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KEY POINTS

� The surgeon is to be part of an affirmative, multidisciplinary team of trans health providers that in-
cludes medical and mental health specialists.

� The surgeon should have familiarity with the latest revision of theWorld Professional Association for
Transgender Health Standards of Care, which provide the framework for this model of multidisci-
plinary care.

� Key learning competencies include the caregiver/care receiver relationship, content knowledge,
interdisciplinary practice, and professional responsibility and ethics.

� To promote good outcomes and ethical practice, there must be open communication and cooper-
ation among care providers and with patients throughout the entire time patients are in the health
care system.
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The care of transgender patients can involve
health professionals from many disciplines,
including mental health, medicine, and surgery.
Patients may present with distress about the
incongruence between their identity and their
body and social role. This distress may first be
diagnosed as gender dysphoria by a mental
health practitioner or by a primary care practi-
tioner. At some point in care, a patient may
seek surgical care to help with the distress of
gender dysphoria and to otherwise improve qual-
ity of life, with a body more congruent with their
identity. Even as surgeries are sought, the patient
may continue to receive care from mental health
providers and medical practitioners for both
ongoing hormone treatment and general primary
care.
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The process and progression of care as well as
interaction between disciplines are choreo-
graphed by the Standards of Care (SOC) of the
World Professional Association for Transgender
Health (WPATH). Since its initial publication in
1979, WPATH (initially the Harry Benjamin Interna-
tional Gender Dysphoria Association) periodically
updates these guidelines, available for download
at wpath.org. Each revision reflects a consensus
of international experts, based on the literature at
the time.1

The most recent SOC for the Health of Trans-
sexual, Transgender, and Gender Nonconforming
People, version 7 (SOC 7), was released in 2011
(as of this writing, SOC, version 8, is in develop-
ment). SOC 7 allows primary care providers as
well as mental health clinicians to evaluate
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individuals for initiation of hormones. For the initial
evaluation for surgery, 1 or 2 assessments from
mental health practitioners with expertise in trans
health are required—1 letter for surgery on the
chest and 2 for genital surgery. SOC 7 supports
chest surgery in minors when clinically appro-
priate, but age of majority is a requirement for
genital surgery. In practice, some surgeons are
doing genital surgery at the ages of 16 years
and 17 years.2 The criteria discussed are for
adults.
For adults, each assessment establishes the ca-

pacity to give informed consent, the presence of
persistent gender dysphoria that might benefit
from surgery, and that co-occurring mental health
and medical conditions are reasonably well-
controlled or well-controlled.1

Chest surgery for adult trans men, per SOC 7,
does not require social transition or hormones.
Chest surgery can facilitate social transition, allow-
ing a patient to feel comfortable in male clothes
without binding the chest. Some individuals, in
particular those who are nonbinary identified,
may not desire hormones and may present andro-
gynously yet still have dysphoria from their
breasts. These individuals may benefit from mas-
tectomy and male chest reconstruction, or, in
some situations, breast reduction.
Feminizing mammoplasty in SOC 7 has a

recommendation, but not requirement, of at least
12 months of hormones before surgery.
For genital surgery, SOC 7 requires 2 mental

health evaluations. For orchiectomy and hysterec-
tomy with salpingo-oophorectomy, there is a
requirement that patients have been on hormones
for the past year, in addition to the requirements,
discussed previously. Social transition is not
required. For vaginoplasty, metoidioplasty, and
phalloplasty, in addition to having been on hor-
mones the past year, 1 year of living in the social
role in which a patient plans to live is required.
Note binary transition—from male-to-female or

female-to-male—is not a requirement for any sur-
gery. A nonbinary person assigned female at birth
may have substantial dysphoria about their
breasts and benefit greatly from mastectomy
with male chest reconstruction or, in other cases,
from breast reduction. A nonbinary, eunuch-
identified person might benefit from orchiectomy
after a year on testosterone blockers, without so-
cial transition to a female presentation. Other pa-
tients might benefit from vaginoplasty but not
have a binary female identity. When there are
questions about whether surgery is indicated, dis-
cussion with the mental health professionals who
provided their written consultations (referred to
as “letters”) may be helpful.
The SOC 7 criteria for each surgery include the
requirement that co-occurring medical or mental
illness be “reasonably well-controlled” for chest
surgery and “well-controlled” for genital surgery.
The stability of medical illness is an issue for any
surgery, and risks and benefits of proceeding
with surgery versus waiting for increased medical
stability are weighed. Mental health stability has
importance for any surgery in terms of capacity
for informed consent. In addition, unstable mental
illness may affect the ability of a patient to prepare
for surgery, establish plans for the periope-
rative period, keep doctors’ appointments, and
follow-up with postoperative care, such as wound
aftercare and dilation after vaginoplasty. Unstable
mental illness can make it more difficult for pa-
tients to recognize and cope with complications,
which may require repeated visits to their doctors.
Mental health stability includes addressing co-

