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I am going to begin this testimony by telling you that I am not here to tell any adult what he or she should do to his or her own
body.

A person who is 18 years of age or older has the ability to get a tattoo, get married, buy a gun, serve his or her country, and the
rest of the long list of things we do without receiving permission from someone else. Getting irreversible gender reassignment
surgery is another one of those things — as a grown adult, if you choose to go through surgery and hormones to change your
gender, that is your right to do. This bill has NOTHING to do with adults and their decision to change their gender. AB 104
simply: prohibits procedures that cause permanent damage or sterilization to a person under 18 — a child. If you have kids, think
of the things that you as a parent still manage or control in your kids’ lives at 17 years old and under. While they may seem
like adults, they simply aren’t. They still need the mature guidance of a parent or responsible adult to help them navigate life
at a young age.

I am not proposing this bill to demonize the trans community. However, when parents allow their children to begin hormone
therapy, take puberty blockers, and begin to transition, I believe that is child abuse. We have decided as a society, that when
parents are mistreating their children whether that means that they are not being fed, not being sent to school, living in
unsanitary conditions, or being put in danger — that the government can intervene and do what is best for that child and his or
her wellbeing. This is no different. I believe that if a parent allows or facilitates, then we have the duty to step in and protect
that child. : :

Think back to when you were.a kid or when your children were young and prepubescent. Most of us could simply describe
this time in our lives or our kids’ lives as “weird” and “awkward”. Our bodies are changing and we don’t exactly feel
comfortable in our own skin. Sometimes kids are confused about what their bodies might be telling them. The answer to this
is NOT life changing, irreversible drugs and surgeries. The answer is a naturally occurring process called puberty! Our bodies
go through puberty and change forever in a natural way. After that happens, things begin to make more sense and we are more
comfortable in our bodies. Making drastic medical changes before our bodies have the opportunity to develop is dangerous and
misguided.

An article by the Journal of the American College of Clinical Pharmacy that was referenced in this bill’s cosponsorship memo
says, “Puberty-related hormones have wide ranging effects on brain structure, function, and connectivity. Concerns have been
raised that hormonal suppression of puberty may permanently alter neurodevelopment.” The article also states, “up to 98% of
children presenting with gender dysphoria will reconcile their gender identity with their biological sex during puberty.” If that
percentage is even close to accurate, then this bill is very, very important. Those kids are unfortunately dealing with something
that most of us can’t comprehend and pumping them full of drugs with plans for surgery cannot be the first option.

It is unfortunate that AB 104 has to be written and discussed. But sadly, there are parents in this state and in this country who
are doing their children a disservice and in many cases, causing them irreversible harm because they are unwilling to trust the
science and allow their children to mature naturally, allowing them to make these decisions as adults. Even more concerning
is that doctors will go along with this and alter these lives forever. It has to stop and with good policy, we can protect a lot of
kids.

! https://accpjournals.onlinelibrary.wiley.com/doi/fuil/10.1002/jac5.1691
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Chairman Moses and Members of the Committee on Health, Aging, and Long-term Care:

Thank you for the opportunity to testify in support of AB 104, the Help Not Harm Act. This
legislation primarily prohibits healthcare providers from performing, facilitating, or referring
children under 18 for chemical and surgical gender transition. The scientific evidence does not
support it, and children are unable to provide meaningful informed consent.

As a parent first and legislator second, I've watched with growing concern as chemical puberty
blockers and physical surgeries have become go-to interventions for young people grappling with
gender dysphoria. Today, I want kids across our state to hear this: you are a wonderful part of
creation just the way you are, no changes needed. And for parents and legislators, Wisconsin’s
public health policy should be to offer help, not harm, to children struggling with this issue.

Society has a vested interest in ensuring that physicians practice medicine well. Establishing
guardrails in the practice of medicine is nothing new. We’ve banned harmful procedures such as
bloodletting, mercury treatments, lobotomies, and drilling holes in skulls to release evil spirits.
Experimental medical practices that are ineffective and cause lifelong harm should not be
conducted on patients, particularly minors. Chemical and surgical transitioning of children fall into
all of those categories.

Healthcare on this topic is going the same route as opiate overuse and prescribing human growth
hormones to achieve a socially acceptable height. Some of the most highly-respected nations for
healthcare have changed course over the last few years. Finland, Sweden, Norway, the United
Kingdom, Denmark, France, Luxembourg, and Belgium have all trended away from permitting
surgical and chemical transitioning. Why? Because the science does not support the idea that these
interventions help patients.

This is the third time bringing this bill before the legislature. One repeated argument is that the
legislature shouldn’t get between doctors and patients. Another version of the same statement is
that the legislature would be attempting to judge how to best care for patients, even against the
best science. But what studies? Children’s Hospital of Wisconsin told me that they provide
surgeries for children and assured me that they adhere to rigorous scientific standards. I asked them
to send me the best studies that justify medical gender transition. To date, 1 have only received
three. Each had a small number of participants and tracked them no further than two years after
the gender transition. This is insufficient scientific evidence. In four years of searching for
scientific research to support transitioning children, no individual or organization has been able to
provide any.
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In the interest of transparency, my office has put together all the research and analysis we have
conducted and printed it off in these two binders. These are all double-sided pages. For the sake
of the environment, we are happy to make it available to you in electronic format. The research
that supposedly shows support is deeply tflawed. For example, one letter from the American
Medical Association cited several different studics. However, our analysis demonstrated deep
methodological problems such as an inability to determine causality, selection bias, lack of
control groups, self-reported data, confounding variables that are not controlled, publication bias,
and low statistical power.

The lack of high-quality studies could be explained simply: there are none. The World
Professional Association for Transgender Health (WPATH) is considered the foremost authority
in transgender health care. They supposedly review the scientific literature and create Standards
of Care (SOC), including for ém‘gical and chemical interventions on minors. “Standard of care”
is a legal and ethical concept that refers to the level of skill, knowledge, and caution that a
healthcare professional or other reasonably prudent healthcare professional is expected to
exercise In a particular situation. No fewer than 15 organizations rely on WPATH’s research,
including medical associations (e.g., AMA, APA, Endocrine Society), regional affiliates (e.g.,
EPATH, AusPATH), healthcare providers (e.g., NHS Scotland, Mount Sinai), and advocacy
groups (e.g., GLAAD, Mermaids). Their reliance ranges from direct adoption of SOC to using
WPATH as a reference point for policy and practice.

But in 2024, leaked documents and videos of virtual meetings revealed that this organization
lacks any scientific credibility. The report “The WPATH Files,” released by the nonprofit
organization Environmental Progress, demonstrated that “WPATH does not meet the standards of
evidence-based medicine.” I’ve asked that this report be entered into the record.

The WPATH Files are revealing. They dismantle various arguments from advocates of
transitioning children. The group discusses transitions for individuals with multiple
comorbidities such as autism. eating disorders. and dissociative identity disorder. They recognize
that social transitioning, puberty blockers, and cross-sex hormones are a one-way path to surgical
transition. They understand that these interventions do not prevent suicide or reduce the risk of
suicide.

The U.S. Medicare and Medicaid Services performed its own meta-analysis of 33 different
peer-reviewed studies. In August 2016, they stated:

The majority of studies were non-longitudinal, exploratory type studies...or did
not include concurrent controls or testing prior to and after surgery... After careful
assessment, we identified six studies that could provide useful information. Of
these, the four best-designed and conducted studies that assessed quality of life
before and after surgery using validated (albeit non-specific) psychometric studies

20f4



did not demonstrate clinically significant changes or differences in psychometric
test results after GRS [Gender Reassignment Surgery].

This meta-analysis conducted during the Obama Administration concluded that the best evidence
did not indicate positive outcomes to support gender transition. Similarly, researchers in several
other countries, including Sweden, Finland, England, Denmark, Norway, Australia, and New
Zealand, reached the same conclusion. If you hear people say that the science shows that medical
gender transition helps minors, ask them for peer-reviewed, long-term clinical evidence. You
won'’t find any.

Dr. Rob Garofalo, the Director of Lurie Children’s Hospital’s Gender & Sex Development
program in Chicago said, “There are so many unanswered questions around the long-term
consequences...and can only be answered with long-term follow-up studies. .. The stakes are
super high, and we don’t have all the answers.”

This 1s the essence of the problem that Help Not Harm seeks to address. The adage is “First, do
no harm.” But “gender-affirming care” turns the practice of medicine on its head; instead of
asking whether an intervention works to improve mental health, it’s demanded that opponents
demonstrate that it harms. As Dr. Garofalo said, we do not have all the answers - so why are we
allowing doctors to experiment on minors when we know that there are long-term consequences
such as bone density loss, sterilization, and heart problems?

The WPATH Files mentioned earlier also demonstrate another concerning aspect of chemical and
surgical transitioning for children. Children cannot give meaningful informed consent. Informed
consent 1s a process where a healthcare provider informs a patient about their condition,
procedures that fix the problem, and alternatives. This includes informing patients about risks.
The patient or their caregiver should provide written approval of the procedure. But, as the
WPATH Files reveal, “limited or nonexistent sexual experiences make it impossible for
[children] to grasp the magnitude of what they are forfeiting.” This is all to satisfy a patient’s
subjective sense of self.

As a state, we frequently restrict the decision-making of minors when we see the risk of
significant harm. We do not allow minors to drink alcohol, smoke, get married, sign contracts,
and the list goes on. We do this because we’ve always known that minors can make emotional,
impulsive decisions.

With the advancement of brain science, we now understand why. The prefrontal cortex isn't fully
developed until around the age of 25, and this region of the brain is responsible for long-term,
logical decision-making. Young people tend to operate more from the emotional part of the brain.
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Youth are more prone to peer pressure and social pressure, and this is something that Dr. Erica
Anderson. a trans-woman, and former president of the US Professional Association for
Transgender Health 1s particularly concerned about. She wrote in one article:

In my over 40 years as a psychologist, [’ve seen psychotherapeutic phenomena
come and go. Eating disorders, multiple personality disorders and repressed
memory syndrome have in retrospect spread through subgroups of adolescents
and the professionals who have treated them. This spread is like wildfire through
vulnerable underbrush, clearly borne in an environment of contagion...How is it
possible that gender identity formation constitutes the only area of development in
adolescence that is immune from peer influence?

Today, you may hear from individuals testifying that patients are often pressured down this path
to transition using scare tactics. Parents are given an ultimatum such as, *“You can either have a
living son or a dead daughter.”” This is designed to overcome objections and rational thought for
life and circumvent the very essence of informed consent.

Additionally, you’ll hear from medical experts and survivors of the transition industry about
options other than transitioning—options that help children remain whole until adulthood when
they can make a fully informed decision about their future.

"Help Not Harm" isn’t about denying care—it’s about demanding better. Therapy, support, and
time have helped countless young people navigate identity struggles without drugs that alter their
bodies forever. Studies show most kids with gender dysphoria grow out of it by adulthood if left
to mature naturally. Yet today, we’re fast-tracking them to chemical puberty blockers, and then
surgical transition, often under pressure from well-meaning but misguided adults.

Critics have labeled this legislation as fearmongering, hateful, anti-trans, and even genocidal. I
view it as accountability. We owe our children policies grounded in evidence, not speculation.
Side effects such as brittle bones, stunted brains, lost fertility, loss of normal sexual function, and
fragile hearts cannot be reversed with a press release, a lawsuit, or an apology before
Congress—they are burdens that children bear for life. "Help Not Harm™ advocates for no more.
[t’s a call to safeguard the vulnerable, prioritize evidence, and ensure every child has the
opportunity to grow up whole. I urge my colleagues to stand with me in choosing children and
sound science over passing trends and welcome any questions you may have.
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March 11, 2025

My journey through gender-affirming therapy began with hope but ended in pain, regret, and a hard-earned
clarity | feel compelled to share. In Neenah, Wisconsin, in 2000, | underwent male-to-female surgery—
specifically a penile inversion—to create what was supposed to be a new beginning. But almost immediately,
the reality of that choice hit me hard. After the surgery, | experienced significant bleeding from the man-made
female cavity. The medical team tried to stop it by packing the newly created space with gauze, but the bleeding
persisted. They placed a sandbag on my lower ahdomen, hoping the pressure would help, and eventually |
needed a blood transfusion and blood plasma to stabilize me. Finally, the bleeding stopped, but that was only
the beginning of my struggles.

To maintain the size and depth of this man-made pocket, | had to dilate regularly. It was a grueling process, and
more often than not, dilation caused more bleeding. Exhausted and desperate for relief, | stopped dilating
altogether. Without that maintenance, the cavity closed up—a physical reminder that my body wasn’t aligning
with the promises I'd been sold.

Transitioning was supposed to fix my internal turmoil, but it didn’t. The physiological problems I'd hoped to
escape remained, unresoived and heavy. Worse, new issues emerged. | developed gallbladder sludge, a
condition so severe that | had to have my gallbladder removed. | later learned —through my own research and
conversations with another detransitioner who'd faced the same fate—that there’s a link between high doses of
estrogen and gallbladder problems, like gallstone formation. It's a connection | wish I'd known about sooner,
and one | rarely hear discussed.

Seven years after transitioning and living as a woman, | made the decision to detransition. That process brought
me to therapy, where | finally began to unravel the truth. My therapist told me something that shook me to my
core: | should never have been diagnosed as transgender. The root of my confusion lay in significant childhood
traumas—wounds that had been overlooked in affirming my transition. | had spent over $100,000 to become
someone | thought | needed 10 be, enduring surgeries and years of struggle, only to realize I'd been misdirected.
The affirmation { received didn’t hea!l me; it delayed the real work | needed to do on my mental health.

As part of detransitioning, | underwent a phalloplasty to rectaim my male identity. The surgery was excruciating,
and the results were horrific—far from the restoration I'd hoped for. Still, it gave me the documentation |
needed to change the gender marker on my legal documents back to male. It was a bittersweet victory, a
bureaucratic correction that couldn’t erase the scars—physical or emotional.

Looking back, my heart breaks for the children caught in this cycle. My experience, and the stories I've heard
from other detransitioners, point to a common thread: childhood trauma often lies at the heart of gender
confusion. I've lived the consequences of a system that pushed me toward medical transition instead of
addressing those root causes. | beg you—help the children, don’t harm them. Offer them mental health support
to navigate their confusion, not irreversible procedures that may leave them broken, like me. The links I've
found between estrogen therapy and issues like gallbiadder sludge only deepen my urgency. These are real
risks, and they deserve to be part of the conversation.

This is my story—not just a warning, but a plea. Please end the chemical and surgical transitions of children who
canneot understand the lifelong consequences of attempting to transition.

Respectfully,

ﬁjé&ﬁg,@g /= (Far- 2025

Billy Burleigh
Twin Falls, Idaho




Dear Committee Members, thank you for your time,
I am a former “trans” kid.
As a child I was insistent, persistent, and consistent that I was a boy.

[ have no doubt that if the option to take puberty-blockers and cross-sex hormones
had been available, I would have done everything I could to obtain them, including
threatening suicide especially if [ had others encouraging me to threaten suicide as
children are today.

In the short-term I likely would have felt better.

Testosterone is a controlled substance. Like other controlled substances, it has high
risks to health and well-being and has the potential for both addiction and abuse.
Testosterone makes almost anyone who takes it initially feels a sense of euphoria.
If I had taken it as a child it would have allowed me to completely dissociate from
myself as a girl and create a new persona, someone who could pretend that the
horrible trauma that triggered my gender dysphoria didn’t happen to me.

When [ first started taking it, it would have boosted my confidence and increased
my energy and most importantly, I would have felt safer.

If I took testosterone, it would have been so much easier to pretend that I was not
the little girl who was brutally sexually assaulted. A little girl who became
convinced at the moment of the assault that I was not safe being a girl. That the
only way I could keep it from happening again was by becoming a boy.

Despite feeling better in the short term, in the long term taking testosterone would
have been profoundly damaging, potentially even more damaging than the sexual
assault. I can’t imagine the impact of being told by teachers, doctors, and other

adults that I was born in the wrong body. That 1 was inherently flawed.

It would have reinforced all the mistaken beliefs I had that caused me to develop
gender dysphoria in the first place:

That being a girl was bad.
That it was my fault that those men hurt me.

That my body was a mistake.




That it was too dangerous be a girl.

If I had been medically transitioned, I wouldn’t have gotten the help I needed to
work through my self-hatred and shame.
I never would have realized that my transgender identity was a coping mechanism.

[ am so thankful that my school psychologist put me on a healing path.

I am grateful to other therapists who helped me understand that my transgender
identity was a result of the sexual assault not because I was born in the wrong
body.

I shudder to think at what my life would be like if I'd been encouraged to believe
that [ was a boy.

[ would have lived my life hating myself.
Puberty blockers would have retarded my growth and development.

Cross-sex hormones would have caused my otherwise healthy body to become
dysfunctional.

The combination of both puberty blockers and cross-sex hormones would have left
me sterile.

Children who says they feel better because of puberty blockers and cross-sex
hormones are likely telling the truth.

In the short term, these interventions allow children to avoid the difficulties they
are facing, whether that be grappling with internalized homophobia, struggling
with autism, or trying to recover from a significant trauma.

We should not be giving children controlled substances in order to make them feel
better.

[t 1s a horrible disservice to encouraging them to dissociate, to run away from their
feelings, to run away from themselves and to take a drug that in the short term will
help them to feel better by numbing their feelings but in the long term,
permanently damage their bodies and in the long term, prevent them from getting



the help that they need to understand the difficult feelings that they're having in the
first place.

It is natural for children to do what they can to shut down difficult feelings which
1s why we work hard to stop children from using drugs and alcohol.

We know that encouraging children to run away from their pain and struggles 1s
not the solution even if it makes them feel better in the short term.

It is our job as adults to give children the message that no matter how intense and
difficult their feelings are, they can work through them without dissociating from
themselves to become a different person.

Because of loving, caring, and supportive therapists and teachers, I got the care I so
desperately needed to process what happened to me.

Transgender activists often discount my story, saying I was never really
transgender. They are right. [ wasn’t. And that is the point.

Even though I was insistent, consistent, and persistent about being a boy, I wasn’ta
boy. Yet gender doctors admit that the only diagnostic criteria used to determine if
a child should get puberty blockers, cross-sex hormones, and surgeries is if the
child is insistent, consistent, and persistent with gender confusion. It only takes
one story like mine to show they are wrong. To show that children develop gender
dysphoric feelings not because of being born in the wrong body, but as a coping
mechanism.

The belief that a child can somehow be born in the wrong is a mystical view, not a
medical view.

[ have great respect for doctors. However, they have gotten it wrong in the past.
We are still suffering from the consequences of the opioid epidemic, where doctors
were told by pharmaceutical companies that treating pain with dangerous and

addictive opioids was safe and effective.

How many thousands of people died because doctors were following guidelines for
pain management written by those who were profiting from the sale of opioids?



How many people have wrestled with serious addictions after well-meaning
doctors prescribed medications that they had been told were safe and effective only
to find out later that they were misled by pharmaceutical companies willing to put
dollars ahead of human lives?

The so called “treatments” for gender dysphoria that are being championed by
activists will go down in history as being far worse than the opioid crisis unless
regulation are passed to protect children from these experimental and harmful
interventions.

The only treatment proven to help manage and resolve gender dysphoria is therapy
combined with allowing children to naturally progress through puberty naturally.

Children struggling with confusion about their identity need love and support.

My teacher and therapist gave me the gift of time to heal and [ am so incredibly
grateful.

All children who are struggling with gender dysphoria deserve the same gift.
Thank you,

Erin Everitt
advocatesprotectingchildren(@gmail.com
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My name is Luka Hein. | am not only someone who went through the gender affirming care
system as a minor but as a victim of these medical practices. | was a young teenager with a
history of mental health issues who had been groomed and preyed upon online, and as a result
fell into a spiral of hatred towards both myself and my body. The medical system did not look
into or seem concerned about the underlying issues that were causing the distress that made
me feel the need to escape my body at such a young age, instead | was affirmed down a path of
medical intervention that | could not fully understand the long term impacts and consequences
of due to my both my age and mental health conditions. At 16 the very first medical intervention
! ever had was a double mastectomy, then a few months later | was put on to cross sex
hormones. As a result of this so-called gender affirming care, if it could even be called care, at
21 1 have had to watch as my body has wasted away before my very eyes, | deal with constant
joint pain, my breasts are gone, my vocal chords ache, I've watched as parts of me have
atrophied away and | don't know if I'll ever be able to carry a child someday. | will deal with
these consequences for possibly the rest of my life, never knowing if they'll go away and feeling
abandoned by the medical professionals who did this to me. My parents were baited with the
threat of me committing suicide if they didn't go along with everything, despite the fact | have
always maintained | was never suicidal, they were told would you rather have a dead daughter
or a living son. These are not the words of a medical professional, but of an activist. | was just a
teenager who needed actual help, not surgery. | needed that chance to grow up safe and whole,
but it was taken away from me in the name of gender affirming care. | will have to live with this
forever, and so will the many others like me who are stepping forward as being harmed by these
practices. Children cannot consent to being a lifelong medical patient, puberty and growing up
aren't diseases that need to be fixed with surgery and medicine. Children deserve to know that
their body isn’'t something needing to be fixed, they deserve to grow up whole.
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Affidavit of Jamie Reed
Jamie Reed, being sworn, states:
[ am an adult, [ am under no mental incapacity or disability, and I know that the facts set

forth in this affidavit arc truc because I have personal knowledge of them.

I hold a Bachelors of Arts in Cultural Anthropology from the University of Missouri St.
Louis and a Master’s of Science in Clinical Research Management from Washington

University.

I have been working at Washington University for seven years. Initially at Washington

University, I worked with HIV-positive patients, caring for many transgender individuals.

From 2018 until November 2022, | worked as a case manager at the Washington
University Pediatric Transgender Center (“the Center”) at St. Louis Children’s Hospital.
My duties included meeting with patients two to three days a week and completing the

screening triage intake of patients who were referred to the Center.

I was offered and accepted the job as case manager for the Center because I had
experience and expertise in working with transgender individuals and pediatric

populations.

I took the job because I support trans rights and firmly believed 1 would be able to
provide good care for children at the Center who are appropriate candidates to be
receiving medical transition. Instead, [ witnessed the Center cause permanent harm to

many of the patients.




During my time at the Center, [ personally witnessed Center healthcare providers lie to
the public and to parents of patients about the treatment, or lack of treatment, and the
effects of treatment provided to children at the Center. I witnessed staff at the Center
provide puberty blockers and cross-sex hormones to children without complete mformed
parental consent and without an appropriate or accurate assessment of the needs of the
child. T witnessed children experience shocking injuries from the medication the Center
prescribed. And I saw the Center make no attempt or effort to track adverse outcomes of

patients after they left the Center.

I raised concerns internally for years. But the doctors at the Center told me to stop raising
these concerns. Last fall, the Center and the University Administration told me to “get
with the program or get out.” Because the Center was unwilling to make any changes in
response to my concerns, [ left the Center in November 2022 and accepted employment
elsewhere within Washington University.
The Center Misleads the Public and Parents About What Care it Provides

The Center tells the public and parents that 1t provides multidisciplinary care. The Center
says that you can come to the clinic and get transition hormones, if that is needed, but

you can also get psychological and psychiatric care.

That is not true. The Center says that it has four practice areas: Endocrinology,
Adolescent Medicine, Psychiatry, and Psychology. But the Center placed such strict
limits on Psychiatry and Psychology that [ was almost never allowed to schedule patients
for those practices. Those practices were advertised as available, but most of the time

they were not in fact available. Even when psychology was available, it was only to write
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a letter of support for the medical transition treatments and never for ongoing therapy.

And psychiatry was allowed, but only on an extremely limited basis.

Instead, I was required to schedule children for Endocrinology or Adolescent Medicine.
Rather than provide psychiatric or psychological therapy, these practices (Endocrinology
and Adolescent Medicine) would medically transition patients’ gender. Endocrinology
would prescribe puberty blockers and cross-sex hormones. Adolescent Medicine, which
was for children after puberty, prescribed cross-sex hormones. Children were sent to one
practice or the other based on their age and stage of puberty or prepuberty. There was no
continuing or ongoing mental health evaluation or treatment required or provided by the

Center for patients.

The Center also claims that it is a multidisciplinary team approach. The benefit of that
approach is supposed to be that patients and their parents can feel more confident that all
aspects of their care options have been considered and that their treatment plan has the
input of all of the team. This Center did have members who would advocate for different
options for the patients with concerning gender histories, concerning comorbidities, and
attempt to raise the serious concerns regarding patient care. Patients and their parents,
however, were never informed that the team did not have consensus on the treatment. The
staff members on the team that were not universally in support of immediate cross sex
hormones were not supported and were told to stop questioning the prevailing narrative
of immediate cross sex hormones for all by the prescribing physicians. The
administration at the university did not actively support the multidisciplinary model of

care and did not provide any oversight, and instead the administration told those raising
3




concerns and questions to stop raising them. The public has been led to believe that a
‘team’ has considered their child’s care and that the ‘team’ had ruled it best for the cross

sex hormones to be initiated, but the public was not told the truth.

Medical transition practice for children and adolescents is based on a study from the
Netherlands. That study, the “Dutch study.” excluded participants who presented

underlying mental health issues.

But nearly all children who came to the Center here presented with very serious mental
health problems. Despite claiming to be a place where children could receive
multidisciplinary care, the Center would not treat these mental health issues. Instead.
children were automatically given puberty blockers or cross-sex hormones even though

the Dutch study excluded persons experiencing mental health issues,

One patient came to the Center identifying as a “communist, attack helicopter, human,
female, maybe non binary.” The child was in very poor mental health and early on
reported that they had no idea their gender identity. Rather than treat the child for their
serious mental health problems, the Center put the child on cross-sex hormones and
ignored the child’s obvious mental health problems. The child subsequently reported that

their mental health actually was worsening once they started the cross-sex hormones.

Most children who come into the Center were assigned female at birth. Nearly all of them
have serious comorbidities including, autism, ADHD, depression, anxiety, PTSD, trauma
histories, OCD, and serious eating disorders. Rather than treat these conditions, the

doctors prescribe puberty blockers or cross-sex hormones. Some examples include:

4



Patient was in a residential sex offender treatment facility in state custody. Patient had
previously sexually abused animals and had stated when they were released that they
would do so again. There were questions about consistency of gender history. The
Center did not treat this underlying condition, but instead started the patient on

hormones.

Patient who has severe Obsessive Compulsive Disorder and had threatened to
self-harm their genitals. The Patient did not have a trans or other incongruent gender
identity. The patient was placed on hormones not even to treat any gender dysphoria

but to chemically reduce libido and sexual arousal.

Patient had history of sexual abuse and notified the psychologist of this. It was even
documented in the letter of support that the patient had concerns about the changes
that testosteronie would cause to their genitals. Instead of treating the underlying

trauma the patient was started on testosterone.

Patient had serious mental health concerns and was prescribed mental health
medications directly before being prescribed hormones, yet didn’t take the mental

health medications. Nevertheless, the patient was placed on hormones.

Patient had siguificant autism with unrealistic expectations, struggled to answer
questions, and wanted questions to be provided ahead of time. Yet the patient was

started on feminizing hormones.

N
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f. Patient had a mental health history that included being violent. In addition, the parent

was forcing the patient to cross dress. The patient was put on feminizing hormones.

These serious comorbidities were not treated by the Center, and doctors would prescribe
puberty blockers or cross-sex hormones while patients were struggling with these

comorbidities.

The psychiatry services were limited and could only serve patients who were ‘not too
severe,” which meant that many patients were being sent to the already overburdened
emergency rooms for suicidal ideations, for self-harm, and for inpatient eating disorder

freatment.

