et al., 2011; Berglund, et al., 2008; Savic, et al.,
2011). In one such study, the volume of the bed nucleus of the stria terminalis (a
collection of cells in the central brain) in transgender women was equivalent to the

volume found in non-transgender women (Chung, et al., 2002).

29.  There are also studies highlighting the genetic components of gender
identity. Twin studies are a helpful way to understand genetic influences on human

diversity. Identical twins share the same DNA, while fraternal twins share roughly
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50% of the same DNA, however both types of twins share the same environment.
Therefore, studies comparing differences between identical and fraternal twin pairs
can help isolate the genetic contribution of human characteristics. Twin studies have
shown that if an identical twin is transgender, the other twin is much more likely to be
transgender compared to fraternal twins, a finding which points to genetic
underpinnings to gender identity development (Heylens, et al., 2012).

30. There is also ongoing research on how differences in fetal exposures to
hormones may influence gender identity. This influence can be examined by studying
a medical condition called congenital adrenal hyperplasia. Female fetuses affected by
congenital adrenal hyperplasia produce much higher levels of testosterone compared
to fetuses without the condition. While most females with congenital adrenal
hyperplasia have a female gender identity in adulthood, the percentage of those with
gender dysphoria is higher than that of the general population. This suggests that fetal
hormone exposures contribute to the later development of gender identity (Dessens, et
al, 2005).

31. There has also been research examining specific genetic differences that
appear associated with gender identity formation (Rosenthal, 2014). For example, one
study examining differences in the estrogen receptor gene among transgender women
and non-transgender male controls found that the transgender individuals were more

likely to have a genetic difference in this gene (Henningsson, et al., 2005).

10
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32. The above studies are representative examples of scientific research

demonstrating biological influences on gender identity. Gender identity, like other

complex human characteristics, is rooted in biology with important contributions
from neuroanatomic, genetic and hormonal variation (Roselli, 2018).

B. RATIONALE FOR MEDICAL TREATMENT OF GENDER
DYSPHORIA IN ADOLECENTS

33. All medical interventions, including treatment for gender dysphoria,
require rigorous study and evidence base.

34. There are several studies demonstrating positive results of gender-
affirming care in adolescents (de Vries, et al., 2014; de Vries, et al., 2011; Green, et al.,
2022; Smith, et al., 2005; Turban, et al., 2022). These studies consistently demonstrate
improvement of gender dysphoria with associated improvement of psychological
functioning. A 2014 long-term follow-up study following patients from early
adolescence through young adulthood showed that gender-affirming treatment allowed
transgender adolescents to make age-appropriate developmental transitions while
living as their affirmed gender with positive outcomes as young adults (de Vries, et al.,
2014). More recently, Green et al. (2022) describe that gender-affirming hormone
therapy is correlated with reduced rates of depression and suicidality among
transgender adolescents. Turban et al. (2022) documented that access to gender-
affirming hormone therapy in adolescence is associated with favorable mental health

outcomes in adulthood, when compared to individuals who desired but could not
11
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access hormonal interventions.

C. ASSESSMENT OF GENDER DYSPHORIA IN CHILDREN AND
ADOLESCENTS

35. Due to the incongruence between their assigned sex and gender identity,
transgender people experience varying degrees of gender dysphoria, a serious medical
condition defined in the American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders (DSM-5 TR) (APA, 2022). Gender Dysphoria is defined
as an incongruence between a patient’s assigned sex and their gender identity present
for at least six months, which causes clinically important distress in the person’s life.
This distress is further defined as impairment in social, occupational, or other important
areas of functioning (APA, 2022). Additional features may include a strong desire to
be rid of one’s primary or secondary sex characteristics, a strong desire to be treated
as a member of the identified gender, or a strong conviction that one has the typical

feelings of identified gender (APA, 2022).

36. The World Health Organization’s International Classification of
Diseases (ICD), the diagnostic and coding compendia for mental health and medical
professionals, codifies Gender Incongruence as the diagnosis resulting from the
incongruity between one’s gender identity and birth sex. The Gender Incongruence
diagnosis is part of a new “Conditions related to sexual health” chapter in the ICD-11,

which is the most recent iteration of the ICD published in 2019 (Costa, et al., 2015;
12
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WHO, 2019). This reflects evidence that transgender and gender diverse identities are
not conditions of mental ill health and classifying them as such can cause enormous
stigma.

37. In children and adolescents, the diagnosis of gender dysphoria is made
by a health provider including but not limited to a psychiatrist, psychologist, social
worker, or therapist with expertise in gender identity concerns. It is recommended that
children and adolescents diagnosed with gender dysphoria engage with a
multidisciplinary team of mental health and medical professionals to formulate a
treatment plan, in coordination with the parent(s) or guardian(s), with a goal of
reduction of gender dysphoria. The Standards of Care for the Health of Transgender
and Gender Diverse People, Version 8 (“SOC 8”), published by the World
Professional Association for Transgender Health (WPATH), provides guidance to
providers on how to provide comprehensive assessment and care to this patient
population based on medical evidence. These standards recommend involving relevant
disciplines, including mental health and medical professionals, to reach a decision with
families about whether medical interventions are appropriate and remain indicated
through the course of treatment. Multidisciplinary clinics, such as the Child and
Adolescent Gender Clinic where I practice, have structured their programs around this
model, as guided by the WPATH SOC.

D. EVIDENCE-BASED CLINICAL PRACTICE GUIDELINES FOR
THE TREATMENT OF GENDER DYSPHORIA IN CHILDREN,

13
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ADOLESCENTS

38. The goal of any intervention for gender dysphoria is to reduce dysphoria,
improve functioning, and prevent the harms caused by untreated gender dysphoria.

39. Gender dysphoria is highly treatable and can be effectively managed. If
left untreated, however, it can result in severe anxiety and depression, eating disorders,
substance abuse, self-harm, and suicidality (Reisner, et al., 2015).

40. Based on longitudinal data, and my own clinical experience, when
transgender adolescents are provided with appropriate medical treatment and have
parental and social support, they are more likely to thrive and grow into healthy adults

(de Vries, et al., 2014).

41. In children and adolescents, a comprehensive biopsychosocial
assessment is typically the first step in evaluation, performed by a mental health
provider with experience in gender identity. The goals of this assessment are to
develop a deep understanding of the young person’s experience with gender identity, to
consider whether the child or adolescent meets criteria for a diagnosis of gender
dysphoria, and to understand what options may be desired and helpful for the
adolescent (Coleman, et al., 2022; Coleman, et al., 2012; Hembree, et al., 2017,
Hembree, et al., 2009).

42. For children younger than pubertal age, the only recommended

treatments do not involve medications. For adolescents, additional treatments

14
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involving medications may be appropriate.

43. For pre-pubertal children with gender dysphoria, treatments may include
supportive therapy, encouraging support from loved ones, and assisting the young
person through elements of a social transition. Social transition may include adopting
a new name and pronouns, appearance, and clothing, and correcting identity

documents.

44, Options for treatment after the onset of puberty include the use of
gonadotropin-releasing hormone agonists (“GnRHa”) for purposes of preventing
progression of pubertal development, and hormonal interventions such as
testosterone and estrogen administration. These treatment options are based on robust
research and clinical experience, which consistently demonstrate safety and efficacy.