occurring substance abuse. Substance abuse
may impede planning and aftercare in the periop-
erative period and lead to withdrawal after surgery.
Tobacco does not impair mental functioning but
may impair healing and increases the risk of surgi-
cal complications.3 Substance intoxication and
tolerance can be an issue for anesthesia and
may lead to postoperative withdrawal.4

In many cases, the presence of unstable medi-
cal or mental illness or substance abuse may not
prevent a patient from obtaining surgery but may
delay surgery until stability is reached. The SOC
are meant to be flexible and to allow for clinical
judgment while not serving as a barrier to receiving
necessary care. Communication among a pa-
tient’s care providers is helpful, because a
co-occurring condition might have been well-
controlled at the time of the writing of the letters
but then destabilize while the patient awaits sur-
gery. The mental health provider can re-engage
with patients as necessary and assist in restabiliz-
ing them and helping with a plan for support during
the perioperative period.5

Ideally, transgender care is provided within an
interdisciplinary structure, with established and
regular communication between mental health
providers, primary care providers and endo-
crinologists, and surgeons. More commonly, the
disciplines practice independently, and communi-
cation is minimal and centered on the mental
health practitioners’ letters of evaluation for sur-
gery. Each of those letters should end with an invi-
tation for the surgeon to contact the letter writer if
more information is desired. There should be a
signed release for providers to share information,
and surgeons should contact letter writers if
more information is desired to establish a patient’s
stability for surgery.
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THE SURGEON AND THE PATIENT’S
MULTIDISCIPLINARY CARE TEAM

In caring for a transgender patient, the surgeon is
one member of a multidisciplinary team respon-
sible for the health of the patient. Because of the
degree of interaction that occurs between a pa-
tient’s care providers, an understanding of the
roles and expectations of each provider is neces-
sary, as discussed in the SOC.1

The education arm of WPATH, the Global
Education Initiative, trains interdisciplinary pro-
viders in the use of the SOC. All providers,
including surgeons, should display competency
in these 4 major domains of transgender health
care:

1. Caregiver/care receiver relationship
2. Content knowledge
3. Interdisciplinary practice
4. Professional responsibility and ethics

These domains are not only part of every sur-
geon’s practice but also integrated across the
multidisciplinary team.1,6–11

To understand the model, the surgeon should
know what happens before, during, and after sur-
gery. This includes what transpires throughout a
patient’s life span while receiving care. It is up to
each caregiver to ensure that a patient experi-
ences affirmative, competent, compassionate,
and ethical care with each professional, all working
in tandem toward the best outcome.
Caregiver/Care Receiver Relationship

For the surgeon, the first question to ask is
whether the surgeon is actually comfortable with
performing the procedure itself. Is the staff
comfortable? But before and after the procedure,
the provider-patient relationship is critical, in
establishing trust and ensuring good aftercare.

Surgeons need to take the lead with their team
in providing a welcoming and hospitable experi-
ence. Trans people as a population have suffered
great discrimination in society and report many
negative experiences with health care providers,
including surgeons and their teams.12,13 Surgery
has strong symbolic meaning, including profound,
concrete changes in a patient’s life, and this may
intensify emotions around care. Surgeons should
lead their team in making each interaction as
affirming as possible. If a surgeon or any member
of the staff is uncomfortable or judgmental, a
patient may experience that through the lens of
past negative experiences in health care.5

Each member of the team should be trained to
promote respectful and affirming care, including
receptionists, nursing staff, and anesthesia staff.
The name and pronouns used by a patient must
be used by all staff and charted so that this infor-
mation is readily available. In addition to gender,
ethnic and socioeconomic differences between
surgeon and patient should be appreciated. The
surgical team should not make assumptions about
a patient’s resources, including social and prac-
tical support, during the perioperative period.

Content Knowledge

Surgeons must be well trained technically. In addi-
tion to specialty training and board certifications,
surgeons should receive mentorship from more
experienced surgeons to develop competency in
performing each surgery. The American Society
of Gender Surgeons, in conjunction with the
WPATH Global Education Initiative, is developing
a description of the requirements for technical
competency. In addition, surgeons must be
familiar with broader developments in transgender
health.