Many patients had depression and anxiety symptoms before starting cross sex hormones
but it was only after starting these medications that they became more severe and
required starting mental health medications. Many patients were also suspected of having
autism and were not even required to be formally assessed for this condition before

starting cross sex hormones.

Toward the end of my time at the Center, it became clear that many children coming to
the Center had gender identities that were likely the result of social contagion. When [
first started 1n 2018, the Center would receive between 5 and 10 calls a month. By the

time I left, that number was more than 40 calls a month.

Social media is at least partly responsible for this large increase in children seeking

gender transition treatment from the Center. Many children themselves would say that
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they learned of their gender identities from TikTok. Children would arrive at the Center
identifying not only as transgender, but also as having tic disorders (Tourette Syndrome)
or multiple personality disorders (dissociative identity disorder). Doctors at the Center
would ignore and dismiss as social contagion the claims about the tics and multiple
personalities; but then those doctors would uncritically accept the children’s statements
about gender identity and place these children on puberty blockers and cross-sex

hormones.

In one case, a child came into the Center identifying as “blind,” even though the child
could in fact see (after vision tests were performed). The child also identified as
transgender. The Center dismissed the child’s assertion about blindness as a somatization
disorder but uncritically accepted the child’s statement about gender and prescribed that
child with drugs for medical transition without confirming the length or persistence of the

condition. No concurrent mental health care was provided.

The Center tells the public and parents of patients that the point of puberty blockers is to
give children time to figure out their gender identity. But the Center does not use puberty
blockers for this purpose. Instead, the Center uses puberty blockers just until children are
old enough to be put on cross-sex hormones. Doctors at the Center a/ways prescribe

cross-sex hormones for children who have been taking puberty blockers.

The Center also tells parents, children, and the public that puberty blockers are fully

reversible. They are not. In children going through normal puberty, puberty blockers do
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lasting damage. They cause children to go through menopause early, they reduce bone

density, and they worsen mental health.

Doctors at the Center also have publicly claimed that they do not do any gender transition
surgeries on minors. For example, last year Dr. Lewis and Dr. Garwood told the Missouri
legislature, “at no point are surgeries on the table for anyone under 18" and also,
“surgeries are not an option for anyone under 18 years of age.” This was a lie. The Center
regularly refers minors for gender transition surgery. The Center routinely gives out the
names and contact information of surgeons to those under the age of 18. At least one
gender transition surgery was performed by Dr. Allison Snyder-Warwick at St Touis

Children’s Hospital in the last few years,

During medical visits with patients, I have personally heard providers report that they
examined results of gender transition surgeries on minors. This includes examining the

scar tissue and healing of sutures of breast surgeries.

At one point, Dr Chnis Lewis and Dr Sarah Garwood reported that the Endocrine division
leadership didn’t want us referring minors for surgery. Yet, the Center continued
referring minors for surgery. We claimed that the referrals were only “for educational
purposes” for when children turned 18. But these referrals were in fact referrals. And

patients we referred did in fact obtain transition surgeries as minors.
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The Center Does Not Assess Children or Obtain Consent Before Placing them on
Puberty Blockers and Hormones

The Center has four eriteria that must be met before a child is placed on puberty blockers
or cross-sex hormones. Although these criteria are supposed to enable the doctors to
make case-by-case decisions, in practice everybody who meets these minimum criteria
are prescribed cross-sex hormones or puberty blockers.

(1) Age
First, the child must be at a certain age or stage of puberty. Puberty stages are measured

according to the Tanner Stage system.

The World Professional Association for Transgender Health (“WPATH”) is an
organization that drafts what it believes to be the best medical standard of care. WPATH
is controversial. It is considered an activist organization, and its standards of care (or
“guidelines”) are much more lenient than the standards of care created by other

organizations.

During the time, I was at the clinic, the WPATH Standard of Care Version 7 stated that
children be at least 16 years old to start using cross-sex hormones. The Center deviated
even from this most lenient standard and routinely prescribed cross-sex hormones to
children as young as 13.

(2) Therapist Letter
The second criteria for a person to receive puberty blockers or cross-sex hormones 1s that
the child have a letter of referral from a therapist. This requirement is supposed to ensure

that two independent professional clinicians agree that medical transition is appropriate
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before a child is given medication that causes irreversible change. But nothing about this

process at the Center involved independent judgment.

The Center steered children toward therapists that the Center knew would refer these
children back to the Center with a letter supporting medical transition. The Center had a
list of therapists we would send children to, and a therapist could be on that list only if
the Center “knew they would say yes” to medical transition. The Center had two in-house
psychologists. They were Dr. Alex Maixner and Dr. Sarah Girresch-Ward as well as
several outside therapists. Nobody on our list was required to be licensed in psychology

or psychiatry.

If we did not receive a letter from an outside therapist that would let us prescribe puberty
blockers or cross-sex hormones, we would then just send the patient to the in-house

therapists: Dr. Alex Maixner and Dr. Sarah Girresch-Ward.

We also instructed the therapists what to say in their letters to us. I was instructed to draft
and send language to the therapists for them to use in letters they then sent to us, and
most therapists on the list had a template letter drafted by the Center that they could fill

out to return to the Center.

The WPATH guidelines require a full psychological assessment of the child before
recommending puberty blockers or cross-sex hormones. A full assessment typically
requires 10 to 12 hours of time with the child. Therapists on the Center’s list would send

us letters after just 1-2 hours with a patient.
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(3) Consent
The third criteria was parental consent. The Center routinely issued puberty blockers or

cross-sex hormones without parental consent.

Doctors at the Center routinely pressured parents into “consenting” by pushing those

parents, threatening them, and bullying them.

A common tactic was for doctors to tell the parent of a child assigned female at birth.
“You can either have a living son or a dead daughter.” The clinicians would tell parents
of a child assigned male at birth, “You can either have a living daughter or dead son.”
The clinicians would say this to parents in front of their children. That introduced the idea
of suicide to the children. The suicide assertion was also based on false statistics. The
clinicians would also malign any parent that was not on bogrd with medicalizing their

children. They would speak disparaging of those parents.
[ was present during the visits with many parents when this happened.

Parents would come into the Center wanting to discuss research and ask questions. The
clinicians would dismiss the research that the parents had found and speak down to the

parents.

When parents suggested that they wanted only therapy treatment, not cross-sex hormones
or puberty blockers, doctors treated those parents as if the parents were abusive,

uneducated, and willing to harm their own children.




44,

46.

47.

48.

These assertions about abuse and suicide were used as tools to stop parents from asking

questions and to pressure parents into consenting.

The Center has a team culture of supporting the affirming parent and maligning the

non-affirming parent.

Parents routinely said they felt they were being pressured to consent. Often parents would
give “consent” but say they were only doing so because “you guys are going to do this

anyway.”

The Center was also intentionally blind about who had legal authority to consent. I
wanted the Center to ask parents before the first visits about and request copies of
custody agreements because custody agreements often spell out who among divorced
parents must consent to medical procedures. I was told not to ask for custody agreements

because “if we have the custody agreement, we have to follow it.”

At one point, a child’s father said no to cross-sex hormones. The child later arrived with
an adult male (step parent) who said the child could receive cross-sex hormones. The
Center did not check to see if this adult male was a legal parent or guardian who had any

legal right to consent to treatment.

Other centers who prescribe cross-sex hormones and puberty blockers require parents to
1ssue written consent. Several times, [ asked the doctors to require written consent. They
repeatedly refused. The entire time I worked there the Center had no written informed

consent, and none that was provided to or signed by patients.
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On scveral vcecasions, the doctors have continued prescribing medical transition even

when a parent stated that they were revoking consent.

Before placing children on cross-sex hormones or puberty blockers, the Center also did

not inform parents or children of the very serious side effects.

Doctors know that cross-sex hormones (immediately after puberty blockers) make
children permanently sterile. The doctors did not share this information with parents or

children.

For example, the Center nurse and I expressed concerns about a patient’s intellectual
function and ability to provide informed consent. The patient had a history of attending a
school district for special education needs, couldn’t identify where they lived, and
couldn’t explain what kind of legal documents (ID) they had. Our concerns were
dismissed by the provider, and hormones were given. Patient then stated in a follow up
appointment that they wanted to potentially have biological children and had not been
seen by the fertility department. When the nurse and I asked the Center provider if they
had covered the fertility questions, the Center provider became livid and adamantly

disagreed that treatment could “potentially render the patient sterile.”

Doctors knew that many of our former patients had stopped taking cross-sex hormones

and were detransitioning. Doctors did not share this information with parents or children.
(4) Clinical Visit

The fourth criteria for prescribing cross-sex hormones or puberty blockers is that the

child must have a one-hour consultation with Endocrinology or Adolescent Medicine.
13
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This is little more than a box-checking exercise. One hour is not sufficient time to fully
assess these children. [ witnessed doctors on several occasions’ mention that they did not
have time in the meeting to discuss everything they wanted to discuss. The Center

decided to give these children cross-sex hormones and puberty blockers anyway.

The WPATH standard of care in effect when I was at the Center required a full
assessment of a child’s situation. That typically cannot be done in less than 10 or 12
hours. The Center ignored this standard and gave children puberty blockers and cross-sex
hormones after just two 1-hour visits (one with a therapist and one with a doctor at the

Center).

Cross-Sex Hormones and Puberty Blockers Are Automatic
The Center tells the public and parents that it makes individualized decisions. That 1s not
true. Doctors at the Center believe that every child who meets four basic criteria—age or
puberty stage, therapist letter, parental consent, and a one-hour visit with a doctor—is a
good candidate for irreversible medical intervention. When a child meets these four
simple criteria, the doctors always decide to move forward with puberty blockers or
cross-sex hormones. There were no objective medical test or criteria or individualized

assessments.

The doctors do this even though many children coming to the Center are either
experiencing social contagion or have very serious mental health issues that should be

addressed first. The standard of care in studies says a center should resolve mental health

14



59.

60.

61.

issues before sending children through medical transition. The Center is not following

that standard.

Children come into the clinic using pronouns of inanimate objects like “mushroom,”
“rock,” or “helicopter.” Children come into the clinic saying they want hormones because
they do not want to be gay. Children come in changing their identities on a day-to-day
basis. Children come in under clear pressure by a parent to identify in a way inconsistent
with the child’s actual identity. In all these cases, the doctors decide to issue puberty

blockers or cross-sex hormones.

In one case where a girl was placed on cross-sex hormones, 1 found out later that the girl
desired cross-sex hormones only because she wanted to avoid becoming pregnant. There
was no need for this girl to be prescribed cross-sex hormones. What she needed was basic
sex education and maybe contraception. An adequate assessment before prescribing
hormones would have revealed this fact. But because the doctors automatically prescribe
cross-sex hormones or puberty blockers for children meeting the bare minimum criteria,

this girl was unnecessarily placed on drugs that cause irreversible change to the body.

On another occasion, a patient had their breasts removed. Although the patient had turned
18, this surgery was performed at St. Louis Children’s Hospital. Three months later, the
patient contacted the surgeon and asked for their breasts to be “put back on.” Had a
requisite and adequate assessment been performed before the procedure, the doctors

could have prevented this patient from undergoing irreversible surgical change.
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In July 2022, the FDA issued a “black box warning” for puberty blockers, the strictest
kind of warning the FDA can give a medication. Itissued the warning following evidence
in patients of brain swelling and loss of vision. Despite this warning, doctors at the

Center continued their automatic practice of giving kids these drugs.

In more than four years working at the clinic, I witnessed only two examples of the
doctors deciding not to prescribe cross-sex hormones or puberty blockers tor a child who
met the four basic criteria. Both cases involved patients with severe developmental
delays. And in one of those cases, the doctors in fact said that they would prescribe
cross-sex hormones or puberty blockers. The only reason the doctor did not prescribe
those medications was that the parents would not agree to monitor administration of the

medication.

In hundreds of other cases, Center doctors automatically issued puberty blockers or
cross-sex hormones without considering the child’s individual circumstances or mental

health.

In one case, a psychiatrist called the Center’s endocrinologist and explained that a child,
who had already tried to commit suicide by threatening to jump off a roof, should not be
given cross-sex hormones because the child was struggling with serious mental health
issues. I witnessed the endocrinologist yell at the psychiatrist on the phone and speak

down to this provider.

Because [ was concerned that the doctors were giving cross-sex hormones and puberty

blockers to children who should not be on them, I created a “red flag” list of children
16
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where other staff and I had concerns. The doctors told me I had to stop raising these

concerns. | was not allowed to maintain the red flag list after that.

During the time I was creating the red flag list, noting my concern that these children
were not good candidates for permanent, irreversible medication treatment, the doctors
would simply send these children to our in-house therapists. Those therapists would
inevitably provide letters to the doctors, and then the doctors would say there can’t be any
concern over these children because another therapist was fine with prescribing puberty

blockers or cross-sex hormones.

Children Are Experiencing Serious Harm, and the Center Will Not Do Any Follow Up

It 1s my professional opinion that cross-sex hormones and puberty blockers should only
be used where the benefits outweigh the harms. These drugs have imposed and are

imposing serious harms on the children who have been patients at the Center.

The doctors at the Center tell the public and tell parents of patients that puberty blockers

are fully reversible. They really are not. They do lasting damage to the body.

I have seen puberty blockers worsen the mental health outcomes of children. Children
who have not contemplated suicide before being put on puberty blockers have attempted
suicide after. Puberty blockers force children to go through premature menopause.

Puberty blockers decrease bone density.

Cross-sex hormones (after puberty blockers) in almost all cases will permanently sterilize

children. Children on cross-sex hormones also experience substantial gain in blood

17
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pressure, cholesterol, and weight. All of these have significant negative health effects.
One patient started hormones and took one dose and then started having symptoms that

they believed was indicative of a blood clot.

Children who take testosterone as a cross-sex hormone experience severe atrophy of
vaginal tissue. One patient on cross-sex hormones called the Center after having sexual
intercourse. The patient experienced vaginal lacerations so severe that the patient bled
through a pad, through pants, and through a towel wrapped around their waist, and had to
have the vaginal lacerations surgically treated in St. Louis Children’s Hospital emergency

rooni.

Most patients who have taken cross-sex hormones have experienced near-constant

abdominal pain.

One doctor at the Center, Dr. Chris Lewis, is giving patients a drug called Bicalutamide.
The drug has a legitimate use for treating pancreatic cancer, but it has a side effect of
causing breasts to grow, and it can poison the liver. There are no clinical studies for using
this drug for gender transitions, and there are no established standards of care for using

this drug.

Because of these risks and the lack of scientific studies, other centers that do gender
transitions will not use Bicalutamide. The adult center affiliated with Washington
University will not use this medication for this reason. But the Center treating children

does.
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I know of at least one patient at the Center who was advised by the renal department to
stop taking Bicalutamide because the child was experiencing liver damage. The child’s
parent reported this to the Center through the patient’s online self-reporting medical chart
(MyChart). The parent said they were not the type to sue, but “this could be a huge PR

problem for you.”

[ have heard from patients given testosterone that their clitorises have grown so large that

they now constantly chafe against the child’s pants, causing them pain when they walk.

Despite telling the public and parents that the Center offers multidisciplinary, complete
care, the Center makes no attempt to provide care after prescribing cross-sex hormones or
puberty blockers. The Center does not provide mental health care or refer children for
mental health care even though nearly all children who come to the Center are
experiencing serious mental health issues. The Center does not require children to
continue with mental health care after they prescribe cross-sex hormones or puberty
blockers and even continues those medications when the patients directly report
worsening mental health after initiating those medications. Some additional examples to

those discussed above include:

a. Patient was on hormones and had decompensating mental health, outlandish name
changes, self-diagnosis of multiple personalities (DID). The patient was continued on

hormones.

19




b. Patient believed that they were being poisoned by the testosterone and stopped for a
period. They had significant serious mental health issues, but were put back on

testosterone.

¢. Patient was brought to the Center at the age of 17 by a man who was not related to
them yet with whom the patient had been living. They were started on hormones as
soon as they turned 18. Patient’s mental health subsequently got worse and it was
disclosed in an Emergency Department visit that the man that had brought them to the
clinic had been sexually and physically abusing them. The medical transition
treatment was not stopped and the Center provider did not require trauma therapy,

mental health care or an assessment.

d. Patient was in residential facility, in foster care. We convinced the staff that it was ok
for patient to start testosterone. Patient ran away numerous times from facility and
was having unprotected intercourse while on testosterone (which causes birth

defects). The patient was continued on the testosterone.

e. Patient admits that they were started on testosterone when they were very young- age
11- and only because they were moving to a state (Florida) that the parent was
concerned wouldn’t prescribe later. Patient has desisted in male identity to a vague
non binary with their own self-diagnosis of autism. Patient has changed their name
numerous times and is clearly struggling with thoughts about desistence, even saying

they wanted breast development. The Center continued the testosterone.
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f.  Patient who was on hormones was being evaluated for OCD and having somatization

disorder with ‘seizure’ activity. Patient was kept on hormones.

g. Patient who was on hormones stopped taking their schizophrenia medications without

consulting a doctor. Patient was continued on hormones.

h. Patient changed to non-binary identity, then changed preferred name and stated that

their identity was shifting day to day. Patient was continued on hormones.

The Center also refuses to track complications and adverse events among its patients.
There is no standard protocol for tracking patients who have received treatment. And the

Center actively avoids trying to learn about these adverse events.

On my own initiative, I have tracked some patients on a case-by-case basis, but the
Center discouraged me from doing so. I wanted to track the number of our patients who
detransition. I wanted to track the number of our patients who have attempted suicide or
committed suicide. The Center would not make either of these tracking systems a

priority.

[t 1s my beliet that the Center does not track these outcomes because they do not want to
have to report them to new patients and because they do not want to discontinue
cross-sex hormone prescriptions. The Center never discontinues cross-sex hormones, no

matter the outcome.
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In just a two-year period from 2020 to 2022, the Center initiated medical transition for
more than 600 children. About 74% of these children were assigned fenale at birth.
These procedures were paid for mostly by private insurance, but during this time, it is my
understanding that the Center also billed the cost for these procedures to state and federal

publicly funded insurance programs.

I have personally witnessed staff say they were uncomfortable with how the Center has
told them they have to code bills sent to publicly funded insurance programs. I have
witnessed staff directly ask the providers for clarification on billing questions and have
providers dismiss the concerns and work to have the patients have this care covered as

the priority.

I have personally witnessed staff report that they were aware that patients had been coded
incorrectly (coding for precocious puberty for puberty blockers when the child does not

in fact have that condition).

Based on my observation that the Center has prescribed puberty blockers or cross-sex
hormones hundreds of times where they should not have, the Center is billing private and

public insurance for unnecessary procedures.

Even when it is clear that the cross-sex hormones or puberty blockers are harming the
child, the Center continues that treatment and continues billing public and private

imnsurance.



L,/ Jamie Reed
2/ 7/2023
Datc

State of Missouri )
)
City of St. Louis )

On this day, Jamic Reed personally appeared beforc me, a notary public in Missouri. { k,noxy her
to be the individual who signed this document, and she acknowledged to me that she signed it for

the purposcs stated in it. /
D R Thoen

I\fotdry Public
2/7/2023

Date

KATIE R. KEEVEN
Notary Public, Notary Seal
State of Missouri
St. Louis County
Commission # 21767059
My Commission Expires 11-15-2025




PRESIDENT
Jeffrey J. Barrows, DO, MA (Ethics)

EXECUTIVE VICE PRESIDENT
Nicote D. Hayes, MPA

BOARD OF REFERENCE

Arthur James Dyck, PhD

Mary B. Saltonstall Professor of
Population Ethics at the Harvard
School of Public Health

Manthew Eppinettes, MIBA, PhD
Director of The Center for Bioethics &
Human Dignity

John F, Kilner, PhD
President and CEO of The Center for
Bioethics and Human Dignity

C. Ben Mitchell, PhD
Distinguished Fellow of the
Tennessee Center for Bioethics &
Culture

John J. Paris, 8J

Michael P. Walsh Professor of
Bioethics at Boston College, and
Clinical Professor of Family Medicine
and Community Heaith at Tufts
University School of Medicine

Rebecca D. Pentz, PhD
Professor of Hematology and
Oncology in Research Ethics at
Winship Cancer Institute

Daniel P. Sulmasy, OFM, MD, PhD
Professor of Medicine and Director of
the Bioethics Institute of New York
Medical College

Carol Taylor, CSFN, RN, MSN, PhD
Senior Clinical scholar in the Kennedy
institute of Ethics at Georgetown
University and Professor of Medicine
and Nursing

Gerald Winslow, PhD
Professor of Christian Ethics at Loma
Linda University

P.O. Box 7500

Bristol, TN 37621-7500
Phone: 423-299-2263
main@ethicalhealthcare.org
www.ethicalhealthcare.org

PLEASE OPPOSE GENDER-AFFIRMING HEALTH CARE FOR MINORS
Testimony of Dr. Andre Van Mol, MD

Gender-affirming healthcare (GAHC) imperils already at-risk gender dysphoric
youth with experimental and unproven hormonal and surgical gender
procedures, which medicalize prematurely and permanently. Transition
procedures are not proven effective, not proven safe, do not reduce suicides,
and are not the standard of care for gender dysphoria. Comprehensive
literature reviews are driving an international pushback against GAHC in favor
of intensive psychological evaluation and support, and the lawsuits over the
harms of transition affirming interventions have begun.

THE GOVERNMENTS AND MEDICAL/ACADEMIC INSTITUTIONS OF THE UK,1 234
SWEDEN,s 6 7 FINLAND,® and DENMARK?® HAVE REJECTED prioritizing gender
transition in favor of emphasizing extended mental health evaluation and
support.

e The UK closed the world’s largest pediatric gender clinic, NHS’s Tavistock
Gender Identity Development Service,1® per findings of the Cass Review
Interim Report.1?

e Comprehensive literature reviews done in the UK,12 13 14 15 Sweden,16 17
Finland,!8 and Germany?? show GAHC is out of step with the evidence base for
gender dysphoric youth.

DESISTANCE IS THE NORM FOR MINORS WITH TRANS-IDENTIFICATION,
resolving on its own for an average of 85% by adulthood, unless it is affirmed.20 21 22 23
24 Why permanently medicalize a child for a condition that usually goes away?25 26 27

DECADES of Studies Confirm that GENDER DYSPHORIA CARRIES THE
OVERWHELMING LIKELIHOOD OF UNDERLYING MENTAL HEALTH PROBLEMS,
ADVERSE CHILDHOOD EXPERIENCES/TRAUMAS, FAMILY ISSUES, and
impressively higher rates of neurodevelopmental issues like AUTISM SPECTRUM
DISORDER, all of which usually PREDATE the onset of gender dysphoria.282930313233
e Withers 2020, “trans-identification and its associated medical treatment can
constitute an attempt to evade experiences of psychological distress.”"34
* These call for mental health intervention, not gender transition procedures.

THE MEDICAL LITERATURE IS CLEAR: DO NOT PREMATURELY AFFIRM.

e APA Handbook on Sexuality and Psychology: “Premature labeling of gender
identity should be avoided.”35 “This approach runs the risk of neglecting
individual problems the child might be experiencing ..."36

e 2020 Nordic] of Psychiatry: “An adolescent’s gender identity concerns must
not become a reason for failure to address all her/his other relevant problems
in the usual way.”37

Gender-affirming healthcare (GAHC) is Not the “Standard of Care” for Gender
Dysphoria.



mailto:main@ethicalhealthcare.org

So-called gender affirming care guidelines ultimately derive from non-scientific, non-
medical activist groups like WPATH (World Professional Association for Transgender Health)
whose SOC 7 was rated by a 2021 BM] first of its kind “systematic review and quality assessment”
with a quality score of zero out of six.38 [t contains no comprehensive literature review. Just calling
them “Standards of Care” does not make them so. The latest SOC 8 version removes age restrictions
for medical and surgical interventions.39 40
The 2017 Endocrine Society Guidelines, the first from a medical organization, specifies this
disclaimer on p. 3895: “The guidelines cannot guarantee any specific outcome, nor do they establish
a standard of care.” The 2021 BM] review gave these guidelines a quality score of one out of six.
GTPs are not the standard of care.

The American Academy of Pediatrics’ policy was discredited by Dr. James Cantor ina 2019 review
as “a systematic exclusion and misrepresentation of entire literatures,” misrepresenting references
that actually contradicted their transition policy and advised watchful waiting, and omitting the fact
of desistance over puberty being the norm for gender dysphoria in minors, among other serious
flaws. 41

MINORS CANNOT GIVE TRULY INFORMED CONSENT.#2

Children have developing and immature brains; their minds change often; they are prone to risk
taking and vulnerable to peer-pressure; and they don’t grasp long-term consequences.*3 4445 46

A UK High Court in Bell vs. Tavistock (2020) specified, “There is no age appropriate way to explain
to many of these children what losing their fertility or full sexual function may mean to them in
later years."#7

PUBERTY BLOCKING AGENTS [PBA] chemically castrate at the level of the brain.+s

PBAs risk infertility by blocking the maturation of sperm and eggs.*® Following them with cross-sex
hormones assures sterility.50 51

PBAs compromise bone mineral density at what should be the period of peak increase 52

PBAs hinder brain development and compromise sexual function.

The US FDA added a warning for pseudotumor cerebri (idiopathic intracranial hypertension) July
202253

Self-harm does not improve on PBAs,54 55

PBAs are not proven fully reversible, and long-term complications are known.5¢

AS FOR CROSS-SEX HORMONES 57 58 59 60 61 62 63

Estrogen use in male biology strongly increases the risks of blood clots, heart attacks, strokes,
breast cancer, insulin resistance and more. Risk increases with length of use.s*

Testosterone use in female biology strongly increases the risks heart attacks, strokes, breast and
uterine cancer, hypertension, severe acne and more.

A 2019 international panel of endocrinology organizations concludeds® “...the only evidence-based
indication for testosterone therapy for women is for the treatment of HSDD [Hypoactive sexual
desire disorder].” They gave no exceptions for “any other symptom or clinical condition, or for
disease prevention,” and observed “The safety of long-term testosterone therapy has not been
established.”

MANY REGRET TRANSITION. Many claim their consent lacked information on transition procedures’
known risks and available alternatives.s¢

Studies downplaying rates of regret consistently show high rates of loss to follow up (20-60%) and
set unreasonably strict definitions for regret. (D'Angelo, 2018)..."¢7
Regret rates comes from gender clinics, precisely where regretters say they avoid.s8
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PRO-TRANSITION STUDIES COMMONLY SHARE THE SAME FATAL FLAWS.

“Limitations of the existing transgender literature include general lack of randomized prospective trial
design, small sample size, recruitment bias, short study duration, high subject dropout rates, and reliance
on “expert” opinion.” Pediatric endocrinologist and academic Paul Hruz, MD.¢°

THE SUICIDE REDUCTION CLAIMS OF TRANSITION ARE MYTHS, used as emotional blackmail.

s Many parents of gender confused youth report being frightened by mental health and medical
officials with shock questions like, “Do you want a live son or a dead daughter?” or “Would you
rather be planning a transition or a funeral?”

e But GAHC is not proven to reduce suicides. In fact, the best studies show worsening of long term
mental health for many.

