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I, Quentin Van Meter, M.D., declare that the facts contained herein are true
and correct to the best of my knowledge and belief, and that the opinions
expressed herein represent my own.

Introduction

1. I have been asked by counsel for the Defendants to respond to the
expert report of Dr. Johanna Olson-Kennedy.

2. Ireceived my B.A. in Science from the College of William and Mary
and my M.D. from the Medical College of Virginia, Virginia Commonwealth
University. | am currently a pediatric endocrinologist in private practice in
Atlanta, Georgia. I am the President of Van Meter Pediatric Endocrinology, P.C.
[ am on the clinical faculties of Emory University School of Medicine and
Morehouse College of Medicine, in the role of adjunct Associate Professor of
Pediatrics. I am board certified in Pediatrics and Pediatric Endocrinology. I have
been licensed to practice medicine in Georgia since 1991. I have been previously
licensed to practice medicine in California, Louisiana, and Maryland.

3. I did my Pediatric Endocrine fellowship at Johns Hopkins Hospital
from 1978-1980. The faculty present at that time had carried on the tradition of
excellence established by Lawson Wilkins, M.D. Because of the reputation of the
endocrine program as a center for exceptional care for children with disorders of
sexual differentiation, I had well-above average exposure to such patients. As a
Pediatric Fellow, [ was also exposed to adults with Gender Identity Disorder, then

called Trans-Sexuality, and received training from John Money, Ph.D., in his
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Psycho-hormonal Division. Over the past 44 years, I have closely followed the
topic of incongruent gender in children, adolescents, and adults, but I am focusing
this report on working with children and adolescents.

4. The bases for my opinions expressed in this report are my review of
Dr. Olson-Kennedy’s report dated February 16, 2023, my professional experience
as a pediatric endocrinologist, and my knowledge of the pertinent scientific
literature, including those publications listed in the attached bibliography.

3. A list of my publications is included in my curriculum vitae, which
is attached as Exhibit “A” hereto.

6. Over the past four years, I have testified at trial and/or deposition in

the following cases:

e 2019: Multiple Plaintiffs v. State of Ohio Bureau of Records,
Columbus, Ohio, deposed.

e 2020: Loughman v. Loughman, Harris County, Texas, deposed,
court testimony.

e 2021: Spahr v. Spahr, St Louis County, Missouri, court testimony.
e 2021: Laura Cauthen v. James Cauthen, Cobb County, Georgia,
court testimony.

7. I am being compensated at an hourly rate for actual time devoted, at
the rate of $350 per hour including report drafting, travel, testimony, and
consultation. My compensation does not depend on the outcome of this litigation,

the opinions I express, or the testimony I provide.



Response to Dr. Olson-Kennedy

8. In paragraph 1 on page 8 of her report, Dr. Olson-Kennedy wrongly
states that gender identity “has a strong biological basis.” To the contrary, there
is no biologic basis for gender identity.! Genetic markers have been evaluated
but there is no statistical significance between genomic sequences in trans-
identified individuals compared to the sequences of non-trans humans of the same
sex.2* MRI studies on human adults do not show an identifiable female or male
brain.* A study purporting to show a female configuration of the brain in trans
female patients was marred by the small sample size and inability to reproduce
the findings® and the differences reported can be explained by neuroplasticity.’

0. The term gender has crept into the vernacular as a replacement for
the word sex. Gender originally was a linguistic term describing nouns as either
masculine or feminine in a number of languages. It was actually John Money
who introduced the term gender identity as the internal sexed self in 1955.° This
contradicts this statement in paragraph 1 of Dr. Olson-Kennedy’s opinion,
suggesting that it was coined by Robert J. Stoller some 9 years later. Dr. Olson-
Kennedy states that gender identity and gender are the same, when that is not the
case if sex and gender are used interchangeably.