45. Clinical practice guidelines have been published by several long-
standing and well-respected medical bodies: the World Professional Association for
Transgender Health (WPATH) and the Endocrine Society (Coleman, et al., 2022;
Coleman, et al., 2012; Hembree, et al., 2017; Hembree, et al., 2009), as well as the
UCSF Center for Excellence in Transgender Health (Deutsch (ed.), 2016). The clinical
practice guidelines and standards of care published by these organizations provide a
framework for treatment of gender dysphoria in adolescents.

46.  WPATH has been recognized as the standard-setting organization for the

treatment of gender dysphoria since its founding in 1979. The most recent WPATH

15
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Standards of Care (SOC 8) were published in 2022 and represent expert consensus for
clinicians related to medical care for transgender people, based on the best available

science and clinical experience (Coleman, et al., 2022).

47. The purpose of the WPATH Standards of Care is to assist health
providers in delivering necessary medical care to transgender people, to maximize
their patients’ overall health, psychological well-being, and self-fulfillment. The
WPATH Standards of Care serve as one of the foundations for the care provided in my
own clinic.

48. The WPATH SOC 8 is based on rigorous review of the best available
science and expert professional consensus in transgender health. International
professionals were selected to serve on the SOC 8 writing committee.
Recommendation statements were developed based on data derived from independent
systemic literature reviews. Grading of evidence was performed by an Evidence
Review Team which determined the strength of evidence presented in each individual
study relied upon in the document (Coleman, et al., 2022).

49, The previous version (SOC 7), published in 2012 (Coleman, et al.,
2012), was similar to SOC 8 in the basic tenets of management for transgender
adolescents; however, SOC 8 further reinforces these guidelines with data published

since the release of SOC 7.

50.  In addition, the Endocrine Society is a 100-year-old global membership

16
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organization representing professionals in the field of adult and pediatric
endocrinology. In 2017, the Endocrine Society published clinical practice guidelines on
treatment recommendations for the medical management of gender dysphoria, in
collaboration with Pediatric Endocrine Society, the European Societies for
Endocrinology and Pediatric Endocrinology, and WPATH, among others (Hembree, et
al, 2017).

S1. The Endocrine Society Clinical Guidelines were developed through
rigorous scientific processes that “followed the approach recommended by the Grading
of Recommendations, Assessment, Development, and Evaluation group, an
international group with expertise in the development and implementation of evidence-
based guidelines.” The guidelines affirm that patients with gender dysphoria often must
be treated with “a safe and effective hormone regimen that will
(1) suppress endogenous sex hormone secretion determined by the person’s
genetic/gonadal sex and (2) maintain sex hormone levels within the normal range for
the person’s affirmed gender.” (Hembree, et al., 2017).

52. The AAP is the preeminent professional body of pediatricians in the
United States, with over 67,000 members. The AAP endorses a commitment to the
optimal physical, mental, and social health and well-being for youth. The 2018 policy
statement titled Ensuring Comprehensive Care and Support for Transgender and

Gender-Diverse Children and Adolescents further lends support to the treatment

17
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options outlined in the WPATH Standards of Care and the Endocrine Society’s

Clinical Practice Guidelines (Rafferty, et al., 2018).

53. Aside from the AAP, the tenets set forth by the Endocrine Society
Clinical Practice Guidelines and the WPATH Standards of Care are supported by the
major professional medical and mental health associations in the United States,
including the American Medical Association, the American Psychological
Association, the American Psychiatric Association, and American Academy of Family
Physicians, among others (e.g., AMA, 2019; American Psychological Association,
2015; Drescher, et al., 2018 (American Psychiatric Association); Hembree, et al., 2017
(Endocrine Society); Klein, et al., 2018 (AAFP); National Academies, 2020; WPATH,
2016).

54. As a board-certified pediatric endocrinologist, I follow the Endocrine
Society Clinical Practice Guidelines and the WPATH Standards of Care when treating

my patients.

E. TREATMENT PROTOCOLS FOR GENDER DYSPHORIA IN
CHILDREN AND ADOLESCENTS

55. Central to the guidance from WPATH, the Endocrine Society, and the
AAP is the importance of familial love and support. Transgender youth who report
high levels of rejection from family have lower self-esteem and higher degrees of
isolation. These youth are at very high risk for health and mental health problems when

they become young adults. According to the Family Acceptance Project, transgender
18
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young people who reported high levels of family rejection are significantly more likely
to have attempted suicide, to report high levels of depression, to use illegal drugs, and
to be at high risk for HIV and sexually transmitted diseases compared with transgender
young people who report no or low levels of rejection by family due to their identity
(Ryan, et al., 2010).

56.  Undergoing treatment to alleviate gender dysphoria is commonly
referred to as a transition. The transition process in adolescence typically includes
(1) social transition and/or (ii) medications, including puberty-delaying medication and
hormone therapy. The steps that make up a person’s transition and their sequence will
depend on that individual’s medical and mental health needs and decisions made

between the patient, family, and multidisciplinary care team.

57. There are no medications considered for transition until after the onset
of puberty. Puberty is a process of maturation heralded by production of sex
hormones—testosterone and estrogen—Ieading to the development of secondary sex
characteristics. Secondary sex characteristics include testosterone-induced effects such
as deepening of the voice, muscular changes, facial and body hair, and estrogen-
induced effects such as breast development. There is diversity in the age of pubertal
onset; however, most adolescents begin puberty between ages 10 and 12 years.

58. Gender exploration in childhood is expected and healthy. The majority

of prepubertal children exploring their gender do not develop gender dysphoria and are
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not expected to become transgender adolescents or adults. In contrast, data and
personal experience shows that children whose gender dysphoria persists into
adolescence are highly likely to be transgender (van der Loos, et al., 2022). Some
individuals in this field misinterpret older studies showing that a large percentage of
children diagnosed with gender identity disorder did not grow up to be transgender.
Those studies include children who would not fulfill the current diagnostic criteria for
gender dysphoria and, in any case, have no relevance to this case because no

medications are prescribed to prepubertal children.

59.  Puberty-delaying medication and hormone-replacement therapy—both
individually and in combination—can significantly improve a transgender young
person’s mental health. These treatments allow for a physical appearance more closely
aligning with gender identity and decreases the likelihood that a transgender young
person will be incorrectly identified with their assigned sex, further alleviating their
gender dysphoria, and bolstering the effectiveness of their social transition.

60. At the onset of puberty, adolescents begin to experience the onset of
secondary sex characteristics. Adolescents with differences in gender identity may
have intensification of gender dysphoria during this time due to development of
secondary sex characteristics incongruent with gender identity. Persistence or
intensification of gender dysphoria as puberty begins is used as a helpful diagnostic

tool as it becomes more predictive of gender identity persistence into adolescence and

20
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adulthood (de Vries, et al., 2012).

i. Treatment with puberty-delaying medications

61. Adolescents diagnosed with gender dysphoria who have entered puberty
(Tanner Stage 2) may be prescribed puberty-delaying medications (GnRHa) to prevent
the distress of developing permanent, unwanted physical characteristics that do not
align with the adolescent’s gender identity. Tanner Stage 2 refers to the stage in
puberty whereby the physical effects of testosterone or estrogen production are first
apparent on physical exam. Specifically, this is heralded by the onset of breast budding
in an individual assigned female at birth, or the onset of testicular enlargement in an
individual assigned male at birth. For individuals assigned male at birth, Tanner Stage
2 typically occurs between age 9-14, and for those assigned female at birth between
age 8-12.