¢ Bailey and Blanchard: “There is no persuasive evidence that gender transition reduces gender
dysphoric children’s likelihood of killing themselves.”0

e 2024 USA study, “Gender-affirming surgery is significantly associated with elevated suicide attempt
risks,” 12-fold over general population, 4.7-fold over vasectomy or tubal ligation.”!

e A 2011 Swedish study of all their post-sex reassignment surgery adults showed a completed suicide
rate 19 times that of the general population 10 year out, along with nearly 3 times the rate of
psychiatric inpatient care.”?

e A 2020 study by Branstrom and Pachankis, claiming to be the first total population study of 9.7
million Swedish residents, ultimately showed neither “gender-affirming hormone treatment” nor
“gender-affirming surgery" improved the mental health benchmarks.”73 74

e A 2021 comprehensive data review of all 3,754 trans-identified adolescents in US military families
over 8.5 years showed that gender hormone treatment lead to increased use of mental health
services and psychiatric medications, and increased suicidal ideation/attempted suicide.”>

e There is no one reason for suicide. The U.S. CDC/MMWR “Suicide Contagion and the Reporting of
Suicide” warned against “Presenting simplistic representations of suicide. Suicide is never the
result of a single factor or event, but rather results from a complex interaction of many factors and
usually involves a history of psychosocial problems.”7¢

e About 96% of US adolescents attempting suicide demonstrate at least one mental illness.”?

e  90% of adults and adolescents who completed suicide had unresolved mental disorders .78

Non-Discriminatory. Refusing to provide gender transition procedures (GAHC) is, in fact, non-
discriminatory and appropriate both professionally and scientifically.
e GAHC has not been proven safe, effective, or of more benefit than harm.
* Physicians take an oath to do no harm, and GAHC is documented to lead to much harm.
¢ Withholding unproven interventions is non-discriminatory.
o There are mental health alternatives to GAHC which are at least as effective and without the harms
of hormonal and surgical interventions.

The chemical sterilization and surgical mutilation of otherwise healthy young bodies is not health
care. 79 80 81 Gender-affirming health care is being rejected by nations formerly leading it. GAHC is
unproven child experimentation masquerading as better, and refusing GAHC is non-discriminatory.
Minors should be protected from it.

Andre Van Mol, MD

Board-certified family physician

Co-chair, Sexual and Gender Identity Task Force, Christian Medical & Dental Assoc. (CMDA)
CMDA & American Academy of Medical Ethics Transgenderism Scholar
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Thank you for your time, heart for our youth, your willingness to act in their best interests, and commitment to serve our
society well.

My name is Dr. Karl Benzio. | have a medical degree and am a board certified psychiatrist.

Medical and cofounder of the residential mental health facility Honey Lake Clinic, Medical Director AACC, CMDA sexuality
and gender task force member.

The great philosopher Voltaire warned: When people believe absurdities, they will commit atrocities.

As a 35 years practicing board certified psychiatrist, directing adolescent programs is one of my specialties. We always
knew gender confusion/dysphoria/dissonance/evasion was a manifestation of deeper psychological struggles regarding
sense of self, identity, meaning, purpose, or value. These struggles usually emerge from dysfunctional or misinterpreted
relational dynamics with parents, siblings, and peers, being victims of abuse or early sexualization as minors, or having
compromised social skills as in autism or developmental disorders.

For many, these struggles resolved when puberty hit. But for those that didn’t, or in other cases where significant
disruption, distress, or obsessing occurred, the standard of care was a thorough psychological/psychiatric evaluation to
diagnose the underlying psychiatric issues, followed by individual, and usually family treatment, preferably for at least 9-18
months. This treatment was delivered by trained, licensed psychotherapists or psychiatrists, as we have expertise in
helping patients remedy the internal unconscious struggles, caused by stored misinformation and distorted beliefs either
inappropriately taught or from their misinterpretations, which precipitate their gender confusion and dissonance.
Psychiatric evaluation and care is paramount and necessary because gender confusion is not a biological issue, it's a
psychological one.

For many, these struggles resolved when puberty hit. But for those that didn't, or in other cases where significant
disruption, distress, or obsessing occurred, the standard of care was psychological or psychiatric evaluation to diagnose
the underlying issues, followed by individual and/or family treatment, often for at least 9-18 months. This treatment was
delivered by trained, licensed psychotherapists or psychiatrists, as we have expertise in helping patients remedy the
internal unconscious struggles, stored misinformation, and distorted beliefs from their misinterpretations, which precipitate
their gender confusion and dissonance. Psychiatric evaluation and care is paramount and necessary because gender
confusion or dissonance is not a biological issue, it's a psychological one.

Gender Affirming Therapy, GAT, ignores the truth that underlying psychological issues cause Gender
confusion/dissonance/evasion, thus skipping the psychiatric evaluation and treatment process, and instead, push full bore
into permanent and damaging chemical and surgical harm. Europe implemented GAT a number of years ago. Patients
and clinicians realized the underlying psychological issues were not only ignored, but actually worsened by the infusion of
unhealthy levels of chemicals into their brain. They also realized they are even more different, broken, and defective after
the failed and harmful chemical and surgical interventions than they were before GAT. On top of the psychological
worsening, the unnecessary levels of hormones and surgeries to healthy organs burdens them with many lifelong medical
problems and dangers (see my other attached article — Psychiatric Insights for Treating Detransitioners) As a result, many
patients are detransitioning while suing their surgeons and physicians who not only allowed these atrocities to occur, but
never gave them informed consent of the huge downside of GAT, while igncring the benefits and safety of psychotherapy.
England, Finland, Denmark and Sweden have reversed their positions, recanting their support of GAT, and advocating for
the more successful standard of care - psychiatric evaluation, proper diagnosis of the underlying psychological issues,
and then the appropriate treatment.

As a healthcare professional, I'm saddened by the ongoing suffering caused by GAT. | desire for all children to find
healing. Please join us in stopping the belief in absurd GAT policies and malpractice, and let's get back to gender
confusion treatment standards based on sound science, common sense, and the truth so we can protect kids from
atrocities inflicted on their mind, body, and spirit.

The absurdity is ignoring psychiatric science and common sense. The malpractice of infusing chemicals into a child's
brain that weren't genetically designed to handle them, and even worse, mutilating their healthy bodies, are the atrocities
we are pleading should stop.



As a healthcare professional, I'm saddened by the ongoing suffering caused by GAT. | desire for all children to find deep
psychospiritual healing so they can attain their full God-given potential when they are properly assessed and treated for
the underlying psychiatric struggles regarding sense of self, identity, purpose, meaning, and value.

Please join us in stopping the belief in absurd GAT policies and malpractice, and let's get back to basing gender confusion
and dissonance treatment standards on sound science, common sense, and the truth so we can protect kids from
atrocities inflicted on their mind, body, and spirit.

by HIS grace,

@«W’Ir%

Karl Benzio, MD
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READING ONLY THE BLUE TEXT PROVIDES AN EXECUTIVE SUMMARY OF THIS DOCUMENT

The past 10 years have seen an exponential rise in the occurrence of gender confusion or gender dysphoria (also
called transgender or gender non-conforming identity}* among young people worldwide, especially among teenage
girls. The distress of these young people is real, and the causes of this unprecedented trend are unclear, raising
difficult questions about compassionate, ethical, and effective ways to respond. Experts disagree, with some
recommending watchful waiting plus counseling and some asserting that cross-sex medical procedures are necessary
in order to prevent suicide. The U.S. federal policy of the current administration, which endorses “early gender
affirming care” for “children and adolescents” (HHS, 2022), is considered controversial by many. And the dramatic
rise in use of cross-sex hormones and surgery for youth has been the focus of heated debate, causing uncertainty in
patients, parents, physicians, and policy-makers as to what is best. Below is a compilation of research on five key
questions about these issues, shared in the hope of helping gender-confused young people receive the best care.

1. What does research show about the benefits/harms of cross-sex medical procedures for minors?

Research does not support medical intervention for gender-confused minors. Scientifically reliable
evidence has not shewn that cross-sex medical procedures are beneficial to children or adolescents.
Rather, there is reliable evidence of significant risk. Consequently, a growing number of scientific
agencies do not recommend such treatments. Instead, they recommend mental health support and
watchful waiting for gender-confused youth.

Summary of Evidence:

Numerous scientific agencies, in the U.S. and Europe, do not recommend medical “transition” for minor youth
because the research evidence claiming to show positive effects from cross-sex hormones or surgery is scientifically
inadequate. Many studies are flawed and not reliable. Their limitations include lack of comparison groups, small
sample sizes, nongeneralizable study populations, short follow-up times, and high numbers lost to follow-up.
However, reliable studies have shown harmful etfects. *“Watchful waiting,” is the option recommended by a number
of scientific agencies. It means deferring gender transition procedures for gender-confused minors for an extended
time during which mental health services can be received and a natural desistance or persistence process can occur.

Highlights from Published Research (studies are listed by first author and year):

Sweden National Board of Health & Welfare (NBHW), 2022; Sweden Systematic Review, Ludvigsson, 2023
e “For adolescents...the NBHW deems that the risks of puberty suppressing treatment...and gender-affirming
hormonal treatinent currently outweigh the possible benefits...based on...continued lack of reliable scientific
evidence concerning the efficacy and the safety of both treatments” (2022). “*Long-term effects of hormone
therapy on psychosocial health [of minor children] are unknown. [Puberty blockers] should be considered
experimental treatment. . rather than standard procedure™ (2023).
Norway Healthcare Investigation Board (UKOM), 2023
e “Research-based knowledge for gender-affirming treatment (hormonal and surgical) is deficient and the long-term
effects are little known ... UKOM recommends that puberty delaying treatment (puberty blockers) and hormonal
and surgical gender confirmation treatment for children and young people are defined as experimental treatment.”
and not considered to be the standard of care.
England, National Health Service (NHS)/The Cass Evidence Review, 2022, 2024
e Said “psychological support™ and “a watchful approach™ are generally recommended instead of “social transition”
and there is “a lack of high-quality research assessing the outcomes of hormone interventions in adolescents
...and [little] long-term follow-up. No conclusions can be drawn about the effect on...psychosocial health...”




British Medical Journal (BMJ): Evidence Review, Heneghan, 2019; Investigation, Block, 2023

o “Puberty blockers are being used in the context of profound scientific ignorance. . treatments for under 18 gender
dysphoric children and adolescents remain largely experimental. There are a large number of unanswered
questions that include ... long term effects on mental health, quality of life, bone mineral density, osteoporosis and
cognition... The current evidence base does not support informed decision making and safe practice in children.”

o There appears to be a lack of credible scientific evidence undergirding endorsements of medical gender transition
for minors by the American Academy of Pediatrics, the Endocrine Society, and WPATH.

Finland Board for Selection of Choices for Health Care (PALKO / COHERE Finland), 2020

o “The first-line treatment for gender dysphoria [in minors] is psychosocial support and, as necessary,
psychotherapy and treatment of possible comorbid psychiatric disorders.”

o “The reliability of the existing studies with no contrul groups is highly uncertam ... no decisions should be made
that can permanently alter a still-maturing minor's mental and physical development ... gender reassignment of
minors is an experimental practice.. .no irreversible treatment should be initiated.”

U.S. Medicare National Coverage Analysis (NCA) — Decision Memo, 2016

¢ “Based on an extensive assessment of the clinical evidence. . .there is not enough high-quality evidence to

determine whether gender reassignment surgery improves health outcomes...”
U.S. Food & Drug Administration (FDA), 2022

+ The FDA added a warning to the labeling for puberty blocking hormones (GnRH agonists): “"to monitor patients
taking GnRH agonists for signs and symptoms of pseudotumor cerebri, including headache, papilledema, blurred
or loss of vision, diplopia. pain behind the eye or pain with eye movement. tinnitus, dizziness and nausea.”

American College of Pediatricians, 2024

¢ “[We] call upon the medical professional organizations of the United States...to follow the science and their
European professional colleagues and immediately stop the promotion of social affirmation, puberty blockers,
cross-sex hormones and surgeries for children and adolescents who experience distress over their biological sex.”

Hruz, 2020; GRADE Rating System
“Deficiencies in Scientific Evidence for Medical Management of Gender Dysphoria.”

¢ “Nearly all of the recommendations made by the Endocrine Society were based upon “low™ or “very low™ quality
evidence [according to the G.R.A D.E. rating system]... The limitations of the published studies in...transgender
medicine are many. They include a general lack of randomized controlled trial design, small sample sizes, high
potential for recruitment bias, .. nongeneralizable population groups, relatively short follow-up, [and] high
numbers of patients lost to follow-up... The only data that reached the level of “moderate™ quality were related to
adverse [i.e., harmful] medical outcomes...risks include low bone density, altered adult height, and impaired
spatial memory (de Vries et al. 2011; Hough et al. 2017).7

¢ The G.R. AD.E. rating system is the most widely adopted tool for grading the quality of [research] evidence.

de Vries, 2014
This is an example of a weak study that has been widely cited as evidence that cross-sex hormones are beneficial to youth.
¢ lt had no conurol group, used a non-representative sample, had an madequate sample size (only 32 patients for
mental health outcomes with key results based on subgroups as small as 15) and error in a key outcome measure.
¢  Thus. questionable results of 15-32 patients have been widely used to justify giving cross-sex hormones to minors.
Chen, 2023
One of the most recent studies claiming positive impact on youth by cross-sex hormones raises issues of research quality:

+  The study had a recruited sample; with no control/comparison group it was not able to test causal impact.

*  There was no control for the documented receipt of psychotherapy and psychotropic medication by trans patients.

+  The study Abstract did not report that there was no improvement in mental health (life satisfaction. depression.
anxiety) for biological males (i.e.. “designated male at birth™) who took cross-sex hormones, but only for females.

+ With 65% of the analytic sample biological females. 1t likely enabled the study to show significant improvement in
mental health for the “full sample™ due to this imbalance by sex. even though there was no unprovement for males.

+  The study reported 2 patient suicides (a high rate) but not the hormones™ impact on suicidality, a serious oversight.

van der Loos, 2023
This study 1s an example of a trend in trans research where claims in the Abstract do not always match up with study data.

e  The Abstract states “a substantial number of adolescents did not start [hormone] treatment.” Yet the data show 2 of
3 patients who initiated treatment after age 10 (the vast majority of patients since 2012) did start puberty blockers.

e The Abstract claims the low de-transitioning by those on puberty blockers gives “support for medical [transition],”
despite the study’s admission: “‘one cannot exclude the possibility that starting GnRHa in itself makes adolescents
more likely to continue medical transition.” This view, that puberty blockers actually interfere with the natural
high desistance rate for childhood gender dysphoria. is supported by several other studies (see section 3, below).

e With no measures of mental health effects, the study provides no support for medical transition on these grounds. 2



Levine, 2022

e “In the context of providing puberty blockers and cross-sex hormones, the [G.R.A.D.E.] designation of ‘very low
certainty’ signals that the body of evidence asserting the benefits of these interventions is highly unreliable.. there
is a high likelihood that the patients will not experience the [claimed] effects (Balshem et al., 2011).”

e “In contrast, several negative effects are quite certain. For example, puberty blockade followed by cross-sex
hormones leads to infertility and sterility (Laidlaw, Van Meter, Hruz, Van Mol, & Malone, 2019). Surgerics to
remove breasts or sex organs are irreversible. Other health risks includ[e] risks to bone and cardiovascular health.”

Alzahrani, 2019; Nota, 2019; Getahun, 2018

e At least three studies suggest that transgender adults who have received cross-sex hormone treatment have

significantly elevated rates of acute cardiovascular events (such as blood clots, heart attacks and strokes).
Dreher, 2018

e A meta-analysis of 13 studies found that | in 3 male-to-female transitioners who had vaginoplasty surgery

experienced significant post-surgery medical problems.
Turner, 2022
An investigation of England’s Gender Identity Development Service (GIDS) for The Times Magazine found:

e A barely pubescent child prescribed [puberty] blockers who goes on to take cross-sex hormones—as almost every
patient does—will be infertile and unable to orgasm.”

«  Transgender lobby groups influenced GIDS in favor of medical transition of children, despite scientific evidence.

e  The National Health Service decided to close the GIDS clinic for concerns about patient satety (Glebova, 2022).

Cantor, 2019

e “AsIread the works on which the [American Academy of Pediatrics (AAP)] based their policy [endorsing only
gender affirmation]. I was...alarmed: These documents simply did not say what AAP claimed they did. In fact. the
references that AAP cited as the basis of their policy instead outright contradicted that policy, repeatedly endorsing
watchful waiting.”

The Society for Evidence-Based Gender Medicine, 2022

e A review of the cited scientific support for the U.S. Department of Health & Human Services recent policy
statement that “For transgender and nonbinary children and adolescents, early gender affirming care is crucial to
overall health and well-being” (HHS Office of Population Affairs, 2022) found misstatements of study findings,
use of one flawed study as evidence for major claims, misrepresentation of treatment “reversibility,” lack of
evidence for the claims made. a failure to discuss the well-documented risks, and no presentation of alternatives.

2. What does research on medical gender transition tell us about preventing suicide in trans youth?

Medical transition procedures have not been shown to reduce transgender suicide. In fact, there is some
evidence that medical transition may increase suicide risk in gender-confused teens.

Summary of Evidence:

The “transition or suicide” claim-—that parents must choose between a “live trans son or a dead daughter” (or vice-
versa)—is not supported by scientific evidence. Widely cited studies claiming that suicidality in gender-confused
youth is reduced by cross-sex hormonal and surgical interventions have been found to have significant flaws and
therefore cannot be relied on. Scientifically sound research shows either no reduction or in some instances an increase
in transgender suicidality after the receipt of cross-sex medical procedures.

Highlights from Published Research:

Dhejne, 2011
A Swedish study recognized as a landmark 30-year longitudinal study of life after transgender surgery found that...
s Ten years after sex reassignment surgery, the transgender patients were 19 times more likely to die from suicide
than the typical Swedish population, after accounting for differences in individual mental illness before surgery.
¢ Transitioning “male-to-female [is] at higher risk for suicide attempts after sex reassignment” than female-to-male.
e The study authors concluded: .. .surgery and hormonal therapy...is apparently not sufficient to remedy the high
rates of [mental illness] and mortality found among transsexual persons... Our findings suggest that sex
reassignment, although alleviating gender dysphoria, may not suffice as treatment for transsexualism...”
Heylens, 2014
o Although the study reported a reduction in patients’ psychological distress, there was no reduction in suicide
attempts at any step in the process of cross-sex medical intervention. 3




Bauer, 2015
s Although there was a decrease in “'suicidal thoughts™ after cross-sex hormonal intervention, among those who did
have suicidal thoughts. cross-sex medical freatment was associated with a three-fold increase in suicide attempts
Adams, 2017
A meta-analysis of 42 studies of suicidality in transgender adults reported...
¢ Suicidal thoughts appeared to increase after medical transition and suicide attempts did not appear to decrease.
Branstrom, 2020b
A 10-year study on the impact of cross-sex surgery on mental health, had to retract its original claims and acknowledge:
» . _the results demonstrated no [positive effects] of surgery in relation to subsequent mood or anxiety disorder-
related health care visits or prescriptions or hospitalizations following suicide attempts,” for transgender patients.
Wiepjes, 2020

e “An important finding was that the incidence for observed suicide deaths was almost equally distributed over the

different stages of reatment” (i.e., the suicide rate was roughly the same before and after cross-sex surgery).
Turban, 2020
A weak study widely cited as showing that puberty blockers reduce suicidality. actually obscured contradictory findings:

e The study had a correlational research design (not able to test causality) and a non-representative sample.

e The study Abstract (summary) reported that puberty blockers had reduced Suicidal Thoughts in adolescents, but
the author failed to include in the Abstract that there was no reduction in the more serious measures of suicidality:
Suicide Attempts, Lifetime Suicide Attempts, and Suicide Attempts Resulting in Hogpitalization—all key findings.

e The study results suggest that recent suicide attempts may have increased after puberty blockers, although not
significant due to small numbers. And 75% of those who received puberty blockers still had suicidal thoughts.

Carmichael, 2021

e Arecent study, seeking to replicate an early weaker study that said puberty blockers improved mental health in

transgender youth (deVries, 2011), found puberty blockers had no positive effect on mental health or suicidality.
Dallas, 2021

o Culifornia state health records show that suicide attempts increased two-fold after vaginoplasty surgery for adults

undergoing male-to-female medical ransiion, that is. they doubled within 2 years post-surgery.
Turban, 2022
A study often named as showing cross-sex hormones during adolescence reduce suicidality in transgender adults, obscured
contradictory findings and seemed to downplay evidence suggesting increased suicidality for 16-17-year-old patients:

¢ Study weaknesses included: a cross-sectional research design, non-representative sample, inadequate controls for
pre-existing mental health, and contlating the effects of two very different hormones (testosterone and estrogen).

e The study Abstract reported a reduction in Suicidal Thoughts for those starting cross-sex hormones by age 17 as
evidence of “favorable outcomes™ from this treatment. But there was no reduction in the more serious measures of
suicidality—Suicidal Thoughts with Plan, Suicide Attempt, or Suicide Attempt requiring Hospitalization——related
to the use of cross-sex hormones at any age. As in his previous study (Turban, 2020), the author failed to include
these important contradictory findings in the Abstract, where key results/non-results are typically reported.

¢ Adults who recetved hormones at 16-17 years old were nwice as hkely 1o report a “past-year suicide attempt
requiring impatient hospitalization’ (aOR=2.2, p<.01). But by setting the cut-off for statistical significance much
higher than is standard i empirical research (i.c., at p=.001 instead of p<.05-—a debatable Bonlerroni correction)
the study avoided reporting a significant increase in suicide attempts related to hormone therapy in adolescence.

Biggs, 2022a
Another analysis of the same dataset used in Turban, 2022 (above entry), by a different researcher, found. ..

*  Use of cross-sex hormones was related to a significant increase in suicidality for biological males receiving
estrogen—increases in Suicidal Thoughts with Plan. Suicide Attempt, and Suicide Attempt Requiring
Hospitalization (a roughly two-fold increase)—when biological males and females were analyzed separately.

¢ Receiving puberty blockers in adolescence was not related to a reduction in any measure of suicidality.

Tordoff, 2022; Reddit 2022
This questionable study is purported to show that cross-sex hormones reduced depression and suicidality in 57 adolescents:

* However. the study did not find any significant reduction in these rates {rom baseline to the {2-month follow-up:

they remained high, at 56% depressed and 37% with suieidal thoughts, after 12 months of hormonal treatment.
The hormonal "reductions™ were claimed because the rates did not increase as they did for the group not receiving
hormones, averaged over the 12-month follow-up. But unlike the hormone group, this group had 80% drop out of
the study, reducing it to only 7 youth. Such high differential attrition and small ‘n,” along with the lack of control
for the confounding impact of anti-depressant medication. raise questions about the validity of study conclusions.
*  These non-confirmatory findings were only reported in the online study Supplement, not the study article.



Biggs, 2022b
Longitudinal analysis of patient records from the world’s largest clinic for transgender youth:

¢  There was no difference in the suicide rate for those who had not yet received treatment and those who had
received treatment (puberty blockers and/or cross-sex hormones).

e “ltisirresponsible to exaggerate the prevalence of suicide... Data from the world’s largest clinic for transgender
youth, accumulated over an 11-year period, [found that] ... The proportion of individual patients who died by
suicide was 0.03% [or 3 out of 10,000], which is orders of magnitude smaller than the proportion of transgender
adolescents who report attempting suicide when surveyed.” Thus, actual deaths were much rarer than perceived.

Levine, 2022

e “The “transition or dic” narrative, whereby parents are told that their only choice is between a “live trans daughter

or a dead son™ (or vice-versa), is both factually inaccurate and ethically wrong.”
Ruuska, 2024
e Inastudy of Finland’s national health register, cross-sex medical treatment did not reduce suicide for trans youth.

3. Is gender dysphoria in children a permanent condition, one that requires medical intervention?

Research shows childhood gender dysphoria usually dissipates on its own by young adulthood if
“transition” is not encouraged, Thus, the risks of cross-sex medical intervention are eliminated.

Summary of Evidence:

There is strong evidence showing that a majority of children (between 60% and 90%) who experience gender
dysphoria tend to resolve their gender identity confusion and accept their biological sex by the time they reach young
adulthood, that is, if they are not subjected to “social transition” or cross-sex medical intervention. For those who are
the subject of transition efforts, the large majority appear likely to persist in a “trans” identity. (Social transition refers
to name/pronoun change, cross-sex dressing and reinforcement of a transgender identity for children by adults.)

Highlights from Published Research:

Ristori & Steensma, 2016
e A review of 10 studies measuring the persistence of childhood gender dysphoria found that, by the follow-up time
in adolescence or young adulthood. 2% to 39% of cases had persisted in gender dysphoria or transgender identity.
resufting i an average of 83% who tdentitied with their biological sex at that point.
Zucker, 2018
¢ Results of four studies: "Among children meeting the diagnostic criteria for “Gender Dysphoria”™ ...67% were no
longer gender-dysphoric as adults; the rate of natural resolution for gender dysphoria was 93% for children whose
gender dysphoria was significant but [did not reach a medical] diagnosis” (as quoted by Levine, 2022).
Singh, 2021
e 88% of boys with childhood gender dysphoria did not identify as transgender by young adulthood.
Bachmann, 2024; Rawee, 2024
¢ Two longitudinal studies of large population-based samples in Germany and the Netherlands both found that 64%
of those with gender dysphoria as young adolescents were no longer gender-dysphoric as young adults.
Steensma, 2013; Olson, 2022
¢ Social transitioning disrupts the natural desistance process. The vast majority of children who experience it persist
in a transgender identity; without it, the large majority (7/10) will no longer be gender dysphoric by adulthood.
de Vries, 2011; van der Loos, 2022
* Instead of providing youth “time to make a decision,” puberty blockers funnel nearly all who receive them into an
irreversible path of cross-sex hormones (where negative side-effects include infertility, see Cheng, et al., 2019).
Boyvd, 2022; Roberts, 2022
s Between 20% to 30% of young patients discontinued cross-sex hormone treatments in 4 years, suggesting that a
sizable number of those undergoing medical transition procedures change their mind within a few years.

4. Can young people be influenced to identify as transgender, or is it all biologically determined?

The dramatic rise in gender dysphoria in the past decade is likely influenced by non-biological factors.
Social, cultural, and psychological factors appear capable of influencing a young person toward transgender

identity. 5




Summary of Evidence:

Genetic studies show gender identity development is a complex process with bio-psycho-social components. Recent
unprecedented increases in transgender identity worldwide, and a reversal in the male-to-female ratio, suggest the
influence of non-biological factors. Young people appear susceptible to social, educational, and cultural influences.

Highlights from Published Research:

Hevlans, 2012
A svstematic review of research on wentical twins and gender dysphoria, ..

e Concluded that the 39% concordance rate for transgender identity i identical twins (1e., where both were
transgender) was “consistent with a genetic influence...although shared and nonshared environmental factors
cannot be ruled out... [Gender identity development] is a complex process of biopsychosocial components.”

e This suggests “a role for genetic factors™ as well as a significant role played by social/environmental factors.

»  The study found the influence of social factors was greater for biological females than males.

Jones, 2021; Williams Institute, 2022

e Inthe U.S,, the percent of Generation Z adults (born 1997 — 2002) who identify as transgender has increased by

800% over Generation X (born 1965 — 1980). Now, 1.4% of U.S. teens (300,000 youth) say they are transgender.
The Economist, 2020; Turner, 2022

¢ Between 2010 and 2020, the number of teenage girls in Great Briwain referred for gender dysphoria (GD) went up
more than 4000%. while girls under age 12 saw only small increases. Rates for teenage boys also increased. but
much less than for girls, with sumilarly small increases for boys under 12. In Sweden, GD in teen girls rose 1500%.

e This pattern suggests that the explosive increase in GD for teen girls (not occurring in preteens or boys) may be
due to social influence, i.e., transgender identity promotion, rather than merely an increase in public acceptance.

Zucker, 2019; Littman, 2018 & 2019

o There has been a recent dramatic reversal in the male-to-female ratio of transgender youth, with biological females

now far out-numbering males (the previous consistent ratio of 2:1 has changed to a ratio ranging from 1:2 to 1:7).
Downey, 2022; Mason, 2022

* A popular researcher advocating for the use of puberty blockers in children claims to have shown that social
influence is not a cause of the recent worldwide explosion in rates of gender dysphoria. However, his research has
been criticized for its use of an invalid survey measure. for using only U.S. data. and for a conflict of interest.

