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of new scientific research or publications or in response to statements and issues that may arise 

in my area of expertise. 

BACKGROUND AND QUALIFICATIONS 

4. I am currently a Fellow in Child and Adolescent Psychiatry at Stanford 

University, where I research the mental health of transgender youth.  

5. I received my undergraduate degree in neuroscience from Harvard College. I 

received both my MD and Master of Health Science degree from Yale University School of 

Medicine. I am writing in my capacity as a mental health researcher. I completed residency 

training in general psychiatry at The Massachusetts General Hospital and McLean Hospital 

(Harvard Medical School).  

6. My research focuses on the mental health of transgender youth. While at Yale, I 

was awarded the Ferris Prize for my thesis entitled ñEvolving Treatment Paradigms for 

Transgender Youth.ò In 2017, I received the United States Preventative Health Services Award 

for Excellence in Public Health based on my work related to the mental health of transgender 

youth. I have lectured on the mental health of transgender youth at Yale School of Medicine and 

Massachusetts General Hospital (a teaching hospital of Harvard Medical School). I have given 

grand rounds presentations on this topic around the country and have presented nationally and 

internationally on the topic. 

7. I have served as a manuscript reviewer for numerous professional publications 

including The Journal of The American Medical Association (JAMA), JAMA Pediatrics, The 

Journal of The American Academy of Child & Adolescent Psychiatry, Pediatrics, The Journal of 

Adolescent Health, and The American Journal of Public Health. I have served as lead author for 

textbook chapters"
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waiting model,ò which refers only to prepubertal children, who are not candidates for gender-

affirming medical interventions under any existing guidelines, (8) the stateôs experts have 

misrepresented and omitted key research showing that gender identity has a strong innate 

biological basis, (9) the stateôs expertsô discussion of gender-affirming genital surgery is 

incorrect and irrelevant to gender-affirming medical care for transgender youth, (10) the stateôs 

experts misrepresent the informed consent process for gender-affirming medical care for 

transgender adolescents, (11) the stateôs expertsô assertion that gender-affirming treatments for 

transgender adolescents are ñexperimentalò is incorrect, (12) the scientific current understanding 

regarding the increase in referrals to pediatric gender clinics and the shift in sex ratio does not 

focus on ñsocial contagion,ò (13) gender identity conversion therapy has a clear definition and is 

dangerous and unethical, (14) some of the stateôs experts have demonstrated key gaps in their 

knowledge regarding the field of psychiatry, and (15) recent non-peer-reviewed reports from The 

United Kingdom, Sweden, and Finland do not accurately summarize the scientific evidence 

regarding gender-affirming medical care for adolescents with gender dysphoria. 

THE VIEWS SET FORTH BY THE STATEôS EXPERTS ARE OUTLIER VIEWS 
NOT SUPPORTED BY THE MEDICAL COMMUNITY AT LARGE 

 
11. The stateôs experts have claimed that gender-affirming medical interventions for 

transgender adolescents (pubertal suppression, gender-affirming hormone treatment, and gender-
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Adolescent Psychiatry, The Endocrine Society, The Pediatric Endocrine Society, and The World 

Professional Association for Transgender Health.1 The stateôs experts have set forth an 

implausible theory that these twelve national medical organizations (among others) have all 

come to the same incorrect conclusion and that these large national organizations of medical 

professionals are all ñactivist organizationsò that, based on ideological views, are supporting 

treatments that are harmful to transgender adolescents.   

ALL EXISTING EVIDENCE INDICATES THAT GENDER-AFFIRMING 
MEDICAL INTERVENTIONS IMPROVE MENTAL HEALTH OUTCOMES 

FOR TRANSGENDER ADOLESCENTS 
 

12. All studies in medicine have strengths and limitations, and no one study design 

can answer all questions regarding an intervention. However, there have been a number of 

studies, several of which the stateôs experts failed to mention, showing that gender-affirming 

medical care is linked to favorable mental health outcomes. Each has strengths and limitations; 

however, taken together, these studies indicate that gender-affirming medical care improves 

mental health. I will briefly review several of them here.  

13. First, in the realm of pubertal suppression, there have been eight studies. The first 

was a longitudinal study of 55 transgender adolescents that found a statistically significant 

decrease in depression following pubertal suppression.2 The second was a longitudinal cohort 

study of 70 adolescents who received pubertal suppression that found improvements in 

internalizing psychopathology (anxiety and depression), externalizing psychopathology (e.g., 

                                                 
1 Links to the statements from these medical organizations have been collated in Turban, J. L., 
Kraschel, K. L., & Cohen, I. G. (2021). Legislation to Criminalize Gender-Affirming Medical 
Care for Transgender Youth. JAMA. 325(22): 2251-2252. 
2 De Vries, A. L., McGuire, J. K., Steensma, T. D., Wagenaar, E. C., Doreleijers, T. A., & 
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disruptive behaviors), and global functioning.3 Of note, some of the patients in this study appear 

to have also been included in the first study. The third was a study that compared 89 transgender 

adults who had accessed pubertal suppression during adolescence to 3405 transgender adults 

who wanted but were unable to access pubertal suppression during adolescence. 4 After adjusting 
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in body dissatisfaction, depressive symptoms, anxiety symptoms. It appeared to be 

underpowered to detect differences for individual interventions. The seventh was a longitudinal 

cohort study of 44 patients that appeared to be underpowered to detect improvements in mental 

health.8 However, on qualitative interviews, participants tended to have improved mood 

following treatment. The eighth was a study of 201 transgender adolescents in which 100 

received pubertal suppression along with psychotherapy and 101 received psychotherapy alone. 

The study found a statistically significant increase in global functioning for those who received 

pubertal suppression. Additionally, patients receiving pubertal suppression had greater 

improvements in global functioning compared to those who did not receive pubertal suppression, 

though this difference was not statistically significant, likely due to the study being 

underpowered. To my knowledge, these are all of the studies to date that have examined the 

impact of pubertal suppression on the mental health of transgender adolescents.9 Taken together, 

these studies strongly indicate that pubertal suppression improves the mental health of 

transgender adolescents.  