62. The treatment works by pausing endogenous puberty at whatever stage it
i1s at when the treatment begins, limiting the influence of a person’s endogenous
hormones on their body. For example, a transgender girl will experience no
progression of physical changes caused by testosterone, including facial and body hair,
an Adam’s apple, or masculinized facial structures. And, in a transgender boy, those
medications would prevent progression of breast development, menstruation, and

widening of the hips (Coleman, et al., 2022; de Vries, et al., 2012; Deutsch (ed.), 2016;

21
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Hembree, et al., 2017; Rosenthal, 2014).

63. GnRHa have been used extensively in pediatrics for several decades.
Prior to their use for gender dysphoria, they were used (and still are used) to treat
precocious puberty. GnRHa work by suppressing the signal hormones from the
pituitary gland (luteinizing hormone [LH] and follicle stimulating hormone [FSH]) that
stimulate the testes or ovaries to produce sex hormones. Upon discontinuation of
GnRHa, LH and FSH production resume and puberty will also resume.

64. GnRHa have no long-term implications on fertility. In transgender
youth, it is most typical to use GnRHa from the onset of puberty (Tanner Stage 2) until
mid-adolescence. While treating, the decision to continue treatment will be continually
evaluated. Should pubertal suppression no longer be desired, GnRHa would be
discontinued, and puberty would re-commence.

65. Prior to initiation of GnRHa, providers counsel patients and their
families extensively on potential benefits and risks. The designed benefit of the
treatment is to reduce the risk of worsening gender dysphoria and mental health
deterioration. Furthermore, development of secondary sex characteristics incongruent
with gender identity could result in the future need for surgeries and other body
alterations that would not be needed if GnRHa had been used.

66. As an experienced pediatric endocrinologist, I treat patients with these

same medications for both precocious puberty and gender dysphoria and in both cases

22
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the side effects are comparable and easily managed. And for both patient populations

the risks are greatly outweighed by the benefits of treatment.

67. In addition, I regularly prescribe GnRHa for patients who do not meet
criteria for precocious puberty but who require pubertal suppression. Examples include
patients with disabilities who are unable to tolerate puberty at the typical age due to
hygienic concerns; minors with growth hormone deficiency who despite growth
hormone treatment will have a very short adult height; and young women with
endometriosis. As with gender dysphoria, the prescription of GnRHa to treat these
conditions is “off-label,” yet it is widely accepted within the field of endocrinology
and not considered experimental. The same holds true for other common medications
used in pediatric endocrinology: using metformin for weight loss; growth hormone for
short stature not caused by growth hormone deficiency; countless medications used to
control type 2 diabetes which have an adult indication but whose manufacturers have
not applied for a pediatric indication.

ii. Treatment with hormone therapy

68. In mid-adolescence, the patient, their parents, and the patient’s care team
may discuss the possibility of beginning the use of testosterone or estrogen. In my
practice we discuss these treatments for a patient who is currently receiving GnRHa,
or patients who have already gone through their endogenous puberty and either did not

have access to, desire, or elect for GnRHa treatment.
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69. These hormone therapies are used to treat gender dysphoria in
adolescents to facilitate development of sex-specific physical changes congruent with
their gender identity. For example, a transgender boy prescribed testosterone will
develop a lower voice as well as facial and body hair, while a transgender girl
prescribed estrogen will experience breast growth, female fat distribution, and softer
skin.

70. Under the Endocrine Society Clinical Guidelines and SOC 8, hormone
therapy is an appropriate treatment for transgender adolescents with gender dysphoria
when the experience of dysphoria is marked and sustained over time, the adolescent
demonstrates emotional and cognitive maturity required to provide and informed
consent/assent for treatment, other mental health concerns (if any) that may interfere
with diagnostic clarity and capacity to consent have been addressed, the adolescent has
discussed reproductive options with their provider. SOC 8 also highlights the
importance of involving parent(s)/guardian(s) in the assessment and treatment process

for minors (Coleman, et al., 2022; Hembree, et al., 2017).

71. Similar to GnRHa, the risks and benefits of hormone treatment are
discussed with patients (and families, if the patient is a minor) prior to initiation of
testosterone or estrogen. When treated with testosterone or estrogen, the goal is to
maintain the patient’s hormone levels within the normal range for their gender.

Laboratory testing is recommended to ensure proper dosing and hormonal levels. If
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starting hormonal care after completing puberty, discussion of egg or sperm
preservation prior to starting treatment is recommended.

72. Regardless of the treatment plan prescribed, at every encounter with the
care team there is a re-evaluation of the patient’s gender identity and their transition
goals. Should a patient desire to discontinue a medical intervention, the intervention is
discontinued. Discontinuation of GnRHa will result in commencement of puberty.
Findings from studies in which participants have undergone comprehensive evaluation
prior to gender care show low levels of regret (de Vries, et al., 2011; van der Loos, et
al., 2022; Wiepjes, et al., 2018).

73. Surgical interventions, including but not limited to chest and genital
surgery, are indicated in appropriately selected patients. These surgeries are not
typically performed in adolescence but rather considered in adulthood. Surgical care
is not addressed in this case. The WPATH SOC 8 outlines the current literature
supporting benefits of surgical interventions for patients with gender dysphoria
(Coleman, et al., 2022).

F. SAFETY AND EFFICACY OF PUBERTY-DELAYING

MEDICATIONS AND HORMONE THERAPY TO TREAT
GENDER DYSPHORIA
74. GnRHa, prescribed for delaying puberty in transgender adolescents, is

both a safe and effective treatment. Patients under consideration for treatment are

working within a multidisciplinary team of providers all dedicated to making

25



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 26 of 55

informed and appropriate decisions with the patient and family in the best interest of the
adolescent. Physicians providing this intervention are trained and qualified in gender
1dentity concerns and childhood growth and development and are participating in this
care out of a desire to improve the health and wellness of transgender youth and
prevent negative outcomes such as depression and suicide.

75. GnRHa, including injectable leuprolide and implantable histrelin, have
rare side effects which are discussed with patients and families prior to initiation. Mild
negative effects may include pain at the injection or implantation site, sterile abscess
formation, weight gain, hot flashes, abdominal pain, and headaches. These effects can
be seen in patients receiving GnRHa for gender dysphoria, or for other indications such
as precocious puberty. I counsel patients on maintaining a healthy diet and promote
physical activity, and regularly document height and weight during treatment.

Nutritional support can be provided for patients at risk for obesity.