Becerra-Culqui, 2018; Figueredo, 2020
¢ Upto 70% of gender-confused vouth have mental health issues: depression. autism. ADHD. anorexia. abuse. ete

5. What does research tell us about teaching sex education and gender ideology to young children?

Teaching about sexuality, transgender identity, and sexual orientation in early elementary school has
not been shown by scientific research to be beneficial, nor has it been tested for harmful effects.

Summary of Evidence:

A recent review did not show sound scientific evidence to back up the claim that teaching sex education to young
children in early clementary school, including content about transgender ideology and homosexuality, is beneficial to
them or reduces rates of child sex abuse. [t is also did not test whether it 1s harmful. And the rescarch did not show
reliable evidence that sex education classes which teach these topics to older youth produce any psychosocial benefit.

Highlights from Published Research

Goldfarb & Lieberman, 2021; critique of Goldfarb & Lieberman by Ericksen & Weed, 2023
Contrary to its claims, a wide-ranging review of research on school-based sex education in the U.S. and interationally. .
e Showed no credible scientific evidence that sexuality education is beneficial to children in early elementary school
or that it reduces child sex abuse. Child sex abuse prevention classes show some benefits but not actual reductions.
*  Found no scientifically credible research demonstrating that teaching young children about transgender ideology
or homosexuality in early elementary school is beneficial to them. No sound research studies were found on this
question, or that tested possible negative mpacts. Thus, it is unknown whether such teaching is harmful.
o Cited studics 1o show that teaching about gender ideology and homosexuality in older grades was beneficial. but
the studies were not scientifically capable of testing this impact and also showed conflicting results. 6



"GLOSSARY of TERMS

For the purposes of this paper, we used the following definitions:

Gender Dysphoria: A diagnostic term for a person experiencing profound discomfort with their biological/natal sex.
Gender Confusion: A nonclinical term that refers to a person's feeling of not identifying with his or her biological sex.
Transgender: This refers to a person whose declared gender identity does not match that person’s biological sex at birth.
Gender Non-Conforming: This term refers to a person whose behavior and/or appearance does not conform to prevailing
cultural and social expectations about what is appropriate for their biological sex at birth,
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Studies that Show Transgender Interventions Harm, not Help

e This 2011 Swedish study of post-sex reassignment surgery adults showed a completed
suicide rate 19 times that of the general population 10 year out, along with nearly 3 times
the rate of psychiatric inpatient care. _

o Dhejne C, Lichtenstein P, Boman M, Johansson ALV, Langstrom N, et al. (2011)
Long-Term Follow-Up of Transsexual Persons Undergoing Sex
Reassignment Surgery: Cohort Study in Sweden. PLoS ONE 6(2): e16885.
10.1371/journal.pone.0016885.

e This 2020 study, claiming to be the first total population study of 9.7 million Swedish
residents, showed neither “gender-affirming hormone treatment” nor “gender-aftirming
surgery” improved the mental health benchmarks.

o Brinstrom R, Pachankis JE: Reduction in mental health treatment utilization
among transgender individuals after gender-affirming surgeries: a total population
study. Am J Psychiatry 2020; 177:727-734.
https://doi.org/10.1176/appi.ajp.2019.19010080

o Kalin NH: Reassessing mental health treatment utilization reduction in
transgender individuals after gender-affirming surgeries: a comment by the
cditor on the process (letter), Am J Psychiatry 2020;

177:765 https://doi.org/10.1176/appi.ajp.2020.20060803

e This 2021 comprehensive data review of all 3,754 trans-identified adolescents in US
military families over 8.5 years showed that gender hormone treatment lead to increased
use of mental health services and psychiatric medications, and increased suicidal
ideation/attempted suicide.

o Elizabeth Hisle-Gorman, MSW, PhD and others, Mental Healthcare Utilization of
Transgender Youth Before and After Affirming Treatment, The Journal of Sexual
Medicine, Volume 18, Issue 8, August 2021, Pages 1444
1454, https://doi.org/10.1016/).isxm.2021.05.014

Systematic Review that Ranks WPATH and Endo Society Guidelines as Poor Quality

This 2021 BMJ first of its kind “systematic review and quality assessment” used “to assess all

international clinical practice guidelines™ rated WPATH’s (World Professional Association for
Transgender Health) SOC 7 with a quality score of zero out of six., and the Endocrine Society

Guidelines a quality score of one out of six.
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https://doi.Org/10.l
https://doi.Org/10.l
https://d0i.0rg/l_0.1016/j.isxm.2021,05.014

Dahlen S, Connolly D, Arif [, er af International clinical practice guidelines for gender
minority/trans people: systematic review and quality assessment. BMJ
Open 2021;11:¢048943. doi: 10.1136/bmjopen-2021-048943

Study that Shows Desistance is the Norm for Minors with Gender Dysphoria

Zucker, K. J. (2018). The myth of persistence: response to A critical commentary on
follow-up studies and ‘desistance” theories about transgender and gender nonconforming
children” by Temple Newhook et al. International Journal of Transgenderism, 19(2),
231-245. Published online May 29, 2018.

http://dot.org/10.1080,15532739.2018. 1408293

Studies that Show Mental Health Problems Underlie Gender Dysphoria

e This 2024 study of the Finnish Nationwide Cohort of gender-referred adolescents
examines the impact of psychiatric morbidity on mortality to find:

o All-cause mortality was the same between gender-referred adolescents and the
control group.

o Proportion of suicides among gender-referred adolescents was higher than in the
control group.

o  When history of psychiatric treatment was controlled for, there was no mortality
difference between the groups, suicide or all-cause. The authors conclude that
gender dysphoria “does not appear to be predictive of all-cause or suicide
mortality.”

Ruuska S, Tuisku K, Holttinen T, et al. All-Cause and Suicide Mortalities Aimong
Adolescents and Young Adults who Contacted Specialised Gender Identity Services in
Finland in 1996-2019. BMJ Ment Health. 2024:;27:e300940.
https://dotorg/10.1136/bmyment-2023-300940

e This 2018 Kaiser-Permanente study gleaned from electronic medical records of 8.8
million members in Georgia and California showed:

o High rates of psychiatric disorders and suicidal ideation hefore gender non-
congruence in teens.

o Rates (prevalence ratios/PR) in the 6 months before first tindings of GNC
compared to gender congruent peers: psych disorders 7 times higher overall. vast
PR for certain ones, psych hospitalizations 22-44 times higher, self harm 70-144
times higher, suicidal ideation 25-54 times higher (Tables 3 & 4 of study).

o Suicidal ideation during said 6 months before GNC findings: 7% in biological
males and 5% in biological females. Far below rates claimed by activists, but still
high.

Becerra-Culqui TA, Liu Y, Nash R, et al. Mental Health of Transgender and Gender
Nonconforming Youth Compared with Their Peers. Pediatrics. 2018;141(5):e20173845.

e This 2015 report from Finland’s gender identity services found:

biologicalintegrity.org


http://doi.orH/T0.1080,15532739,2018,1468293
https://doi.org/10.1136/bmiment-2023-300940

o 75% of adolescents they saw were or had been undergoing psychiatric treatment
for reasons other than gender dysphoria.
o 26% had autism spectrum disorder. 87% female.
o “Treatment guidelines need to consider gender dysphoria in minors in the context
of severe psychopathology and developmental difficulties.”
Kaltiala-Heino R, Sumia M, Tydldjdrvi M, Lindberg N. Two years of gender identity
service for minors: overrepresentation of natal girls with severe problems in adolescent
development. Child and Adolescent Psychiatry and Mental Health (2015) 9:9.

This 2021 prospective study from a multidisciplinary pediatric gender service in
Australia found:

o High levels of distress (including GD), suicidal ideation (41.8%), self-harm
(16.3%), and suicide attempts (10.1%).

o High rates of comorbid mental health disorders: anxiety (63.3%), depression
(62.0%), behavioral disorders (35.4%), and autism (13.9%).

o High rates of adverse childhood experiences, with family conflict (65.8%),
parental mental illness (63.3%), loss of important figures via separation (59.5%),
and bullying (54.4%); and maltreatment (39.2%).

o Key challenges faced by the clinicians: polarized discourses; pressures to abandon
the holistic [biopsychosocial] model; the difficulties of untangling gender
dysphoria from comorbid factors such as anxiety, depression, and sexual abuse.

Kozlowska K, McClure G, Chudleigh C, et al. Australian children and adolescents with
gender dysphoria: Clinical presentations and challenges experienced by a
multidisciplinary team and gender service. Human Systems. 2021;1(1):70-95.
doi:10.1177/26344041211010777

Studies Demonstrating the Fatal Flaws of the Dutch Protocol

This 2023 report stated that, “Two Dutch studies formed the foundation and the best
available evidence for the practice of youth medical gender transition. We demonstrate
that this work is methodologically flawed and should have never been used in medical
settings as justification to scale this “innovative clinical practice.””
o E. Abbruzzese, Stephen B. Levine & Julia W. Mason (2023): The Myth of
“Reliable Research” in Pediatric Gender Medicine: A critical evaluation of the
Dutch Studies—and research that has followed, Journal of Sex & Marital
Therapy, DOI: 10.1080/0092623X.2022.2150346*
Michael Biggs (2022) The Dutch Protocol for Juvenile Transsexuals: Origins and
Evidence, Journal of Sex & Marital Therapy, DOI: 10.1080/0092623X.2022.2121238

Comprehensive literature reviews finding studies in favor of transgender interventions to
be of low to very low quality, leading to these three nations reversing course from pro-
transition to strong, deep, and extended emphasis on mental health issues

Sweden 2023. Ludvigsson. J.F.. Adolfsson, J., Hoistad, M., Rydelius, P.-A., Kristrom, B.
and Landén, M. (2023), A systematic review of hormone treatment for children with
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gender dysphoria and recommendations for research. Acta Paediatr. Accepted Author
Manuscript._https://doi.org/10.1111/apa. 16791
Swedish Agency for Health Technology Assessment and Assessment of Social Services’
2019 literature review. hitps://www.sbu.se/en/publications/sbu-bereder/gender-dysphoria-
in-children-and-adolescents-an-inventory-of-the-literature/
Finland 2020: “Recommendation of the Council for Choices in Health Care in Finland
(PALKO / COHERE Finland). Medical Treatment Methods for Dysphoria Related to
Gender Variance In Minors”
https://seam.org/sites/default/files/Finnish Guidelines 2020 Minors Unofficial%20Tran
slation.pdf
2020. UK’s The National Institute for Health and Care Excellence (NICE) reviews:
o N.L.C.E. Evidence review: Gonadotrophin releasing hormone analogues for
children and adolescents with gender dysphona.:
https://1a802301.us.archive org/4/items/gov.uscourts.ared. 128159/gov.uscourts.ar
ed 128159.45.9.ndf or https://cass.independent-review.uk/nice-evidence-reviews/
o N.ILC.E. Evidence review: Gender-atfirming hormones for children and
adolescents with gender dysphoria.: https://cass.independent-review.uk/nice-
evidence-reviews/
UK: Cass Review, Interim Report (2022) https://cass.independent-
review.uk/publications/interim-report/
o This lead to the closure of the world’s largest pediatric gender clinic, NHS GIDS.
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Fact Sheet: International Trends in Care for Children with Gender Dysphoria

September 2023

Sweden:

In February 2022, Sweden’s National Board of Health and Welfare NBHW) released updated
guidelines for the care of gender dysphoric children, citing increased incidence of detransitioners
and young adults with transition-related regret.! NBHW noted:

e The risk of hormonal treatments outweigh the benefit in the vast majority of cases.

e Psychological and psychiatric support will become the first line of treatment, especially
in cases of autism spectrum disorder.

As of May 2021, Astrid Lindgren Children’s Hospital in Stockholm ended prescribing of puberty
blockers and cross-sex hormones.”

e Hormonal interventions are prescribed to a minority of patients suffering from
prepubertal onset of GD, after extensive psychological evaluation, only within the setting
of a clinical trial approved by the Ethical Review Agency/Swedish Institutional Review
Board.

Kinland:

In June 2020, Finland’s Council for Choices for Healthcare (COHERE) issued new guidelines
stating that psychotherapy should be the first line of treatment for gender dysphoric youth, noting
that a comprehensive review of the evidence showed medical evidence for pediatric transition is
inconclusive and medical gender reassignment was not sufficient to improve mental health
functioning.’

e Puberty blockers and cross-sex hormones will be reserved almost exclusively for minors
with early-childhood onset of GD only, not those with co-morbid mental health
conditions, especially not for adolescents who are exploring their personality and
identity.

e Surgical treatments are not part of the treatment methods for GD; surgery will not be
offered to those under 18 years of age. The guidelines warn against offering urreversible
treatments to persons under 25 years of age because of incomplete neurocognitive
development.

biologicalintegrity.org
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e Eligibility for hormonal intervention will be oftered only in centralized GD research
settings.
France:

In March 2022, The National Academy of Medicine in France noted the driving mechanisms

creating the phenomena of rapid onset gender dysphoria, blaming excessive engagement with

social media, greater social acceptability, and influence within social circles.”

Children desiring transition should receive extended psychological support in a
multidisciplinary setting, given the risk of overdiagnosis and increasing incidence of
detransitioners.

Families should receive robust education and informed consent regarding the side effects
of puberty blockers and cross-sex hormones and the irreversibility of treatments.
especially surgery.

The report highlighted impacts on bone growth and weakening, risk of sterility, emotional
and intellectual consequences as well as the irreversibility of surgeries.

The Academy urged parents to be vigilant regarding the addictive role of social media
which harms the psychological development of children and contributes to the sense of
gender incongruence.

United Kingdom:

The Cass report, reviewing the lack of evidence for social transitions, puberty blockers, and

cross-sex hormones, was published in October 2022. The Tavistock Gender Identity Service
Clinic closed in late 2022. The National Health Service guidelines include:®

Developmentally-appropriate comprehensive psychotherapy by a multidisciplinary team,
not simply “gender dysphoria specialists,” to assess the patient for autism, psychiatric
conditions (anxiety/depression/self-harm/drug use), endocrine and metabolic disorders.
Recognition that social transition is not a neutral act and is a form of therapy. NHS
strongly advises against social transition of children, only after families and children
accept informed consent.

The NHS will allow puberty blockers only in formal research settings, because of the
unknown long-term effects of these medications, and cautions against cross-sex

hormones.
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e Families who seek puberty blockers and hormones outside the NHS protocols will be
strongly cautioned against accessing such treatment.
e Surgical transition is not allowed for minors.

Australia and New Zealand:

The RANZCP (Royal Australian and New Zealand College of Psychiatrists) is the first
Psychiatric group to recognize the lack of evidence-based research regarding treatment for
gender dysphoria.’

e In August 2021 released its first position statement addressing the mental health needs of
people with GD, noting *‘polarised views and mixed evidence regarding treatment options
for people presenting with gender identity concerns and a paucity of evidence” regarding
treatment.

e Until high quality research based evidence is available regarding endocrine and surgical
interventions, exploratory psychotherapy should be the first-line treatment for youth
suffering from gender confusion, to explore the full spectrum of mental illness, family
history and context in which gender dysphoria has arisen to formulate personalized
individual counseling.

Denmark:

In July 2023, the Journal of the Danish Medical Association published a discussion regarding
their reticence to proceed with medical transition of gender dysphoric minors, citing increased
numbers of gender dysphoric youth with comorbid psychiatric disease, influence of social
environments on children, uncertainty regarding side effects of treatments, and growing
incidence of detransitioners. While official guidelines have not been created, Denmark offered
medical transition treatment to only 6% of patients in 2022 as opposed to 65% of patients in
20187

Norway:
In March 2023, the Norwegian Healthcare Investigation Board (NHIB/UKOM) declared that

evidence for transgender interventions is deficient, and the long-term effects are little known,
especially in the teenage population which may be suffering transient gender distress. Youth

https [/ WWW.ranzep.ore/news- pohcv/pohcy—dnd advocacy/pomlon staternents/gender-dysphoria
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gender transition will become the exception, no longer an automatic right when children claim to
have gender dysphoria.®

International Pushback:

In July 2023, 21 clinicians and researchers from 9 countries questioned Dr. Hammes of The
Endocrine Society regarding gender-transition guidelines and lack of scientific evidence to
support the guidelines. Read the letter in the Wall Street Journal: Youth Gender Transition [s
Pushed Without Evidence - WS

A project of The American College of Pediatricians

hitps://dailvealler.com/2023/03/10/norway-health-care-system-transaender-aender-affirming-care-eviden

ce-baed/
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Feeling: opportunity
Premise: straight doctor talk

Wisconsin Assembly: Committee on Health, Aging and Long-Term Care

“gender transition medical intervention”
Testimony Wisconsin 2025 AB-104. 5 minutes (650 words) 999

INTRO 108

Mr. Chairman and members of the committee, thank you for allowing me to testify in
favor of AB-104.

My name is Dr. Travis Morrell. I’'m a Senior Fellow at Do No Harm.

This bill would protect your most vulnerable kids by letting them grow to adulthood
without permanent harm to their body with what the bill calls “gender transition medical
intervention.”

This is a major problem in Wisconsin. Insurance data shows 44 hospitals throughout the
state are harming children—kids under 17 1/2 years old.

‘What does this bill actually protect kids from?

Put simply, two things: surgery and medications meant to permanently change a chlld’
body.

(0:33)

2. SURGERY 187

For surgery, the bill prohibits permanently sterilizing vulnerable children by removing
their ovaries, uterus, testicles, or penis. Though rare, Reuters News reports these surgeries
happen to minors, and its happened on reality TV to 17-year-old Jazz Jennings. You should
protect your kids from surgical sterilization.

The most common gender surgery done on minors though, is mastectomy. At least 7000
American girls under 18 had complete breast removal in the past five years. About 100 were
under 12 1/2.

I know of one young woman who recently had a baby after having her breasts removed
for gender transition that she later regretted. She’s very happy with the cute little baby. But when
surgery is done for this purpose, milk glands can be left behind that do not attach to the skin via
ducts. So when the baby was born, parts of her breasts became painfully engorged with milk, but
there was no way to empty them and release her pain. It was a bitter reminder of the medical
harm she experienced.

If she chooses to have another child, she will have the same pain again each time.

(1:25)

3. Puberty Blockers 192
This bill also prohibits puberty blockers. Blockers are used to stop development of sex
traits, like genitals and breasts. That’s why this is done as soon as puberty starts: age 8 to 13.




Transition activists admit that boys whose genital growth is blocked at a young age, if
kept on meds to adulthood—they are unaware of any such patients ever having an orgasm. In
their life. Ever.

But puberty blockers don’t just work on part of the body. Puberty is a healthy period of
growth for the whole body.

You already know some side effects of blocking hormones if you’ve gone through
menopause. 12-year-olds can have hot flashes, get irritable and weepy.

Because puberty blockers starve the developing brain of needed hormones, some studies
show kids on blockers losing IQ points. A 2024 review of the best data we have, found no
evidence that this brain loss recovers when the meds are stopped. When the activists says puberty
blockers are just a pause, ask about the 20-year-old men with 1-inch penises who will never have
an orgasm, much less have kids; and the kids whose brains may be permanently stunted.

(2:24)

4. Cross-sex hormones. 136

This bill also prohibits cross-sex hormones.

Opponents admit hormones cause lasting body changes, because the entire point is to
permanently change the body to look more like the other sex.

Some women later regret predictable side effects: male pattern baldness or a permanent
beard, vaginal bleeding, intense vaginal itching, or painful intercourse. By as young as 18, many
have the urinary and bowel issues more common to elderly women. We love our grandmas, but
our grandmas don’t wish these problems on their granddaughters.

For boys, estrogen increases the risk of testicular cancer.

Both sexes get fertility damage.

Remember, these decisions are being made for kids not only before they ever had sex, but
sometimes before their bodies were capable of doing it. Doctors are taking away their car keys
before they even get their drivers license.

(3:09)

5 Evidence 179

Despite these harms, does gender transition help kids somehow?

With research, you may have noticed that a study can prove anything—one comes out
saying coffee is bad for you, and then a year later, it’s lifesaving. To combat this confusion in
gender medicine, instead of getting lost staring at one tree, doctors study the whole forest with
what’s called a systematic review.

Six of these reviews done in the UK failed to find evidence that this helps or that it’s safe.
Same with two out of Canada.

Six studies out of Johns Hopkins University, well... I don’t know what all they found,
because, The Economist reported, the leading gender medicine organization funded the project,
and after they saw the results—stopped most of the results from seeing the light of day. We can. :
bet the data didn’t help their case.




In fact, the highest level evidence is so bad for gender medicine, their own lawyers
admitted at the Supreme Court that it does NOT decrease suicide—the main argument supporters
use to blackmail parents into these dangerous interventions. 9
(4:04)

6 Confusion: 169

For all these reasons, mainstream medical organizations around the world—some that
used to encourage gender transition—now urge safety. If opponents say all medical societies
believe in gender transition, ask them about Finland, Sweden, Norway, Alberta Canada, Chile,
England, Scotland, Wales, Northern Ireland, and Queensland Australia. Each of these stopped
giving these drugs to minors, at least outside of experiments. Many never even considered
surgery for kids.

The President of the prestigious American Society of Plastic Surgery—a group we look
to on these surgeries—said last fall, “Currently, ASPS doesn’t think that gender-affirming care
for adolescents is appropriate.” He went on to compare pediatric gender medicine to the
Tuskegee experiments.

Even though some adults have failed to take responsibility, your children are depending
on you to use your own good judgment to protect them. ‘

I urge you to take today’s opportunity to protect Wisconsin youth and vote yes on
AB-104.

I’1l happily answer questions, including about regret rates and the suicide lie.

Thank you for your time.

(5:05)
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Research on pediatric gender medicine is highly politicized and rife with methodological limitations or
outright malfeasance. It is for precisely this reason that the Cass Review of pediatric gender services in
the United Kingdom concluded that the research base is of “poor quality.”

Many of the problems with the evidence base pertain to issues of internal validity, or how well a study
justifies a cause-and-effect claim. Recurring problems include the absence of a control group, an inability
to isolate the effect of hormonal treatment from concurrent psychotherapy, and unreliable survey data.

There are also concerns pertaining to external validity, or the generalizability of findings with small
samples to some larger population. Much of the “evidence” on pediatric gender medicine comes from
Europe, where the guardrails for accessing treatment are considerably higher than they are in the United
States (e.g. patients must have a long history of dysphoria and must receive psychotherapy alongside
hormonal treatment).

Moreover, a significant amount of the literature features data that predates a recent acceleration in the
diagnosis and treatment of gender dysphoria.

SUGVEAH CHEN ET AL. (2023). PSYCHOSOCIAL FUNCTIONING IN TRANSGENDER YOUTH AFTER 2
YEARS OF HORMONES. THE NEW ENGLAND JOURNAL OF MEDICINE, 388(3), 240-250.

What it's used to show: Receipt of cross-sex hormones improves psychosocial functioningamong minors.
Flaws:

® Internal validity: There is no comparison group. The researchers simply survey mental health
through the course of treatment. Mental health naturally fluctuates, so without a comparison
group it's impossible to infer whether these changes are related to the treatments.

M Internal validity: The “improvements” observed over two years are of dubious clinical
significance.

W Internal validity: For reasons never explained, the researchers do not display a multitude of
mental health measures that were collected for the study.

donoharmmedicine.org
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® Internal validity: The researchers gloss over the fact that 2 of 315 participants committed
suicide.

m External validity: Benefits were limited to natal females, which raises the concern that benefits
are attributable to the antidepressant effects of testosterone.

® Internal validity: The data is “winsorized,” a statistical technique in which extreme values are
pulled toward the center. It's unclear whether their results are sensitive to this decision.

SUGITE:7H TURBAN ET AL. (2020). PUBERTAL SUPPRESSION FOR TRANSGENDER YOUTH AND RISK OF
SUICIDAL IDEATION. PEDIATRICS, 145(2).

What it's used to show: Children who received puberty blockers are less likely to experience suicidal
ideation as adults.

Flaws:

® Internal validity: Data is taken from a 2015 survey that is completely unreliable. For example,
most respondents who claimed they took blockers reported starting after age 18, which does
not happen. Researchers claim they fix this problem by removing those people from the
analysis, but it's very unlikely that those were the only individuals providing incorrect answers.

M Internal validity: The researchers survey respondents who claim they received blockers going
back to 1998. But with few exceptions, blockers didn't become available as a treatment for
gender dysphoria in the United States until the Endocrine Society endorsed them in 2008.

W Internal validity: Patients with the most severe mental health conditions would have been
restricted from receiving blockers, so it’s likely that the group that received blockers had
better mental health at baseline.

® External validity: The 2015 survey was not a random or representative sample, but one collected
through advocacy organizations. Compared to the general population of gender-distressed
youth, the population captured in this survey is more politically active and plausibly aware that
their responses will be used for political advocacy.

SUGIE:XH TORDOFF ET AL. (2022). MENTAL HEALTH OUTCOMES IN TRANSGENDER AND NONBINARY
YOUTHS RECEIVING GENDER-AFFIRMING CARE. JAMA NETWORK OPEN, 5(2).

What it's used to show: Receipt of blockers and hormones is associated with lower odds of suicidality and
depression among minors.

Flaws:

® Internal validity: Mental health does not improve in the group that received blockers and
hormones.

N\
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Internal validity: The asserted evidence of benefit is that mental health deteriorates in the
control group that sought but did not receive treatment. The implication is that the treatment
group would have had the same experience in the absence of treatment. However, access

to treatment isn't random but determined by mental fitness. It's plausible that the treatment
group had a better mental health trajectory even in the absence of treatment.

Internal validity: There is enormous attrition in the comparison group such that only six of the
original 92 are included in the study at the end. This attrition reflects some combination of
entering the treatment group (because their mental health was assessed as adequate) or
leaving the gender clinic. The few who remained are not representative of the original control
group.

External validity: The follow-up from baseline (pre-treatment) was only one year.

SUGYTE: I8 TURBAN ET AL. (2022). ACCESS TO GENDER-AFFIRMING HORMONES DURING ADOLESCENCE
AND MENTAL HEALTH OUTCOMES AMONG TRANSGENDER ADULTS. PLOS ONE, 17(1).

What it's used to show: Receipt of gender-affirming hormones is associated with a lower incidence of

suicidality.
Flaws:
® Internal validity: Data is taken from a 2015 survey that is completely unreliable. For example,

most respondents who claimed they took blockers reported starting after age 18, which does
not happen. Researchers claim they fix this problem by removing those people from the
analysis, but it's very unlikely that those were the only individuals providing incorrect answers.

Internal validity: An attempt to replicate the results of this study discovered glaring, basic errors
in the analysis.

External validity: The 2015 survey was not a random or representative sample, but one collected
through advocacy organizations. Compared to the general population of gender distressed
youth, the population captured in this survey is more politically active and plausibly aware that
their responses will be used for political advocacy.

Internal validity: Results suggest that those who received hormones engaged in less suicidal
ideation over the past year. However, the results also show that those who claim to have
received hormones before age 18 were far more likely than those who didn't to report a past-
year suicide attempt requiring hospitalization. The authors make this finding disappear by
setting a threshold of statistical significance which is highly unconventional in this type of
research.

External validity: The replication attempt of this study discovered that natal males who received
hormones experienced a higher probability of planning, attempting, and being hospitalized
for suicide. Benefits were limited to natal females, which raises the concern that benefits are
attributable to the antidepressant effects of testosterone.
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SUGITE-LH DE VRIES ET AL., (2014). YOUNG ADULT PSYCHOLOGICAL OUTCOME AFTER PUBERTY
SUPPRESSION AND GENDER REASSIGNMENT. PEDIATRICS, 134(%), 696-704.