14. In the realm of gender-affirming hormone treatment (e.g., estrogen or 

testosterone), there have been six studies to date. The first was the study by deVries et al. 

mentioned above. In addition to examining the impact of pubertal suppression, this study of 55 



8 
 

participants had a statistically significant decrease in internalizing psychopathology (i.e., anxiety 

and depression).10 The second study was a longitudinal cohort study of 47 transgender 

adolescents and found a statistically significant decrease in suicidality following gender-

affirming hormone treatment.11 The third study was the study by Kuper et al. mentioned above, a 

longitudinal cohort study of 148 adolescents who received gender-affirming hormones, pubertal 

suppression, or both.12 When examining all participants together, it found statistically significant 

improvements in body dissatisfaction, depressive symptoms, and anxiety symptoms. It appeared 

to be underpowered to detect differences for individual interventions. The fourth was the study 

by Achille et al. mentioned above, which found statistically significant improvements in 

depression for all participants (pubertal suppression and gender-affirming hormones) but 

appeared to be underpowered to detect differences for individual interventions.13 The fifth was 

the study by Lopez de Laura et al. of 23 adolescents who received gender-affirming hormones 

and found a statistically significant decrease in anxiety and depression.14 The sixth was the study 

by Kaltiala et al. of 52 adolescents who received gender-affirming hormones and found 

statistically significant decreases in need for specialist level psychiatric treatment for depression 

                                                 
10 
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ideation rates.ò This result is not surprising. The study showed that rates of lifetime suicidality 

are lower for those who accessed pubertal suppression, suggesting, as the other studies above do, 

that pubertal suppression improves the mental health of transgender adolescents. But one would 

not expect past-year suicidality rates to drop to the rates of the general population, given that 

transgender people who receive pubertal suppression are still exposed to other variables that 

negatively impact mental health (harassment, discrimination, etc.). In reference to the same 

study, Dr. Levine states, ñIt has been rigorously criticized for not emphasizing thaté more 

children on these drugs were hospitalized for suicidal plans than the untreated.ò This statement 

reflects a basic misunderstanding of statistics: one does not draw conclusions from raw 

frequencies when no statistically significant differences are present. The study found no 

statistically significant difference in rates of suicide attempts requiring hospitalization between 

the two groups, owing to this outcome being relatively infrequent, which limits statistical power. 

Dr. Hruz goes on to present an unusual conspiracy theory, that ña handful of political advocates 

could have faked the entire study.ò For this to be possible, these presumed ñpolitical advocatesò 

would have needed to fill out the over 27,000 responses to the study used. They would also, 

presumably, need to be privy to the study design for a study that was conducted 4 years after 

they completed the survey. They also would have needed to realize that questions that were 

asked during remote portions of the survey would later be linked for analysis. For context, the 

study questionnaire is 117 pages long and the relevant questions (i.e., exposure to pubertal 

suppression and measures of suicidality) are separated by 58 questions. 

17.  Dr. Hruz criticizes deVries et al. 2011 by stating, ñIt is also important to note that 

gender dysphoria itself did not diminish in study subjects.ò When he states, ñgender dysphoria,ò 

he is referring to the Utrecht Gender Dysphoria Scale, which measures oneôs discordance 
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between their gender identity and their sex assigned at birth (e.g., ñI wish I had been born as my 

affirmed genderò). It would not be expected to decrease following treatment. As noted above, the 

study did find statistically significant improvement in a number of relevant mental health 

outcomes including internalizing psychopathology (i.e., anxiety and depression) and 

externalizing psychopathology (e.g., disruptive behaviors). 

18. All existing published data, along with clinical experience from around the world, 

points to the fact that gender-affirming medical interventions improve mental health for 

transgender adolescents. To take these treatment options away from families and their physicians 

in unconscionable and dangerous. This is the very reason that the twelve major medical 

organizations listed above have opposed legislative bans on gender-affirming medical care for 

transgender adolescents.  

THE STATEôS EXPERTS HAVE MISCHARACTERIZED THE RISKS OF 
GENDER-AFFIRMING MEDICAL INTERVENTIONS 

 
19. The stateôs experts have incorrectly asserted that gender-affirming medical 

interventions result in a range of adverse outcomes. They asserted that gender-affirming medical 

interventions negatively impact sexual functioning when, in reality, research has shown that 

sexual functioning (along with romantic development) improves.16 They note that pubertal 

suppression results in delayed bone mineralization; however, a recent peer-reviewed article in 

the journal Pediatrics calculated the actual risk of an adverse clinical outcome from this (e.g., a 

fracture) to be extremely low (1-2% over 5-10 years and only with prolonged use of pubertal 

suppression past what is generally recommended by current guidelines).17 They claim that 

                                                 
16 Bungener, S. L., de Vries, A. L., Popma, A., & Steensma, T. D. (2020). Sexual experiences of 
young transgender persons during and after gender-affirmative treatment. Pediatrics, 146(6). 
17 Pang, K. C., Notini, L., McDougall, R., Gillam, L., Savulescu, J., Wilkinson, D., ... & Lantos, 
J. D. (2020). Long-term puberty suppression for a nonbinary teenager. Pediatrics, 145(2). 
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pubertal suppression and hormone therapy result in infertility, but such a categorical declaration 

is demonstrably untrue. Pubertal suppression does not impair fertility; research has shown that 

patients who received pubertal suppression for another pediatric indication, precocious puberty, 

had no impaired fertility.18 Similarly, a 2019 study found that fertility was similar between 

transgender men who had been on testosterone treatment and cisgender women.19 That being 

said, there is a possibility (though still unproven) that going directly from early pubertal 

suppression onto gender-affirming hormones may impair fertility. For that reason, both the 

WPATH Standards of Care and The Endocrine Society Guidelines recommend that all pediatric 

patients be counseled regarding and offered fertility preservation prior to starting gender-

affirming medical interventions. Dr. Levine has also made some unusual and frankly offensive 

statements including, ñtransgender individuals commonly become strongly narcissistic, unable to 

give the level of attention to the needs of another that is necessary to sustain a loving 

relationshipò that are not substantiated by extant research. He provides no quantitative data to 

support his assertion. As noted above, gender-affirming medical interventions resulted in 

improved romantic development for transgender people. The stateôs experts also stated that 

estrogen treatment for transgender women increases cardiovascular risk. However, a 2021 

scientific statement from The American Heart Association noted that this risk is not established, 

ñThe use of gender-affirming hormone therapy may be associated with cardiometabolic changes, 