76. Risk of lower bone mineral density in prolonged use of GnRHa can be
mitigated by screening for, and treating, vitamin D deficiency when present, and by
limiting the number of years of treatment based on a patient’s clinical course
(Rosenthal, 2014). An exceptionally rare but significant side effect, increased
intracranial pressure, has been reported in six patients (five treated for precocious
puberty, one for transgender care), prompting an FDA warning in July 2022 (AAP,

2022). These cases represent an extremely small fraction of the thousands of patients
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who have been treated with GnRHa over decades. Symptoms of this side effect
(headache, vomiting, visual changes) are reviewed with families and if they occur the
medication is discontinued.

77. GnRHa do not have long-term implications on fertility. This is clearly
proven from decades of use in the treatment of precocious puberty (Guaraldi, et al.,
2016; Martinerie, et al, 2021). Progression through natal puberty is required for
maturation of egg or sperm. If attempting fertility after previous treatment with GnRHa
followed by hormone therapy is desired, an adult patient would withdraw from
hormones and allow pubertal progression. Assistive reproduction could be employed
if needed (T’Sjoen, et al., 2013).

78. Patients who initiate hormones after completing puberty are offered
gamete preservation prior to hormonal initiation (Coleman, et al., 2022), but even
when not undertaken, withdrawal of hormones in adulthood often is successful in

achieving fertility when it is desired (Light, et al., 2014; Knudson, et al., 2017).

79. Discussing the topic of fertility is important, and not specifically unique
to treatment of gender dysphoria. Medications used for other medical conditions, such
as chemotherapeutics used in cancer treatment, can affect fertility. For all medications
with potential impacts on fertility, the potential risks and benefits of both treatment
and non-treatment should be reviewed and data regarding risk for infertility clearly

articulated prior to the consent or assent of the patient. Risk for fertility changes must
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be balanced with the risk of withholding treatment.

80. Review of relevant medical literature clearly supports the benefits of
GnRHa treatment on both short-term and long-term psychological functioning and
quality of life (e.g., Achille, et al., 2020; Carmichael, et al., 2021; Costa, et al., 2015; de
Vries, et al., 2014; de Vries, et al., 2011; Kuper, et al., 2020; Turban, et al., 2020b; van
der Miesen, et al., 2020). For example, a 2014 long-term follow-up study following
patients from early adolescence through young adulthood showed that gender-
affirming treatment allowed transgender adolescents to make age-appropriate
developmental transitions while living as their affirmed gender with positive outcomes
as young adults (de Vries, et al., 2014).

81. In my own practice, adolescent patients struggling with significant
distress at the onset of puberty routinely have dramatic improvements in mood, school
performance, and quality of life with appropriate use of GnRHa. Side effects
encountered are similar to those seen in other patients treated with these medications

and easily managed.

82. Hormone therapy (testosterone or estrogen) is prescribed to older
adolescents with gender dysphoria. As is the case with GnRHa, the need for hormone
therapy is not unique to transgender adolescents. Patients with conditions such as
delayed puberty, hypogonadism, Turner Syndrome, Klinefelter Syndrome, agonism,

premature ovarian failure, and disorders of sex development all require treatment with
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these hormones, often starting in adolescence and continuing lifelong. Without
testosterone or estrogen treatment, these patients would be unable to progress through
puberty normally, which would have serious medical and social consequences.
Whether used in adolescents to treat gender dysphoria, or to treat any of these other
conditions, testosterone and estrogen are prescribed with a goal to raise the testosterone
or estrogen level into the normal male or female range for the patient’s age. Careful
monitoring of blood levels and clinical progress are required. Side effects are rare, but
most often related to overtreatment, which can be minimized with this monitoring.
Additionally, side effects are considered, discussed, and easily managed in all
individuals needing hormone therapy regardless of the diagnosis necessitating these

medications.

83. Venous thromboembolism (blood clotting) is a known side effect of
estrogen therapy in all individuals placed on it including transgender women. Risk is
increased in old age, in patients with cancer, and in patients who smoke nicotine. This
side effect is mitigated by careful and accurate prescribing and monitoring. In my

career, no patient has suffered a thromboembolism while on estrogen therapy.

84.  Treatment of gender dysphoria with testosterone or estrogen is highly
beneficial for both short-term and long-term psychological functioning of adolescents
with gender dysphoria and withholding treatment from those who need it is harmful

(e.g., Achille, et al., 2020; Allen, et al., 2019; Chen, et al., 2023; de Lara, et al., 2020;
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de Vries, et al., 2014; Grannis, et al., 2021; Green, et al., 2022; Kaltiala, et al., 2020;
Kuper, et al., 2020). To highlight examples, Green et al. (2022) describe that gender-
affirming hormone therapy is correlated with reduced rates of depression and
suicidality among transgender adolescents. Turban et al. (2022) documented that
access to gender-affirming hormone therapy in adolescence is associated with
favorable mental health outcomes in adulthood, when compared to individuals who
desired but could not access hormonal interventions.

85. I treat many patients with gender dysphoria GnRHa, testosterone, and
estrogen. Side effects related to these medications are very rare and can be treated with
dose adjustment and/or lifestyle changes.

86. In sum, the use of GnRHa and hormones in adolescents for the treatment
of gender dysphoria is the current standard of care and certainly not experimental. This
is due to robust evidence of safety and efficacy. The sum of the data supports the
conclusion that treatment of gender dysphoria with these interventions promotes
wellness and helps to prevent negative mental health outcomes, including suicidality
in adolescents. The data to support these interventions are so strong that withholding

such interventions would be negligent and unethical.

G. HARMS ASSOCIATED WITH PROHIBITING AND
DISCONTINUING TREATMENT

87. Prohibition of gender-affirming care for adolescents is likely to have

devastating consequences. I am concerned such a prohibition might lead to a
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staggering increase in mental health problems including suicidality for transgender
children and adolescents in Florida. One study which highlights my concern is a study
of over 21,000 patients who report ever desiring gender-affirming hormone care. When
comparing those who were able to access this care to those desiring but never accessing
care, those able to access care had lower odds of suicidality within the past year. In
addition, those individuals where were able to access care in adolescence had lower
odds of suicidality compared to those waiting to access until adulthood (Turban, et al.,
2022).

88.  Even more concerning is a situation where patients currently receiving
care and thriving would be forced to discontinue this care.
III. CONCLUSION

89. In summary, banning gender-affirming care for adolescent children runs
counter to evidence-based best practices and standards of care for the treatment of
gender dysphoria.

90. Gender dysphoria is a challenging condition, but it is treatable through
individualized assessment and treatment, which may include social transition,
psychotherapy, pubertal suppression, and hormonal therapy. These treatments are not
experimental and are supported by all major medical bodies in the field of transgender
medicine and pediatrics.

91. Lack of access to these treatments will result in worse outcomes for
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countless youth in Florida. Furthermore, banning coverage for evidence-based
treatment for gender dysphoria sends a message that transgender youth are not valid and

should be stigmatized.

92. In my own clinical practice in Michigan, I have seen an influx of patients
from states banning medically proven treatments for gender dysphoria who report not
feeling safe living in the community that they have always called home. Parents who
love and support their transgender children have described themselves as “refugees”
in their own country, moving to avoid discriminatory laws which they know would
clearly harm their health or the health of their child.

93. Banning coverage of effective treatment for gender dysphoria will not
eliminate transgender youth, but will, unfortunately, lead to an increase in mental

health problems and suicidality in an already vulnerable population.