10. Contrary to the suggestion in paragraph 8 of the report, there is
absolutely no spectrum to biologic sex. Sex is binary. Individuals with disorders
of sexual differentiation are not a third sex.® Mosaicism can occur in varying

degrees, but the patient remains either male or female, not both. In my clinical
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experience over 42 years of practice, none of my hundreds of DSD patients have
experienced any gender identity confusion. The same Endocrine Society whose
guidelines say “biologic sex” is a term that should not be used subsequently
published a statement that biologic sex is a necessary determinant of human
propensity for disease, and that it is necessary to understand the response to
therapeutic interventions.’

11.  In paragraph 10 on page 12 of her report, Dr. Olson-Kennedy refers
to the World Professional Association of Transgender Health’s (WPATH’s)
Standards of Care version 8 (SOC 8). However, “SOC 8” are not indeed
standards of care, by definition, since there is clearly no consensus of opinion For
example, Drs. Kenneth Zucker and Paul McHugh are internationally recognized
experts in the field of human sexuality and yet their contrary viewpoints were not
discussed or included in “SOC 8.

12.  As Dr. Olson-Kennedy notes in paragraphs 11 and 12, the WPATH
“SOC 7” served as the template for the recommendations of the Endocrine
Society, the Pediatric Endocrine Society, the UCSF guidelines and the position
statement of the American Academy of Pediatrics. However, she fails to note
that all of the recommendations were essentially the product of authors in
leadshipe positions within WPATH. The recommendations are not uniformly
supported by members of those other organizations. The American Academy of
Pediatrics’ 67,000 members were not consulted. The Endocrine Society sent their

standards out for comment to membership before approval, but they did not
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acknowledge the input or make any changes based on our objections. The
Pediatric Endocrine Society requested input from membership with a warning
that suggestions like those we made to the Endocrine Society would not be
considered. The leadership of the American Academy of Pediatrics called to
question the wisdom of that organization’s 2018 policy statement.'°

13.  The vast amount of publications which exist, including the DSM-V!
and the Handbook of Human Sexuality published by the American Psychological
Association indicate gender identity is fluid and can change.!! There are over
11 published studies which clearly prove that desistance occurs in children who
have been allowed to proceed uninterrupted through natural puberty ranging 50-

L12,13,14.15.16,17.18,19.20.21 Tn_depth mental health evaluation of

98 percent of the time.
the patient, the family, and those in close contact with the patient and subsequent
counseling to resolve pathology is truly beneficial and most often effective.?

14. In paragraph 14 on pages 13-14 of her report, Dr. Olson-Kennedy
incorrectly suggests that my report attached to the GAPMS determination

29 ¢¢

somehow endorsed what she calls “conversion,” “redirection,” and “corrective”
therapy. Nowhere in my report do I state that [ endorse conversion or redirection
therapy. Those are her terms, not mine. Instead, I outline the use of extensive
in-depth evaluation of the mental health of the patient, parents, and siblings and
assessment of the adverse childhood events to which the patient was exposed.

The term conversion therapy is used pejoratively to suggest that allowing the

patient to examine their underlying mental health issues is somehow converting
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amale or female patient, when recommended counseling is indeed just addressing
the mental health morbidities to facilitate healing the patient.

15. Inparagraph 16 of her report, Dr. Olson-Kennedy expands on a topic
never mentioned by me and refers to “people like me” who advocate “redirection”
therapy. But my report never mentions “redirection” therapy. She refers to my
statement on the recommended use of counseling as unethical and ineffective. In
doing so, she refuses to acknowledge the consequential body of literature in peer-
reviewed journals which shows the beneficial outcomes that result from

22.23.24.2526 - She also stands against her own referenced documents

counseling.
(Endocrine Society Guidelines and WPATH SOC 7) which state that first and
foremost, mental health evaluations and counseling must be done before any
social, medical, or surgical interventions are considered. The American Academy
of Pediatrics’ policy statement does clearly state that any kind of counseling is
unethical, but it came under fire for that.?’-?