                                                 
18 Neely EK, Lee PA, Bloch CA, Larsen L, Yang D, Mattia-Goldberg C, et al. (2011) Leuprolide 
acetate 1-month depot for central precocious puberty: hormonal suppression and recovery. Int J 
Pediatr Endocrinol. 2010(1):398639. 
19 Leung, A., Sakkas, D., Pang, S., Thornton, K., & Resetkova, N. (2019). Assisted reproductive 
technology outcomes in female-to-male transgender patients compared with cisgender patients: a 
new frontier in reproductive medicine. Fertility and Sterility, 112(5), 858-865. 
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but health research in this area remains limited and, at times, contradictory.ò20 They additionally 

highlight a range of other factors that may cause higher rates of cardiovascular adverse events 

among transgender people, including depression, anxiety, and higher rates of smoking.  The 

stateôs experts report that gender-affirming medical care incre
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that ñcurrent evidence does not support an adverse impact of gender-affirming hormone therapy 

on cognitive performance in birth-assigned either male or female transgender individualsò.24 

20. Every decision in medicine involves weighing risks and benefits of treatment. 

Physicians and families must be allowed to discuss the risks an
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which a social transition is delayed until puberty begins. The paper is irrelevant to discussions 

regarding the interventions targeted by Arkansasôs SAFE Act, namely, pubertal suppression, 

gender-affirming hormones, and gender-affirming surgery for transgender adolescents.  

THERE IS NO EVIDENCE THAT GENDER-AFFIRMATION MAKES 
ñPERSISTENCEò OF A TRANSGENDER IDENTITY MORE LIKELY 

 
24. The stateôs experts spend a considerable portion of their statements discussing 

social transition. This refers to when a transgender child or adolescent takes on a gender 

expression (i.e., a name, pronouns, clothes, etc.) that matches their gender identity. This is a non-

medical intervention that is irrelevant to Arkansasôs SAFE Act. However, it is worth noting that 

the assertions made by the stateôs experts are false, including this statement from Dr. Levine: ñIn 

contrast, there is now data that suggests that encouraging social transition dramatically changes 

outcomes and often ólocks inô a patientôs journey into a life course of dependence on 

experimental hormone ótreatments.ôò This assertion is premised on the presumption that a social 

transition will make a child identify more strongly as transgender. However, recent research has 

shown that this is false ï gender identification is not significantly different before and after a 

social transition.26 This research highlights that the stateôs experts have misinterpreted the results 

of Steensma et al., which showed that ñpersistenceò of a transgender identity is associated with a 

prepubertal social transition. The study by Rae et al. makes clear that this association is because 

those who undergo a social transition had stronger discordance between their sex assigned at 

birth and their gender identity to begin with, and the social transition itself does not increase their 

gender discordance. The stateôs experts proceed to point to studies showing that over 98% of 

transgender adolescents who start pubertal suppression go onto gender-affirming hormones, 

                                                 
26 Rae, J. R., G¿lgºz, S., Durwood, L., DeMeules, M., Lowe, R., Lindquist, G., & Olson, K. R. 
(2019). Predicting early-childhood gender transitions. Psychological Science, 30(5), 669-681. 

Case 4:21-cv-00450-JM   Document 51-1   Filed 07/16/21   Page 16 of 55



17 
 

again suggesting that pubertal suppression increased these adolescentôs gender incongruence. 

However, they make the same mistake again ï the high percentage of adolescents going onto 

gender-affirming hormones indicates that these adolescents had a strong transgender identity to 

begin with. It is a logical fallacy to state that 98% of adolescents on puberty blockers proceeding 

onto gender-affirming hormones is evidence that puberty blockers increase the likelihood of 
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who underwent gender-affirming surgery, 0.6% experienced regret. Among transgender men 

who underwent gender-affirming surgery, 0.3% experienced regret. Several of those who 

experienced regret were classified as having ñsocial regretò rather than ñtrue regret,ò defined in 

the study as still identifying as transgender but deciding to reverse their gender-affirming surgery 

due to factors like ñthe loss of relatives [being] a large sacrifice.ò The study also reported that 

only 1.9% of adolescents who started pubertal suppression did not choose to go onto gender-

affirming hormones. In a second study of 143 transgender adolescents who started pubertal 

suppression, 5 (3.5%) decided not to proceed with further gender-affirming medical treatments.28 

One of these adolescents noted that pubertal suppression helped them to better understand their 

gender identity, and they ultimately identified with their sex assigned at birth. One birth-assigned 

female had ongoing chest dysphoria but chose to live with a female gender expression 

regardless, though was dreading breast development and menstruation. One stopped due to 

unspecified ñpsychosocial reasonsò but continued to identify as transgender. One identified as 
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26. In a peer-reviewed manuscript that was named Best Clinical Perspectives 

Manuscript of the year by The Journal of The American Academy of Child & Adolescent 

Psychiatry, Dr. Alex Keuroghlian and I created a framework for understanding transgender 

adolescent patients who discontinue gender-affirming medical interventions.30 We explained that 

this may be due to external factors (e.g., pressure from family, societal rejection, harassment by 

peers) or internal factors (e.g., a change in the understanding of oneôs gender identity or 

confusion regarding gender identity). We highlighted that discontinuation of gender-affirming 

medical interventions does not always coincide with a change in understanding of oneôs gender 

identity or with transition-related regret. Our team later published a study highlighting that a 

substantial number of currently identified transgender people (13.1%) have ñde-transitionedò at 
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However, it is of course not reasonable to outlaw an intervention that helps the vast majority of 

people because a small minority will regret treatment.  

29. On the topic of de-transition, it is important to note that internal and external 

factors are not always clearly delineated. There have been reports of transgender people who 

have joined so-called ñtrans-exclusionary radical feminist groups,ò where they are told that being 

transgender is not a valid identity and are encouraged to stop gender-affirming medical care. 

There have been reports of such factors leading to internal con
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THE STATEôS EXPERTS HAVE MISREPRESENTED THE ñWATCHFUL 
WAITINGò MODEL, WHICH REFERS TO PREPUBERTAL CHILDREN WHO 

ARE NOT CANDIDATES FOR GENDER-AFFIRMING MEDICAL 
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medical interventions when it does not. As noted above, there is broad consensus within the 

clinical and research community that gender-affirming medical interventions may be appropriate 

for transgender adolescents (not children). 