Interdisciplinary Practice

Surgeons are part of a multidisciplinary team that,
in addition to mental health, medical and surgical
providers, may include ancillary providers, such
as electrologists, voice trainers, image consul-
tants, and so forth.1,8,9,14,15 It is important for sur-
geons to understand the role of each caregiver and
how the team works together throughout the time
a patient participates in the medical system. For
example, the timing of surgery may depend on
the completion of genital hair removal for trans
women or of the phalloplasty donor site for trans
men.

Multidisciplinary practice continues after sur-
gery. Primary care providers share responsibility
for aftercare, and mental health professionals
may need to address postoperative depression
or other potential issues after surgery. Other pro-
viders may refer back to the surgeon for revisions
or other surgical care.

Professional Responsibility and Ethics

To help and not harm—how does the surgeon
know?

Ethical care occurs when all providers work
together in a patient’s interest, in an evidence-
based process, guided by the patient with
informed consent. The SOC grow more evidence
based with each revision, but there are many as-
pects of care in which the evidence represents
professional consensus rather than randomized
trials. Referring to the SOC, keeping up with devel-
opments in the literature, and exchange of
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information with colleagues at professional confer-
ences are critical to providing appropriate care.
Ethical care includes support of patient auton-

omy in decision making through informed consent.
There is a spectrum of trans identities, and individ-
uals differ in their need for surgery to best reduce
gender dysphoria and promote quality of life. Sur-
geons must listen to patients, communicate with
others on the care team as necessary, and refrain
from imposing their own preconceptions about
surgery for each patient.5 Patients are best able
to make decisions about care and give informed
consent when the surgeon and other care pro-
viders have not only provided accurate information
of risks and benefits but also assessed that a pa-
tient understands the information.

TIMELINE OF MULTIDISCIPLINARY CARE
Presurgery and the Decision to Have Surgery

When a patient requests hormones and no co-
occurring mental health conditions need to be
addressed, the primary care provider may perform
an assessment for hormones. If all is in order, the
primary care physician may initiate treatment. If
a patient requests surgery, the physician refers
to mental health professionals for surgery
assessments.
If a patient presents to a mental health profes-

sional first, that professional can perform either
an assessment for hormones/surgery and/or ther-
apy. The mental health professional then refers for
medical interventions as well as provide therapy, if
needed.1,8,9,14,16

The patient may work with the therapist on un-
derstanding issues, such as internal sense of
gender identity, on how relationships and profes-
sional life might be impacted by transition, and on
what medical and surgical care might be helpful.17

Co-occurring mental health conditions, if pre-
sent, should be addressed. Co-occurring mental
health conditions include anxiety and depressive
disorders, autism spectrum disorders, trauma
and stressor related disorders, dissociative disor-
ders, personality disorders, and substance-related
and addictive disorders, including tobacco. A his-
tory of trauma may also have an impact on mental
health. Psychotherapy and psychiatric medica-
tions might be necessary to stabilize these condi-
tions prior to surgery.5

Meeting with the Surgeon

Somewhere in the process of transition, a patient
meets with the surgeon. The surgeon reviews
referral letters, discuss the risks and benefits of
surgery, and reviews presurgical preparation/
requirements.
Important tasks for the surgeon include assess-
ing the care a patient has received prior to surgery,
determining whether the patient is prepared for
surgery, and assessing whether the patient has
an aftercare plan in place. If the mental health
assessment letters are comprehensive, they
should be a good source of information on these
issues, including a description as to how the pa-
tient meets SOC criteria. If further information is
needed, the letters should include the phone num-
ber of the authors, and the surgeon should not
hesitate to contact them. In addition, the surgeon
should contact the primary care provider if there
is any question on medical stability. These conver-
sations bridge the divides between specialties and
can be helpful in a patient’s aftercare.

Postoperative Follow-up

An aftercare plan should be addressed in the
referral letters as well as by the surgeon in the pre-
operative meeting with a patient. Continued
communication between disciplines after surgery
is important, especially in complex cases or if
complications arise.
A patient’s multidisciplinary team may continue

to work together thoughout the life span of pa-
tients. People may return to surgeons for repairs,
new surgeries, and other procedures. And, pa-
tients continue to need primary care and some-
times mental health care.1,8,9 Other providers
may become involved in aftercare, particularly if
a patient lives distant from the surgeon.
Surgery should be considered irreversible.

Rarely, detransition may occur and these patients
may need the assistance of the surgeons and pro-
viders of other specialties. Principles from SOC 7
and of multidisciplinary care remain important in
these uncommon cases.
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