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IN THE UNITED STATES DISTRICT COURT FOR
THE EASTERN DISTRICT OF ARKANSAS

X
DYLAN BRANDT, et al.,
Plamtiffs, - Case No.: 4:21-CV-00450-JM-01
V. :
LESLIE RUTLEDGE, et al.,
Defendants.
X

SUPPLEMENTAL DECLARATION OF DEANNA ADKINS, MD IN SUPPORT OF
PLAINTIFFS’ MOTION FOR PRELIMINARY INJUNCTION

I, Deanna Adkins, MD, declare as follows:

il I have personal knowledge of the matters stated in this declaration.

2 As set forth in greater detail in my previously submitted declaration dated
June 11, 2021, my background and credentials include the following: I served as the Fellowship
Program Director of Pediatric Endocrinology at Duke University School of Medicine for
fourteen years and am currently the Director of the Duke Center for Child and Adolescent
Gender Care; I have treated approximately 500 transgender and intersex young people in my
career. My CV is attached as Exhibit A.

3. I reviewed the declarations of Dr. Stephen Levine, Dr. Paul Hruz, Prof. Mark
Regnerus and Dr. Paul Lappert. Here, I respond to some of the central points in those
declarations. I do not specifically address each study or article cited, but instead explain the

overall problems with some of the conclusions that Defendants” experts draw and provide data

PLAINTIFF'S
EXHIBIT
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showing why such conclusions are in error. Ireserve the right to supplement my opinions if
necessary as the case proceeds.
GENDER IDENTITY

4. As I mentioned in my previously submitted Declaration, a person’s gender
identity 1s “fixed” and not subject to external forces that may attempt to change one’s gender
identity. (Adkins Decl. 9 21). In his declaration, Dr. Levine contests this assertion by claiming it
1s refuted by the facts that (1) there is an increase in the numbers of transgender people; and (2)
some people identify as “gender fluid”. (Levine Decl. § 24A). The increase in the number of
people known to be transgender in no way suggests that people’s gender identity can be changed.
We are able to see and treat more transgender people now because of increased societal
acceptance and improved medical treatments over the past decade. And that some people
experience their gender as fluid does not mean that they can change their gender identity.
Gender identity—whether cisgender, transgender or something that doesn’t fall into a binary
male or female category-- cannot be changed voluntarily or by external factors and is therefore
fixed. That some people have changing understandings of their gender identity or express it
differently at different times in no way changes that.

5 It 1s also not the case that there are high numbers of transgender people who
“desist” in their transgender identity. As I explained in my previous declaration, the claim that
most transgender people ultimately come to identify with their “biological sex™ is not accurate.
(Adkins Decl. § 47). But for any pre-pubertal children who may explore transgender identity and
later realize that they are not transgender, that does not mean their gender identity is not “fixed”

but rather that their understanding of it evolved.
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TREATMENT PROTOCOLS FOR TRANSGENDER YOUTH

6. I am currently a provider to over 250 transgender youth and have during my
tenure at the Duke Clinic treated over 400 transgender patients. Each patient is treated
individually by a multi-disciplinary team.

7. Though Defendant’ experts claim that the treatment protocols for transgender
youth and adolescents recommended by the World Professional Association for Transgender
Health (“WPATH?”), the Endocrine Society, and the American Academy of Pediatrics (AAP) are
not in the best interests of such patients, that is contrary to an overwhelming body of
contemporary research that says the opposite, as well as to the experience of clinical practice,
including mine.

8. WPATH is the leading association of medical and mental health professionals in
the treatment of transgender individuals. The AAP is an association representing more than
67,000 pediatricians. The Endocrine Society is an organization representing more than 18,000
endocrinologists. WPATH and the Endocrine Society have published widely accepted standards
of care for treating gender dysphoria, which are based on considerable scientific and medical
research, and which have been endorsed by the AAP.