I declare under penalty of perjury under the laws of the United States of
America that the foregoing is true and correct.

Executed this 7th day of April 2023.

LV

Daniel Shumer, M.D.
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3. Martin S, Sandberg ES, Shumer DE: Criminalization of Gender-Affirming
Care - Interfering with Essential Treatment for Transgender Children and
Adolescents, 01/2021

Erratum

1. Tishelman AC, Kaufman R, Edwards-Leeper L, Mandel FH, Shumer DE,
Spack NP: Correction to Serving Transgender Youth: Challenges, Dilemmas, and
Clinical Examples, [Professional Psychology: Research and Practice, 46(1),
(2015) 37-45], Professional Psychology: Research and Practice.46(4): 249,
0872015

Journal Articles

1.  Shumer DE, Thaker V, Taylor GA, Wassner AJ: Severe hypercalcaemia due
to subcutaneous fat necrosis: Presentation, management and complications,
Archives of Disease in Childhood: Fetal and Neonatal Edition.99(5)01/2014.
PM24907163

2. Tishelman AC, Kaufman R, Edwards-Leeper L, Mandel FH, Shumer DE,
Spack NP: Serving transgender youth: Challenges, dilemmas, and clinical

examples, Professional Psychology: Research and Practice.46(1): 37-45,
02/2015. PM26807001

3. Reisner SL, Vetters R, Leclerc M, Zaslow S, Wolfrum S, Shumer DE,
Mimiaga MJ: Mental health of transgender youth in care at an adolescent Urban

community health center: A matched retrospective cohort study, Journal of
Adolescent Health.56(3): 274-279, 03/2015. PM25577670

11



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 45 of 55

4.  Shumer DE, Tishelman AC: The Role of Assent in the Treatment of
Transgender Adolescents, International Journal of Transgenderism.16(2): 97-102,
04/2015. PM27175107

5. Shumer DE, Roberts AL, Reisner SL, Lyall K, Austin SB: Brief Report:
Autistic Traits in Mothers and Children Associated with Child’s Gender

Nonconformity, Journal of Autism and Developmental Disorders.45(5): 1489-
1494, 05/2015. PM25358249

6. Tishelman AC, Kaufman R, Edwards-Leeper L, Mandel FH, Shumer DE,
Spack NP: Reply to comment on "serving transgender youth: Challenges,

dilemmas, and clinical examples" by Tishelman et al. (2015), Professional
Psychology: Research and Practice.46(4): 307, 08/2015. PM26858509

7.  Shumer DE, Reisner SL, Edwards-Leeper L, Tishelman A: Evaluation of
Asperger Syndrome in Youth Presenting to a Gender Dysphoria Clinic, LGBT
Health.3(5): 387-390, 10/2016. PM26651183

8. Tishelman AC, Shumer DE, Nahata L: Disorders of sex development:

Pediatric psychology and the genital exam, Journal of Pediatric Psychology.42(5):
530-543, 01/2017. PM27098964

9. Edwards-Leeper L, Shumer DE, Feldman HA, Lash BR, Tishelman AC:
Psychological profile of the first sample of transgender youth presenting for

medical intervention in a U.S. pediatric gender center, Psychology of Sexual
Orientation and Gender Diversity.4(3): 374-382, 01/2017

10. Shumer DE, Abrha A, Feldman HA, Carswell J: Overrepresentation of
adopted adolescents at a hospital-based gender dysphoria clinic, Transgender
Health.2(1): 76-79, 07/2017. PM28861549

11.  Strang JF, Meagher H, Kenworthy L, de Vries AL C, Menvielle E,
Leibowitz S, Janssen A, Cohen-Kettenis P, Shumer DE, Edwards-Leeper L,
Pleak RR, Spack N, Karasic DH, Schreier H, Balleur A, Tishelman A, Ehrensaft
D, Rodnan L, Kuschner ES, Mandel F, Caretto A, Lewis HC, Anthony LG: Initial
Clinical Guidelines for Co-Occurring Autism Spectrum Disorder and Gender

Dysphoria or Incongruence in Adolescents, Journal of Clinical Child and
Adolescent Psychology.47(1): 105-115, 01/2018. PM27775428

12



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 46 of 55

12.  Selkie E, Adkins V, Masters E, Bajpai A, Shumer DE: Transgender
Adolescents' Uses of Social Media for Social Support, Journal of Adolescent
Health.66(3): 275-280, 03/2020. PM31690534

13.  Warwick RM, Shumer DE: Gender-affirming multidisciplinary care for
transgender and non-binary children and adolescents, Children's Health
Care.01/2021

14. Araya AC, Warwick R, Shumer DE, Selkie E: Romantic relationships in
transgender adolescents: A qualitative study, Pediatrics.147(2)02/2021.
PM33468600

15. Warwick RM, Araya AC, Shumer DE, Selkie EM: Transgender Youths’
Sexual Health and Education: A Qualitative Analysis, Journal of Pediatric and
Adolescent Gynecology.35(2): 138-146, 04/2022. PM34619356

Letters

1. Strang JF, Janssen A, Tishelman A, Leibowitz SF, Kenworthy L, McGuire
JK, Edwards-Leeper L, Mazefsky CA, Rofey D, Bascom J, Caplan R, Gomez-
Lobo V, Berg D, Zaks Z, Wallace GL, Wimms H, Pine-Twaddell E, Shumer DE,
Register-Brown K, Sadikova E, Anthony LG: Revisiting the Link: Evidence of the
Rates of Autism in Studies of Gender Diverse Individuals, Journal of the
American Academy of Child and Adolescent Psychiatry.57(11): 885-887, 11/2018.
PM30392631

Letters to editor

1.  Shumer DE: Doctor as environmental steward, 01/2009. PM 19364173
Notes

1.  Shumer DE, Mehringer J, Braverman L, Dauber A: Acquired
hypothyroidism in an infant related to excessive maternal iodine intake: Food for
thought, Endocrine Practice.19(4): 729-731, 07/2013. PM23512394

Podcasts

1.  Gaggino L, Shumer WG D: Pediatric Meltdown: Caring for Transgender
Youth with Compassion: What Pediatricians Must Know, 01/2020

13



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 47 of 55

Reviews

1. Shumer DE, Spack NP: Current management of gender identity disorder in
childhood and adolescence: Guidelines, barriers and areas of controversy, Current
Opinion in Endocrinology, Diabetes and Obesity.20(1): 69-73, 02/2013.
PM23221495

2. Guss C, Shumer DE, Katz-Wise SL: Transgender and gender
nonconforming adolescent care: Psychosocial and medical considerations, Current
Opinion in Pediatrics.27(4): 421-426, 08/2015. PM26087416

3. Shumer DE, Nokoff NJ, Spack NP: Advances in the Care of Transgender
Children and Adolescents, Advances in Pediatrics.63(1): 79-102, 08/2016.
PM27426896

Short Surveys

1. Shumer DE, Spack NP: Transgender medicine-long-term outcomes from 'the
Dutch model', Nature Reviews Urology.12(1): 12-13, 01/2015. PM25403246