THE STATEôS EXPERTS HAVE MISREPRESENTED AND OMITTED KEY 
RESEARCH SHOWING GENDER IDENTITY HAS A STRONG INNATE 

BIOLOGICAL BASIS 
 

33. There is now a substantial body of literature showing that transgender identity has 

a strong innate biological basis. However, the stateôs experts omit much of this research and 
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of gender identity among transgender people.40 Though the precise etiology of gender identity 

has yet to be identified, these studies together all establish that there is a strong innate biological 

basis for gender identity among transgender people. The psychosocial theories the stateôs experts 

present (that transgender identity is a result of trauma, parental factors, or social contagion) are 
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paper by Almazan & Keuroghlian used a proper control group. Their control group included only 

those who desired gender-affirming surgery as a control group, as comparing those who accessed 

surgery to those who did not desire surgery in the first place is not a clinically relevant 

comparison. The JAMA Surgery paper found that transgender people who accessed gender-

affirming surgery had lower odds of past-month severe psychological distress and past-year 

suicidal ideation than those who desired but never accessed gender-affirming surgery.42 

Furthermore, they examined ñlifetime but no past-yearò measures of suicidality to address any 

potential concerns of reverse causality, with results indicating that gender-affirming surgery 

improves mental health, rather than those with better mental health being more likely to access 

gender-affirming surgery. 

36. The stateôs experts repeatedly cite a study by Dhejne et al. to imply that gender-

affirming surgical interventions worsen mental health.43 Their extrapolations from this data set 

are flawed. For example, Dr. Levine states, in reference to Dhejne et al., ñThe Swedish follow-up 

study found a suicide rate in the post-sex reassignment surgery population 19.1 times greater 

than that of the controls after affirmation treatment.ò However, the control group he references 

                                                 
to the editor critiquing the study for not including a control group. In response to these letters to 
the editor, Brªnstrºm and Pachankis published a response in which they provided a new analysis, 
comparing transgender people who received surgery to those who did not receive surgery. This 
new analysis did not detect lower rates of healthcare utilizati
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medication. Arkansasôs SAFE Act does not simply say that gender-affirming medical and 

surgical interventions cannot be offered to adolescents without parental consent; it states that 

gender-affirming medical and surgical interventions cannot be offered even with parental 

consent. This is an unprecedented infringement upon the rights of physicians and families to 

work together and provide the treatment that is most likely to improve the health and wellbeing 

of an adolescent. 

39. The stateôs experts also misrepresent the way in which gender-affirming medical 

and surgical care are provided to transgender adolescents. Dr. Hruz, for example, states ñBy 

demanding the immediate and uninvestigated óaffirmationô of a sex discordant gender identity 

patientôs requests for so-called ótransitioningô ï without conducting a detailed, proper, medical 

assessment of alternative hypothesis ï the gender transition industry is attempting to enforce and 

institutionalize the methodological failure of óconfirmation bias.ôò  Though it is somewhat 

unclear to what he is referring with the phrase ñgender transition industry,ò it appears he is 

referring to physicians and other medical providers who provide gender-affirming medical care. 

Such medical providers do not ñ[demand] immediate and uninvestigatedò provision of gender-

affirming medical or surgical interventions. The WPATH Standards of Care, for instance, 

highlight that, ñbefore any physical interventions are considered for adolescents, extensive 

exploration of psychological, family, and social issues should be undertaken.ò The Standards of 

Care explain that mental health providers conducting an assessm
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have FDA indications for gender dysphoria specifically, but rather for other indications. 

Prescribing FDA approved medications without specific FDA indications for the condition being 

treated is common in pediatrics. It is referred to as ñoff-labelò prescribing.46 The American 

Academy of Pediatrics has explained that ñit is important to note that the term óoff-labelô does 

not imply an improper, illegal, contraindicated, or investigational use.ò47 They go on to explain 

that ñoff-label use of medications is neither experimentation nor research.ò  

THE STATEôS EXPERTS INCORRECTLY IMPLY THAT ñRAPID-ONSET GENDER 
DYSPHORIAò IS AN ACCEPTED DIAGNOSTIC ENTITY AND THAT ñSOCIAL 
CONTAGIONò IS AN ESTABLISHED DRIVER OF GENDER DYSPHORIA 

 
41. The stateôs experts repeatedly imply that ñrapid-onset gender dysphoriaò is an 

accepted phenomenon and that ñsocial contagionò is a driver of gender dysphoria. For instance, 

Dr. Levine states, ñthe post-pubertal onset of what is now commonly referred to as rapid onset 

gender dysphoria or post-pubertal gender dysphoria seems to be heavily influenced by social and 

internal developmental forces.ò This is a fringe view not supported by evidence. The term 

ñrapid-onset gender dysphoriaò entered the literature through a publication by Dr. Lisa Littman.48 

As the stateôs experts note, a correction was later published on this article. However, the stateôs 

experts did not highlight the content of the correction, which noted, ñRapid-onset gender 

dysphoria (ROGD) is not a formal mental health diagnosis at this time. This report did not 

collect data from the adolescents and young adults (AYAs) or clinicians and therefore does not 

validate the phenomenon.ò49 The correction goes on to say ñthe term should not be used in any 

                                                 
46 American Academy of Pediatrics Committee on Drugs. (2014). Policy Statement: Off-label 
use of drugs in children. Pediatrics, 133(3), 563-567. 
47 Id. 
48 Littman, L. (2018). Rapid-onset gender dysphoria in adolescents and young adults: A study of 
parental reports. PloS one, 13(8). 
49 Littman, L. (2019). Correction: Parent reports of adolescents and young adults perceived to 
show signs of a rapid onset of gender dysphoria. PloS one, 14(3), e0214157. 
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way to imply that it explains the experiences of all gender dysphoric youthéò The Littman study 

was an anonymous online survey of the parents of transgender youth, recruited from websites 

where this notion of ñsocial contagionò leading to transgender identity is popular.  The 

anonymous survey participants were asked what they thought was the etiology of their childrenôs 

transgender identity. Some of these parents believed that their children became transgender as a 

result of watching transgender-related content on websites like YouTube and having LGBTQ 



33 
 

contrast, as described above, transgender identity has been shown to be primarily influenced by 

innate biological factors.  

