
MALE SEXUAL DYSFUNCTION AND DISORDERS (AW PASTUSZAK AND NK GUPTA, SECTION

EDITORS)

Preoperative and Postoperative Considerations
in Gender-Affirming Surgery

Ara A. Salibian1
& Nathan Levitt1 & Lee C. Zhao1,2

& Rachel Bluebond-Langner1

# Springer Science+Business Media, LLC, part of Springer Nature 2018

Abstract
Purpose of Review The review is aimed at determining critical factors in the preoperative and postoperative care of transgender
patients undergoing gender-affirming surgery. General and procedure-specific considerations are summarized to improve the
longitudinal perioperative care of transgender patients.
Recent Findings Surgical providers should follow World Professional Association for Transgender Health (WPATH) guidelines
regarding eligibility for surgery. Important elements in preoperative evaluation include mental health screening, fertility discus-
sion, and adjustment of hormone replacement therapy. Postoperative considerations include proper cancer screening, mental
health support, appropriate outcomes assessment, and awareness of potential procedure specific complications.
Summary Proper perioperative care for transgender patients undergoing gender-affirming surgery involves a multidisciplinary
approach to healthcare to create a comprehensive treatment environment at an institutional level.
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Introduction

Gender identity is how one identifies their gender, such as male,
female, or another category. Gender dysphoria is defined by
strong, persistent feelings of identification with a different gen-
der than the sex assigned at birth that results in significant
distress or impairment [1]. Around 0.6% of adults in the
USA, about 1.4 million people, identify as transgender [2].
The incidence of gender dysphoria is difficult to determine
due to heterogeneity in definitions and reporting [3], but has
been estimated to be around 4.6 in 100,000 individuals [4].

Gender-affirming surgery aims to restore balance between
assigned and identified gender. It includes a broad spectrum of
procedures, including genital reconstruction, chest
contouring, breast augmentation, body contouring, facial fem-
inization/masculinization, and tracheal shave that have been
shown to improve quality of life [5•, 6]. Rates of gender-
affirming surgery have increased significantly over the last
several years [7].

A comprehensive approach to the healthcare needs of
transgender patients is still being fully incorporated in today’s
healthcare system. Regarding gender-affirming surgery, there
are multiple factors outside of the technical aspects of these
procedures that are critical for patient care. Gender-affirming
surgery is at the intersection of medicine, endocrinology, sur-
gery, mental health, and preventative medicine. We review the
relevant literature on important aspects of preoperative and
postoperative care for gender-affirming procedures with focus
on general considerations as well as specific issues for the
most common procedures in top surgery (mastectomy and
breast augmentation) and bottom surgery (vaginoplasty and
phalloplasty).
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Preoperative Considerations

General Considerations

World Professional Association for Transgender Health
Guidelines

The World Professional Association for Transgender Health
(WPATH) has developed standards of care to guide healthcare
professionals in providing responsible and safe care for trans-
gender patients. WPATH criteria for individuals undergoing
gender affirming surgery include a well-documented persis-
tence of gender dysphoria, the capacity to make fully in-
formed decisions and consent to treatment, and any significant
medical or mental health concerns should be established and
treated accordingly [8••].

For breast/chest surgery, one referral letter from a qualified
mental health professional is needed, whereas two separate
referrals from independent mental health providers are needed
for genital surgery. Hormone therapy is not a prerequisite for
transmasculine mastectomy/chest masculinization. For
transwomen undergoing breast augmentation, a minimum of
12 months of hormone therapy is suggested. Patients under-
going genital surgery including metoidoplasty/phalloplasty or
vaginoplasty have additional criteria that should bemet. These
include 12 continuousmonths of hormone therapy appropriate
for the patient’s gender goals as well as 12 continuous months
of living in a gender role that is congruent with gender identity
[9]. Patient’s fulfillment of this criteria and compliance with
WPATH guidelines should be clearly documented (Table 1).