16.  In paragraph 17 on pages 15-16 of her report, Dr. Olson-Kennedy’s
version of wait-and-see suggests that once puberty starts, medical intervention
follows immediately, whereas wait-and-see has been used by others to describe
waiting until completion of puberty at the age of consent, since by that time the
vast majority of patients have desisted.

17.  Inparagraphs 18, 19, and 20 on pages 16-18 of her report, Dr. Olson-

Kennedyattempts to make her treatment plans sound compassionate and other

treatment plans sound barbaric. She is wrong in stating that there is no goal to
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affirm any specific outcome. Why would anyone socially transition a child if
their goal were not to follow on with medical, and then surgical transition. The
director of the transgender clinic in Columbus, Ohio stated, under oath, that she
was unaware of any patients who dropped out from that pathway.?’ Dr. Olson-
Kennedy’s statement that there is no data to support the automaticity of the
intervention cascade is true because there is no transparency of full data from any
of the transgender care centers. Her theory that social affirmation in pre-pubertal
patients does not lead to medical and surgical interventions during puberty is
false."

18.  Dr. Olson-Kennedy’s claim in paragraph 21 on page 18 of her report
that treatment is individualized is not substantiated by data from each transgender
center, again with a complete lack of transparency.

19. Dr. Olson-Kennedy refuses to recognize that patients with gender
dysphoria have undercurrent mental health issues. Patients referred to me with
the diagnosis of gender dysphoria have undercurrent depression and/or anxiety
that historically preceded the gender dysphoria. The published literature suggests
that a conservative estimate for undercurrent mental health issues is 70%. Data
are hard to extract because there is no uniformity or transparency to the protocols
used in the transgender clinics in the United States. The recent published data
from the NIH study clearly point that out. Each of the four study centers had
different consent forms and the study design was an observation of the response

to interventions at four independent sites.® This was the explanation used to
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explain why there was no central uniform design or accountability to an
Institutional Review Board (IRB).

20. GnRH super-agonists (puberty blockers) interrupt signaling to the
gonads and thereby suppress the innate gonadal steroid production. The “Dutch
protocol” (cited in paragraph 24 on page 20 of Dr. Olson-Kennedy’s report)
started pubertal suppression in Tanner stage 11l (average age 14 years), but never
before age 12 (which is the average age of onset of menstruation in females).
This intervention is suggested to be used as a “pause” at the very onset of puberty
(stage II) by the Endocrine Society Guidelines.!> However, the pause in U.S.
transgender clinics is often for as little as a month.’! Delayed puberty is a reason
why adolescents seek endocrine consultation because of the social consequences
that surround delay. It is the most common reason we see adolescent boys for
evaluation of short stature.

21.  Inparagraph 24 on page 20 of her report, Dr. Olson-Kennedy refers
to the use of GnRH super-agonist therapy in the FDA-approved indication for
precocious puberty and cites the safety data and the reversible nature of such
treatment. That is comparing apples to oranges. Stopping puberty in the
adolescent age range and then overlapping cross-sex hormones in
supraphysiologic dosing is a completely different circumstance. It is an open-
ended experiment involving minors with no competent oversight or control. The
release of data from Australian and European centers has shown no diminution

of gender dysphoria and worsening of mental health, causing their governments
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-32.33.34,35.36.37.38 ' A5 for using age as a criteria for

to intervene and stop such therapy
any intervention, the most recent version of guidelines from WPATH (“SOC 8”)
eliminates use of age as a determinant of when to intervene socially, medically or
surgically.®