THE CURRENT SCIENTIFIC CONSENSUS REGARDING THE INCREASE IN 
REFERRALS TO PEDIATRIC GENDER CLINICS AND THE SHIFT IN SEX RATIO 

DOES NOT FOCUS ON ñSOCIAL CONTAGIONò 
 

42. As detailed above, there is no evidence that gender dysphoria or transgender 

identity are results of ñsocial contagionò. It is true that there has been an increase in referrals to 

gender clinics over the past few decades. This has coincided with increased visibility of 

transgender youth in the media. Whereas parents in the past may have had limited literacy 

regarding gender diversity in adolescents, today most Americans, as well as people abroad, have 

greater understanding of the experiences of transgender youth. This has undoubtedly 

dramatically increased the number of parents bringing their adolescents to gender clinics for 

evaluation. Additionally, insurance coverage of gender-affirming medical and surgical 

interventions has improved drastically, meaning that more families are able to afford care, which 

results in an increase in referrals for evaluation. Of note, not all adolescents who present for 
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Currently, owing to media attention and the internet, it is easier to access information about our 

gender identity clinic, making the threshold lower to search for help.ò  

43. Dr. Regnerus additionally states that if decreased stigma were driving the higher 

rates of adolescents openly identifying as transgender, ñwe should be witnessing a parallel in 

documentable rise in gender dysphoria among, say, middle-aged adults.ò However, transgender 

middle-aged adults have endured decades of stigma for their transgender identities that, despite 

improvements in contemporary social attitudes, make them fare less likely to come out as 

transgender. The ñgender minority stressò model explains that these decades of exposure to 

unaccepting environments leads to expectations of future rejection and internalized transphobia 

(i.e., internalization of societyôs negative messages about transgender people leading to self-hate 

of oneself for being transgender).52 These factors make it less likely for middle-aged transgender 

adults to come out, despite an increase in societal acceptance. Transgender young people are for 

the first time growing up in environments where transgender identity is not as stigmatized, 

making it much easier for them to come out when compared to transgender adults plagued by 

anxiety due to decades of living in societies where being transgender was not recognized or 

accepted.  

44. Some clinics have noted that they are seeing more birth-assigned females than 

males in recent years, often referred to as a change in the ñsex ratio.ò There have been a number 

of explanations for this, including the fact that in the past, transgender men could push the 

barriers of gender presentation further than transgender women could, due to gender non-

conformity being more accepted among birth-assigned females than among birth-assigned males. 

                                                 
52 Hendricks, M. L., & Testa, R. J. (2012). A conceptual framework for clinical work with 
transgender and gender nonconforming clients: An adaptation of the Minority Stress 
Model. Professional Psychology: Research and Practice, 43(5), 460. 
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For example, tomboys are often accepted in society, whereas feminine boys are ridiculed. This is 

a phenomenon that has been noted internationally.53 This likely led to more transgender males 

being satisfied with pushing gender expression toward more male without seeking support from 

a gender clinic; whereas transgender women had no similar option and thus presented to gender 

clinics at higher rates. Greater acceptance of gender diversity and transgender identity for both 

sexes would be expected to thus shift the ratio toward birth-assigned females, as some clinics 

have noted. This impact of societal acceptance impacting sex ratio has been noted in the past. A 

2013 study compared the child sex ratio in two countries: Canada and The Netherlands. The sex 

ratio in Canada, where gender diversity is less socially accepted was 4.5:1 in favor of birth-

assigned males. In The Netherlands, where gender diversity is more socially accepted, the ratio 

skewed much further toward birth-assigned females, 2:1.
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an increase in awareness among the general population that gender-affirming medical 

interventions for transgender adolescents exist, and an increase in insurance coverage for these 
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Pediatrics,59 and The American Academy of Child & Adolescent Psychiatry.60 In a recent paper 

from our team published in JAMA Psychiatry, we found that, after adjusting for a range of 

potentially confounding variables, exposure to gender identity conversion efforts was associated 

with greater odds of attempting suicide.61 The increased odds of attempting suicide were even 

greater for transgender people who were exposed to gender identity conversion efforts during 

childhood. Some have pointed out that this study was not a randomized-controlled trial, but 

rather a cross-sectional study. In the realm of scientific evidence, this level of evidence is less 

conclusive than a randomized-controlled trial. However, given that gender identity conversion 

efforts have been labeled unethical by the major medical organizations cited above, it is not 

possible to conduct a randomized controlled trial of gender identity conversion efforts. No 

institutional review board would allow such a study to proceed. Because such a study design is 

not ethically permissible or feasible, we must rely on the evidence we currently have. All 

existing evidence suggests that trying to force a transgender person to be cisgender is harmful to 

those exposed to this intervention. There is no evidence of any benefit from such interventions. 

As Dr. Levine points out, there is also no evidence of efficacy or effectiveness, ñTo my 

knowledge, there is no credible scientific evidence beyond anecdotal reports that psychotherapy 

can enable a return to male identification for genetically male boys, adolescents, and men, or 
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47. Dr. Regnerus asserts that our paper in JAMA Psychiatry ñpaint[s] an entire class 

of cautious therapeutic approaches as intrinsically harmful.ò However, this is not true. It only 

classifies attempts to make transgender people cisgender as conversion therapy. This is, 

precisely, the definition of conversion therapy. If one were to treat anxiety, depression, or 

trauma-related symptoms, for instance, with the goal of treating these symptoms, rather than with 

the goal of forcing a person to be cisgender, this would not be conversion therapy. In fact, it 

would be following the guidelines set forth by The World Professional Association for 

Transgender Health, which note that other mental health conditions must be reasonably well 

controlled prior to initiating gender-affirming medical or surgical interventions. Dr. Hruz 

similarly asserts, ñBy disparaging as óconversion therapyô all forms of psychotherapy, coping-

and-resilience training, cognitive behavioral therapy for depression/anxiety, the gender transition 

industry is failing to treat individual patients according to the basic requirements and principles 

of competent medical assessment, diagnosis, and treatment.ò  This again is untrue, and in fact, 

many transgender patients are offered psychotherapeutic treatment like cognitive behavioral 

therapy for conditions such as anxiety and depression by the same mental health providers who 

ultimately refer them for gender-affirming medical interventions.   

DR. HRUZ MISREPRESENTS THE STUDY HE CITES TO CLAIM THAT RACIAL 
MINORITIZED ADOLESCENTS ARE OVER-REPRESENTED AMONG THOSE 

RECEIVING GENDER-AFFIRMING CARE 
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preventative medical check-ups, and dental visits.62 Studies that have examined access to gender-

affirming medical care for transgender adolescents have found t
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51. Dr. Hruz claims that ñgender dysphoria or gender identity disorder is a logical 

subcategory of body dysmorphic disorder.ò This is not true. Body dysmorphic disorder falls 

under the category of OCD and related disorders and involves an obsessive preoccupation with a 

perceived abnormally formed specific body part and frequent checking behaviors of that body 

part. Gender dysphoria, in contrast, does not focus on a specific body part but rather gender 

broadly. The Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5) clearly 

describes body dysmorphic disorder as a separate diagnosis that must be distinguished from 

gender dysphoria during the diagnostic process.65 Gender dysphoria does not, as body 

dysmorphic disorder does, fall under the category of OCD and Related Disorders in the DSM-5. 