Documentation and Training

Proper preoperative care of transgender patients requires ap-
propriate identification and documentation of information on
gender identity in the electronic medical record (EMR). The
two-step technique is an efficient method of collecting this
data by first asking the patient’s gender identity followed by
their assigned sex at birth [10]. Patients’ chosen name, gender
identity, and pronoun preferences are documented under de-
mographic variables [11]. It is important to treat these data as
demographic information and not a pathologic diagnosis. The
WPATH Human Rights Work Group has advocated that diag-
noses and treatments should revolve around caring for the
healthcare needs of gender-variant patients and not propagat-
ing definitions of mental disease [12].

Ensuring all members of a healthcare team treating trans-
gender patients have appropriate cultural sensitivity training
and provide affirming care is equally important. Various issues
include use of correct name pronouns and maintaining a his-
tory of organs present or removed. Complete incorporation of
gender identity into medical records and facilitation of

transgender care goes beyond departmental effort and requires
implementation of institutional integration of care [13].

With an increasing number of gender-affirming procedures
performed, resident and fellow exposure to transgender care
has similarly increased. Exposure is variable, however, and

Table 1 Preoperative considerations in gender-affirming surgery

General considerations

Compliance with WPATH guidelines

Appropriate documentation in medical records (including preferred
names and pronouns)

Training of staff in care of non-gender conforming patients

Establishment of social support

Determining insurance coverage

Patient education, counseling, and confirmation of understanding

Preoperative workup

Mental health

Screening for psychopathology

Appropriate referral to mental health providers

Fertility

Discussion of fertility-preservation options in all cases

Referral to appropriate specialists as needed

Cancer screening

Completion of age-based and assigned sex screening requirements

Preemptive discussion on postoperative cancer screening

Hormone recommendations

Testosterone stopped 2 weeks prior to surgery

Estrogen stopped 4 prior to surgery

Mastectomy

History: breast cancer symptoms, mammogram, binding, prior
breast surgery

Exam: breast size, ptosis, glandular tissue, skin laxity

Discussion: breast-feeding, nipple sensation, revision

Augmentation mammoplasty

History of free silicone injections

Discussion: implant type, size, and positioning

Vaginoplasty

History: prior prostate surgery, radiation therapy, puberty blockers,
or urinary symptoms

Exam: penile length, circumcisions, quantity of scrotal skin

Hair removal

Discussion: dilation regimes

Phalloplasty

Discussion: ability to void standing, ability to have penetrative
intercourse, importance of sensation, desired neophallus length,
donor site, vaginal preservation, urethral lengthening

Testicular and/or penile implants

Preoperative donor site hair removal

WPATH, the World Professional Association for Transgender Health
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remains limited [14, 15]. Formal training for resident education
has also been proposed through multiple modalities, including
didactics, office and procedural experience, and research [16]
as a means of further standardizing care and ensuring future
excellence in the treatment of this patient population.

Social Support

An external support system to help with patient aftercare and
recovery is critical to optimize outcomes in gender-affirming
surgery. A patient’s social support system, including partners,
family, and friends should be evaluated early in the preopera-
tive process. Employment status and living environment, in-
cluding persons to assist at home and proximity to the pro-
vider’s location, are also important. Social work services are
integral to this process and should similarly be involved early
on as part of a multidisciplinary management team. A recov-
ery plan can then be created preemptively to address housing,
financial, and support needs [17, 18].

Insurance

The major milestone in achieving coverage for gender-
affirming procedures came in 2014 with overturning of the
1981 exclusion of transgender surgical services from
Medicare coverage [19]. Since then, federally subsidized
health insurance programs as well as third-party private in-
surers have increasingly provided coverage for certain
gender-affirming procedures, most notably chest (“top”) and
genital (“bottom”) surgery. Twelve states and the District of
Columbia have affirmative coverage requirements for private
plans and Medicaid [20].