22. As to paragraphs 25-32 on pages 21-24 of Dr. Olson-Kennedy’s
report, the “growing body of evidence” of purported benefits of pubertal
suppression in regard to the mental health of the adolescents comes from studies
of what is called convenience sampling. This describes using survey data
obtained by advertising through advocacy sites such as the Trevor Project or the
U.S. Transgender Survey to anyone with an interest in the survey subject matter.
This inherently biases the nature of the survey participants. People who
experienced significant regret or who died as a result of their efforts to transition
are not likely to respond. Those who do respond provide answers that cannot be
verified. These data bases show potential correlation at best, but prove no direct
causation.** Unlike blocking precocious puberty, blocking puberty during the
adolescent time frame causes irreversible loss of calcium accretion to the skeleton
and affects the development of the brain and the gonads.*! Without knowing if
these latter two issues are reversible if the patient chooses to cease suppression
of puberty later on, continued use is, once again, an uncontrolled experiment
involving minors who cannot ethically consent. The “dark places of despair” she

describes are just buried deeper as a result of the false sense of security. The

frontal lobe of the teen brain is unable to see the folly of short term gains that
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result in long-term losses.*® Blocking puberty does indeed change the landscape:
it leads the patients to cross-sex hormones 100% of the time in the Dutch
transgender clinics.** The N.I.C.E. review highlighted a clear lack of scientific
proof of any benefit from suppressing natural puberty during adolescence, and
the UK banned the general use of puberty blockers due to documented worsening
of mental health.*

23. Beginning with paragraph 32 on page 24 of her report, Dr. Olson-
Kennedy discusses cross-sex hormones. Cross-sex hormones are indeed used to
transform the appearance of the body to look like the opposite sex. Again, the
fact that 100% of children who have puberty blocked also go on the cross-sex
hormones points out clearly that the “case-by-case” assessment is really not that
at all. The adolescent cannot really consent to a process that induces life-long
medical morbidity, including sterilization. The only full population study that
has been published indicated that medical intervention did not reduce mental
health morbidity after extended periods of time.* Tt is clearly not surprising that
there is initial euphoria in females treated with testosterone. There is an increase
in physical and emotional energy and a sense of reaching a goal as the physical
changes begin to occur. But those who detransition are left with these
subsequently unwanted and irreversible physical changes. What starts out as
euphoric energy can easily turn into extreme anxiety. The clear risk of cancers,

strokes, and heart disease among other pathologies, not to mention infertility, is
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widely known. An adolescent minor cannot fully understand or consent to the
long-term problems caused by seeking short term “gains.”

24.  The study referenced in paragraph 39 of Dr. Olson-Kennedy’s report
included two years of data and is flawed by the death of three patients by
suicide.’® Any independent review board would have halted the study in its tracks
with such serious adverse events as death of study participants, especially with a
study population already suffering from depression and anxiety. It is also flawed
because regret and detransition is known to occur much later than two years after
interventions begin. The only truly valid data from long-term studies comes from
the two population studies which showed no improvement in mental health over
the long run, >4

25.  Dr. Olson-Kennedy’s opinions about surgical intervention in
paragraphs 44 to 46 on pages 28-29 of her report are belied the Branstrom and
Djheine studies, which clearly demonstrated that when followed for long-enough
periods of time, surgical intervention did not improve mental health.*-46:47

26. The “SOC 8” referenced in paragraph 47 on page 30 of her report
clearly states that its recommendations are merely guidelines. They are not true
standards of care in the legal sense.

27.  Inparagraph 48 on page 32 of her report, Dr. Olson-Kennedy states
that gender-affirming medical interventions are recognized as ‘“medically
necessary” by many major medical organizations. However, the guidelines were

written by special interest groups within medical organizations, mostly members
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of WPATH (8 of the 9 authors of the 2017 revision), reflecting the opinion of
WPATH and not the whole of the membership of those organizations. Contrary
opinions are suppressed or ignored.!! Good science involves evolution of thought
which considers all data, not just selected, affirming data.