Abstracts/Posters

1. Shumer D, Kinnear H, McLain K, Morgan H: Development of a Transgender
Medicine Elective for 4th Year Medical Students, National Transgender Health
Summitt, Oakland, CA, 2017

2. Shumer D: Overrepresentation of Adopted Children in a Hospital Based
Gender Program, World Professional Association of Transgender Health Biennial
International Symposium, Amsterdam, The Netherlands, 2016

3. Shumer D: Mental Health Presentation of Transgender Youth Seeking
Medical Intervention, World Professional Association of Transgender Health
Biennial International Symposium, Amsterdam, The Netherlands, 2016

4. Adkins V, Masters E, Shumer D, Selkie E: Exploring Transgender
Adolescents' Use of Social Media for Support and Health Information Seeking
(Poster Presentation), Pediatric Research Symposium, Ann Arbor, MI, 2017

14



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 48 of 55

Exhibit B
Bibliography




Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 49 of 55

BIBLIOGRAPHY

Achille, C., Taggart, T., Eaton, N. R., Osipoff, J., Tafuri, K., Lane, A., & Wilson, T. A. (2020).
Longitudinal impact of gender-affirming endocrine intervention on the mental health and well-

being of transgender youths: preliminary results. International journal of pediatric endocrinology,
2020, 8.

Allen, N. G., Krishna, K. B., & Lee, P. A. (2021). Use of gonadotropin-releasing hormone analogs
in children. Current opinion in pediatrics, 33(4), 442—448.

Allen, L.R., Watson, L.B., Egan, A.M., & Moser, C.N. (2019). Well-Being and Suicidality Among
Transgender Youth After Gender-Affirming Hormones. Clinical Practice in Pediatric Psychology,
7(3), 302-311.

American Medical Association and GLMA (2019). Health Insurance Coverage for Gender-
Affirming Care of Transgender Patients. https://www.ama-assn.org/system/files/2019-
03/transgender-coverage-issue-brief.pdf

American Psychological Association. (2015). Guidelines for psychological practice with
transgender and gender nonconforming people. American Psychologist, 70, 832-864.

American Psychiatric Association. (2022). Diagnostic and statistical manual of mental disorders
(5th ed., text rev.). Arlington, VA: American Psychiatric Publishing.

Ashley, F. (2022). The clinical irrelevance of “desistance” research for transgender and gender
creative youth. Psychology of Sexual Orientation and Gender Diversity, 9(4), 387-397.

Berglund, H., Lindstrom, P., Dhejne-Helmy, C., & Savic, 1. (2008). Male-to-female transsexuals

show sex-atypical hypothalamus activation when smelling odorous steroids. Cerebral cortex (New
York, N.Y. : 1991), 18(8), 1900-1908.

Campbell, Travis and Rodgers, Yana van der Meulen, Conversion Therapy, Suicidality, and
Running Away: An Analysis of Transgender Youth in the U.S. (November 15, 2022). Available
at SSRN: http://dx.doi.org/10.2139/ssrn.4180724

Carmichael, P., Butler, G., Masic, U., Cole, T. J., De Stavola, B. L., Davidson, S., Skageberg, E.
M., Khadr, S., & Viner, R. M. (2021). Short-term outcomes of pubertal suppression in a selected

cohort of 12 to 15 year old young people with persistent gender dysphoria in the UK. PloS
one, 16(2), €0243894.

Chen D, Berona J, Chan YM, Ehrensaft D, Garofalo R, Hidalgo MA, Rosenthal SM, Tishelman
AC, Olson-Kennedy J. (2023). Psychosocial Functioning in Transgender Youth after 2 Years of
Hormones. New England Journal of Med. 2023 Jan 19;388(3):240-250.

Chung, W. C., De Vries, G. J., & Swaab, D. F. (2002). Sexual differentiation of the bed nucleus of
the stria terminalis in humans may extend into adulthood. The Journal of neuroscience: the official
Jjournal of the Society for Neuroscience, 22(3), 1027-1033.



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 50 of 55

Cohen-Kettenis, P. T., & van Goozen, S. H. (1997). Sex reassignment of adolescent transsexuals:
a follow-up study. Journal of the American Academy of Child and Adolescent Psychiatry, 36(2),
263-271.

Coleman, E., Radix, A. E., Bouman, W. P., Brown, G. R., de Vries, A. L. C., Deutsch, M. B.,
Ettner, R., Fraser, L., Goodman, M., Green, J., Hancock, A. B., Johnson, T. W., Karasic, D. H.,
Knudson, G. A., Leibowitz, S. F., Meyer-Bahlburg, H. F. L., Monstrey, S. J., Motmans, J., Nahata,
L., Nieder, T. O., ... Arcelus, J. (2022). Standards of Care for the Health of Transgender and
Gender Diverse People, Version 8. International journal of transgender health, 23(Suppl 1), S1—
S259.

Coleman, E., Bockting, W., Botzer, M., Cohen-Kettenis, P., DeCuypere, G., Feldman, J., ... &
Zucker, K. (2012). Standards of care for the health of transsexual, transgender, and gender-
nonconforming people, version 7. International Journal of Transgenderism, 13(4), 165-232.

Colizzi, M., Costa, R., & Todarello, O. (2014). Transsexual patients' psychiatric comorbidity and
positive effect of cross-sex hormonal treatment on mental health: results from a longitudinal study.
Psychoneuroendocrinology, 39, 65-73.

Colizzi, M., Costa, R., Pace, V., & Todarello, O. (2013). Hormonal treatment reduces
psychobiological distress in gender identity disorder, independently of the attachment style. The
Jjournal of sexual medicine, 10(12), 3049-3058.

Corda, E., Bandecchi, C., Deiana, V., Pintore, S., Pinna, F., Pusceddu, R., . . . Carpiniello, B. (2016).
Body image and gender role perceived in gender dysphoria: Cross-sex hormone therapy effects.
European Psychiatry, 33(S1), S589-S589.

Costa, R., Dunsford, M., Skagerberg, E., Holt, V., Carmichael, P., & Colizzi, M. (2015).
Psychological Support, Puberty Suppression, and Psychosocial Functioning in Adolescents with
Gender Dysphoria. The journal of sexual medicine, 12(11), 2206-2214.

de Lara, D.L., Rodriguez, O.P., Flores, I.C., et al. (2020). Psychosocial Assessment in Transgender
Adolescents. Anales de Pediatria (English Edition), 93(1), 41-48.

de Vries, A.L.C., McGuire, J. K., Steensma, T. D., Wagenaar, E. C. F., Doreleijers, T. A. H., &
Cohen-Kettenis, P. T. (2014). Young Adult Psychological Outcome After Puberty Suppression
and Gender Reassignment. Pediatrics, 134(4), 696-704.

de Vries, A. L., & Cohen-Kettenis, P. T. (2012). Clinical management of gender dysphoria in
children and adolescents: the Dutch approach. Journal of homosexuality, 59(3), 301-320.

de Vries, A.L., Steensma, T.D., Doreleijers, T.A., & Cohen-Kettenis, P.T. (2011). Puberty
suppression in adolescents with gender identity disorder: a prospective follow-up study. The journal
of sexual medicine, 8(8), 2276-2283.