52. Dr. Lappert asserts that ñsince the abandonment of frontal lobotomies in 1967, 

there has been no other psychological-psychiatric condition for which surgery is performed.ò 

This is not true. Vagal nerve stimulators are FDA approved for surgical implantation in patients 

with treatment-refractory major depressive disorder.66 An anterior capsulotomy is a 

neurosurgical procedure for refractory obsessive-compulsive disorder (OCD) that is considered 

safe, well-tolerated, and efficacious.67 Deep brain stimulation is an additional surgical procedure 

that has been shown to be efficacious for treatment-refractory OCD,68 with emerging evidence 

                                                 
65 American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders: 
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American 
Psychiatric Association, 2013. 
66 O'Reardon, J. P., Cristancho, P., & Peshek, A. D. (2006). Vagus nerve stimulation (VNS) and 
treatment of depression: to the brainstem and beyond. Psychiatry (Edgmont), 3(5), 54. 
67 Pepper, J., Zrinzo, L., & Hariz, M. (2019). Anterior capsulotomy for obsessive-compulsive 
disorder: a review of old and new literature. Journal of Neurosurgery, 133(5), 1595-1604. 
68 Mench·n, J. M., Real, E., Alonso, P., Aparicio, M. A., Segalas, C., Plans, G., ... & Gabri±ls, L. 
(2021). A prospective international multi-center study on safety j tive int
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al. 2020 Journal of Adolescent Health, which was a large comparative study comparing 272 

adolescents who presented to a gender clinic but had not yet received pubertal suppression with 

178 adolescents who had received pubertal suppression, and found that those who received 

pubertal suppression had statistically significant lower rates of internalizing psychopathology 
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continued use of such treatment. Nowhere in either NICE report is there any statement that 

gender-affirming medical care should be prohibited. In addition to citing these non-peer-

reviewed reports, the stateôs experts have repeatedly implied that the U.Ké courts have 

prohibited the provision of gender-affirming medical care for transgender youth, citing Bell v 

Tavistock. However, this case did no such thing. The case simply ruled that adolescents cannot, 

on their own, consent to pubertal suppression. This was already the case in the U.S. prior to 

Arkansasôs SAFE Act. Throughout the U.S, pubertal suppression cannot be provided without 

parents providing consent and adolescents providing assent. The stateôs experts also failed to 

mention that a second case in the U.K., AC v CD and Others, established that parents can 

provide consent for their transgender adolescents to receive pubertal suppression. Gender-

affirming medical care for transgender adolescents has not been prohibited and continues to be 

legal in the U.K. with parental consent.  

56. The stateôs experts also cite a report from Finlandôs Council for Choices in Health 

Care in Finland, which is ña subordinate of the countryôs Ministry of Social Affairs and Health 

that provides recommendations on which healthcare methods should be funded by the public 

sector.ò71 This report is not peer-reviewed and reports on only three studies of gender-affirming 

medical care for adolescents, ignoring the additional studies I cited above. Specifically, it failed 

to review the following studies showing that gender-affirming medical interventions improve 

mental health: deVries et al. Pediatrics 2014, Turban et al. Pediatrics 2020, Van der Miesen et 

al. 2020 Journal of Adolescent Health, Achille et al. 2020 International Journal of Pediatric 

                                                 
71 See the description on the Ministry of Social Affairs and Health website, available at: 
https://stm.fi/en/legislation-steering-and-supervision-
cooperation#:~:text=The%20Council%20for%20Choices%20in,funded%20by%20the%20public
%20sector. Accessed: July 12, 2021. 
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Endocrinology, Kuper et al. 2020 Pediatrics, and Allen et al. 2019 Clinical Practice in Pediatric 

Psychology. It states that the effects of pubertal suppression on the central nervous system is 

ñunknown,ò despite these medications being used for precocious puberty for decades and a 

recent peer-reviewed systematic review and meta-analysis finding that ñcurrent evidence does 

not support an adverse impact of gender-affirming hormone therapy on cognitive performance in 

birth-assigned either male or female transgender individualsò and found ña higher performance 

in verbal working memory in treated assigned males.ò72 The Finnish report suggests that gender-

affirmation increases the likelihood of persistence, failing to cite the literature I cite above that 

indicates that gender affirmation does not increase the degree of oneôs transgender identity. In 

summary, this report was poorly researched and omits key studies. I do not recommend relying 

on its conclusions. But in any event, it does not recommend denying care as Arkansasôs SAFE 

Act does. Rather, it permits such treatments on a case-by-case basis when medically indicated.     

57. The stateôs experts also cite another non-peer-reviewed report from Swedenôs 

Statens Beredning for Medicinsk Och Social Utvardering (SBU), which translates to The 

Swedish Agency for Health Technology Assessment and Assessment of Social Services. The 
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Deanôs Advisory Committee on LGBTQ Affairs (Yale School of Medicine) New Haven, CT                         2016-2017 
Member. Served on the advisory committee to the Dean of Yale School of Medicine, advising on issues related to LGBTQ 
affairs. 
 
Yale HIV Dermatology Roundtable New Haven, CT                            2014-2017 
Founder. Eighty percent of patients suffering from HIV face a dermatologic manifestation of their disease. Struck by 
these patientsô experience of stigma, I organized a bi-monthly interdisciplinary roundtable to improve research, education, 
and clinical care in HIV dermatology. Interventions have included primary care provider training on the treatment of 
genital warts and improved referral systems for cutaneous malignancies. 
 
Yale Gay & Lesbian Medical Association New Haven, CT                                                                                 2013-2017 
President. Led a group of medical students focused on supporting careers in medicine for LGBT individuals. Organized 
mixers with LGBT organizations from other graduate schools and with LGBT faculty. Coordinated trips to GLMA 
national conferences. Worked with the medical school administration to create an LGBT faculty advisor position.  
 