What it's used to show: Behavioral and emotional problems and depressive symptoms decreased after
the initiation of puberty blockers.

Flaws:

m Internal validity: Patients received traditional psychotherapy alongside puberty blockers. It is
entirely unclear which treatments led to changes in mental health.

W Internal validity: There is no comparison group. The researchers simply survey minors about
their mental health before and after starting puberty blockers. But mental health naturally
fluctuates, so without a comparison group it's impossible to infer whether these changes are
related to the initiation of puberty blockers.

W External validity: Participants were all from the Netherlands, where receipt of puberty blockers
requires early-onset gender dysphoria that persists into adolescence. In many American
clinics, puberty blockers are prescribed to kids with a more recent onset of gender distress.

m External validity: Participants received puberty blockers between 2000 and 2008, more than
a decade before the exponential growth in the diagnosis and treatment of gender dysphoria
among American adolescents. In other words, the minors who participated in this study were
likely not as steered by social contagion, the dynamic in which minors become more likely to
identify as transgender due to positive affirmation among peers, both in person and online.

DE VRIES ET AL. (2011). PUBERTY SUPPRESSION IN ADOLESCENTS WITH GENDER IDENTITY
DISORDER: A FOLLOW-UP STUDY. J SEX MED, 8(8), 2276-2283.

What it’s used to show: Mental health improves among minors as they receive a course of treatment that
entails puberty blockers, cross sex hormones, and surgery.

Flaws:

W Internal validity: Patients received traditional psychotherapy alongside puberty blockers. Itis
entirely unclear which treatments led to changes in mental health.

M Internal validity: There is no comparison group. The researchers simply survey minors about
their mental health before and after starting puberty blockers. But mental health naturally
fluctuates, so without a comparison group it's impossible to infer whether these changes are
related to the initiation of puberty blockers.

® Internal validity: Patients selected for treatment were those with the best mental health.

W External validity: Participants were all from the Netherlands, where receipt of puberty blockers
requires early-onset gender dysphoria that persists into adolescence. In many American
states, puberty blockers are prescribed without such a long observation period.
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® External validity: Data comes from 2000-2008, more than a decade before the exponential
growth in the diagnosis and treatment of gender dysphoria among American adolescents.
In other words, the minors who participated in this study were likely not as steered by social
contagion.

m Internal validity: The researchers captured several measures of mental health. Nearly half of
those measured showed no statistically significant improvements. Improvements in the
minors that did improve were very modest.

™ Internal validity: The sample consists of the first 70 children on puberty blockers approved for
cross-sex hormones. Their timelier approval would have been based in part on better mental
health and raises the possibility that their mental health would have improved even in the
absence of hormonal intervention.”

SULIE:YH COSTA ET AL. (2015). PSYCHOLOGICAL SUPPORT, PUBERTY SUPPRESSION, AND
PSYCHOSOCIAL FUNCTIONING IN ADOLESCENTS WITH GENDER DYSPHORIA. J SEX MED, 12(11), 2206-2214.

What it’s used to show: Daily life for minors (sometimes referred to as “global functioning”) improves after
initiation of puberty blockers.

Flaws:

® Internal validity: Patients received psychotherapy as part of their treatment. So not only is it
unclear to what extent changes in mental health result from the treatment, it's unclear what
the treatment itself is.

m External validity: Data comes from 2010-2014, before the meteoric growth in the diagnosis
and treatment of gender dysphoria among American adolescents. In other words, they were
probably not steered by social contagion.

W External validity: Participants were from the United Kingdom. There, unlike here, access to
so-called “gender-affirming care” requires early-onset gender dysphoria that persists into
adolescence.

® Internal validity: One group received “immediate” puberty blockers, and one group was “delayed”
until after the study if their psychosocial issues were more profound. The “immediate group”
experienced the same rate of improvement in global functioning in the first six months when
they only received psychotherapy as in the following 12 months when they received both
psychotherapy and puberty blockers. In other words, the improvements appear to be because
of psychotherapy, not blockers.

| Internal validity: The “immediate group” that received blockers during the trial period ended
up with global functioning scores that were not statistically significantly different from the
“delayed” group, who never received blockers during the study.

~ \/
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SUGTESH GREEN ET AL. (2022). ASSOCIATION OF GENDER-AFFIRMING HORMONE THERAPY WITH
DEPRESSION, THOUGHTS OF SUICIDE, AND ATTEMPTED SUICIDE AMONG TRANSGENDER AND NONBINARY
YOUTH. JOURNAL OF ADOLESCENT HEALTH, 70(4), 643-649.

What it's used to show: Receipt of gender-affirming hormones is associated with lower odds of recent
depression.

Flaws:

H Internal validity: The study provides a snapshot measure of mental health among those who
received cross-sex hormones compared to those who wished to receive them but did not.
Patients with the most severe mental health conditions would have been restricted from
receiving hormones, so it’s likely that the group that received them had better mental health at
baseline.

® [nternal validity: The researchers do not clarify how long respondents have been in receipt of
cross-sex hormones.

SUG|E:EH KUPER ET AL. (2020). BODY DISSATISFACTION AND MENTAL HEALTH OUTCOMES OF YOUTH
ON GENDER-AFFIRMING HORMONE THERAPY. PEDIATRICS, 145(4).

What it’s used to show: Receipt of blockers and hormones is associated with improvements in body
dissatisfaction, depression, and anxiety.

Flaws:

M Internal validity: There is no comparison group. The researchers simply survey mental health
before and after starting puberty blockers and/or cross sex hormones. Mental health naturally
fluctuates, so without a comparison group it's impossible to infer whether these changes are
related to the treatment.

M Internal validity: Measures of “body dissatisfaction”improve for the group that only receives
puberty blockers. But blockers only prevent puberty from progressing and do not reverse it.
That this group experiences improvement is suggestive of a placebo effect.

W External validity: The follow-up from baseline (pre-treatment) was, on average, only 15 months.

M Internal validity: Changes in depressive symptoms were measured by self-report and by
clinicians. While there is improvement in the self-report measure, the clinician report does
not change from baseline to follow-up. It's plausible that patients seek to validate the efficacy
of the treatments and consciously or unconsciously misrepresent their true feelings.

Do No Harr; donoharmmedicine.org | 6




SUGITE:I0R ALLEN ET AL. (2019). WELL-BEING AND SUICIDALITY AMONG TRANSGENDER YOUTH AFTER
GENDER-AFFIRMING HORMONES. CLINICAL PRACTICE IN PEDIATRIC PSYCHOLOGY, 7(3), 302-311.

What it's used to show: Levels of suicidality decrease, while general well-being increases, among
adolescents diagnosed with gender dysphoria after receiving hormone treatments.

Flaws:

¥ Internal validity: There is no comparison group. The researchers simply survey mental health
before and after starting hormone therapy. Mental health naturally fluctuates, so without a
comparison group it's impossible to infer whether these changes are related to the initiation
of hormone therapy.

m External validity: Short follow-up (participants answered surveys, on average, after only 349 days
of treatment).

UG ACHILLE ET AL. (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.

What it's used to show: Receipt of puberty blockersand hormonesis associated with reduced depression.
Flaws:

™ Internal validity: The change in “quality of life” survey scores was not statistically significant
® Internal validity: Among natal females, changes in depression were not statistically significant.

m External validity: There is a big change in depression scores between the time before starting
treatment and when participants are initially surveyed after starting treatment. However,
changes largely level off between the second check and a later check, suggesting that the
initial euphoria associated with receiving treatment wanes over time (a fact that highlights
why the short time horizons in other studies are so problematic).

SUL|TE:3PE VAN DER MIESEN 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.

What it's used to show: Kids who receive pub.erty blockers have better psychological measures compared
to kids referred to the clinic who haven't yet started blockers.

Flaws:

M Internal validity: Patients received psychotherapy as part of their treatment. It's not possible to
disentangle the effect of the blockers from the effect of psychotherapy.

W External validity: The sample comes from the Netherlands. There, unlike here, receipt of
hormone therapy requires early-onset gender dysphoria that persists into adolescence.
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® Internal validity: The Dutch Protocol requires clinicians to rule out severe psychological
comorbidities before beginning treatment. So the overall better psychological functioning
of the group that received blockers compared to the referral group that hopes to receive
treatment reflects, at least in part, that the former group was well enough to receive
treatment.

M |nternal validity: The study provides results from one snapshot in time. It's not clear whether the
group that received blockers improved from before treatment.

SIUGITE:AEH KALTIALA ET AL. (2020). ADOLESCENT DEVELOPMENT AND PSYCHOSOCIAL FUNCTIONING
AFTER STARTING CROSS-SEX HORMONES FOR GENDER DYSPHORIA. NORDIC JOURNAL OF PSYCHIATRY,
74(3), 213-219.

What it’s used to show: Patient need for psychiatric treatment for depression, anxiety, and suicidality
decreases afterinitiation of cross-sex hormones.

Flaws:

® Internal validity: There is no comparison group. The researchers simply survey mental health
before and after starting hormone therapy. Mental health naturally fluctuates, so without a
comparison group it's impossible to infer whether these changes are related to the initiation
of hormone therapy.

H External validity: The sample comes from Finland. There, unlike here, receipt of hormone
therapy requires early-onset gender dysphoria that persists into adolescence.

@ External validity: “The follow-up period was approximately only a year, which inhibits drawing
conclusions on long-term outcomes.”

SULIEAUR DE LARA ET AL. (2020). PSYCHOSOCIAL ASSESSMENT IN TRANSGENDER ADOLESCENTS.
ANALES DE PEDIATRIA, 93(1), 41-48.

What it's used to show: Levels of depression, anxiety, and dysphoria decrease after initiating cross-sex
hormones.

Flaws:

W External validity: Participants were required to have an “absence of psychiatric comorbidity that
could affect the experience of gender dysphoria”and must demonstrate ability to understand
the risks and benefits associated with hormone therapy. These requirements are not observed
by the “affirmative model” used in the United States.

® External validity: Short follow-up (participants answered surveys only one year after starting
hormone treatment).
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To: Assembly Committee on Health, Aging and Long Term Care

From: Senator Mark Spreitzer, Chair of the Wisconsin Legislative LGBTQ+ Caucus
RE: Assembly Bill 104

Date: March 12, 2025

Chair Moses and committee members:

As chair of the Wisconsin Legislative LGBTQ+ Caucus, | am submitting written testimony on behalf of
caucus members in opposition to 2025 Assembly Bill 104, which would block access to medically-
necessary gender-affirming care for minors. We ask that this testimony be shared with all members of
the committee, and be entered into the committee record for this bill.

Gender-affirming care reduces gender dysphoria — the clinically-significant psychological distress that
results when one’s gender identity does not match their sex assigned at birth — and helps people live
healthy and authentic lives. Gender-affirming care for minors includes a range of services for nonbinary
and transgender people, including medications to delay puberty, gender-affirming hormones, and
support for socially transitioning. These services are provided as medical care with the guidance and
involvement of family members after extensive evaluation of a young person and their medical needs.
This medical care gives young Wisconsinites the ability to delay puberty and take the time they need to
better understand themselves, be thoughtful about their next steps, and have those important
conversations as a family. When minors receive the medical care they need, they are able to thrive and
have healthy, happy childhoods that set them up for success.

Legislators should not interfere in private decisions that belong in the hands of patients, their doctors,
and their family. This bill would prevent doctors from providing life-saving, medically necessary care to
their patients in Wisconsin by banning gender-affirming medical care, including medications to delay
puberty, for transgender and nonbinary Wisconsinites under the age of 18. The bill would even
permanently revoke the licenses of doctors who refer their patients to receive medically necessary care
outside of Wisconsin.

Assembly Bill 104 would put the physical and mental health of transgender and nonbinary youth in
Wisconsin at risk. Medical studies have shown that receiving gender-affirming care leads transgender
and nonbinary people to experience significantly lower rates of depression and suicidality, both over the
short-term and over their lifetimes. Youth that received medication to delay puberty and hormone
therapy had 60% lower odds of moderate or severe depression and 73% lower odds of suicidality,
according to a 2022 study published in JAMA Network Open. If this bill were to become law, it would
force youth whose doctors have already prescribed medication to delay puberty with their family's
support to stop that treatment and go through puberty contrary to their gender identity - despite in
some cases having already socially transitioned and living as their authentic selves in everyday life. A
cruel and irreversible decision of this Legislature would take away their control over their body and their
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future, causing permanent physical changes and intense psychological harm. This bill harms transgender
and nonbinary youth by removing their access to critical healthcare that is backed by decades of
research and supported by every major medical association representing over 1.3 miltion doctors in the
United States.

Every major American medical organization — including the American Medical Association, the American
Academy of Pediatrics, the American Counseling Association, the American Nurses Association, the
Endocrine Society, the American Academy of Child and Adolescent Psychiatry, the National Association
of Social Workers, the American Psychiatric Association, and the American Psychological Association —~
attests that gender-affirming care is safe, medically necessary, and saves lives.

Although this bill will not become law in our state, its reintroduction alone is harmful. A recent national
survey by the Trevor Project found that 91% of LGBTQ+ young people in Wisconsin reported that recent
politics negatively impacted their well-being. In addition, 40% of LGBTQ+ young people and 45% of
transgender and nonbinary young people reported that they or their family considered leaving
Wisconsin for another state because of LGBTQ+ politics and laws.

| understand that you have already scheduled AB 104 for a vote before holding this hearing.
Nevertheless, on behalf of the LGBTQ+ Caucus, 1 ask that you remove AB 104 from your agenda
tomarrow. If you choose not to, we ask that all members vote no on AB 104, and vote against it again if
it ever comes to the floor. This bill is deeply harmful, unnecessary, and dangerous. | hope that you will
join the Legislative LGBTQ+ Caucus and people across Wisconsin in telling transgender and nonbinary
youth in our state that they are seen, they are loved, and that they belong here in Wisconsin.

Sincerely,

Mark Spreitzer
Chair, Wisconsin LGBTQ+ Caucus

State Senator, 15th Senate District
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To: Assembly Committee on Health, Aging, and Long-Term Care
From: Senator Melissa Ratcliff

Re: Assembly Bill 104

Date: March 12, 2025

Good afternoon Chair Moses, Ranking Member Subeck, and members of the Assembly Committee on
Health, aging, and Long Term Care.

Of all the bills targeting transgender and nonbinary youth, this bill, which would deny lifesaving medical care to
young people, is the cruelest.

AB 104 deeply saddens me. The rights, dignity, health and future of transgender youth has affected me and my
family in one of the most profound ways any issue can... the life of my child. My son is transgender. When my son
came to me and told me, it was not something that [ expected. However, I knew that how I responded in that moment
would shape the course of our relationship for the rest of his life; and for mine. Thankfully, I found the right words:
I told him that I loved him and I trusted him and that we would navigate this journey together; and we have.

I am grateful Wisconsin was a State where we could access the gender affirming care he needed and deserved. And
I believe that all families and kids should have that access. He would not be the thriving adult he is today without
having the access to the care that allowed him to live his life as his authentic self.

Why we would want to take away a parent’s ability to provide their children with lifesaving care and also restrict
their ability to access information to help their child be healthy and happy is beyond me. While this legislation
would have affected my family, this isn’t just a “me” issue, or a “my family” issue, or a “just the people in my
district” issue. During the past week alone, we have heard from so many people - about 14 hours of public testimony
- about legislation targeting transgender and nonbinary youth.

The vast majority of the people who spoke, spoke against these bills. They told heart wrenching stories of adversity
and doubt. They told inspirational stories of triumph and acceptance. They shared how they found the strength to
get through difficult moments. They showed courage and grace. Despite the fact that these bills seek to erase and
deny their existence, they showed us what love looks like.

Gender affirming care is about allowing a child to have the world see them as they see and know themselves when
they look in a mirror. This ban is not about loving or respecting a child or their parent’s rights. It’s about making
sure that a child and their parents cannot access the care that could quite possibly save that child’s life. It is about
forcing a child to conform to an outdated notion of societal norms.

Transgender and nonbinary youth have increased risks for suicide. As we see with these bills, they face
discrimination and harassment. They are subject to a unique kind of stress: being rejected because of who they are.
Imagine having to show up to the Capitol — to the place where laws protecting you are supposed to be made — where
people who are supposedly elected to represent you are working -- but instead you have to show up to fight for your
very right to exist as a person.

I
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Bills like these are so harmful. Governor Evers will veto them as he has done before. But the message they send to
transgender youth is awful, full of hate, devastating and dangerous: You are not welcome or accepted.

I am here, as are so many others, to send a different message. And we will prevail. The need for gender affirming
care is an issue that affects people, families and youth from all across Wisconsin. Transgender people live in areas
represented by Republicans and Democrats. They live in rural areas, in cities, and in suburbs. This cynical crusade
against the transgender and nonbinary community is a crusade against Wisconsin families; like mine.

It is very difficult as a mom to tell the story so publicly of her child’s vulnerability knowing there is such hatred for
him being himself; but I must. I would never change how my family moved forward after my son told me his gender
identity because it has helped make him an exceptional adult who is thriving and who is comfortable in his skin.
My son has taught me so much. This is not my story. It’s my son’s story, and the fact that he gives me permission
to tell this very personal coming out story is a privilege and an honor.

For him, and for the transgender and nonbinary community all across this State, I will never stop fighting for the
rights, love, support, and care every Wisconsinite should be entitled to.

Thank you.
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To: Assembly Committee on Health, Aging, and Long-Term Care
From: Senator Melissa Ratcliff

Re: Assembly Bill 104

Date: March 12, 2025

Good afternoon Chair Moses, Ranking Member Subeck, and members of the Assembly Committee on
Health, aging, and Long Term Care.

Of all the bills targeting transgender and nonbinary youth, this bill, which would deny lifesaving medical care to
young people, is the cruelest.

AB 104 deeply saddens me. The rights, dignity, health and future of transgender youth has affected me and my
family in one of the most profound ways any issue can... the life of my child. My son is transgender. When my son
came to me and told me, it was not something that I expected. However, I knew that how I responded in that moment
would shape the course of our relationship for the rest of his life; and for mine. Thankfully, I found the right words:
I told him that I loved him and I trusted him and that we would navigate this journey together; and we have.

I am grateful Wisconsin was a State where we could access the gender affirming care he needed and deserved. And
I believe that all families and kids should have that access. He would not be the thriving adult he is today without
having the access to the care that allowed him to live his life as his authentic self.

Why we would want to take away a parent’s ability to provide their children with lifesaving care and also restrict
their ability to access information to help their child be healthy and happy is beyond me. While this legislation
would have affected my family, this isn’t just a “me” issue, or a “my family” issue, or a “just the people in my
district” issue. During the past week alone, we have heard from so many people - about 14 hours of public testimony
- about legislation targeting transgender and nonbinary youth.

The vast majority of the people who spoke, spoke against these bills. They told heart wrenching stories of adversity
and doubt. They told inspirational stories of triumph and acceptance. They shared how they found the strength to
get through difficult moments. They showed courage and grace. Despite the fact that these bills seek to erase and
deny their existence, they showed us what love looks like.

Gender affirming care is about allowing a child to have the world see them as they see and know themselves when
they look in a mirror. This ban is not about loving or respecting a child or their parent’s rights. It’s about making
sure that a child and their parents cannot access the care that could quite possibly save that child’s life. It is about
forcing a child to conform to an outdated notion of societal norms.

Transgender and nonbinary youth have increased risks for suicide. As we see with these bills, they face
discrimination and harassment. They are subject to a unique kind of stress: being rejected because of who they are.
Imagine having to show up to the Capitol —to the place where laws protecting you are supposed to be made — where
people who are supposedly elected to represent you are working -- but instead you have to show up to fight for your
very right to exist as a person.

i

Room 5 South, State Capitol P.O.Box 7882 Madison, W1 53707 | (608)266-9170 | Sen.Ratcliff@legis.wisconsin.gov
www.SenatorMelissaRatcliff.com | @ WISenRatcliff

@ Printed with union labor on recycled paper



mailto:Sen.Ratcliff@legis.wisconsin.gov
http://www.SenatorMelissaRatcliff.com

WISCONSIN STATE SENATOR

MELISSA RATCLIFF

16™ SENATE DISTRICT

Bills like these are so harmful. Governor Evers will veto them as he has done before. But the message they send to
transgender youth is awful, full of hate, devastating and dangerous: You are not welcome or accepted.

I am here, as are so many others, to send a different message. And we will prevail. The need for gender affirming
care is an issue that affects people, families and youth from all across Wisconsin. Transgender people live in areas
represented by Republicans and Democrats. They live in rural areas, in cities, and in suburbs. This cynical crusade
against the transgender and nonbinary community is a crusade against Wisconsin families; like mine.

It is very difficult as a mom to tell the story so publicly of her child’s vulnerability knowing there is such hatred for
him being himself; but I must. I would never change how my family moved forward after my son told me his gender
identity because it has helped make him an exceptional adult who is thriving and who is comfortable in his skin.
My son has taught me so much. This is not my story. It’s my son’s story, and the fact that he gives me permission
to tell this very personal coming out story is a privilege and an honor.

For him, and for the transgender and nonbinary community all across this State, I will never stop fighting for the
rights, love, support, and care every Wisconsinite should be entitled to.

Thank you.
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To: Assembly Committee on Health, Aging, and Long-Term Care
From: Senator Melissa Ratcliff

Re: Assembly Bill 104

Date: March 12, 2025

Good afternoon Chair Moses, Ranking Member Subeck, and members of the Assembly Committee on
Health, aging, and Long Term Care.

Of all the bills targeting transgender and nonbinary youth, this bill, which would deny lifesaving medical care to
young people, is the cruelest.

AB 104 deeply saddens me. The rights, dignity, health and future of transgender youth has affected me and my
family in one of the most profound ways any issue can... the life of my child. My son is transgender. When my son
came to me and told me, it was not something that I expected. However, I knew that how I responded in that moment
would shape the course of our relationship for the rest of his life; and for mine. Thankfully, I found the right words:
I told him that I loved him and I trusted him and that we would navigate this journey together; and we have.

I am grateful Wisconsin was a State where we could access the gender affirming care he needed and deserved. And
I believe that all families and kids should have that access. He would not be the thriving adult he is today without
having the access to the care that allowed him to live his life as his authentic self.

Why we would want to take away a parent’s ability to provide their children with lifesaving care and also restrict
their ability to access information to help their child be healthy and happy is beyond me. While this legislation
would have affected my family, this isn’t just a “me” issue, or a “my family” issue, or a “just the people in my
district” issue. During the past week alone, we have heard from so many people - about 14 hours of public testimony
- about legislation targeting transgender and nonbinary youth.

The vast majority of the people who spoke, spoke against these bills. They told heart wrenching stories of adversity
and doubt. They told inspirational stories of triumph and acceptance. They shared how they found the strength to
get through difficult moments. They showed courage and grace. Despite the fact that these bills seek to erase and
deny their existence, they showed us what love looks like.

Gender affirming care is about allowing a child to have the world see them as they see and know themselves when
they look in a mirror. This ban is not about loving or respecting a child or their parent’s rights. It’s about making
sure that a child and their parents cannot access the care that could quite possibly save that child’s life. It is about
forcing a child to conform to an outdated notion of societal norms.

Transgender and nonbinary youth have increased risks for suicide. As we see with these bills, they face
discrimination and harassment. They are subject to a unique kind of stress: being rejected because of who they are.
Imagine having to show up to the Capitol —to the place where laws protecting you are supposed to be made — where
people who are supposedly elected to represent you are working -- but instead you have to show up to fight for your
very right to exist as a person.
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Bills like these are so harmful. Governor Evers will veto them as he has done before. But the message they send to
transgender youth is awful, full of hate, devastating and dangerous: You are not welcome or accepted.

I am here, as are so many others, to send a different message. And we will prevail. The need for gender affirming
care is an issue that affects people, families and youth from all across Wisconsin. Transgender people live in areas
represented by Republicans and Democrats. They live in rural areas, in cities, and in suburbs. This cynical crusade
against the transgender and nonbinary community is a crusade against Wisconsin families; like mine.

It is very difficult as a mom to tell the story so publicly of her child’s vulnerability knowing there is such hatred for
him being himself; but I must. I would never change how my family moved forward after my son told me his gender
identity because it has helped make him an exceptional adult who is thriving and who is comfortable in his skin.
My son has taught me so much. This is not my story. It’s my son’s story, and the fact that he gives me permission
to tell this very personal coming out story is a privilege and an honor.

For him, and for the transgender and nonbinary community all across this State, I will never stop fighting for the
rights, love, support, and care every Wisconsinite should be entitled to.

Thank you.
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Good morning, everyone. My name is Scarlett Johnson, and | am here representing
Moms for Liberty to express my support for AB 104, the Help Not Harm Bill.

As a woman and a mother, | have dedicated my life to championing the values that
fortify our families and uplift our communities. There are certain principles and universal
truths that have guided my life, instilled in me by my parents, grandparents, and those
before them; they are more than just political viewpoints—they are the very foundation
on which | was raised. | remember my grandmother would tell me, "When you know
better, you do better." And so today, at this moment, at this pivotal time in our nation’s
history, | am here to say to my elected representatives and to the medical community: it
is time to DO BETTER.

There are universal fruths, and the fact that there are two and only two biological sexes,
as defined by human science, nature, and tradition, is one of them. Yet, we find
ourselves in a moment where ideology is being prioritized over biology, where politics is
masquerading as science, and where our children—the most vulnerable among us—are
being subjected to experimental treatments under the guise of care. This is not
progress; it is reckless. And as a mother, | cannot stand by and watch as our children
are put at risk. These risks are real, and they’re being imposed on developing bodies
with little long-term data to justify them.

The Help Not Harm Bill seeks to protect our children by banning so-called "gender-
affirming care" for minors—specifically puberty blockers and cross-sex hormones. Let
me be clear: these interventions are not benign or reversible as some claim.

*A 2020 UK NICE review called the evidence for these treatments "very low" quality,
highlighting major gaps in safety and efficacy. If the science isn’t settled, why are we
experimenting on our kids?

Puberty blockers, often marketed as a "pause button," can alter a child’s life forever.
They interfere with a critical developmental stage when bones strengthen and brains
mature. These interventions are not harmless, they carry serious risks.

Studies have shown they can lead to decreased bone density, potential impacts on
brain development, and even infertility. Cross-sex hormones, which introduce unnatural
levels of testosterone or estrogen info a child’s body, can increase the risk of
cardijovascular issues, blood clots, cancers, and other long-term health-complications. -
Their long-term effects can be devastating, altering a child’s life in ways that cannot be
undone. Puberty blockers half critical growth, and a 2023 systematic review from the




UK’s National Health Service found they may reduce bone density, risking
osteoporosis by young adulthood.

The Karolinska Institute in Sweden: puberty blockers can lead to decreased bone
density, increasing the risk of osteoporosis later in life.

Research from 2021 suggests they may impair brain development, potentially affecting
memory and emotional regulation well info adulthood. Most alarmingly, when followed
by cross-sex hormones, blockers often cause permanent infertility—a choice kids can’t
fully grasp at 12 or 14, robbing them of future families.

The truth is, we simply do not have enough long-term data to fully understand the
consequences of these interventions on developing bodies. And yet, these treatments
are being pushed on children—children who are too young to fully grasp the lifelong
implications of these decisions. As parents, we know that children go through phases.
They question, they explore, they grapple with their identities—it's a natural part of
growing up. But instead of giving them the space to navigate these feelings with love,
guidance, and mental health support, we are allowing activist-driven agendas to rush
them into irreversible medical interventions. This isn’t compassion; it's coercion. We
should be helping our children feel comfortable in their own skin, not encouraging them
to reject their biological reality based on a politically charged ideology that lacks
scientific grounding.