Defreyne, J., T'Sjoen, G., Bouman, W. P., Brewin, N., & Arcelus, J. (2018). Prospective
Evaluation of Self-Reported Aggression in Transgender Persons. The journal of sexual
medicine, 15(5), 768-776.



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 51 of 55

Dessens, A. B., Slijper, F. M., & Drop, S. L. (2005). Gender dysphoria and gender change
in chromosomal females with congenital adrenal hyperplasia. Archives of sexual behavior,
34(4), 389-397.

Deutsch, M.B. (ed.). (2016). Guidelines for the Primary and Gender-Affirming Care of Transgender
and Gender Nonbinary People (2d ed.). San Francisco, CA: UCSF Center of Excellence for
Transgender Health. https://transcare.ucsf.edu/guidelines

Drescher, J., Haller, E., & Yarbrough, E. (2018). Position statement on access to care for
transgender and gender diverse individuals. Caucus of LGBTQ Psychiatrists and the Council on
Minority Mental Health and Health Disparities, American Psychiatric Association.

Ehrensaft, D. (2017). Gender nonconforming youth: current perspectives. Adolescent health,
medicine and therapeutics, 8, 57-67.

Fish, J. N., & Russell, S. T. (2020). Sexual Orientation and Gender Identity Change Efforts are
Unethical and Harmful. American journal of public health, 110(8), 1113—1114.

Fisher, A. D., Castellini, G., Ristori, J., Casale, H., Cassioli, E., Sensi, C., Fanni, E., Amato, A.
M., Bettini, E., Mosconi, M., Dettore, D., Ricca, V., & Maggi, M. (2016). Cross-Sex Hormone
Treatment and Psychobiological Changes in Transsexual Persons: Two-Year Follow-Up

Data. The Journal of clinical endocrinology and metabolism, 101(11), 4260-4269.

Grannis, C., Leibowitz, S. F., Gahn, S., Nahata, L., Morningstar, M., Mattson, W. L., Chen, D.,
Strang, J. F., & Nelson, E. E. (2021). Testosterone treatment, internalizing symptoms, and body
image dissatisfaction in transgender boys. Psychoneuroendocrinology, 132, 105358, 1-8.

Grant, Jaime M., Lisa A. Mottet, Justin Tanis, Jack Harrison, Jody L. Herman, and Mara Keisling.
(2011). Injustice at Every Turn: A Report of the National Transgender Discrimination Survey.
Washington: National Center for Transgender Equality and National Gay and Lesbian Task Force.

Green, A. E., DeChants, J. P., Price, M. N., & Davis, C. K. (2022). Association of Gender-
Affirming Hormone Therapy With Depression, Thoughts of Suicide, and Attempted Suicide
Among Transgender and Nonbinary Youth. The Journal of adolescent health: official publication
of the Society for Adolescent Medicine, 70(4), 643—-649.

Guaraldi, F., Beccuti, G., Gori, D., & Ghizzoni, L. (2016). Management of Endocrine Disease:
Long-term outcomes of the treatment of central precocious puberty. European journal of
endocrinology, 174(3), R79-R87.

Hembree, W. C., Cohen-Kettenis, P. T., Gooren, L., Hannema, S. E., Meyer, W. J., Murad, M. H.,
Rosenthal, S. M., Safer, J. D., Tangpricha, V., & T'Sjoen, G. G. (2017). Endocrine Treatment of
Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clinical Practice
Guideline. The Journal of clinical endocrinology and metabolism, 102(11), 3869-3903.

Hembree, W. C., Cohen-Kettenis, P., Delemarre-van de Waal, H. A., Gooren, L. J., Meyer, W.
J., 3rd, Spack, N. P., Tangpricha, V., Montori, V. M., & Endocrine Society (2009). Endocrine



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 52 of 55

treatment of transsexual persons: an Endocrine Society clinical practice guideline. The Journal of
clinical endocrinology and metabolism, 94(9), 3132-3154.

Henningsson, S., Westberg, L., Nilsson, S., Lundstrom, B., Ekselius, L., Bodlund, O., Lindstrom,
E., Hellstrand, M., Rosmond, R., Eriksson, E., & Landén, M. (2005). Sex steroid-related genes and
male-to-female transsexualism. Psychoneuroendocrinology, 30(7), 657-664.

Hidalgo, M. A., Ehrensaft, D., Tishelman, A. C., Clark, L. F., Garofalo, R., Rosenthal, S. M.,
Spack, N. P., Olson, J. (2013). The Gender Affirmative Model: What We Know and What We
Aim to Learn. Human Development, 56:285-290.

Heylens, G., Verroken, C., De Cock, S., T'Sjoen, G., & De Cuypere, G. (2014). Effects of
different steps in gender reassignment therapy on psychopathology: a prospective study of
persons with a gender identity disorder. The journal of sexual medicine, 11(1), 119-126.

Heylens, G., De Cuypere, G., Zucker, K. J., Schelfaut, C., Elaut, E., Vanden Bossche, H., De
Baere, E., & T'Sjoen, G. (2012). Gender identity disorder in twins: a review of the case report
literature. The journal of sexual medicine, 9(3), 751-757.

Institute of Medicine. (2011). The Health of Lesbian, Gay, Bisexual, and Transgender People:
Building a Foundation for Better Understanding. Washington (DC): National Academies Press
(US).

Light, A. D., Obedin-Maliver, J., Sevelius, J. M., & Kerns, J. L. (2014). Transgender men who
experienced pregnancy after female-to-male gender transitioning. Obstetrics and
gynecology, 124(6), 1120-1127.

Luders, E., Sanchez, F. J., Gaser, C., Toga, A. W., Narr, K. L., Hamilton, L. S., & Vilain, E.
(2009). Regional gray matter variation in male-to-female transsexualism. Neurolmage, 46(4),
904-907.

Kaltiala, R., Heino, E., Tyoldjirvi, M., & Suomalainen, L. (2020). Adolescent development and
psychosocial functioning after starting cross-sex hormones for gender dysphoria. Nordic journal
of psychiatry, 74(3), 213-219.

Keo-Meier, C. L., Herman, L. L., Reisner, S. L., Pardo, S. T., Sharp, C., & Babcock, J. C. (2015).
Testosterone treatment and MMPI-2 improvement in transgender men: a prospective controlled
study. Journal of consulting and clinical psychology, 83(1), 143—156.

Klein, D. A., Paradise, S. L., & Goodwin, E. T. (2018). Caring for Transgender and Gender- Diverse
Persons: What Clinicians Should Know. American family physician, 98(11), 645—653.

Knudson, G., & De Sutter, P. (2017). Fertility options in transgender and gender diverse adolescents.
Acta obstetricia et gynecologica Scandinavica, 96(10), 1269-1272.

Kuper, L.E., Stewart, S., Preston, S., Lau, M., & Lopez, X. (2020). Body Dissatisfaction and
Mental Health Outcomes of Youth on Gender-Affirming Hormone Therapy. Pediatrics. 145.
€20193006.



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 53 of 55

Manieri, C., Castellano, E., Crespi, C., Di Bisceglie, C., Dell’ Aquila, C., Gualerzi, A., & Molo,
M. (2014) Medical Treatment of Subjects with Gender Identity Disorder: The Experience in an
Italian Public Health Center, International Journal of Transgenderism, 15:2, 53-65.