VOLUNTEER WORK & ADVOCACY 
American Academy of Child & Adolescent Psychiatry ñBreak the Cycleò                                                      2017-2017 
Event Coordinator. Worked with Dr. Andres Martin to coordinate a fundraising indoor cycling event for the AACAP 
Break The Cycle fundraising campaign to fight childrenôs mental illness.   
 
Yale Hunger & Homelessness Auction New Haven, CT              2012-2014 
Logistics Co-Chair. Organized a group of ten students to coordinate entertainment, 
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Turban J. L., Genel, M. (2017) Evolving Treatment Paradigms for Transgender Patients. Connecticut Medicine, 81(8), 
483-486. 
 
Turban, J., Ferraiolo, T., Martin, A., & Olezeski, C. (2017). Ten things transgender and gender nonconforming youth 
want their doctors to know. Journal of the American Academy of Child & Adolescent Psychiatry, 56(4), 275-277. 
 
Turban, J. L. (2017). Transgender Youth: The Building Evidence Base for Early Social Transition. Journal of the 
American Academy of Child and Adolescent Psychiatry, 56(2), 101. 
 
Turban, J. L., Potenza, M. N., Hoff, R. A., Martino, S., & Kraus, S. W. (2017). Psychiatric disorders, suicidal ideation, 
and sexually transmitted infections among post-deployment veterans who utilize digital social media for sexual partner 
seeking. Addictive Behaviors, 66, 96-100. 
 
Turban J. L., Martin A. (2017) Book Forum: Becoming Nicole. Journal of the American Academy of Child & Adolescent 
Psychiatry, 56(1): 91-92. 
 
Turban J. L.*, Lu, A. Y*., Damisah, E. C., Li, J., Alomari, A. K., Eid, T., ... & Chiang, V. L. (2017). Novel biomarker 
identification using metabolomic profiling to differentiate radiation necrosis and recurrent tumor following Gamma Knife 
radiosurgery. Journal of neurosurgery, 127(2), 388-396. 
 
Kempfle, J. S., Turban, J. L., & Edge, A. S. (2016). Sox2 in the differentiation of cochlear progenitor cells. Scientific 
Reports, 6, 23293. 
 
TEXTBOOKS AND TEXTBOOK CHAPTERS 
Forcier, M., Van Schalkwyk, G., Turban, J. L. (Editors). Pediatric Gender Identity: Gender-affirming Care for 
Transgender & Gender Diverse Youth. Springer Nature, 2020. 
 
Challa M., Scott C., Turban J.L. Epidemiology of Pediatric Gender Identity. In Forcier, M., Van Schalkwyk, G., 
Turban, J. L. (Editors). Pediatric Gender Identity: Gender-affirming Care for Transgender & Gender Diverse Youth. 
Springer Nature, 2020. 
 
Turban J.L., Shadianloo S. Transgender & Gender Non-conforming Youth. In Rey, J.M. (Editor): IACAPAP e-Textbook 
of Child and Adolescent Mental Health. Geneva. International Association of Child and Adolescent Psychiatry and Allied 
Professionals, 2018.   
 
Turban, J. L., DeVries, A.L.C., Zucker, K. Gender Incongruence & Gender Dysphoria. In Martin A., Bloch M.H., 
Volkmar F.R. (Editors): Lewisôs Child and Adolescent Psychiatry: A Comprehensive Textbook, Fifth Edition. 
Philadelphia: Wolters Kluwer 2018. 
 
PRESENTATIONS & ABSTRACTS 
Turban JL. The Emergence of Gender-affirming Care for Transgender & Gender Diverse Youth, United Nations NGO 
Committee on Mental Health, Oral Presentation, Online, 2021.  
 
Turban JL. Opinion Writing 101: An Introduction. American Psychiatric Association Professional Development Series, 
Online, 2021. 
 
Turban JL. McLean Psychiatry Grand Rounds: Evolving Treatment Paradigms for Transgender Youth. Grand Rounds 
McLean Psychiatry, Online, 2021. 
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Turban JL. Keynote ï Transgender & Gender Diverse Youth: Research Updates. Stony Brook Transgender Health 
Conference, Online, 2021. 
 
Turban JL. Einstein Psychiatry Grand Rounds: Evolving Treatment Paradigms for Transgender Youth. Grand Rounds, 
Einstein Psychiatry, Online, 2021. 
 
Turban JL. Gender Identity Conversion Efforts: Quantitative Perspectives. Annual Meeting of The American Psychiaric 
Association, Oral Presentation, Online, 2021. 
 
Turban JL. COVID19 and Pediatric Mental Health. Grand Rounds, Stanford University School of Medicine Pediatrics, 
Online, 2021. 
 
Turban JL. Opinion Writing on Sensitive Topics. Harvard Media & Medicine Course, Live Lecture, Online, 2021. 
 
Turbal JL. Evolving Treatment Paradigms for Transgender Youth. Grand Rounds, Beth Israel Deaconess Medical Center 
Psychiatry (Harvard Medical School), Online, 2020. 
 
Turban JL. For Worse: Negative Aspects of Social Media for LGBT Youth. Oral Presentation, Annual Meeting of The 
American Academy of Child & Adolescent Psychiatry, Oral Presentation, Online, 2020. 
 
Turban JL. Hookup App Use among Gay and Bisexual Males: Sexual Risk and Associated Psychopathology. Oral 
Presentation, Annual Meeting of The American Academy of Child & Adolescent Psychiatry, Online, 2020. 
 
Turban JL. Communicating with the Public: From The New York Times to The Big Screen. Oral Presentation, Annual 
Meeting of The American Academy of Child & Adolescent Psychiatry, Online, 2020. 
 
Turban JL, King D, Reisner S, Keuroghlian A. Gender-Affirming Hormone Therapy for Transgender Adolescents Is 
Associated With Lower Odds of Suicidal Ideation in Adulthood. Poster, Annual Meeting of The American Academy of 
Child & Adolescent Psychiatry, Online, 2020. 
 
Turban JL. Gender affirming care for transgender and gender diverse youth: what we know and what we donôt. 
University of Texas Pride Health Institute, Oral Presentation, Online, 2020. 
 
Turban JL. Q&A on Transgender Youth Mental Health. PEOPLE in Healthcare at University of Toledo, Oral 
Presentation, Online, 2020. 
 
Turban JL, Pagato S, Gold J, Broglie J, Naidoo U, Alvarado A. Innovation of Student Mental Health during COVID19. 
Panel to the People, Oral Presentation, Online, 2020. 
 