Gender ideology, as it is being taught and promoted, is not rooted in science—it is
rooted in politics. The idea that a child can simply "choose" their gender ignores the
immutable truths of biology. It dismisses the fact that our chromosomes, our DNA, our
very cells are coded as male or female from the moment of conception. Science tells us
that sex is binary; it is not a spectrum, nor is it a social construct. And while we must
always treat every individual with dignity and respect, we cannot allow ideology to
override reason—especially when it comes to the health and well-being of our children.

There are also concerns about impacts on cognitive development—research
published in Frontiers in Human Neuroscience in 2020 suggests that blocking
puberty may affect brain maturation, potentially leading to deficits in executive
functioning, like decision-making and impulse control. And perhaps most
alarmingly, when followed by cross-sex hormones, puberty blockers can lead to
sterility—robbing children of the chance to have biological children before they're old
enough to understand what that means.



Cross-sex hormones bring even more dangers. For girls taking testosterone, there’s an
increased risk of irreversible liver damage and heart disease decades later. For boys on
estrogen, blood clots and strokes become real threats, with a 2022 study showing
elevated cardiovascular risks persisting into adulthood and a 2027 American
College of Cardiology study found transgender individuals on hormones had
double the cardiovascular event rate of their peers.These are not theorefical risks—
they are real, and they are being imposed on children whose bodies are still developing,
children who cannoft fully comprehend the lifelong consequences of these interventions.

Beyond the physical toll, the mental and emotional costs are staggering:

2024 Swedish study found no significant reduction in suicide rates among youth

after hormonal treatments, challenging claims of universal mental health benefits.
Rising numbers of defransitioners—young adults grappling with sterility, chronic

health issues, and regret—highlight the permanence of these decisions.

2023 Finnish health report noted that many who undergo these freatments as
minors later report feeling misled by a system that rushed them into life-altering
choices without sufficient evidence of long-term safety.

The Help Not Harm Bill is a stand for truth, for science, and for the protection of our
children. It says we will not allow them to be guinea pigs in a social experiment driven
by ideology. It says we will prioritize their long-term health over short-term cultural
pressures. It says we will do better—because we know better.

| urge each of you to support AB 104. Let us send a clear message that Wisconsin
stands for the safety of our children, and for the integrity of science. Let us protect our
kids from harm and give them the chance to grow up whole, healthy, and grounded in
truth. Together, we can ensure the next generation inherits a future where their well-
being comes first—not ideology, not politics, but their health and happiness.

Additional Notes:

So-called "gender-affirming surgery” could lead to potentially dangerous mental health
effects, a new study has found. Transgender individuals face "heightened psychological
distress,” including depression, anxiety and suicidal ideation, "partly due to stigma and
lack of gender affirmation,” as stated in the study, which was published in The Journal
of Sexual Medicine. Researchers from the University of Texas set out fo determine the
mental health impacts from transgender people who underwent "gender-affirming

surgery.”




GENDER DYSPHORLA AND ELXTING DISGRDERS HAVE SKYROCKETED SINCE

The study focused on 107 583 pa’nents 18 and over with gender dysphoria, some who
underwent surgery and others who did not. They determined rates of depression,
anxiety, suicidal ideation and substance-use disorders were "significantly higher" among
those who underwent surgery, assessed two years later.

Males with surgery had depression rates of 25% compared to males without surgery
{11.5%). Anxiety rates among that group were 12.8% compared to 2.6%.

The same differences were seen among females, as those with surgery had 22.9%
depression rates compared to 14.6% in the non-surgical group.

Females who underwent surgery also had anxietv rates of 10.5% compared to 7.1%
without surgery. Surgeries that aimed to "feminize individuals" showed "particularly
high" rates of depression and substance abuse two years after the procedures, the study
found. "Findings suggest the necessity for gender-sensitive mental health support
following gender-affirming surgery to address post-surgical psychological risks," the
researchers wrote.

‘Not a cure-all’

Jonathan Alpert, a Manhattan-based psychotherapist and author, said the study
findings highlight the "often overlooked" psychological risks that accompany gender-
affirming surgery. “While these surgeries can be critical in helping individuals align their
physical appearance with their gender identity, they are not a cure-all for the mental
health challenges many transgender individuals face," Alpert, who was not involved in
the study, told Fox News Digital.

"These findings suggest that surgery alone doesn't eliminate the complex psychological
burdens that stem from societal stigma and personal struggles with identity,In fact,
taking a scalpel 1o treat a psychological disorder can sometimes lead to more issues,
as the study results are elucidating."

Florida neurosurgeon Dr. Brett Osborn, who also was not part of the study, agreed that
"surgery is no guarantee of happiness.We're often told that gender-affirming surgery is
essential for alleviating gender dysphoria — but what happens when the euphoria
fades?"

"The key question remains: Is the surgery itself causing distress, or are
preexisting mental health issues driving people toward it? Correlation or causation? No
one knows."

Potential causes of gender dysphoria



A 2022 study showed that around 1.4 million American adults identify as transgender
and about 0.6% of all American adults experience gender dysphoria. "The dramatic
upward trend of gender dysphoria among voung people in recent years should raise
serious questions about the role of cultural and social influences,” Alpert said.

"While increased awareness has made it easier for some children 1o express their
struggles, we cannot ignore the possibility that social contagion, along with peer
influence and social media, may be contributing to this surge.”

Both experts caution against rushing into surgery or other irreversible decisions. Teens
who are being treated for gender dysphoria should be "properly supported and treated
with compassion” without being pressured into making "life-altering” medical decisions
Alpert advised.

"You don’t amputate a limb because of temporary pain, and you certainly don't
permanently alter your body without exhausting every other option first."

Osborn also stressed the need for comprehensive psychological evaluations, especially
for those with preexisting mental health challenges. Mental health support, lifestyle
modifications and counseling should all take precedence before surgery, not after, he
said.

"You don't amputate a limb because of temporary pain, and you certainly don't
permanently alter your body without exhausting every other option first,” he said.
Osborn expressed the same cautions about hormone therapy — "we're talking about
irreversible changes that demand lifelong management.”

"This isn't about politics and ideology — it's about health. longevity, and making sure
people don’t undergo drastic, life-altering procedures only to regret them,” he said.

"That said, to a great degree, the burden is on us physicians who took an oath to first do
no harm.” Mark Trammell, executive director of The Center for American Liberty, which
provides legal representation to people who are de-transitioning after trans surgeries,
provided the below statement to Fox News Digital.

"Surgery alone doesn’t eliminate the complex psychological burdens that stem from
societal stigma and personal struggles with identity.”

“The findings of this study should serve as a wake-up call. But for the young
detransitioners we represent in lawsuits against gender clinics, these statistics are their
lived reslity, their so-called 'gender-affirming care’ did not alleviate their distress — it
created new mental health struggles and, for many, introduced suicidal thoughts for the
first time. This is why we are fighting to hold those responsible accountable.”




Good morning, everyone. My name is Scarlett Johnson, and | am here representing Moms
for Liberty to express my support for AB 104, the Help Not Harm Bill.

As a woman and a mother, | have dedicated my life to championing the values that fortify
our families and uplift our communities. There are certain principles and universal truths
that have guided my life, instilled in me by my parents, grandparents, and those before
them; they are more than just political viewpoints—they are the very foundation on which |
was raised. | remember my grandmother would tell me, "When you know better, you do
better." And so today, at this moment,' at this pivotal fime in our nation’s history, | am here to
say to my elected representatives and to the medical community: it is time to DO BETTER.

There are universal truths, and the fact that there are two and only two biological sexes, as
defined by human science, nature, and tradition, is one of them. Yet, we find ourselvesin a
moment where ideology is being prioritized over biology, where politics is masquerading as
science, and where our children—the most vulnerable among us—are being subjected to
experimental treatments under the guise of care. This is not progress; it is reckless. And as
a mother, | cannot stand by and watch as our children are put at risk.

The Help Not Harm Bill seeks to protect our children by banning so-called "gender-
affirming care” for minors—specifically puberty blockers and cross-sex hormones. These
interventions are not benign or reversible. They carry serious medical risks that can change
a child’s life forever. Puberty blockers interfere with bone growth and brain development.
Studies from 2017 show they reduce bone density, risking osteoporosis. Research from
2020 suggests they may hinder decision-making skills. And when paired with cross-sex
hormones, they often cause infertility—a choice kids can’t fully understand.

Cross-sex hormones add more dangers. For girls on testosterone, risks include liver
damage and heart disease. For boys on estrogen, blood clots and strokes are concerns. A
2021 study found double the cardiovascular events in those on hormones. These risks are
real, yet we lack long-term data to justify them. A 2020 UK review called the evidence for
these treatments "very low" quality. If the science isn’t settled, why are we experimenting
on our kids?

The Help Not Harm Bill is a stand for truth, for science, and for the protection of our
children. It says we will not allow them to be guinea pigs in a social experiment driven by
ideology. It says we will prioritize their long-term health over short-term cultural pressures.
It says we will do better—because we *know* better.




| urge each of you to support AB 104. Let us send a clear message that Wisconsin stands
for the safety of our children, for the integrity of science, and for the timeless values that
have guided us for generations. Let us protect our kids from harm and give them the
chance to grow up whole, healthy, and grounded in truth. Together, we can ensure the next
generation inherits a future where their well-being comes first—not ideology, not politics,
but their health and happiness.

Thank you.
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Why would parents allow a gender-confused child to undergo these dangerous medical
interventions? In many cases the answer is untruths and emotional blackmail. “If you don’t let
me do this, I'll kill myself,” they hear from their child. The threat of suicide is then reinforced by
members of the transgender industry: “Would you rather have a live son or a dead daughter?”

This latter from health professionals is deeply troubling. In no other medical or psychological
condition is a suicidal patient — let alone a child — expected and allowed to dictate treatment.
Children are cognitively immature to begin with; their thinking is further impaired when
suicidal. This is gross medical negligence.

The suicide of anyone, especially a young person, is a tragedy, and all suicide threats should be
taken seriously. However, the occurrence of completed suicide among trans-identified youth

is rare and comparable to that of other at-risk groups of youth, such as those with anorexia
and autism.! More importantly, there is no long-term evidence that puberty blockers, cross-
sex hormones or “transition” surgeries prevent suicide. On the contrary, the best long-term
research shows that individuals who do go through medical transition kill themselves at a rate
19 times greater than the general population.

What’s the scientific bottom line?

Swedish child and adolescent psychiatrist Sven Roman (who is no conservative) sums up the

research: “There is currently no scientific support for gender-corrective tregtment to reduce
the risk of suicide”?

Psychologists Dr. Michael Ba:ley (Northwestern Umvers:ty) and Dr. Ray Blanchard (UmverSIty of

Toronto) agree “[T]
£

horic chill K lik liho illing themselves.”*

LET’S LOOK AT THE EVIDENCE:

Suicide risk among trans-identified youth is less than or comparable to
that of other at-risk groups of youth.*

Being trans-identified increases suicide risk by a factor of 13
Anorexia increases risk by a factor of 18-31

Depression multiplies it by a factor of 20

Autism raises the risk by a factor of 8

oo o

Children with gender dysphoria often also have depression, anorexia,
autism, and other psychological conditions predisposing them to suicide.®
Suicide among trans-identified youth may be due to the dysphoria, but maybe not — it could
stem from the other psychological conditions or a combination of both.

Prevention of suicide for trans-identified youth is the same as for other
youth: talk therapy and FDA-approved psychiatric medications.® As reported
by the American Foundation for Suicide Prevention, “Ninety percent of people who die by
suicide have an underlying — and potentially treatable — mental health condition.”” One
study found that 96% of U.S. adolescents who attempt suicide suffer from at least one mental
illness.® There is no evidence trans-identified children who commit suicide are any different.




The most up-to-date research shows the effectiveness of psychotherapy
for resolving gender dysphoria in children and adolescents.® A 2019 study
confirms the findings of 16 studies dated 1969-2012, all showing that psychotherapy can
be highly effective in treating underlying causes of gender incongruence such that trans-
identifying patients embrace their biological sex.’®

Puberty blockers actually cause depression and other emotional
disturbances related to suicide.™ Discussing an experimental trial of puberty-
blockers in the U.K., Oxford University Professor Michael Biggs wrote, “There was no
statistically significant difference in psychosocial functioning between the group given
blockers and the group given only psychological support. In addition, there is unpublished
evidence that after a year on [puberty blockers] children reported greater self-harm, and
that girls experienced more behavioral and emotional problems and expressed greater
dissatisfaction with their body—so puberty blockers exacerbated gender dysphoria.”?

Cross-sex hormones (testosterone for women; estrogen for men) may
disrupt mental health. Women who identify as men are given enough testosterone

to raise their levels 10-40 times above the female reference range. Past studies have
documented multiple psychiatric problems with similar high doses of anabolic steroids like
testosterone such that 23% of subjects met DSM criteria for a major mood syndrome such
as mania, hypomania, and major depression, and 3.4-12% developed psychotic symptoms.®
Estrogen also impacts mood in complex ways. Post menopausal women treated with
estrogen often experience severe anxiety despite being placed on physiologic doses of the
hormone.** Men who identify as women are given supraphysiologic doses of estrogen;
theoretically, this has the potential to worsen both depression and anxiety.

The most reliable research shows that in the long run, medical transition
does not reduce and may even exacerbate the psychological distress
that could lead to suicide. “The two largest and most complete studies (one from the
Netherlands and one from Sweden), which show significantly elevated rates of completed
suicides among gender-dysphoric individuals, both studied adults who had already
transitioned to imitation of the opposite sex.”*® These studies thus support the conclusion
that transitioning does not reduce the risk of suicide and may even increase it. Transitioning
merely masks the underlying psychological problems that are producing the dysphoria — it
treats the symptoms rather than the disease.

Suicide is prone to social contagion, meaning the more it occurs and is
talked about, the more likely vulnerable kids will kill themselves.’ One
medical researcher (an epidemiologist who himself transitioned to feminized male until he
detransitioned after 13 years) calls out the manipulative use of the suicide threat to bully
parents and legislators:

“The trans industry’s insistence and hype that [trans-identified adolescents] are constantly
on the brink of transphobia-related suicide at rates that far exceed those of other highly
relevant populations is a shameful social engineering strategy to keep society’s focus
preferentially on transgenderism — perhaps to cast themselves as visionary pioneers in the
field. . . . trans activist adults and some clinicians effectively threaten suicide on behalf of
the young people. They do this to socially-engineer, manipulate and intimidate non-industry
doctors, politicians, community leaders and families of [these adolescents]. They are well
aware of the emotional responses they will get with this rhetoric.”*



Trans-identified teens may be encouraged, by social media and members
of the transgender industry, to threaten suicide if their parents resist
medical transition. Psychotherapist Dr. Wallace Wong offered such advice during a
presentation in Canada: ““So what you need is, you know what? Pull a stunt. Suicide, every
time, [then] they will give you what you need.” Wong added that trans-identified kids “learn
that. They learn it very fast.”%®

BUT WHAT ABOUT STUDIES SUPPOSEDLY SHOWING THAT
MEDICAL INTERVENTIONS ARE MORE EFFECTIVE THAN
PSYCHOTHERAPY IN REDUCING SUICIDE ATTEMPTS?

Medical professionals who engage in statistical research have identified multiple problems
with studies purporting to reach these conclusions. These problems include unreliable
sampling, manipulated numbers, and admitted political intent.®®

e A report co-authored by the American Foundation for Suicide Prevention (Haas et al.
2004}, which claimed that 41% of gender-dysphoric individuals have attempted suicide,
was based on flawed data.”®

e Along with two other studies that found a suicide-attempt rate of around 40%, the Haas
study used “convenience sampling,” which statisticians agree cannot be used to draw
conclusions about the general population.#

e The Haas authors admitted the 41% number may have been significantly inflated
because only one question, without clarifying questions, was asked about the issue.

e The authors further admitted “the survey did not directly explore mental health status
and history, which have been identified as important risk factors for both attempted and
completed suicide in the general population.” in other words, the study provided no
reliable information about whether suicide attempts were caused by gender dysphoria
or by other mental health issues, which are extremely common among dysphoric
individuals.

e The study did not determine if the claimed suicide attempts occurred before or after
seeking medical transition services.

* The study found that for female respondents, “being stealth” or successfully “passing”
as male did not alleviate the tendency to self-harm. The study therefore offered no
reason to conclude that undergoing medical transition will resolve the distress that leads
to suicide attempts.

e As one analyst of the study concluded ”.Gmen_the.ﬂawgd.dam_amlable_tg_us._the_

defs Q] n;

journ II h ir sal The [study] data
if Iooked at honestly, should instead spur providers to offer effective psychological
health evaluation and treatment for both young people and their families, and the least
invasive intervention possible.”?

e The Williams Institute, which also produced and promoted the Haas report, was
contracted by the state of California to use appropriate survey methods and found the




frans-identified suicide attempt rate was 22%.2 That is comparable to rates for people
with psychological iliness and general LGB-identification.?

The conclusions of a recent study — supposedly finding that surgical “gender affirmation
treatment” reduces psychological distress—have been shown to be unsupported by the
data. Dr. Mark Regnerus observed that these conclusmns SIgnaI ‘an abandonment of

smen’nﬁc ngor and reason in favor of ici rmgliz

Similar studies from the U.K. have been debunked for similar reasons. One widely touted
study supposedly found a 48% rate of attempted suicide in young people with “gender
issues” — but it turned out that this “study” was based on only 27 patients.?®

misrepresented large numbers of studies to justify its claim that medical transition is

n Psychologist Dr. James Cantor found that the American Academy of Pediatrics (AAP)
necessary to prevent suicide.”’

AREN’T TRANS-IDENTIFIED TEENS LIKELY TO COMMIT SUICIDE
BECAUSE OF THE STIGMA THAT SOCIETY PUTS ON THEM?
RESEARCH DOES NOT SUPPORT THAT CLAIM.

e A 2014 Australian study reported that a leading reason for suicide among “LGBTI”
individuals was stress from romantic partners rather than societal rejection.®

e A 2014 study by Hatzenbuehler, et al., claimed an average life expectancy reduction
of 12 years for sexual minorities living in areas with suspected prominent anti-gay

sentiment.” this study w hor li nk: he scientific communi.
that the medical journal eventually retracted it: “Re-analysis confirmed that the

original finding was erroneous and the authors wish to fully retract their original study
accordingly.” Nevertheless, citations of Hatzenbuehler’s false conclusions persist,
including in Supreme Court briefs.

¢ An exhaustive review of all the research on this topic by psychiatrist Dr. Paul McHugh
and epidemiologist Dr. Lawrence Mayer reached this conclusion: “[iJt is impossible to
prove through these studies that stigma leads to poor mental heaith, as opposed to, for
example, poor mental health leading people to report higher levels of stigma, or a third
factor being responsibie for both poor mental health and higher levels of stigma”*

¢ Even without these studies, the argument that “stigma” drives trans-identified youth
to suicide simply doesn’t make sense. Epidemiologist Hacsi Horvath points out that the
suicide rates for such adolescents were significantly lower in 1950, “when gender roles,
sex-specific dress codes, laws regulating sexuality and other aspects of social control
were much more rigidly ‘enforced’” than they are now.* If social rejection didn’t cause
suicide then, why would a much diminished level of social rejection cause suicide now?

State law should encourage the use of psychotherapy to help young people explore and
resolve the underlying causes of the psychological rejection of their body and avoid a lifetime
of expensive, radical, painful, sterilizing, dangerous, and potentially deadly interventions.
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Transgender Interventions
Harm Children

No Evidence that Transgender
Interventions are Safe for Children

There is not a single long-term study to demonstrate the safety or efficacy of
puberty blockers, cross-sex hormones and surgeries for transgender-believing
youth. This means that youth transition is experimental, and therefore, parents
cannot provide informed consent, nor can minors provide assent for these
interventions. Moreover, the best long-term evidence we have among adults
shows that medical intervention fails to reduce suicide.

Puberty blockers may cause mental iliness

Puberty blockers may actually cause depression and other emotional
disturbances related to suicide. In fact, the package insert for Lupron, the
number one prescribed puberty blocker in America, lists “emotional instability”
as a side effect and warns prescribers to “Monitor for development or
worsening of psychiatric symptoms during treatment.” Similarly, discussing an
experimental trial of puberty blockers in the U.K., Oxford University Professor
Michael Biggs wrote, “There was no statistically significant difference in
psychosocial functioning between the group given blockers and the group
given only psychological support. In addition, there is unpublished evidence
that after a year on [puberty blockers] children reported greater self-harm, and
the girls also experienced more behavioral and emotional problems and
expressed greater dissatisfaction with their body—so puberty blockers
exacerbated gender dysphoria.”
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Temporary use of Lupron has also been associated with and may be the cause
of many serious permanent side effects including osteoporosis, mood
disorders, seizures, cognitive impairment and, when combined with cross-sex
hormones, sterility.

Cross-sex hormones (testosterone for women; estrogen
for men) may disrupt mental health

Women who identify as men are given enough testosterone to raise their levels
10-40 times above the female reference range. Past studies have documented
multiple psychiatric problems with similar high doses of anabolic steroids like
testosterone such that 23% of subjects met DSM criteria for a major mood
syndrome such as mania, hypomania, and major depression, and 3.4-12%
developed psychotic symptoms. Estrogen also impacts mood in complex ways.
Post menopausal women treated with estrogen often experience severe
anxiety despite being placed on physiologic doses of the hormone. Men who
identify as women are given supraphysiologic doses of estrogen; theoretically,
this has the potential to worsen both depression and anxiety.

Other health risks are correlated with puberty blockers
and cross-sex hormones

Temporary use of puberty blocker Lupron has also been associated with and
may be the cause of many serious permanent side effects including
osteoporosis, mood disorders, seizures, cognitive impairment and, when
combined with cross-sex hormones, sterility. In addition to the harm from
Lupron, cross-sex hormones put youth at an increased risk of heart attacks,
stroke, diabetes, blood clots and cancers across their lifespan. Add to this the
fact that physically healthy transgender-believing girls are being given double
mastectomies at 13 and hysterectomies at 16, while their male counterparts
are referred for surgical castration and penectomies at 16 and 17, respectively,
and it becomes clear that affirming transition in children is about mutilating
and sterilizing emotionally troubled youth.

Transgender interventions for children are experimental

E

and dangerous

Many medical organizations around the world, including the Australian College
of Physicians, the Royal College of General Practitioners in the United
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Kingdom, and the Swedish National Council for Medical Ethics have
characterized these interventions in children as experimental and dangerous.
World renowned Swedish psychiatrist Dr. Christopher Gillberg has said that
pediatric transition is “possibly one of the greatest scandals in medical history”
and called for “an immediate moratorium on the use of puberty blocker drugs
because of their unknown long-term effects.”

Deconstructing Transgender Pediatrics

There is not a single long term study to demonstrate the safety or
efficacy of puberty blockers, cross-sex hormones and surgeries for
transgender-believing youth.

The Myth About Suicide and Gender Dysphoric
Children

E o b el on ol ol oo o
A Look at the Evidence

“There is currently no scientific support for gender-corrective treatment
to reduce the risk of suicide.”

Share on Fzcesooand Twintar.
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Laura Ackmann, Moms for Liberty ~ Winnebago County

Momsélibertywinnebago@gmail.com

Hello — Thank you for allowing me to speak today regarding Assembly Bill %€5 |54

As a parent and/or grandparent one of our primary responsibilities is to ensure the safety
and wellbeing of our family —along with many other responsibilities of being a parent.
The trend of using affirmative care for gender dysphoria or gender transition is irresponsible
of our schools and medical professions.

There is not a single long-term study to demonstrate the safety or efficacy of pUberty
blockers, cross-sex hormones and surgeries for transgender believing youth. This means

that youth transition is experimental.

There is evidence that transgender interventions harm adolescents.

e Medical harms of puberty blockers when used for gender dysphoria include emotional
distress, new-onset psychiatric iliness, reduced bone density, permanent sexual
dysfunction and the possibility of permanent sterility (if used in early puberty then
combined with or followed by cross-sex hormones).4,5

e Medical harms of cross-sex hormones include cardiovascular disease, high blood

pressure, heart attack, blood clots, stroke, diabetes, and cancer.5

Transgender surgeries maim healthy tissue and destroy healthy organs.

e Youth affirmed as transgender by their parents had greater anxiety and lower self
esteem than their age matched peers.6

e There are no long term studies of medical and surgical interventions for gender
dysphoria in youth.

o

Ricks of Puberty Blockers: There are a number of studies that indicate using puberty
blockers for gender dysphoric children is unsafe.

Children with gender dysphoria are physically healthy. They do not have a disease of the
body; they are emotionally and psychologically distressed. Prescribing puberty blockers to
these children permanently disrupts their physical, cognitive, emotional and social
development.

This disruption causes a permanent loss because no one can return the time they have lost
in normal puberty development should they wish to desist; that amount of normal puberty
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development — be it several months or several years —is permanently stolen from them. This
matters because prior to the routine use of puberty blockers, the vast majority of gender
dysphoric youth desisted and identified with their sex by young adulthood.2, 3 With the
routine use of puberty blockers, the vast majority of gender dysphoric children instead
identify as transgender, use dangerous cross-sex hormones, and may even pursue Cross-sex
surgeries.4,5,6,7,8 Blocking normal puberty in these emotionally suffering children robs
them of the developmental period during which many might otherwise outgrow their

- dysphoria and embrace their bodies.

Many medical organizations around the world, including the Australian College of Physicians,
the Royal College of General Practitioners in the UK and the Swedish National Council for
Medical Ethics have characterized transgender interventions in children as experimental and

dangerous.

[ have had the opportunity to speak with several detransitioners, and | have watched several
youtube videos of detransitioners, and a common thread is they believe they were too
young to make this type of decision and they did not fully understand the short and long
term impacts of these treatments. One detransitioner shared with me that she is part of a
social group with over 55,000 detransitioners. Many try to minimize that there are only a
few detransitioners but there are many out there suffering with regrets.

[ support this bill protecting children under 18 and want to thank the assembly for pursuing
this for the parents and children in Wisconsin.
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Intro: Members of the Committee, thank you for the opportunity to speak in favor of AB104 —
Help Not Harm Act. | am Dr. Paul Young. | am a board certified pediatrician who has had the
privilege of caring for children for over 36 years, most of it in our wonderful State of Wisconsin.
| hold a master’s degree in Bioethics, and currently serve as one of two Wisconsin State
Directors for the American Academy of Medical Ethics.

My support for the bill is based on the fact that so-called “medical transition therapy” for
minors is therapeutically inappropriate, unsafe, and worse, ineffective. It violates basic medical
ethics.