9. Dr. Levine critiques WPATH because it 1s “a voluntary membership
organization” and “attendance at its biennial meetings has been open to trans individuals who are
not licensed professionals.” (Levine 9 47.) This critique is misplaced, as an organization can be
both an advocacy and a scientific organization, as is WPATH. This is not a new phenomenon in
medicine. The American Diabetes Association, for example, 1s a professional association that
both advocates for patients with diabetes and is a scientific organization. Rigorous papers are

presented at the WPATH meetings and well-funded scientific research is reported on.
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10.  Dr. Levine’s critique also ignores the November 2017 Endocrine Society
Guidelines on the treatment of gender-incongruent persons. This more recent treatment protocol
mirrors the WPATH Standards of Care and recommends pubertal suppression and gender-
affirming hormone therapy for adolescents and young adults who meet the clinical standards.!
The guidelines were developed through rigorous scientific processes which “followed the
approach recommended by the Grading of Recommendations, Assessment, Development, and
Evaluation group, an international group with expertise in the development and implementation
of evidence-based guidelines.””” The guidelines affirm that patients with gender dysphoria often
must be treated with “a safe and effective hormone regimen that will (1) suppress endogenous
sex hormone secretion determined by the person’s genetic/gonadal sex and (2) maintain sex
hormone levels within the normal range for the person’s affirmed gender.”

11.  Dr. Levine critiques WPATH and its members, claiming “most current members
of WPATH have little ongoing experience with the mentally 1l1” and recognizing and treating
psychiatric comorbidities (Levine Decl. 9 53.) In my clinic, as is recommended by the Endocrine
Guidelines, every patient is treated by a multi-disciplinary team that includes a social worker,
psychological, psychiatrist and an endocrinologist. The mental health providers are all well-
trained faculty and clinicians at Duke with years of experience diagnosing and treating mental
health conditions. For patients who have other mental health diagnoses, they are treated by a
team of mental health providers, as required under the WPATH Standards of Care and the
Endocrine Society Guidelines, before medical treatment for gender dysphoria is initiated. Clinic

protocol requires written confirmation from the patient’s mental health team that any other

I Wylie et al. (2017).
21d.
31d
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underlying mental health conditions are well-managed and the patient is able to begin treatment.
Additionally, before any medical treatment is initiated for Clinic patients, we go through an
extensive informed consent process. We go through each potential side effect and risk of
treatment verbally, we then go through the information in writing and have the patient sign line-
by-line, and then we go through verbally a second time. We also have a visual presentation for
use with patients who have limitations on their ability to absorb the information otherwise to
ensure that all of the information is communicated effectively to the patient before any treatment
1s initiated.

12.  Itis not the case that we simply encourage any patient to initiate gender-affirming
care as some of Defendants’ experts suggest. Each patient is met first by mental health providers
who explore the patients medical and mental health history and identity. No patient is rushed into
medical treatment and no treatment is initiated without the aforementioned evaluations and
informed consent process.

13.  Dr. Levine claims that “the use of puberty blockers for transgender children, [is] a
recent phenomenon.” (Levine Decl.  83.) However, puberty blockers began to be used in
transgender patients in 2004, which is not considered recent in medicine. We also have over
thirty years of data on the impact of puberty blockers on children who undergo precocious
puberty* that we can apply to the transgender population. There is no evidence of short or long-
term negative effects on patients who receive puberty blockers from the more than thirty years of

data that we have. And for transgender youth (as compared to those treated for precocious

4 Children with precocious puberty develop signs of puberty before the typically expected time.
In some this can happen as early at 12 months of age and puberty blockers are used to pause
puberty until the appropriate time.
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puberty), the treatment is used for a much shorter period of time, in order to pause puberty before
either initiating puberty with cross-sex hormones or resuming endogenous puberty.