Health insurance coverage for transgender individuals is
both affordable and cost-effective [21•]. Criteria for coverage
are often derived from WPATH guidelines and therefore, fa-
miliarity with this information and proper documentation is
essential. Certain procedures deemedmore cosmetic in nature,
such as tracheal shave, facial feminization, and hair transplant
and are often not covered [22••]. Understanding state regula-
tions and the extent of coverage for specific procedures is
important for patient counseling and expectations.

Patient Education

Preoperative patient education is necessary to set appropriate
patient expectations, responsibly offer gender-affirming pro-
cedures and optimize patient satisfaction postoperatively.
Studies in the breast literature have demonstrated the impor-
tance of patient understanding and the discrepancy between
perceived patient understanding and actual retained knowl-
edge [23, 24]. The use of adjunctive educational resources
can increase patient understanding of medical conditions and

their treatments in addition to improving patient satisfaction
[25, 26].

Shared decision-making between the patient and the pro-
vider is needed to arrive upon the best treatment plan for an
individual. This involves a thorough explanation of the treat-
ment choices, expected recovery, and required aftercare. In
addition, long-term implications of surgery, a discussion of
all alternatives to proposed therapies, dedicated time to answer
patient questions, and confirmation of patient understanding
are all necessary during the preoperative workup. This process
of preoperative education and preparation correlates to surgi-
cal outcomes in gender-affirming surgery [27].

Preoperative Workup

Preoperative assessment begins with a complete history and
physical as well as specific questions including when the pa-
tient transitioned, current (and prior) hormone therapy, starting
dates, and the patient’s hormone therapy provider. One should
make note of any prior surgical and non-surgical gender-
affirming treatments including non-FDA approved therapies.
Adjustable risk factors, such as smoking and high body-mass
index, should also be noted and discussed with the patient as
needed when determining candidacy for and timing of sur-
gery. In addition, an organ inventory for patients undergoing
gender-affirming surgery should bemaintained to guide future
screening. For example, an organ inventory in the EMR that
attests for the presence of the uterus in a transmasculine pa-
tient will alert the provider regarding need for cervical cancer
screening or need for pregnancy testing prior to procedures.

Mental Health

While not all transgender patients seeking gender-affirming
surgery have anxiety or stress related to their gender dyspho-
ria, there can be increased psychiatric morbidity due to socie-
tal pressures and discrimination. Mental health assessments
should be offered prior to initiation of therapy and during
treatment as a form of multidisciplinary management to offer
responsible and quality care [28].

Studies have shown higher rates of psychiatric morbidity
among transgender individuals, particularly depression and
anxiety [29]. The psychiatric morbidity may be related to
victimization from social stigma, abuse, and discrimination,
barriers to health care access, and limited social support
[30]. Screening for these conditions, with appropriate and
prompt referral to mental health providers with expertise in
gender dysphoria, is important to ensure optimal outcomes
following gender-affirming surgery. While studies have
shown that mental health and quality of life improve with
treatment of gender dysphoria [29], monitoring for postop-
erative depressive symptoms or other psychiatric morbidity
is necessary.

188 Curr Sex Health Rep (2018) 10:186–195



Fertility

Fertility preservation, if desired, is an important discussion for
both trans men and trans women. As masculinizing and fem-
inizing hormone therapy affects fertility, these conversations
ideally should take place prior to the initiation of hormone
therapy, but are nevertheless mandatory before any permanent
surgical intervention.

For transgender women, sperm cryopreservation, surgi-
cal sperm extraction, and testicular tissue preservation are
possible [31]. Studies have suggested that these patients
feel that fertility preservation should be discussed prior to
surgery [32], and brief cessation of hormone therapy can
influence fertility options. Transgender men may undergo
oocyte, embryo, or ovarian tissue cryopreservation.
Similarly, cessation of testosterone therapy prior to sur-
gery may allow for egg recovery. While these treatments
are possible, patients should be made aware of the poten-
tially costly and difficulty processes they entail and re-
ferred to the appropriate providers as needed [33].