28. Inparagraph 40 on page 27 of her report, Dr. Olson-Kennedy simply
dismisses the influence of social media. In my experience, patients were
convinced they had gender dysphoria because of the online influence to which
they were exposed. A Google search that I performed identified 482,000,000
entries on the subject. Troubled adolescents, struggling for acceptance by peers
or for some sense of celebrity have existed forever, but social media now presents
them with a one-size-fits-all solution which offers acceptance and celebrity
instantly. Before the advent of social media, transgender teens turned to parental
support and counseling, which resolved their gender identity confusion 60-98%
of the time.?

29. At least half of my patients were recruited by transgender or non-
binary individuals. There is no published data because, once again, there is no
transparency about data collection protocols in the transgender centers in the U.S.
The studies Dr. Olson-Kennedy cites to “prove” a biologic basis are limited by
small numbers and no ability to prove causation.

30. In paragraph 52 on page 32 of Dr. Olson-Kennedy’s report, the

actual data reported by Zucker, collected before any exposure to medical or social
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interventions, showed desistance if the patients were followed through
completion of puberty.?

31.  In paragraph 54 on pages 33-34 of her report, Dr. Olson-Kennedy
attempts to draw a distinction between Gender Identity Disorder and Gender
Dysphoria to discredit certain studies cited in the GAPMS report. Like Gender
Dysphoria, Gender Identity Disorder was based on mental health morbidity as a
key part of the diagnostic criteria. Failing to recognize this, Dr. Olson-Kennedy
wrongly suggests that these patients did not suffer from gender dysphoria. The
name change was just that—a name change.

32. Inparagraphs 57 on pages 34-35 and paragraph 64 on page 38 of Dr.
Olson-Kennedy’s report, she mentions a subset of patients who do not present
until adolescence, but then turns around in paragraph 58 and denies that Dr. Lisa
Littman’s cohort of studied patients could possibly exist and be called, instead,
adolescent-onset patients. In fact, upwards of 80% of children presenting with
gender incongruence are female (compared to 30% ten years ago) and that of
those, the majority are teenagers with no history of gender incongruence in young
childhood. Although she dismisses Littman’s 2019 study*®*, the data that
Littman collected was not retracted in the accepted revision of her article—the
conclusions were the same, but the terminology was revised.

33. In paragraph 65 on page 39 of her report, Dr. Olson-Kennedy
explains that the increased incidence of gender incongruence is due to the

increased social acceptance from reduction of social stigma. The overwhelming
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increase in the number of patients presenting to Tavistock is what caused the NHS
to take a deeper look at what caused the rise, and lessening social stigma was
clearly shown not to be the cause.’® What makes data collection nearly impossible
in the U.S. is the utter lack of transparency about what goes on behind closed
doors. The magnitude of increase in incidence can only be truly ascertained by
opening the files of the transgender treatment centers at which time data can be
obtained by independent monitors.

34. In paragraph 70 on page 42 of her report, Dr. Olson-Kennedy
recognizes the need for longitudinal studies, which have been called for by the
original and revised version of the Endocrine Society Guidelines.!* More
importantly, such studies should be rigorous and have a control group. She
incorrectly assumes that any random controlled trial is blinded, which clearly is
not possible or necessary. She expresses dismay about the probable dropout
potential, but does not mention the high dropout rates in the Dutch protocol study
which is the foundation upon which transgender clinic protocols are ostensibly
built.! There has been recent criticism by one of the authors or the Dutch
protocol that what he gleaned from having a glimpse inside the U.S. clinics was
that his protocol was not actually being followed.> Dismissing the need for a
randomized control group based on the theory that patients in the control arm will
die from suicide is insupportable, since there is published evidence that
counseling alone is highly effective in resolving gender dysphoria.?*> It is also

obvious that no IRB would even consider allowing a treatment arm 1in a study that
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would include reported complications such as sterility and decreased sexual
function, let alone increased risk of heart disease, stroke, and cancer.>?