1)

2)

Sex is a biological genetic reality incapable of alteration. Gender is an internal
psychological awareness of our sexuality which can differ from our biology resulting in a
mental state known as gender dysphoria (GD). (1) Gender dysphoria is subject to change.
Let me be clear, NO ONE IS BORN IN THE “WRONG BODY.” Studies bear this out, as
cross-gender identity in younger children resolves in over 85% cases after puberty.(2,3)
The APA acknowledges this fact and advises against any rush to diagnosis. (1*,4-6) This
gender self-perception is also subject to social influence, particularly in teens. (9,14) This is
evident as there has been an up to 5000% increase in gender dysphoria cases, mostly with
no prior history of cross-sex identity. These cases have a rapid onset, particularly girls,
often preceded or associated in 70-80% of cases with depression, anxiety, or
neurodevelopmental conditions like autism or ADHD. (7-11) The newly appearing gender
dysphoria appears to be more of a symptom than a cause in these cases. Risk of suicidal
thinking and behavior is increased in these children, as would be anticipated in those
experiencing these co-occurring psychiatric conditions. They are often victims of abuse
and trauma.(12,13) It is clearly not genetic. It is apparent that social media, peer, and
environmental influences play a significant role.(9,14) Prior research showed that good
supportive psychotherapy redirecting children into their natural biology, while addressing
underlying mental, emotional, and family difficulties, was over 80% effective in resolving
gender identity conflicts.(3,15-17) This was particularly true the earlier therapy was
undertaken. Sadly, this has been mischaracterized as conversion therapy, being attacked
in a mistaken attempt at advocacy.(18)

Medical transition therapy for gender dysphoria is a group of progressively invasive
interventions proposed to resolve gender dysphoria completely, reduce associated mental
iliness, and prevent suicide. These are offered ON DEMAND based on the child’s request.
(18) These treatments cause permanent effects, even if they are stopped later. Once even
social transition is adopted, it is almost certain the patient will progress down the pathway
that may include so-called “puberty blockers” in children as young as 8, then cross-sex
hormones as young as 10 or 11, and permanent surgical interventions like a mastectomy as
young as 12-16. Reversibility through social transition or “puberty blockade,” or so called
“pbuying time,” has been shown repeatedly to be a fallacy. Engaging in a medicalized
approach creates a self fulfilling prophecy 98% of the time.(16,19) Medical transition has
many serious side effects. Puberty blockade is associated with significant permanent bone
mineral loss, lack of development of the testes and ovaries with associated infertility, and
high risks of 1Q loss with memory or learning problems due to impact on the developing
brain.( 20) Cross-sex hormones are associated with permanent body changes of the
opposite sex (which do not resolve when stopped), along with an increased risk of heart
attack, stroke, blood clots, liver injury, permanently damaged or lost fertility, and psychiatric
symptoms of mood changes, aggression, violence, sexual dysfunction.(21) Surgery comes
with a wide range of obviously irretrievable losses (mastectomy, removal of ovaries, testes,



4)

5)

uterus, penis) along with extensive side effects from any of these procedures.(21) All done
on healthy bodies with a gender identity that is subject to change!

Worse, there is absolutely no good evidence medical transition therapy works at all.
Reviews of thousands of children over 15 years in the UK, Sweden, Norway, Denmark,

France, and Germany have shown absolutely NO benefit in resolving suicide risk,
dysphoria, or mental disorders.( 22-27) All of these nations are now restricting or halting
their treatment of minors with medical therapy in favor of treating the underlying
psychological issues of which the GD was a symptom. Great Britain’s 2024 Cass study, in
particular, pointed out the lack of good outcomes or reliable research worldwide. US
research has also failed repeatedly to show consistent, long term positive effect. (26-31,37)
Similar adult studies from Sweden and the US show not only a lack of benefit, but increase

in mental health problems and suicide as high as 19 fold. (27,29,31,37)

Gender dysphoria “treatments” are not undertaken for to repair or restore the body. They
are cosmetic, used to solidify an unstable social identity. Children have great difficulty
visualizing the future well, more so if they are mentally unwell. Every teen is subject to a
variety of social influences and prone to change their thinking and desires over time.
Ethically, neither the patient nor their families are in the position to fully consent for
interventions which can result in sterility and serious, potentially life-ending side effects,
with no ability to understand what the child would want in the future.(32) This is evidenced
by the fact that there is an ever increasing number of “de-transitioners,”now as much as
13%, who are re-orienting to their natural biclogy, often with much regret.(33-36)

The goal of good medical care is always to provide compassionate, least harmful, evidence
based and scientifically sound treatment grounded in reality. Gender medical transition is
none of things. Out of a mistaken sense of compassion, it attempts to support a self-
identity with no basis in reality. It offers cosmetic support at a terrible price, and no real
long term benefit.

For these reasons, | believe this must be stopped and stopped now, before more lives are
damaged forever. | truly encourage you to pass this legislation.
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TESTIMONY IN SUPPORT OF ASSEMBLY BILL 104
ASSEMBLY COMMITTEE ON HEALTH, AGING, AND LONG-TERM CARE
WEDNESDAY, MARCH, 12, 2025

Thank you, Chairman Moses and committee members, for the opportunity to testify on Assembly Bill. 104. | am
Sam Krebs, Legislative and Policy Director for Wisconsin Family Action. Wisconsin Family Action supports
Assembly Bill 104 which is appropriately named the Help Not Harm bill which will protect children and all
minors from controversial drugs and surgery.

Affirming a mistaken identity—through new names, pronouns, hormones, or surgery—is not loving or
compassionate. True love seeks the authentic good, which means confronting reality, not supporting
falsehoods. Medical interventions like “gender-affirming care” use harmful means to promote untruths,
especially when applied to children. While kids with gender dysphoria deserve kindness and respect, they
need guidance to embrace the truth of their bodies, not harmful experiments like puberty blockers. In the
interest of protecting their well-being, we must help them address underlying issues, such as trauma or
societal pressures, and reject ideologies that distort reality.

Allowing doctors to give developing youth puberty blockers, cross sex-hormones, and even perform surgeries
violates the first duty of medicine: do no harm. Attempts to change an individual’s biological sex are not safe,
not medically necessary, and do not save lives.

First, gender affirming care is not safe.

There is growing body of evidence that puberty blockers and cross-sex hormones, come at a high risk for long
term, and often irreversible harm. For lack of time, | am only able to mention a few of these risks, but | would
like to note that there are many more than the few | am able to mention now.

Risks for biological females using puberty blockers include, irreversible infertility, severe liver dysfunction,
coronary artery disease including heart attacks, hypertension and more. The cross-sex hormone risks for
biological males include irreversible infertility, increased risk for various forms of cancer such as thyroid and
testicular cancer, coronary artery disease including heart attacks, Type 2 diabetes, and more.

Second, gender affirming care is not medically necessary.

Especially for children diagnosed with gender dysphoria, studies have shown that as many as 88% of gender-
dysphoric girls and as many as 98% of gender dysphoric boys will desist if their biological integrity is affirmed.

It is well accepted that children have much to learn and are naturally incapable of making certain decisions
especially in regards to understanding long term cause and effect. In so many of these cases, we already know
that good parenting and watchful waiting is all that is necessary not radical and experimental interventions.
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Third, gender affirming care puts lives at risk.

While we recognize the real psychological pain from gender dysphoria, studies demonstrate little psychological
relief from cross-sex hormone treatment or surgery.!

Parents and public policy makers have been presented with a false dichotomy of either moving forward with
gender transition or risk having their child commit suicide. Sadly, there is a growing body of research which
points to worse outcomes like higher rates of suicidal ideation and suicide attempts after the experimental
interventions.

| hope that by passing this bill Wisconsin can refocus its attention on therapies that will help children accept
and embrace their bodies. Dr. Ryan Anderson puts it rather plainly, “Rather than attempting to do the
impossible—"reassigning” bodies to line up with misguided thoughts and feelings—we should at least attempt
what is possible: helping people to align their thoughts and feelings with reality, including the reality of the
body.”?

Wisconsin Family Action urges passage of AB 104. Thank you.

! England’s National Health Service disallowed puberty blockers for children foliowing a four-year review conducted by independent
researcher Dr. Hilary Cass, who wrote in her report that “for most young people, a' medical pathway will not be the best way to
manage their gender-related distress.”

2 Anderson, Ryan T. ““Transitioning’ Procedures Don’t Help Mental Health, Largest Dataset Shows.” The Daily Signal. August 5, 2020.
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Jeannette Cooper
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Honorable Chair and Members of the Committee:

My name is Jeannette Cooper, and | am here on behalf of Partners for Ethical Care. | had
prepared testimony for today, but just this morning a mother in our group posted the following,
which I've asked to read with her permission.

“What if we created a book? We could call it “Another Perspective” or something way more
creative. I've wanted so badly to let others know that we exist in large numbers, thousands of
us, and we also want to talk about it. For years we were relegated to a secret group on
Facebook where parents and loved ones could talk about concerns without being bullied and
called “transphobic.” We wanted to know the risks of these medicines being prescribed.
Mainstream media and now-questionable organizations encouraged “transition” with talk of
puberty blockers and how they are reversible, and that not providing the universal treatment for
self-declared trans, gender dysphoric, or non-binary will lead to suicide in children—without
having any evidence of this being the case. We were aware of the exact opposite happening, as
the suicide rate has not shown a single drop after “gender-affirming care.”

Many of us knew for a fact that their child or teen, as they both overwhelmingly tend to do, was
influenced by peers. | asked my child early on how she realized that she was “trans,” in a loving
way, because this is my precious daughter. She said a friend told her she herself was trans, and
my daughter related to what her friend said. Her and every other child are still being bombarded
with all things trans. It's a really cool idea to a lot of teens in their online gaming groups, and |
could list countless other ways it's been in their faces.

Professionals practice the pseudo-science of “we affirm everyone” and pretend trauma
response, social contagion, and the pernicious influences of social media and mass media have
no bearing. So many of us don’t believe it is a safe identity to encourage all kids to explore, and
we have had to say “enough is enough.” No, grown men do not belong in chat groups with
children. Grown women don't either. Extensive research undeniably indicates that teenagers are
more susceptible to all three influences | mentioned: peers, social media, and adults who insert
themselves as trusted figures. There are many ways this is being not just “accepted or
tolerated” which | believe is reasonable, but completely encouraged. If you don’t buy into the
idea of “gender identity,” you’re a bigot.




| don't buy the idea that my child’s self-diagnosed mental iliness will be treated by making her
look as masculine as aesthetically possible with medicine that significantly changes her
vulnerable body’s appearance, and if | am called transphobic for it, | will accept the label. The
reality of the aftermath of these procedures are only told by those who were once confused, but
made their way out with few, if any, of their underlying mental, physical, and social issues
resolved. These are the detransitioners.

My child is autistic, as | observe at least half of our members’ children are, if not more. She has
a full vocabulary of every “microlabel” out there. These kids squeeze themselves- into this tight
box that leaves no room for learning, growing, or enduring life-changing experiences. There's a
labeled excuse for everything they cannot do. This pseduo-trans universe opened up new ideas
of how to escape the reality of growing up, ideas that are celebrated. For a kid who lost her
friends during Covid, this is attractive.

Everything we've been taught and inherently know as the right thing, has been villainized: We
treat others asiwe want to be treated. Judge not by the color of one’s skin but by the content of
their charactéf., Thg absolute truth is the highest level of integrity. Beauty is skin deep. Plastic
surgery is wast?fulsgﬁd vain 0qtside of restoring body parts that have been damaged.

| am willing to téil,my Stbry, and that of anyone who also feels the need fo.show others the ugly
side of this, and it's important enough that the inevitable bullying and rage from others will not
dissuade me. The right time 1o speak the truth is right now. L.et me know your thoughts. There
are so many of us.”

Thank you for listening to the testimony of this mother. | am honored to read it on her behalf,
and on behalf of over 4000 parents in our group.



My name is Sue Neeley (she/her), and | am a resident of Evansville, WI. I've
lived in Wisconsin for my entire life and my children were born in Wisconsin and
are being raised right here in Wisconsin. | represent GSAFE as their Director of
Family Engagement and Advocacy.

I am testifying today to urge you to vote NO on AB 104. As a Wisconsinite, | am
opposed to these bills because our trans youth have every right to live and be.
They have the right to be their whole authentic selves just as much as their
cisgender peers. The fact that this bill is only banning gender affirming care for
trans youth, is proof enough that this is discriminatory. For example, you're
telling a trans child they will not be able to use hormone blockers when needed,
but a cis child will still be able to use hormone blockers when needed. Another
example, you're telling a trans child they will not be able to receive hormone
therapy when needed, but a cis child will still be able to receive hormone therapy
when needed. Let’s just take a moment to REALLY think about that.

I would also like to bring to your attention some results from the Trevor Project’s
surveys. If you're not familiar with the Trevor Project, they are a non-profit
organization focused on suicide prevention among LQBTQ youth. In other
words, focused on saving the very lives that you are putting in danger with the
existence of these very bills. In 2024, they surveyed more than 18,000 LGBTQ
young people ages 13-24 across the U.S. Here are some of their survey results:

e 39% of LGBTQ young people seriously considered attempting suicide in
the past year - and young people who are transgender, non-binary, and/or
people of color reported higher rates than their peers.

o 46% of the transgender and nonbinary young people seriously
considered attempting suicide in the past year.
o *Reminder, these are the people these bills are targeting.

e 90% of Queer and Trans young people said their well-being was negatively
impacted due to recent politics.

e Affirming gender identity among transgender and nonbinary young people
is consistently associated with lower rates of attempting suicide.

e When asking LGBTQ young people to describe what a world would look
like where all LGBTQ people are accepted, these were some of their
answers:

o Safe




Better

Happier

Beautiful

Wonderful

Peaceful

Perfect

Amazing

Normal

Free

Comfortable

Basic human rights

Can be who they want to be

People are able to express themselves
No one has to worry about coming out

0O 0 0 0O 0O 0O 0 0O 0 0O 0O 0O O o

Is this not what we want for our young people of Wisconsin?

If passed, these bills will cost lives. At a time when LGBTQ+ youth are already
struggling with harassment and discrimination, we should be making it clear that {
they are safe and welcome in Wisconsin. ;

| truly believe politicians should NOT interfere with personal, private medical
decisions that should only be made between patients, their doctors, and their
families. | strongly encourage you to vote no on AB 104. Vote no to harming our
Wisconsin trans and nonbinary youth of Wisconsin. Vote no to being the reason
a young trans or nonbinary person seriously considers attempting to die by
suicide. Vote no to being the reason a young trans or nonbinary person does
attempt to die by suicide. Vote no to being the reason a young trans or
nonbinary person dies by suicide.

Sue Neeley
Evansville, Wl 53536




To the Members of the Assembly Committee on Education,

I am here to speak in opposition of Assembiling Bill 104 from both a personal and professional perspective. On
the professional side, | am an associate professor of human development and family studies at UW-Madison
and have a PhD in Developmental Psychology. From this lens, | would like to speak to the science of gender.
Bills such as this one, and the many others like them, fail to acknowledge the scientific consensus that sex and
gender are different constructs, and that both exist along a spectrum. In addition to major medical
organizations, my own professional organization, the American Psychological Association, issued a policy in
February 2024 stating that gender diversity is present throughout the lifespan and has been present throughout
history (Gill-Peterson, 2018; Hunt, 2016; Stryker, 2017). Examples of the supporting biological science include,
but are not limited to, (1) chromosome variations that undermine attempts to argue for sex essentialism based
the presence of XX or XY sex chromosomes (e.g., having an exira X or extra Y, Turner syndrome
characterized by having just one X sex chromosome); (2) conditions that influence the uptake of sex hormones
(e.g., congenital adrenal hyperplasia, androgen insensitivity syndrome); and (3) natural variations in sex
hormones present in the prenatal environment and within individuals. All of these things represent natural
variations that are in direct contrast with the idea that gender identity should be based on a strict gender binary
based on the body parts one is born with.

The APA policy goes on to note that State bans on gender-affirming care disrupt not only the role of providers
in offering evidence-based care but also obstruct patient and parental rights in shared decision-making (Clark
& Virani, 2021). My specific area of expertise lies in parent-child relationships, parents’ emotional experiences,

and interventions that support parents in having difficult conversations with their young children. From that

lens, | can emphatically say that parents should have the right to support their children in receiving
evidence-based, life saving health care. And | know that many of you believe in parental rights as well. In fact,
the proposed bill AB103 was focused on preserving parents’ rights to know and approve of the name and
pronouns their children use in schools. If parents deserve to be part of their children’s decision making, then
this bill would strip those rights away. Taking away those rights is telling parents that they do not and cannot
know what is best for their children, even in consultation with medical professionals.

On the personal side, | am also a concerned parent. A few months ago, our child, who was assigned male at
birth, told us clearly and with absolute certainty that she is, in fact, a girl. Despite knowing that children can
accurately label their own gender by their third birthday (and me being an expert in chiid development!), this
came as a huge surprise. And despite what many people believe, we have not forced any gender ideology on
our child. We have simply listened to her. And from the first day of sharing this with us many months ago, she
has not wavered. Our daughter now lives her best life wearing dresses, growing out her hair, and being called
“she”. The joy on this child’s face when someone calls her a girl is impossible to deny. Yet, | look toward her
future and | fear the extremely high rates of depression, anxiety, and suicide attempts among transgender
youth (Abreu et al., 2022a; Abreu et al., 2022b; Hughes et al., 2021; Kidd et al., 2021), and | fear that what the
APA statement so clearly outlines is true — the imposition of such bans poses a direct threat to the mental
health and emotional well-being of transgender, gender diverse, and nonbinary youth, including my own child.

To us, and to our family, this is not about ideology or politics. It is about life and death. | know that everyone in
this room wants what is best for children and wants them to have access to long and healthy lives. Please
protect our children and do not approve this bill.

Sincerely,
Dr. Margaret L. Kerr
Madison, WI 53717




To: The Assembly Committee on Health, Aging, and Long-Term Care
From: Rev. Mallory Yanchus, Madison, WI 53703

Date: March 12, 2025

Re: Testimony in opposition to AB104

Good afternoon. | am Rev. Mallory Yanchus. | serve at First United Methodist
Church, just a block from here. My ministry is primarily with children, youth, young
adults, and their families. In my pastoral ministry, it is my privilege to be in community
with trans minors who are navigating with their families and medical professionals how
to be themselves in ways that affirm their gender. Seeing these folks proudly be who
© they are is a beautiful example of how God’s love emanates through them, and how our
community of faith is called to love, support, and to cheer them on.

[ am here to oppose AB104. As clergy, it is my moral call to ensure God’s love is seen and
felt by all people, to communicate that God affirms and celebrates who every person is.
This bill is doing the opposite- it is attacking the transgender community, causing

immense harm.

In my United Methodist tradition, we have three simple rules that come from our
founder, John Wesley: do no harm, do good, and stay in love with God. This bill causes
direct harm to transgender people seeking healthcare that affirms who they are. It
causes harm to families who want to support and care for their children. It causes harm
to the medical community, preventing them from practicing medicine out of their
expansive expertise and professional best practices.

It causes harm to the entire transgender community, by promoting hate and harm
instead of love and care.

Our faith calls us to goodness in the world and to attend to God’s will- to love ALL
people. Opposing AB104 is an act of goodness and love for all of God’s people. | urge you
to oppose this bill.

Thank you for your time.




WISCONSIN COUNCIL
OF CHURCHES

)
COURAGE. IUSTICE  HOLY IMAGINATION,

To: Members of the Assembly Committee Health, Aging and Long-Term Care

From: Rev. Breanna llléné, Director of Ecumenical Innovation and Justice Initiatives,
Wisconsin Council of Churches

Date: March 12, 2025

Re: Testimony in opposition to Assembly Bill 104

The Wisconsin Council of Churches (WCC) is a network of Christian churches and faith-based
organizations commifted to working fogether across our many differences to promote collective
good. We connect 23 Christian traditions, which have within them approximately 2,000
congregations and over one million church members. Exercising holy imagination, we help one
another make courageous choices that lead tfoward justice for Wisconsin's most vulnerable
residents and the flourishing of our communities.

As a Council, we have adopted a Stafement on Nonviolence that reminds us that “Faithfulness to its
mission requires the Church to speak out against violence, minister to its victims, and work tirelessly
fo reduce the level of violence in society.” We come here today to name the violence present in
AB 104 and ask you to stop cousing harm to vulnerable individuals.

Loving our neighbor is a basic ethical presupposition common to many faiths including our
Christian scripture. It calls for unreserved respect for and identification with our neighbor, as o
fellow human being created in the image of God. No one is excluded.

Our faith teaches that God is relentless in pursuit of well-being for the world and its inhabitants.
Access 1o health care that provides for the whole of the person is a matter of simple justice. This
access should be free from stigma and discrimination. Denying transgender adolescents access fo
affirming medical care is an act of violence. Our colleagues in the medical and mental health
fields have shared with us their perspectives on the risks of withholding affirming care. Pastors,
too, see the wreckage when such care is refused.

We affirm from a spiritual and moral perspective: doctors need to be free to provide life-saving
care. As Christians, we are called to facilitate communities of well-being, and public policy that
does not harm. We seek the common good. In this spirit of love and accountability, we ask this
body to reject AB 104 on its merits.

Thank you for your fime.

W1 COUNCIL OF CHURCHES « 30 W MIFFLIN ST, STE 602 MADISON W/ 53703 + 608 837 3108 « WICHURCHES.ORG




Testimony of Dan York in Opposition to AB 104
Dear members of the Assembly Committee on Health, Aging and Long-Term Care,

My name is Dan York and have lived most of my life in Wisconsin -- a Madison resident since 1985. I'm
here to express my strong opposition to the proposed bill, AB 104, which would ban gender-affirming
care for minors.

My opposition is very personal. My young adult daughter is transgender and received gender affirming
care as a youth. She was one of the first patients of UW-Hospital’s Pediatric and Adolescent Transgender
Health Clinic (known as PATH).

Such care has been critical to her. Her story is very similar to other transgender youth in terms of how
she expressed and identified herself from very early in her life. As an example, her first self-portrait - a
simple line drawing done as a preschooler - showed herself as a girl with long-flowing hair.

Receiving puberty blockers and hormones were invaluable for affirming her gender identify. Without
them her transition as an adult would have been much more difficult due to the physical changes that
would have occurred. Such treatments are medically recognized as best practices for the health and well-
being of transgender youth. I'll leave it to medical experts to elaborate on these best practices and why
they are so important.

The proposed bill is not simply unnecessary, but it is hurtful and harmful to those youth who would be
denied the medical care they need. Without such care, there are high risks of suicide, depression, and
self-harm. It also complicates their later transition as adults.

These youth need strong support from their families, friends, and health professionals. The decision to
receive such care is a most personal family decision to be made under a qualified and caring medical
team. It is not the sort of personal health decision to be made by legislative fiat.

Some of you may not understand or accept the existence of transgender people. That gives you no right
to exert such beliefs on Wisconsin families doing their best to support and love their transgender
children by receiving the best medical care recommended.

My daughter and the wider transgender community face an increasingly intolerant and hateful
environment. The progress with acceptance and support for our transgender daughters and sons that |
had witnessed a decade ago has been quickly reversing course. The unacceptance, hostility, and even
violence towards transgender people have grown over the past several years. This environment and all
the anti-trans laws that are being proposed and enacted deeply affect my daughter and all her
transgender brothers and sisters. She has a high degree of social anxiety and lives a very sheltered life
with us just for trying to be who she truly is.

Please leave family medical decisions to families and their medical teams. Let our transgender youth
become the persons they are meant to be.

Thank you for your attention and this opportunity to express my views and experience.
Respectfully submitted,

Dan York, Madison, W153714




Amy Richards
Wisconsin Resident

March 12, 2025

TO: Members of the 2025 Assembly Committee on Health, Aging and Long-Term Care
RE: AB 104

This bill should really be titled “Help Not Harm — Protecting children from chemical and surgical
mutilation.”

Notice the difference a few words can make? If all the conversations around this topic defied
the rules set by the trans lobby, we would not even have to be here today. Let’s have the
courage to call it what it is and act accordingly for the sake of truth and children. According to
Marriam Webster, the definition of mutilation is “destroying, removing or severely damaging a
limb or other body part of a person.” if Marriam Webster is credible, then logic concludes that
any drug or scalpel that destroys the healthy functioning of a child’s body as he or she were
born, must be just that—mutilation.

Before I chose to focus on nurturing my children, | enjoyed a career as a communications
consultant. I'm fascinated by the power of words. Words, particularly when repeated, have
great power to connect and influence, to inspire and motivate, to stick in people’s minds, to
incite action or shame into inaction—even to blur the once clear lines between right and
wrong.

in the case of child mutilation, the tender-sounding words of “gender affirming care” are used
to lie about what is really occurring until parents are emotionally blackmailed and polite society
is afraid to call it what it truly is. Throughout history, the careful selection and words has
shaped reality, silenced truth and granted power to those history deems purely evil.

Stalin said, “Ideas are more powerful than guns. We would not let our enemies have guns. Why
should we let them have ideas?” Those who define and control the words, the language,
control the ideas. The trans lobby has successfully planted and grown the seeds of “gender
affirming care” to the point of good people standing silently by while parents are manipulated,
children are mutilated and healthcare systems are enriched.

Hitler explained, “Make the lie big. Make it simple. Keep saying it, and eventually people will
believe it.” | can’t think of a bigger lie than telling children they are in the wrong body, that boys




can be girls and girls can be boys and perhaps not either. It defies all fact and logic, yet, under
the propaganda of “gender affirming care,” most people are scared to speak objective truth.

Hitler also said, “When we have won the war, who will question our methods.” | am here to
question the methods of a profit machine that preys upon children not able to consent to being
lifelong patients. | implore you to act upon what your constituents already know, even if they
feel too bullied to say it outside the safety of the voting booth. “Gender affirming care” is not
humane or healthy. Young people who are already hurting are being used as a sustained profit
stream for those sworn to “to do harm.”

Have the courage to speak the truth to Wisconsin’s children. Don’t “affirm their gender,” affirm
their worth.

They are beautifully and wonderfully made.

Their lives are precious.

They have purpose and potential that they will continue to discover their entire lives—this is
just the beginning.

They are one-of-a kind and more important than any one label.

They are perfect just as they are.

They are worth protecting.

Call “gender affirming care” what it is—emotional blackmail used to manipulate all of us. Call
out the blood money of the “experts” who are nowhere to be found when a de-transitioner
seeks help.

Stand up against the propaganda of child mutilation. Stand up for Wisconsin’s precious children
by supporting this bill.

Thank you.

Amy Richards




Good afternoon to the Assembly Committee on Health, Aging, and Long-term Care. | am Abigail <«
Swetz, and | am the executive director of Fair Wisconsin, Wisconsin’s only statewide LGBTQ+ ‘
civil rights and political advocacy organization. | am here today to speak in oppositionto
Assembly Bill 104, but 'm not here to speak only to the members of this committee. | am here to
support our trans Kids and their families, because they are who most need to hear the voices of
all of us who care enough about their well-being to oppose this dangerous bill. And so my
testimony is directed to the trans kids of Wisconsin and their families.

Dear Trans Kids,

There are so many of us in this state who love you exactly as you are and exactly as you are
becoming. We know your health care is medically-necessary because we know you are
necessary. Treatment for gender dysphoria is medically-necessary because, when your gender
dysphoria is treated, you experience less psychological distress and your mental health
drastically improves with rates of depression, anxiety, and suicidality going down significantly.
Providing you with high-quality health care is how we ensure you thrive and make it possible for
you to live in a body that feels like home. This state is a better place because you areinitand
because you have the opportunity to thrive.

Your journey is your own, and your medical care is designed to honor it as you move towards
thriving. Your doctors tailor your highly-individualized care to your needs, just as all doctors do
to treat every type of medical condition. There is no one-size-fits-all approach for anything in
medicine, including health care for trans youth, and that is precisely why a ban on
medically-necessary, individualized health care is so dangerous.
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Speaking to your parents and families for a moment, you are all on a journey, too. Thank you for
being on it, for loving your kid, for wanting the best for them. You've been to the doctor’s
appointments. You know that your kid will be able to access different age-appropriate
interventions as they grow up. | know you just want them to grow up - to grow into happy,
healthy adults. You love them at all ages, so you want their care to be the best it can be at every
age. You trust your doctors. They know the standards of care that have been rigorously
researched and well-established by international experts and supported by every major
professional medical association in our country and beyond. You respect the science because
you respect your kid's needs.

I'm not trans, and | also know that | do not need to understand every detail and nuance of a kid’s
identity to believe you when you say you know who you are and you know what you need. You
are being perpetually put in a position of having to defend your own existence and the value of
your own lives. You deserve better. | respect your right to the freedom to live as you want to live.
I hope this committee and this legislature can, too.