Cancer Screening

Patients should undergo appropriate cancer surveillance
based on age and organs present. The preoperative con-
sultation should also aim to elucidate any personal or
family risk factors for cancer by taking an appropriate
history and conducting a thorough physical exam. The
need for postoperative cancer screening should be
discussed with patients preoperatively, including clinical
chest exam after mastectomy, cervical exam every 3 years
if a cervix is present, and prostate cancer screening per
general guidelines.

Hormone Recommendations

Both feminizing and masculinizing hormones have base-
line risks associated with their use such as venous
thromboembolism with estrogen use and polycythemia
with testosterone use, as well as perioperative risks.
Appropriate timing to stop hormones preoperatively
and resume postoperatively is still debated, but must
be discussed with the patient and communicated to the
patient’s hormone provider. Estrogen hormone therapy
increases the risk of thromboembolic events and is often
stopped 4 weeks prior to surgery. Testosterone therapy,
on the other hand, may increase the risk of periopera-
tive bleeding and is typically stopped 2 weeks prior to
surgery. Patients are encouraged to see their hormone
provider 3 weeks after surgery to evaluate the need
for medication adjustment.

Procedure-Specific Considerations

Mastectomy

Individuals undergoing chest masculinization/mastectomy
should have personal and family breast cancer risk factors
and prior mammograms (if greater than 40 years old) evalu-
ated. Any history of prior breast surgery is relevant, including
prior breast reduction or breast biopsies [34]. Current or prior
binding should be noted as skin elasticity may be affected
[35]. Binding can also cause local skin irritation and
infections.

Breasts should be examined for any palpable masses, skin
changes, or nipple retraction/discharge. Breast size, volume of
glandular tissue, skin laxity, and ptosis should be documented
as well as any breast/chest asymmetry and standard sternal
notch-to-nipple and nipple-to-inframammary fold measure-
ments. The Fischer scale, along with the patient’s desires, is
a useful tool to determine the optimal mastectomy technique
(either periareolar or free nipple graft procedures) [36•].
Important discussion points with patients aside from standard
explanation of risks and benefits include the inability to breast
feed, the possibility of loss of nipple sensation, and the need
for revision surgery.

Augmentation Mammoplasty

In preoperative consultation for breast augmentation, an exam
should include chest wall symmetry assessment as well as skin
laxity, skin pinch, areola size, base width, sternal notch-to-
nipple, and nipple-to-inframammary fold measurements.
Wide internipple distance should be pointed out to patients.
Using these variables combined with patient desires, a process
of shared decision-making should be utilized to arrive at treat-
ment decisions, including incision location (peri-areolar
versus inframammary) as well as implant type, size, and po-
sitioning. Important risks that merit discussion, including im-
plant rupture, malposition, capsular contracture, rippling,
asymmetry, revision, and breast implant-associated anaplastic
large-cell lymphoma (BIA-ALCL).

Obtaining a history of prior non-medical injections is also
important. These injections may refer to a variety of different
compounds from medical grade silicone to mineral oil, petro-
leum, or other industrial substances [37, 38]. These can have
several adverse effects, including local inflammatory changes,
granulomas, atypical infections, pain, itching, skin changes,
migration of fillers, embolization, sepsis, and other systemic
complications [39, 40].

Vaginoplasty

Patients presenting for vaginoplasty should have sexual health
and urinary symptoms documented (i.e., ability to have
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erections, orgasm, libido, and preferred type of intercourse).
On physical exam, penile length, circumcision, and relative
quantity of scrotal skin and hair should be assessed. It is im-
portant to discuss the need for extragenital skin graft harvest if
penile and scrotal skin will be insufficient to line the
neovaginal canal in penile-inversion vaginoplasty. If orchiec-
tomy is planned, patients must bemade aware that they will be
irreversibly infertile after surgery in case they wish to pursue
fertility preservation prior to surgery.

Specific risks for discussion include loss of erogenous sen-
sation, inability to orgasm, pain with intercourse, neovaginal
stenosis, bowel/bladder fistulas, and urethral injury. It is also
critical to educate the patient on need for daily vaginal dilation
to prevent stenosis and collapse of the vaginal canal. Prior to
surgery, electrolysis or laser hair removal of the central scro-
tum and base of penis is advised, and the specific areas for hair
removal are diagramed for the patient.