35. In response to paragraphs 87-89 on pages 49-50 of Dr. Olson-
Kennedy’s report, evidence-based medicine is practiced when all sides of a
medical issue are researched, and the results graded independently. Evidence-
based medicine supports standards of care. It is abused when only some evidence
is used, and especially when that evidence is indirect opposition to existing
evidence and subsequently published evidence. The GRADE system interprets
data to determine the degree to which the recommendations are evidence-based
medical practices. The Endocrine Society Guidelines in both iterations failed
miserably. SOC?7 failed the evidence-based test entirely.>*

36. Dr. Olson-Kennedy’s discussion in paragraphs 91 to 93 on pages 50-
51 of her report regarding off-label use of medication compares apples to oranges.
There are medications which are used off label because of published studies
showing benefit and clear lack of harm, but there is no desire for the manufacturer
to apply for FDA approval due to the complexity and cost of doing so, especially
when there is no future compensatory return on investment. Puberty blockers
were studied for safety and efficacy and their ability to prevent progression of
secondary sex characteristics and stall bone maturation in patients with
precocious puberty. The drugs passed muster in their ability to do such and were
therefore approved by the FDA, with a proviso that the study patients be followed

longitudinally indefinitely to monitor for any signals of harm. One such signal
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was announced recently and has been added to the product insert of puberty
blocking medications used for treatment of precocious puberty.”> The
manufacturers of puberty blockers have not engaged in clinical research studies
about the safety and efficacy of puberty blockers in gender incongruent children
and adolescents despite the fact that they would profit if these drugs were FDA-
approved for such.

37. Inresponse to paragraph 96 on pages 53-54 of Dr. Olson-Kennedy’s
report, it 1s a bit self-serving that WPATH recommends multidisciplinary staffing
for transgender clinics, all of whom follow its recommended guidelines. It is
clear from the history of the Tavistock Clinic that if you do not follow the
WPATH protocol or if you call out the harm the WPATH protocol generates, you
are not considered to be a part of “the team.”>¢

38. In response to paragraphs 99 to 100 on pages 54-55 of Dr. Olson-
Kennedy’s report, the “growing body of evidence” of purported benefits of
pubertal suppression in regard to the mental health of the adolescents comes from
studies of convenience sampling involving the retrospective memories of those
who chose to answer the surveys. These data bases have been used repeatedly by
the authors who cherry pick the recalled memories of participants in an attempt
to prove a point. The surveys failed to verify the mental health status of the
participants at any point in time by independent examination. They show no

57,58,59,60,61

direct causation. Heretofore, no reputable editor would accept such

studies for publication in peer-reviewed journals.
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39. Paragraphs 104 to 105 on pages 56-57 of Dr. Olson-Kennedy’s
report provide another case of apples vs. oranges: the studies of young people
with precocious puberty show full recovery of function after two years off
therapy. Dr. Olson-Kennedy mentions not using the puberty blockers for longer
than two years, thereby admitting the relentless continuum of puberty blockers
followed by cross-sex hormones in the U.S. gender clinics—once again proving
the pause theory to be mythical. The precocious puberty patients are not in
adolescence, which 1s when calcium accretion is critical.

40. In response to paragraph 108 on page 59 of Dr. Olson-Kennedy’s
report, supraphysiologic levels of hormones are always prone to cause severe side
effects, regardless of whether the patient is experiencing gender dysphoria or not.
That proves that they are never appropriate.

41. In response to paragraph 112 on page 60 of her report, Dr. Olson-
Kennedy completely ignores the phenomenal published experience of Kenneth
Zucker’s behavioral interventions because they do not fit the narrative reflected
in her report. In fact, desistance has been documented with behavioral health
interventions in Canada and Europe since the 1980s. :12:13:14.15.16.17.18,19.20.21
I declare under penalty of perjury, pursuant to 28 U.S.C. § 1746, that the

foregoing is true and correct.

Executed this 10th day of March 2023.

/s/ Quentin Van Meter
Quentin Van Meter, M.D.
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