Love,
Abby (and so many others)




To this esteemed committee, you must stop debating the humanity, validity, even the existence
of these children. You must stop doubting the love and care their families hold for them. You
must guarantee their medically-necessary, individualized, age-appropriate, high-quality,
respectful care. The struggles trans kids and their families face are not a self-fulfilling prophecy.
They are created by society, and today, they are created by you. It does not have to be this way.

Vote no on AB 104, and never bring it back. Thank you.
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WISCONSIN CATHOLIC CONFERENCE

TO: Representative Clint Moses, Chair
Members, Assembly Committee on Health, Aging, and Long-Term Care

FROM: David Earleywine, Associate Director
DATE: March 12,2025

RE: Support for Assembly Bill 104, Prohibiting Gender Transitioning of Minors

The Wisconsin Catholic Conference (WCC), the public policy voice of Wisconsin’s Catholic
bishops, thanks you for the opportunity to testify in support of Assembly Bill 104, the “Help Not
Harm Act,” which prohibits puberty suppressants, cross-sex hormones, and gender transition surgery
for minors struggling with gender dysphoria.

As Catholics, we believe that every human being is made in the image and likeness of God and is
deserving of dignity, respect, and compassion. We recognize the anguish of children as they wrestle
with severe gender dysphoria, as well as their parents. They are members of our families and
communities and often suffer in silence. We must treat all people with love and respect and
accompany them with compassion and truth.

We support this bill because science tells us that human beings have bodies that are biologically and
genetically either male or female, down to the cellular level. Sexual development disorders do occur,
but these are extremely rare and do not undermine the biological distinction between male and
female.

We support this bill because gender transitioning of children upends the natural development of the
human person and sends the message that some bodies are mistakes that can be manipulated at will.

It is understandable that some parents agree to these interventions when they are told by medical
professionals that transition is the only way to prevent their child from committing self-harm or
suicide. We do not fault these parents for doing so. But the pressure put on parents needs to be called
out. No one is served when fears, threats, and intimidations are inflicted on vulnerable children and
families.

Of course, we can and should invest in mental health resources and reach out to those among us who
are struggling, especially those considering self-harm or suicide. We are called to walk with people
and accompany them with compassion and truth rather than upend the natural functioning of the
human body.



It is possible to help children without resorting to sometimes irreversible hormonal and surgical
interventions that can render them sterile, reduce their bone density, remove healthy parts of their
body, and cause further physical and psychological damage.

Most children experience some level of confusion and dislike for their bodies. However, in the
absence of hormonal and surgical interventions, and with proper support, the majority of children
with gender dysphoria will grow to accept their bodies as they are.

You will hear from medical professionals today that surgical and hormonal interventions are safe and
save lives. However, there are no long-term studies that show this. In 2022, Reuters reported that,
“Ever since the first clinic to offer gender care to minors in the United States opened in Boston 15
years ago, none of the leading providers have published any systematic, long-term studies tracking
outcomes for all patients.”

What we do know is that cross-sex hormones are not approved by the Federal Drug Administration
for use in children.

What we do know is that European countries that once were at the forefront of gender transitioning
for children have now scaled back in the face of adverse outcomes and criticisms that their earlier

interventions were rushed.’

We know that the human brain is not fully developed until a person reaches his or her late twenties.

! Reuters, Why Detransitioners Are Crucial to the Science of Gender Care (Dec. 12, 2022)
https://www.reuters.com/investigates/special-report/usa-transyouth-outcomes.

2 In 2022, the United Kingdom’s National Health Service announced plans to close the U.K.’s predominant gender
clinic, in part because of allegations that it pushed large numbers of children into medical gender transition
procedures. See Jasmine Andersson and Andre Rhoden-Paul, “NHS to close Tavistock child gender identity clinic,”
BBC News (Jul. 28, 2022) https://www.bbc.com/news/uk-62335665. Also in 2022, Sweden’s National Board of
Health and Welfare updated its guidelines for the treatment of gender dysphoria in minors, moving away from
hormone and puberty suppressing treatments for several reasons: “[T]he continued lack of reliable scientific
evidence concerning the efficacy and the safety of both treatments [2], the new knowledge that detransition occurs
among young adults [3], and the uncertainty that follows from the yet unexplained increase in the number of care
seekers, an increase particularly large among adolescents registered as females at birth [4].” See National Board of
Health and Welfare, “Care of children and adolescents with gender dysphoria,” https://files.static-
nzz.ch/2022/12/29/92063296-b0a9-4e4d-al8f-110269f5e550.pdf. And that same year, France’s National Academy
of Medicine similarly advised “great medical caution” regarding transitioning children: “Although, in France, the
use of hormone blockers or hormones of the opposite sex is possible with parental authorization at any age, the
greatest reserve is required in their use, given the side effects such as impact on growth, bone fragility, risk of
sterility, emotional and intellectual consequences and, for girls, symptoms reminiscent of menopause.” See National
Academy of Medicine, “Medicine and gender transidentity in children and adolescents,” (Feb. 25, 2022)
https://www.academie-medecine.fr/wp-content/uploads/2022/03/22.2.25-Communique-PCRA-19-Gender-identity-
ENG.pdf. Most recently, in 2024, Dr. Hilary Cass submitted her final report and recommendations on gender
identity services for children and young people to England’s National Health Service (NHS). Her report concluded
that “While a considerable amount of research has been published in this field, systematic evidence reviews
demonstrated the poor quality of the published studies, meaning there is not a reliable evidence base upon which to
make clinical decisions, or for children and their families to make informed choices.” Her recommendations are that
clinicians proceed with extreme caution when working with youth who experience gender dysphoria. See “Cass
Review: Independent review of gender identity services for children and young people,” (April 2024)
https://cass.independent-review.uk/home/publications/final-report.



https://www.reuters.com/investigates/special-report/usa-transvouth-outcomes
https://www.bbc.com/news/uk-62335665
https://files.static-nzz.ch/2022/12/29/9a063296-b0a9-4e4d-al8f-l_10269f5e550.pdf
https://files.static-nzz.ch/2022/12/29/9a063296-b0a9-4e4d-al8f-l_10269f5e550.pdf
https://www.academie-medecine.fr/wp-content/uploads/2022/03/22.2.25-Communique-PCRA-19-Gender-identitv-
https://cass.independent-review.uk/home/publications/final-report

In the face of all these facts, it therefore makes no sense to support or encourage youth to undergo
such radical procedures.

Some will argue that children’s bodily autonomy must be upheld at all costs. Where does this stop?
Many children do not want to go to school or listen to their parents and teachers. Some desire to use
illegal drugs or engage in other risky behaviors. It is the responsibility of adults to love and guide
them during these challenging years so that they do not cause possibly irreversible damage to their
minds and bodies.

At the very time all of us are becoming more aware of the man-made toxins that degrade our natural
environment and physical bodies, it is deeply disturbing that certain pharmaceutical companies and
medical professions are pushing drastic, artificial, and sometimes irreversible interventions on
children.

So too, as we are realizing the harmful effects of social media on children, it is alarming to watch
online influencers, social media companies, and other corporations creating and profiting off
children’s confusion about their bodies.

Children’s bodies should be off limits to medical experimentation and social manipulation.
Guardrails, such as Assembly Bill 104, are needed so that children experiencing gender dysphoria are
given the time, space, and support they need to mature naturally into adulthood. We urge you to

support this bill so that alternative approaches to alleviating suffering in children can be found.

Thank you.



Dear Members of the Committee overseeing AB104,

| feel this bill is anti-American, but before | explain why, | ask you to hear my personal
testimony. My name is Darcy, and | have known | was a boy since preschool, long before | knew
the word “transgender,” let alone what it meant. In fact, it would be over a decade before | even
heard the word at all.

The first time | distinctly remember feeling that “gender disconnect” was when | came home
from preschool and told my mom | had a crush on a girl in my class. My mother, a devout
Christian missionary, told me only boys have crushes on girls and that | couldn’t because | was
a girl. Without hesitation, | told her that was fine, | would just be a boy. She got mad, said that’s
not how it works, and we didn’t talk about it again until high school. But | never stopped feeling
like | was bad at being a girl. | just didn’t have the words to explain why. Growing up in a
conservative Christian homeschool household wasn’'t exactly conducive to learning about
LGBTQ topics. | didn’t even hear the word “transgender” until | was 15. When I did, | looked it
up, and | wept with self-recognition. Finally, | saw myself. | wasn’t a defective girl, just a
transgender boy. | was so relieved.

| begged my parents to call me a masculine name and let me wear a binder for my chest.
Instead, they had a therapist tell me in detail how masculinizing hormones would make me
repulsive to future romantic partners or a spouse, make my body ugly, and leave me socially
isolated. | didn’t even bother bringing up puberty blockers. Despite their efforts to suppress my
“transgender feelings,” my dysphoria became unbearable and spiraled into an eating disorder
as | tried to flatten my chest to look more masculine, something common among transmasculine
teens. This nearly killed me and left me with lasting organ damage.

Access to gender-affirming care in the form of a binder, puberty blockers, and social support like
affirming therapy would have been life-changing. Not irreversible surgeries, not invasive
hormones, just the same puberty blockers prescribed to cisgender children for conditions like
endometriosis, cancer, and precocious puberty, along with shapewear.

Now, at 28, | have been on testosterone for just over three years, and it is, by far, the single
best joy-per-dollar investment | make each month. It is the least regrettable decision | have ever
made. | feel more at home in my body than | ever have, and | delight in finally feeling like
myself.

| am devastated that | lived for so long without this feeling when | could have had access to
things like puberty blockers, which studies have repeatedly demonstrated are safe. Please do
not rob Wisconsin’s transgender children of the joy of seeing themselves. Trans lives are
sacred. Trans children must be fiercely defended and deserve your courage.

| wanted to end this by urging your empathy, but | can’t, because this bill is fundamentally anti-
American and presented in bad faith. The gender-affirming care being banned here is still
available to every other child in Wisconsin. That is not freedom for all. This bill will not protect
children. It will embolden bigots and fascists. | implore you, do not let Wisconsin kneel to
fascism. Fight for freedom. Fight for patriotism. It’s your duty, as elected officials.

Signed,
Darcy Burrow

March 12, 2025
Madison, Wi, 53713
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Kyira Romero
Madison, 53703

Dear Assembly Committee on Health, Aging, and Long-Term Care:

My name is Kyira Romero. I have lived in Madison for the past seven years. I am
here to provide testimony opposing Assembly Bill 104, which would ban
gender-affirming care for our trans youth.

As an educator, I have seen how important it is for youth to feel safe and supported
to learn and feel a sense of belonging. I value advocating for students in any way
that I can, and this bill will harm trans youth.

Medical care should be between caregivers, youth, and their doctors. Gender
affirming care is critical and life~-saving for transgender youth. Trans youth have
disproportionately felt the pressure of the world with anti trans bills and anti trans
rhetoric, and this has negative impacts on their mental health.

Data coming from the Trevor Project reported that “94% of LGBTQ young people
reported that recent politics negatively impacted their mental health, and 86% of
transgender and nonbinary youth say recent debates about state laws restricting
the rights of transgender people have negatively impacted their mental health. A
majority of those trans youth (55%) said it impacted their mental health “very
negatively” Additionally, Suicide is the second leading cause of death among young
people aged 10 to 24, and LGBTQ young people are more than four times as likely to
attempt suicide than their peers (The Trevor Project).

Trans people exist and will continue to exist. I envision a world where trans folx will
be able to lead happy, healthy lives and where trans youth lives and rights are not

debated. As one of your constituents, I ask you to vote against Assembly Bill 104.

Thank you for your time.




Whitney Andersov, 600 S Beearly St Madison, WL 53703
3/12/2025 2:00PM

Madison, Wisconsin Capitol Building
Bill AB104 Testifying

Hello, good day. I am here today in opposition of the AB104 bill to ban gender-affirming care for
youth. As an educator, coach, and advisor, I have seen a positive impact on youth in my life who
have been granted the human right to adequate healthcare.

The Trevor Project estimates that more than 1.8 million LGBTQ+ youth seriously consider
suicide each year in the United States alone. That is one attempted suicide every 45 seconds. It is
also proven that youth who lived in an accepting community and had access to
LGBTQ-affirming schools reported significantly lower rates of attempting suicide (The Trevor
Project). :

In my experience as a teacher, when students are safe to be themselves, that alone saves lives. By
voting no to bills that harm trans-youth, we protect kids. I am here on behalf of Wisconsin youth.
In my classroom I have first hand encounters with the benefits of students having access to
gender-affirming healthcare.

The data proves there is a clear discrepancy and gender-expansive and transgender youth are
disproportionately negatively impacted by health-related topics. The passing of this bill would
furthermore negatively affect our youth.

I am hopeful and optimistic that the committee will vote according to their knowledge and
understanding of the importance of gender-affirming healthcare, including mental health services
for Wisconsin youth. Please tap into your empathy, consideration, and care for our next
generation.

Thank you.




Let’s look closer at our communities, Dane County, specifically. In 2024, 24,4717th-12th grade
students completed the Dane County Youth Assessment Survey issued by the Dane County
Department of Human Services. The 2024 survey was administered to students across 17 public
school districts. The assessment data shows that 70% of gender-expansive students reported
having feelings of anxiety “often or always,” only 43% for females and 21% for males. When
asked about depression for gender-expansive students, rates of experiencing depression were
60% (DCYA, 2024).

“ - 43.8% of high school females and 21.3% of high school males report having these feelings of
anxiety often or always. Anxiety among females is down from 2021 (53.8%), after of 15 years of
increases. Anxiety among males in nearly the same as 2021 (23.4%).

- For gender expansive students, anxiety levels remain very high but slightly lower for 2024
(70.5%) compared to 2021 (75.9%).”



Members of the Assembly-

My name is Kayla. | am 37 years old; every one of those years | have called Wl home. 1am an
educator, a registered voter- a neighbor, a wife, a daughter- most importantly- A MOTHER. |
am here to FIERCELY OPPOSE AB104.

Truth be told; | am angry. 1am angry that | need to be here today. No one in this room should
have to be here fighting for the validity of BASIC HUMAN RIGHTS.

| shouldn't have to be here today telling you vulnerable and wildly personal details of my son’s
life in hopes that you will change your minds. No one in this room should be sitting here before
you desperately trying to convince you that trans people are HUMAN, and that your
unnecessary bills are KILLING THEM. Yet- here we are: trying to defuse this manufactured,
inhumane war on the trans community.

My son is nearly 13. He has known who he was since Kindergarten. | recently overheard him
telling his story and these words stuck out to me- he said, “I have vivid memories sitting next to
my friends asking them, Don’t you ever wish that you were a boy? They ALL said no. Every.
Time.” He further explained: “I didn't even know that what | was feeling was normal like there
was a word for it... | was just.... Trapped.”

That's really all | need to say. TRAPPED. At 5 years old his body was not his own and he was
TRAPPED. And just like that- for the rest of his life, he will be required to prove himself to the
medical community in ways that a cis person would NEVER have to. So | say to you: The
government- STAY OUT OF IT.




207 East Buffalo Street, Ste 325
Milwaukee, WI 53202

(414) 272-4032

aclu-wi.org

AMERICAN CIVIL LIBERTIES UNION
Wisconsin

March 12, 2025

Chair Moses, Vice-Chair Brooks, and Honorable Members of the Assembly Committee on
Health, Aging and Long-Term Care:

The American Civil Liberties Union of Wisconsin appreciates the opportunity to provide
testimony in opposition to Assembly Bill 104.

Bills like AB-104 are part of a nationwide coordinated effort to deny transgender people their
freedom, safety, and dignity. Anyone paying attention can see that the ultimate goal of
legislation like this is to erase and exclude transgender people from participation in all
aspects of public life. In just the first few months of 2025, over 500 anti-LGBTQ bills have
been introduced in statehouses across the country.! To be clear, transgender people have
always existed and they always will. School board members, state legislators, and
the President of the United States do not get to decide that they don’t.

Patients and t‘qei:- doctors should be trusted to make private medical decisions, not
politicians. Every family should have the freedom to love and support their child, transgender
or not. Trans youth who are affirmed in their gender by their families do better in school, feel
safer in their communities, establish healthy relationships with their parents and peers, and
are better equipped to plan for their future. In contrast, denying them this support increases
their likelihood cf dropping out of school, increases their risk for substance use, worsens
symptoms of depression and anxiety, and gravely increases their risk for suicide.

AB-104 places politicians’ feelings and unsubstantiated fears above the advice of
medical professionals, and strips families of their ability to make informed
healthcare decisions. That is why every major medical association—including the
American Medical Association,? the American Academy of Pediatrics,® and the American
Academy of Child and Adolescent Psychiatry‘*—opposes bills like AB 104 and instead support
access to the healthcare this bill seeks tc ban. In fact, the American Medical Association said
legislation such as AB 104 “represents a dangerous governmental intrusion into the practice
of medicine” and thaz such bills “will be detrimental to the health of transgender children
across the country

! “Mapping Attacks on LGBTQ mghns in U.S. State Legislatures,” ACLU March 5, 2025),
https://www.aclu.org/] lative-attacks-on-lgbtg-rights-2025.

2 ee, e.g., AMA reinforces opposition to restrictions on transgender medical care, THE AMERICAN MEDICAL
A.SSOCIATIO\I (June 15, 2021), https://www.ama-assn.org/press-center/press-releases/ama-reinforces-
opposition-restrictionstransgender-medical-care

3 Ensuring Comprehensive Care and Support for Transgender and Gender Diverse Children and Adolescents,
THE AMERICAN ACADEMY OF Pum \TRICS (Oct 1, 2018) (veaffirmed Aug. 2023),

httops://publication. icle/142/4/:20182162/37381/Ensuring-Comprehensive-Care-and-
Supportfor?zutologinch

4 AACAP Statement
Youth, AMERICAN ACAT
https://iwww.azacap.org/A
to_ban_EvidenceBas

MY OF \JHIL) AND ADOLY‘SCE\TT PSYCHIATRY (Nov 8, 2019)
CAP/Latest_News/AACAP_Statement_Responding_to_Efforts-
‘or_Transgender_and_Gender Diverse.aspx

5 AMA reinforces oppos trictions on transgender medical care, THE AMERICAN MEDICAL ASSOCIATION
(June 15, 2021), ht 2-assn.org/press-center/press-releases/ama-reinforces-opposition-

restrictionstra: m care
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In addition to opposition from leaders in the medical conumunity st
are harmful and an invasion into ethical medical practics, there is 2lso tr(mO‘
risk that these bills illegally discriminate against trans people 3“’35 V‘Ohto federal
Constitutional rights. Importantly, the Unned States Supreme Court heard argument in
United States v. Skrmetti® in December 2024 directly on point to this issue—Tennessee
passed a categorial ban on gender-affirming medical care similar to AR 104, and that law
was challenged as unconstitutional discrimination based on transgen tatus and sex. The
Supreme Court is poised to rule in Skrmetti—and thus, on the const: ,it;.donahty of similar
bans like AB 104—in the coming months.

We all want what’s best for our children, and families with transgender youth are no
different. No parent should be denied the freedom to help their transgender youth access the
care that is right for them. Every state should be a safe place to raise every family.

We urge you to oppose Assembly Bill 104.

6 See United States v. Skrmetti, 144 S. Ct. 2679, 219 L. Ed. 2d 1297 (June 24, 2024)



| come here again as a parent to speak to this committee. Last year, | was angry that | had to take
time off of work to justify a medically necessary and private decision to lawmakers. This year, I'm
stilt angry—but increasingly alarmed that the authors of this bill are trying to limit healthcare in our
state. Once again, people in this room have chosen to harm children to raise funds from the ghouls
and goblins that are funding right wing extremism in this country. And once again you are focused
on fighting culture wars instead of the important issues facing Wisonsinites.

The private choice of gender-affirming healthcare is not the transition we should be discussing. We
should be talking about the Republican Party’s transition—from one of fiscal responsibility and
family values to one of hatred, bigotry, and government overreach. One of folks who believe in
science to those who deny science. | wish you cared more that your party transitioned from
saluting our flag, to flashing sieg heils at rallies. The truth is, today’s Republican Party doesn’t care
about children, science, or anything but money and power.

We're here because the authors of this bill care more about keeping the pipeline open for billionaire
donations than about the harm they cause transgender and nonbinary children. Republicans seem
all too willing to hurt people to serve their financial masters. We’re here because some of you lack
the spine to stand up to Christian nationalism, white supremacists, and techno-fascists
threatening our democracy. Some of you may actually agree with those people. Shame on you too.

It seems you are all happy to waste our time and tax dollars on this harmful bill. All the science
shows that gender-affirming care creates healthy, happy adults. But Republican lawmakers no
longer care about science—they’re part of a party that rejects it.

We’ll hear from well-funded people in support of this hill who claim to care about children, despite
the scientific evidence that a bill like this would harm all trans kids—groups like the Catholic
Church, which has paid millions to compensate families for the damage caused by it’s pedophilic
priests. We’ll hear from Moms for Liberty, who profit by meddling in other families’ lives, dictating
what our kids learn and now trying to dictate what medical care they receive. ‘

Let’s not do this again. Let’s put to bed the silly notion that you know better how to care for our
children than we do, and that we should trust you rather than the doctors who have dedicated their
lives to helping children. Shame on everyone who votes for this bill, because you have sold your
souls to the ghouls who aim to destroy our democracy.

Cory Neeley

Evansville, Wisconsin




Testimony in Support of AB 104 (Help Not Harm)
March 12th, 2025

Good afternoon. My name is Sandra Asuncion. I'm the director of
government affairs at American Principles Project, a pro-family organization

based out of Virginia.

I’'m proud to be here in support of AB104, the Help Not Harm Act, a bill that
will protect children from undergoing debilitating procedures that do nothing
to address the source of their ailments, preexisting conditions, or

comorbidities.

Minors are not prepared to make life-altering decisions; that's why we don’t
even allow them to get a tattoo unsupervised. A child undergoing the
discomfort of puberty will not have the presence of mind to understand the
full consequences of chemically altering that process, especially since our
own scientists have yet to issue a comprehensive and cohesive study on

the subject.

There is no medical gold standard for prescribing puberty blockers,
hormone treatments, and surgeries to minors. In fact, many countries that
were once lauding these procedures are now pulling back and tightening
restrictions. According to a study in Current Sexual Health Reports,
“...longitudinal data collected and analyzed by public health authorities in
Finland, Sweden, the Netherlands and England have concluded that the
risk-benefit ratio of youth gender transition ranges from unknown to

unfavorable.” — Forbes (Link)



And according to research by Dr. James Cantor, up to 90% of children who

suffer from gender dysphoria resolve those feelings by the time they reach
adulthood.

What can be shown concretely are the many negative and painful side
effects resulting from transition practices. Puberty blockers like Lupron
cause premature osteoporosis in teens which leads to fragile bones,
slipped hips, and other injuries typically associated with the elderly. Cross
sex hormones are sterilizing, and the surgeries leave lifelong wounds that
will never fully heal. Just ask detransitioners like Chloe Cole who

experienced leaking wounds years after the surgery took place.

Adding to the negative physical outcomes, there is the mental health crisis
too. Risk of suicide is a constant threat used to pressure parents into
transitioning their child, but a recent study from Texas University showed
worse mental health outcomes and higher suicidality rates in patients who
transitioned. Gender dysphoric males saw their rate of depression more
than double after transition surgery when compared to their non-surgically
transitioned peers, and their anxiety skyrocketed nearly 5 times higher.
Another report from 2023 showed that transitioned adults were 19 times
more likely than the control to commit suicide, with that number escalating

for transitioned females to 40 times that of their peers.

Many experiencing gender dysphoria are also struggling with other mental
health challenges such as autism, anxiety, and depression. Still others

have been victims of sexual assault. And yet the standard of care they are



told to expect and embrace is one that ignores their mental struggles and

instead maims their physically healthy bodies.

Medicine should correct an ailment so that the full body can function at its
greatest capacity, it shouldn’t maim the healthy organs to suit the sickness.
We need to protect these children when they’re at this pivotal and
uncomfortable time in their lives; this is when they need our strongest
support, and right now the problem is so endemic they need it not just from

their parents and loved ones, but from their legislature.

Wisconsin would not be an outlier in recognizing the need for these medical
protections for children. 26 other states have already passed similar laws,
we've seen 33 nations across 4 continents ban these procedures for

children outright, and | hope the rest of our nation is not far behind.

| appreciate the committee dedicating their time to this important issue
today, and on behalf of American Principles Project, | urge you all to

support the passage of AB 104. Thank you.



Dear members of the Assembly Committee on Health, Aging and Long-term Care,

My name is Lori Severson. | am a lifelong Madison resident, and | am also a mother of three. It
is disheartening and shameful that a bill such as this is being raised again. | will provide similar
testimony as | did in October 2023 when | spoke against a similar gender-affirming health care
ban for minors at a hearing held by this committee. Here we are again. Optimistically, one
would hope that these bills stem from ignorance and misunderstanding. The fact that this bill is
back, despite nearly 2 years having passed during which the sponsors could have listened and
_learned how safe and essential this care is tells you it is out of hate, discrimination, and
opportunistic politics that a marginalized group of people are being targeted.

[ urge you to oppose Assembly Bill 104. My middle child is transgender, and she is thankfully 20
years old so this bill_onId not affect her. But it will impact other transgender youth across our
state, and | know that the gender affirming care my daughter received as a teenager saved her
life. The medical professionals who have overseen my daughter’s health care, follow standards
of medical care for transgender patients- standards that are endorsed by the American Academy of
Pediatriés, the American Medical Association, and other leading medical authorities. Denying this
needed medical care and support to transgender youth puts them at increased risk of serious harms,
including depression, self-harm, and/or suicidal thoughts or behavior. Hormone blockers are safe, well
documented, and essential care for some gender diverse youth. Decisions on appropriateness of
hormone or other therapies should be left to medical professionals, the individual patients themselves
and their families. We, your constituents, are not political fodder. This bill would cause
irreversible harm. If you do not understand this, | implore you to listen and be guided by the
medical professionals and people receiving this care. Proponents of this bill encourages
transgender youth to wait until they are adults to seek care. Puberty, however, does not wait until
18. There is no universal age at which individuals experience puberty, and it doesn’t magically wait until
18. Puberty blockers are necessary medical care for minors who are transgender. Denying this care
would force transgender youth to experience puberty that does not align with their identity, causing
irreversible effects.

As a Wisconsinite, | am opposed to this bill because | know firsthand of the daily struggles my
daughter faces with gender dysphoria, the difficulty to access healthcare, the toll on her mental
health. We should not be adding obstacles or denying care for our children. If passed, this bill
will cost lives. At a time when LGBTQI youth are already struggling with harassment and
discrimination, we should be making it clear that they are safe and welcome in Wisconsin.

Please vote no on AB104.
Sincerely,
Lori Severson

‘Madison, W1 53711




Commititee Members,

My name is Alex Hatheway, and | am a resident of Madison. I've lived in Wisconsin for 12
years and my children go to Madison schools where [ am an educator. Thank you for this
opportunity to share my testimony in opposition to Assembly Bill 104.

f am a curious person, and as trans rights became more prominent following the
legalization of gay marriage, | approached trans issues with curiosity and empathy. |
watched Youtube videos of young people who had recently transitioned. | was struck by
their earnestness and moved by their joy in beginning a new stage in life as their true
selves. Unfortunately, | was struck harder by what 1 saw in the comments of each of these
videos: a torrent of hate against people who weren't hurting anyone. These hateful
comments ranged from accusations of degeneracy to calling for executions of trans
people. | was shocked by what | saw — and | know trans people have to deal with worse.
That's all it took for me to see that trans people were not the problem — the hate was. The
hate — and anything that feeds it and emboldens it — has to be stopped.

That is why I ask you to withdraw this bill from consideration. The text of the bill does not
mention its intent, so | am going to assume that its authors do not hate trans people and
are acting in good faith to protect what th<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>