Important considerations with vaginoplasty include the
presence of penile and scrotal hypoplasia in patients previous-
ly treated with puberty-suppressing hormones [41], which
makes penoscrotal inversion vaginoplasty challenging.
Alternatives include use of full-thickness skin grafts, pedicled
flaps, peritoneum, and sigmoid colon [42]. Non-gender-
affirming urologic treatments also have significant implica-
tions. Prior prostatectomy can affect continence after
vaginoplasty and fibrosis from radiation therapy to the blad-
der, prostate, or rectum can make the dissection difficult and
affect wound healing if an injury were to occur.

Phalloplasty

Patients seeking consultation for phalloplasty should have a
sexual history taken, similar to patients undergoing
vaginoplasty. Prior hysterectomy should also be noted.
Important discussion points that guide surgical options in-
clude desired neophallus length, donor-site morbidity, preser-
vation of the vagina, urethral lengthening, positioning of the
clitoris, and desire for scrotoplasty as well as testicular and
erectile devices.

At our institution, phalloplasty is a staged procedure
with at least 3 to 6 months in between stages. The timeline
and extensive nature of these procedures must be commu-
nicated to and understood by the patient preoperatively.
Important risks relevant to phalloplasty include high risk
of urologic complications including strictures and fistulas,
flap loss, bowel/bladder injury, loss of erectile device, and
donor-site complications. Patients should also be aware that
placement of testicular and penile prostheses may not be
covered by some insurance providers. Preoperative hair re-
moval on donor sites, such as the thigh for an anterolateral
thigh flap or forearm for a radial forearm microvascular free
flap, is recommended.

Special Situations

Adolescent Patients

As opposed to gender dysphoria children, dysphoria in ado-
lescents tends to persist into adulthood [43]. Interventions for
adolescents with gender dysphoria can be divided into three
categories: (1) fully reversible interventions (GnRH ana-
logues, progestins, oral contraceptives), (2) partially reversible
interventions (masculinizing or feminizing hormone therapy),
and (3) irreversible interventions (surgical procedures) [44].
Per WPATH guidelines, genital surgery should not be per-
formed until patients reach the legal age of maturity (18 years
old in the USA), though this guideline is debated. Chest sur-
gery in transmasculine patients may be considered earlier. For
breast augmentation in transwomen, the FDA regulates the
minimum age for silicone implant placement to 22 years or
older [45].

Postoperative Considerations

Outcomes Reporting

Proper assessment of postoperative results after gender-
confirming surgery is crucial to improving techniques, opti-
mizing outcomes and advancing overall care of transgender
patients (Table 2). Recently, focus has appropriately shifted to
quantifying patient-reported outcomes as measures of opera-
tive success [46]. These parameters are particularly important
in procedures that aim to align one’s physical self with their
gender identity. Patient-reported outcomes can be divided into
functional status, satisfaction with surgical results, psychoso-
cial parameters, sexual well-being, and different quality of life
measures. A recent systematic review found a lack of validat-
ed patient-reported outcomes measures for gender-affirming
surgery [47••]. As more gender-affirming surgery is per-
formed, application of validated measures will be needed to
appropriately evaluate treatment efficacy.

Cancer Screening

Both transgender women and men are at risk for developing
breast cancer [48, 49], though they have been found to be less
adherent to mammography screening guidelines than
cisgender patients [50], possibly due to discrimination and
fear of the healthcare system. Cisgender is a term for people
whose gender identity matches the sex that they were assigned
at birth. Transgender men who have not had bilateral mastec-
tomy should undergo standard screening for breast cancer,
with guidelines for age to start screening and timing are based
on studies on cis-gender women [51]. Screening mammogra-
phy is recommended starting at 50 years of age with
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subsequent mammograms every 2 years for transgender wom-
en. Duration of feminizing hormone therapy should also be
considered, with screening mammography suggested 5 to
10 years after commencement of therapy. Transgender men
should be aware that chest masculinization is not a formal
mastectomy and that they will need to examine chest for any
concerning changes that should be reported to medical

providers. Screening imaging modalities may be unreliable
in transgender men that have undergone mastectomy, and
there is little reliable evidence on the risks associated with
residual breast tissue. In all patients, individual risk factors
should be assessed and appropriate screening discussed
preemptively.