Martinerie, L., de Mouzon, J., Blumberg, J., di Nicola, L., Maisonobe, P., Carel, J. C., & PREFER
study group (2020). Fertility of Women Treated during Childhood with Triptorelin (Depot
Formulation) for Central Precocious Puberty: The PREFER Study. Hormone research in
paediatrics, 93(9-10), 529-538.

Motta, G., Crespi, C., Mineccia, V., Brustio, P. R., Manieri, C., & Lanfranco, F. (2018). Does
Testosterone Treatment Increase Anger Expression in a Population of Transgender Men?. The
Jjournal of sexual medicine, 15(1), 94—101.

National Academies of Sciences, Engineering, and Medicine. (2020). Understanding the Well-
Being of LGBTQI+ Populations. Washington (DC): National Academies Press (US).

Temple Newhook, J., Pyne, J., Winters, K., Feder, S., Holmes, C., Tosh, J., Sinnott, M.-L.,
Jamieson, A., & Pickett, S. (2018). A critical commentary on follow-up studies and “desistance”

theories about transgender and gender-nonconforming children. International Journal of
Transgenderism, 19(2), 212-224.

Oda, H., & Kinoshita, T. (2017). Efficacy of hormonal and mental treatments with MMPI in FtM
individuals: cross-sectional and longitudinal studies. BMC psychiatry, 17(1), 256.

Rafferty, J. American Academy of Pediatrics (AAP) Committee on Psychosocial Aspects of
Child and Family Health, AAP Committee on Adolescence, AAP Section on Lesbian, Gay,
Bisexual, and Transgender Health and Wellness. (2018). Ensuring comprehensive care and
support for transgender and gender-diverse children and adolescents. Pediatrics.
142(4):e20182162.

Rametti, G., Carrillo, B., Gémez-Gil, E., Junque, C., Segovia, S., Gomez, A., & Guillamon, A.
(2011). White matter microstructure in female to male transsexuals before cross-sex hormonal
treatment. A diffusion tensor imaging study. Journal of psychiatric research, 45(2), 199-204.

Reisner, S. L., Vetters, R., Leclerc, M., Zaslow, S., Wolfrum, S., Shumer, D., & Mimiaga, M. J.
(2015). Mental health of transgender youth in care at an adolescent urban community health
center: a matched retrospective cohort study. The Journal of adolescent health : official
publication of the Society for Adolescent Medicine, 56(3), 274-279.

Roselli C. E. (2018). Neurobiology of gender identity and sexual orientation. Journal of
neuroendocrinology, 30(7), e12562.

Rosenthal S. M. (2014). Approach to the patient: transgender youth: endocrine
considerations. The Journal of clinical endocrinology and metabolism, 99(12), 4379-4389.

Ryan, C., Russell, S. T., Huebner, D., Diaz, R., & Sanchez, J. (2010). Family acceptance in
adolescence and the health of LGBT young adults. Journal of child and adolescent

psychiatricnursing: official publication of the Association of Child and Adolescent Psychiatric
Nurses, Inc, 23(4), 205-213.



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 54 of 55

Savic, L., & Arver, S. (2011). Sex dimorphism of the brain in male-to-female transsexuals.
Cerebral cortex (New York, N.Y.: 1991), 21(11), 2525-2533.

Shumer, D. E., & Spack, N. P. (2013). Current management of gender identity disorder in childhood
and adolescence: guidelines, barriers and areas of controversy. Current opinion in endocrinology,
diabetes, and obesity, 20(1), 69—73.

Smith, Y., Van Goozen, S., Kuiper, A., & Cohen-Kettenis, P. (2005). Sex reassignment: Outcomes
and predictors of treatment for adolescent and adult transsexuals. Psychological Medicine 35(1):
89-99.

T’Sjoen, G., Van Caenegem, E., & Wierckx, K. (2013). Transgenderism and
reproduction. Current opinion in endocrinology, diabetes, and obesity, 20(6), 575-579.

Turan, S., Aksoy Poyraz, C., Usta Saglam, N. G., Demirel, O. F., Haliloglu, O., Kadioglu, P., &
Duran, A. (2018). Alterations in Body Uneasiness, Eating Attitudes, and Psychopathology Before

and After Cross-Sex Hormonal Treatment in Patients with Female-to-Male Gender Dysphoria.
Archives of sexual behavior, 47(8), 2349-2361.

Turban JL, King D, Kobge J, et al. (2022). Access to gender-affirming hormones during adolescents
and mental health outcomes among transgender adults. PLoS One. 17(1):€0261039.

Turban JL, Beckwith N, Reisner SL. (2020a). Association between recalled exposure to gender
identity conversion efforts and psychological distress and suicide attempts among transgender
adults. JAMA Psychiatry. 77(1):68-76.

Turban, J. L., King, D., Carswell, J. M., & Keuroghlian, A. S. (2020b). Pubertal suppression for
transgender youth and risk of suicidal ideation. Pediatrics, 145(2).

Turban, J. L., & Keuroghlian, A. S. (2018). Dynamic Gender Presentations: Understanding
Transition and “De-Transition” Among Transgender Youth. Journal of the American Academy of
Child and Adolescent Psychiatry, 57(7), 451-453.

van der Loos, M. A. T. C., Hannema, S. E., Klink, D. T., den Heijer, M., & Wiepjes, C. M. (2022).
Continuation of gender-affirming hormones in transgender people starting puberty suppression in
adolescence: a cohort study in the Netherlands. The Lancet. Child & adolescent health, 6(12),
869-875.

Van der Miesen, A., Steensma, T. D., de Vries, A. et al. (2020). Psychological functioning in
transgender adolescents before and after gender-affirmative care compared with cisgender general
population peers. The Journal of Adolescent Health, 66(6), 699—704.

White Hughto, J. M., Reisner, S. L., & Pachankis, J. E. (2015). Transgender stigma and health: A
critical review of stigma determinants, mechanisms, and interventions. Social science & medicine
(1982), 147, 222-231.

Wiepjes, C. M., Nota, N. M., de Blok, C., Klaver, M., de Vries, A., Wensing-Kruger, S. A., de
Jongh, R. T., Bouman, M. B., Steensma, T. D., Cohen-Kettenis, P., Gooren, L., Kreukels, B., &
den Heijer, M. (2018). The Amsterdam Cohort of Gender Dysphoria Study (1972-2015): Trends
in Prevalence, Treatment, and Regrets. The journal of sexual medicine, 15(4), 582-590.

6



Case 4:23-cv-00114-RH-MAF Document 30-4 Filed 04/24/23 Page 55 of 55

World Health Organization. (2018). Gender Incongruence. In International Classification of
Diseases, 11th Revision (ICD-11).

World Health Organization. (2004). International Classification of Diseases and Related Health
Problems, 10th Revision (ICD-10), 2nd ed.

World Professional Association for Transgender Health. (2016). Position Statement on Medical
Necessity of Treatment, Sex Reassignment, and Insurance Coverage in the U.S.A.
https://www.wpath.org/newsroom/medical-necessity-statement