14. Though Dr. Levine warns about delaying puberty, pubertal suppression in
transgender youth does not delay puberty beyond the typical range. (Levine Decl. § 59A.)
Pubertal development has a very wide variation among individuals. Puberty in individuals
assigned male at birth typically begins anywhere from age nine to age fourteen, and sometimes
does not complete until a person’s early twenties. For those individuals assigned female at birth,
puberty typically ranges from age eight to age seventeen.’ Protocols used for transgender youth
would tend to put them in the latter third of typical puberty but nothing outside of the typical
range.® As such there is no reason to assume, and no data to support, Dr. Levine’s assumption,
that slightly delaying puberty will have negative short- or long-term consequences.

15.  In his declaration, Dr. Hruz claims that patients treated with puberty delaying
medication will experience a range of health consequences. (Hruz q 63). For example, he claims
that patients treated with puberty suppressants will have be at an elevated risk of lower bone-
mineral density. Though during the course of treatment patients may have lower bone-mineral

density, the density is regained within two years of initiating puberty.” This is true of patients

5> Wyshak, Grace, PhD and Frisch, Rose E., Evidence for a Secular Trend in Age of Menarche,
April 29, 1982, N Engl J Med 1982; 306:1033-1035.

6 Wylie et al. (2017); Euling SY, Herman-Giddens ME, Lee PA, et al. Examination of U.S.
puberty-timing data from 1940 to 1994 for secular trends: panel Findings. Pediatrics. 2008;1221:
S172-S191

7Klink, D, Caris, M., Heijboer, A, et al., Bone Mass in Young Adulthood Following
Gonadotropin-Releasing Hormone Analog Treatment and Cross-Sex Hormone Treatment in
Adolescents With Gender Dysphoria, J. of Clin. Endocrinology & Metabolism, 2015; 100(2)
E270-E275, https://doi.org/10.1210/1¢.2014-2439; van der Loos, MA, Hellinga, 1., Vlot, MC, et
al. Development of Hip Bone Geometry During Gender-Affirming Hormone Therapy in
Transgender Adolescents Resembles That of the Experienced Gender When Pubertal Suspension
Is Started in Early Puberty. J. of Bone & Mineral Res. 2021 35(6), 931-941,
https://doi.org/10.1002/jbmr.4262.
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treated with puberty suppressants for precocious puberty as well. Additionally, he says that
patients on puberty suppressing treatment will have slower rates of growth in height. For
transgender girls, there is some reduced height growth but the reduced height is both consistent
with the gender-affirmation aspect of the care (that is, a transgender girl’s treatment will aim to
align her physiological characteristics including height consistent with what 1s typical for girls
generally) and still within the expected overall range for the patient’s height based their mid-
parental average. For transgender boys, pubertal suppression would lead to increased height
growth, which is likewise consistent with the gender-affirmation aspect of the care and also still
within the expected overall range for what their adult height would be.

16. Dr. Hruz also repeats many of the alleged risks of hormone therapy in the law’s
legislative findings including “high blood pressure, weight gain, abnormal glucose tolerance,
breast cancer, liver disease, thrombosis and cardiovascular disease.” (Hruz Decl. § 63). As1
explained previously (Adkins Decl. 9 46), we rarely ever see these side effects in patients with
well-managed treatment through trained clinical providers. Of these, the most common would be
“cardiovascular disease” in transgender women but this is likewise usually only present when a
patient is denied care and self-administers the treatment without appropriate clinical
supervision.®

17.  Dr. Levine warns of risks of infertility related to gender-affirming hormone

therapy, but many transgender individuals conceive children after undergoing hormone therapy.’

8 Weinand, JD. And Safer, JD. Hormone therapy in transgender adults is safe with provider
supervision; A review of hormone therapy sequelae for transgender individuals. J Clin Transl
Endocrinol. 2015 Jun; 2(2): 55-60; 10.1016/j.jcte.2015.02.003.

® Light AD, Obedin-Maliver J, Sevelius JM, Kems JL. Transgender men who experienced
pregnancy after female-to-male gender transitioning. Obstet Gynecol. 2014;124(6):1120-1127,
Maxwell S, Noyes N, Keefe D, Berkeley AS, Goldman KN. Pregnancy Outcomes After Fertility
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