Prostate cancer is rare in the transgender female population
after orchiectomy and estrogen therapy, though has been
found to behave aggressively in diagnosed cases [52, 53]. In
addition, the reported incidence of prostate cancer may be low
due to the lack of rigorous screening. Current recommenda-
tions for prostate cancer screen for transgender women are to
follow those for cisgender men. While evidence for screening
with prostate-specific antigen (PSA) or digital rectal exam
(DRE) has been determined to be inadequate by the National
Institute of Health [54], studies advocate for prostate monitor-
ing with DRE or transvaginal exams at the age of 50 given the
potentially aggressive behavior of prostate cancer in this pop-
ulation [52]. Reducing upper cutoff levels for normal PSA to
1.0 ng/ml may be considered in patients with low serum tes-
tosterone [55]. In patients who have undergone vaginoplasty
with the prostate anterior to the vaginal wall, a neovaginal
exam may be more successful to examine the prostate [56].

Cervical cancer screening guidelines for transgender men
follow recommendations for cisgender women. Transgender
men have been found to undergo screening less frequently
than cisgender women [57]. Low screening rates are likely
due to multiple factors, including worsening of gender dys-
phoria and physical discomfort with examination secondary to
atrophic vaginal lining in patients that have not undergone
vaginectomy. There are several important considerations in
easing the process of cervical cancer screening for
transmasculine patients both before, during and after office
visits. Strategies for improving patient experiences include
use of gender-neutral terms, affirming office environments,
decreasing physical discomfort during examination, and
following-up to ensure comfort with testing [58]. Non-
vaginal sourced specimens for HPV-testing, such as urine test-
ing, may be useful for patients who have undergone
vaginoplasty or those with significant physical discomfort
with pap smears. Applying measures to improve patient expe-
rience as well as appropriate communication of the impor-
tance of preventative health prior to gender-affirming inter-
ventions may help increase rates of compliance.

Procedure-Specific Considerations

Mastectomy

Patients who have undergone mastectomy should be moni-
tored for hematomas postoperatively in the acute setting, with
rates being around 5 to 10% [36•]. Secondary revisions are
most commonly performed for contour deformities and dog

Table 2 Postoperative considerations in gender-affirming surgery

Outcome reporting

Quality-of-life and patient satisfaction

Validated outcomes measures

Cancer screening

Breast cancer

Screening in transgender men and women

Every 2 years starting at age 50 and after 5–10 years of feminizing
hormones (MtF)

Prostate cancer

Screening guidelines per recommendations for cis men

Consider reducing upper limit normal PSA values and digital
neovaginal exam (post-vaginoplasty)

Cervical cancer

Screening guidelines per recommendations for cis women

Improvement of patient experience before, during and after
office-visit strategies

Early discussion on importance of preventative health maintenance

Mental health

Monitoring for postoperative depression, anxiety, and other mental
health disorders

Ongoing mental health support

Mastectomy

Secondary revisions

Breast growth with pregnancy

Augmentation mammoplasty

Long-term complications (capsular contracture, rupture)

BIA-ALCL

Vaginoplasty

Neo-vaginal exam

Sexual function

Dilation

Urinary symptoms

Phalloplasty

Sexual function

Urethral complications

Precautions with genitourinary procedures and urinary catheter
insertion

PSA, prostate-specific antigen; MtF, male-to-female; BIA-ALCL, breast
implant-associated anaplastic large cell lymphoma
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ears and should be delayed until postoperative swelling has
completely resolved. Residual breast tissue after top surgery
has implications not only for cancer screening but hormonal
changes in this tissue. An effort should be made to remove as
much breast tissue as possible. Patients who subsequently
become pregnant can experience breast growth and pain,
which may lead to recurrent dysmorphia [59].