Turban JL, Belkin B, Vito J, Campos K, Scasta D, Ahuja A, Harris S. Discussion on Abomination: Homosexuality and 
the Ex-Gay Movement. Panelist, The Association of LGBTQ+ Psychiatrists Virtual Session, Oral Presentation, Online, 
2020. 
 
Turban JL. Is Grindr affecting gay menôs mental health? Oral Presentation, UCLA & AETC Coping with Hope, Online, 
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Individual. Oral Presentation, Annual Meeting of the American P
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Tumor following Gamma Knife Stereotactic Radiosurgery for Brain Metastases. Oral Presentation, 14th Annual Leksell 
Gamma Knife Conference, New York City, 2014 
 
Turban JL, Lewis J, Girardi M. UVB-induced HMGB1 and extracellular ATP increase Langerhans cell production of IL-
23 implicated in ILC3 activation. Poster, Society of Investigative Dermatology, Scottsdale, 2016 
 
Turban JL, Lewis J, Girardi M. Characterization of cytokine pathways associated with Langerhans cell facilitation of 
UVB-induced epidermal carcinogenesis. Poster, American Society of Clinical Investigation, Chicago, 2016. 
 
Lewis J, Turban JL, Girardi M, Michael Girardi. Langerhans cells and UV-radiation drive local IL22+ ILC3 in 
association with enhanced cutaneous carcinogenesis. Poster, Society of Investigative Dermatology, Scottsdale, 2016. 
 
Sewanan L, Zheng D, Wang P, Guo X, Di Bartolo I, Marukian N, Turban JL, Rojas-Velazques D, Reisman A. 
Reflective Writing Workshops Led By Near Peers During Third-Year Clerkships: A Safe Space for Solidarity, 
Conversation, and Finding Meaning in Medicine. Poster & Workshop, Society of General Internal Medicine, New Haven 
and Hollywood, 2016. 
 
EDUCATIONAL PRESENTATIONS 
Psychotherapeitic Considerations for Transgender Youth. Stanford PsyD Child Psychotherapy Course, 2021. 
Transgender Youth: Treatment Paradigms and Research Updates. Childrenôs Health Council DBT Program Lecture 
Series, 2021. 
Gender-affirming Care for Patients with Primary Psychotic Disorders. McLean Psychotic Disorders Division Seminar 
Series, 2019. 
Gender-affirming Care for Transgender Elders. McLean Geriatric Psychiatry Seminar Series, 2019. 
Writing about Gender & Sexuality (Guest Lecture), Course: Sexual Outcasts & Uncommon Desires, Emerson College, 
2019 
Gender-affirming Care for Transgender and Gender Diverse Patients on Inpatient Psychiatric Units, MGH Inpatient 
Psychiatry Seminar Series, 2019. 
Transgender & Gender Non-conforming Youth, MGH/McLean Adult Residency program, 2018. 
Writing about Gender Identity for the Lay Audience (Guest Lecture), Course: Kids These Days, Emerson Journalism 
Program, 2017 
International Approaches to the Treatment of Gender Incongruence, VU Medical Center, Amsterdam, 2017 
Time to Talk About It: Physician Depression and Suicide, Yale Clerkship Didactics, 2017 
Medical Management of Adolescent Gender Dysphoria. Yale Pediatrics Clerkship, 2015-2016 
Medical Management of Children and Adolescents with Gender Dysphoria, Yale Pediatrics Residency Didactics, 2016 
Reflective Writing Workshop Leader. Yale Surgery Clerkship, 2015-2016 
Langerhans Cell Facilitation of Photocarcinogenesis. Yale Department of Dermatology Research Forum, 2016 
Panel: Treating Transgender & Gender Non-conforming Patients in the Emergency Setting. Yale Emergency Medicine 
Clerkship, 2016 
Panel: Challenges to the Learning Climate: Difficult Patients, Harassment, and Mistreatment. Yale Pre-Clinical 
Orientation, 2016 
Panel: Personal Behavior and Professionalism, Introduction to the Profession, 2016 
 
AWARDS & HONORS 
Sorensen Foundation Fellowship (2021-2023) 
Stanford Child & Adolescent Psychiatry Chief Fellow (2021-2022) 
Wasserman Award for Advocacy in Childrenôs Mental Health (2021) 
Top Manuscript of The Year - Pediatrics (2020) 
American Academy of Child & Adolescent Psychiatry Pilot Research Award, $15,000 (2019-2020) 
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American Psychiatric Association Child & Adolescent Psychiatry Fellowship (2019-2021) 
Ted Stern Scholarship and Travel Award (2019) 
Editorôs Pick for Best Clinical Perspectives Manuscript ï Journal of The American Academy of Child & Adolescent 
Psychatry (2018) 
SciShortform Project: Best Shortform Science Writing, Columns & Op-Eds (2018) 
Ted Stern Scholarship and Travel Award (2018) 
Medaris Grant (2018) 
Editorôs Pick for Best Clinical Perspectives Manuscript ï Journal of The American Academy of Child & Adolescent 
Psychatry (2017) 
United States Preventative Health Services Award for Excellence in Public Health (2017) 
NBC Pride 30 Innovator (2017) 
Ferris Thesis Prize, Yale School of Medicine (2017) 
Parker Prize, Yale School of Medicine (2017) 
Howard Hughes Medical Institute Medical Research Fellowship (2015-2016) 
American Academy of Child and Adolescent Psychiatry Life Members Mentorship Grant (2016) 
Student Scholarship, Gender Conference East (2016) 
Farr Award for Excellence in Research (2016) 
Yale Office of International Medical Education Grant, Buenos Aires, Argentina (2016) 
Yale Office of International Medical Education Grant, VU Medical Center, The Netherlands (2016) 
Yale Summer Research Grant (2012) 
AIG International Scholar, Harvard College (2007-2011) 
Harvard International Study Grant, Alicante, Spain (2008) 
David Rockefeller International Study Grant, Shanghai, China (2009) 
 
PROFESSIONAL MEMBERSHIPS 
American Medical Association, Member 
American Psychiatric Association, Member 
American Psychiatry Association, Council on Communications  
American Psychaitric Association, Child & Adolescent Psychiatry Fellow 
American Academy of Child & Adolescent Psychiatry, Member 
American Academy of Child & Adolescent Psychiatry, Media CommitAl ychiatry