Augmentation Mammoplasty

In patients that have undergone implant-based breast aug-
mentation, standard postoperative monitoring of breast
implants and their long-term sequelae, such as capsular
contracture, should be employed. In addition, BIA-
ALCL, a rare implant-associated T-cell lymphoma has
been reported in transgender patients [60]. BIA-ALCL
usually presents with a delayed-onset seroma, or less
commonly breast mass, in patients with textured implants.
Suspicious cases require aspiration of periprosthetic fluid
and/or biopsy of masses for cytology, histology, flow cy-
tometry, and CD30+ immunohistochemistry [61].
Treatment of confirmed cases includes implant removal
and complete capsulectomy.

Vaginoplasty

Routine examination of the neovagina should be performed
after vaginoplasty. Patients are seen weekly in the immediate
postoperative period, after which frequency can be decreased.
Assessment of the neovagina involves examination of the
vaginal canal to assess graft take, granulation tissue, hair, or
stenosis. Neovaginal stenosis or loss of depth can be due to
either the inherent constrictive forces of the pelvic diaphragm
surrounding the neovaginal canal or inadequate dilation post-
operatively. The only current solution to maintain the opening
in the pelvic diaphragm is lifelong dilation. Dilation protocols
must be discussed with the patient preoperatively and adher-
ence to these regimes evaluated postoperatively. Since
neovaginal stenosis is inevitable in patients who are noncom-
pliant with dilation, continued assessment of this aspect of
postoperative care is critical.

It is also important to evaluate sexual function after
vaginoplasty. Patients are initially instructed to refrain from
any penetrative intercourse for the first 3 months postopera-
tively. Adequacy of neovaginal depth should be assessed, as
well as pain or discomfort with intercourse and ability to
achieve orgasm. Providers should also monitor for other post-
operative issues, such as lower urinary tract infections and
urinary incontinence, particularly in transgender women with
prior prostate surgery. Patients who have undergone
vaginoplasty should be cautioned regarding undergoing pros-
tate surgery, since the external urinary sphincter may be af-
fected by the vaginoplasty dissection. If stress incontinence

develops after prostate surgery, treatment of incontinence
may be more difficult to the shortened urethra after
vaginoplasty.

Phalloplasty

Assessment of sexual function in phalloplasty patients during
postoperative follow-up includes engagement in penetrative
sexual intercourse, neophallus function, pain/discomfort, and
ability to achieve organism. Providers must maintain a high
index of suspicion for urethral complications in patients that
have undergone urethral lengthening. Complications, such as
urinary strictures and fistulas, are not infrequent and should be
diagnosed and treated early to avoid significant morbidity. In
addition, precautions must be taken during other genitourinary
procedures. Incisions around flap pedicles should be avoided
and care must be taken with urinary catheter placement in
patients with urethral lengthening to avoid injury to the
neourethra. Appropriate documentation and communication
are critical to prevent avoidable complications when patients
are treated by providers who may be unfamiliar with gender-
affirming genital reconstruction.

Conclusions

Gender-confirmation surgery offers a unique opportunity to
treat gender dysphoria and improve quality of life among
transgender patients. Proper treatment, however, extends far
beyond surgery and necessitates comprehensive pre- and post-
operative longitudinal care in a safe and affirming environ-
ment. Perioperative transgender healthcare requires a multi-
disciplinary approach to address many of the particular needs
of this patient population. Important preoperative consider-
ations include compliance withWPATH guidelines, establish-
ment of social support, patient education and counseling,
shared-decision making, and training of all healthcare staff
to sensitively care for transgender patients at an institutional
level. Postoperatively, specific cancer screening must be
maintained as well as ongoing monitoring and support of
mental health. Eventually, validated outcomes measures will
be critical in evaluating the efficacy of these interventions and
improving the overall care of transgender patients.
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