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Transsexualism, as it was known, was first 
established as a diagnosis in the 1950s 

by Dr Harry Benjamin, a German-American 
endocrinologist. He worked with transgender 
(or trans) people, trying to identify those 
who would be suitable for sex reassignment 
surgery. The term transsexualism was 
subsequently replaced with gender identity 
disorder. However, gender dysphoria (GD) 
is now the preferred term and has been 
adopted by the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5).

Most of the population is cisgender, ie their 
gender identity is consistent with the sex 
assigned to them at birth. Here, gender 
identity is one’s internal experience of 
fitting into social categories, typically ‘man’ 
or ‘woman’. 

However, this is not the case for everyone. An 
individual experiences GD when their gender 

identity does not match their assigned birth 
sex – they may embrace aspects of both 
identities, be on a spectrum between man 
and woman, or identify as non-gender. 
These differences fall under the umbrella 
term ‘transgender’ (Table 1). It is important 
to note that being transgender is not about 
sexual orientation. Trans people, like the 
rest of the population, may be heterosexual, 
homosexual, bisexual or asexual. 
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Terminology Meaning

Gender identity One’s psychological sense of fitting into social 
categories, typically ‘man’ or ‘woman’. 

Gender dysphoria The distress experienced when an individual’s 
gender identity is not congruent with the 
phenotypic appearance and/or the gender role 
that is typically associated with that phenotype

Trans woman A woman who was assigned male at birth

Trans man A man who was assigned female at birth

Cisgender An individual whose gender identity is consistent 
with their phenotype and therefore the sex that 
they were assigned at birth

Trans or transgender An individual whose gender identity is 
inconsistent with their sex appearance at birth

Pan-gender, poly gender, gender 
queer and non-gender

Individuals who have non-binary identities  
(ie neither male nor female)

Transvestite Individuals who cross-dress intermittently but 
typically do not experience gender discomfort. 
They may cross-dress for erotic reasons

Gender diversity/gender variance 
or gender non-conformity

When trans individuals dress and/or behave in a 
way that is perceived by others as being outside 
cultural gender norms. Individuals may or may 
not experience distress and therefore seek 
treatment as a result of gender non-conformity

Table 1. Definition of gender dysphoria and associated terminology
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INCIDENCE AND PREVALENCE
It is estimated that 0.2% of British adults1 
and 0.53% of Americans identify as 
transgender.2 However, the number of 
self- and GP referrals to gender identity 
clinics is doubling every five years and 
consequently these figures are likely to be 
a gross underestimate. 

Declaring one’s gender variance leads to 
a risk of discrimination, sexual assault, 
physical abuse inside and outside of the 
home, and attempted suicide (Box 1) 
and trans people are highly vulnerable 
when they publicly embark on their social 
transition.3 In the 2010 Equality Act, 
‘gender reassignment’ was designated a 
‘protected characteristic’ and trans people 
are legally protected against discrimination 
and harassment, including withholding of 
treatment by clinicians for personally held 
religious or cultural beliefs.

NATURE OR NURTURE?
The production of testosterone and the 
peripheral conversion of testosterone into 
dihydrotestosterone between weeks 6 
and 12 of pregnancy are essential for the 
formation of male genitalia. Conversely, 
the development of the female sexual 
organs in the womb is primarily based 
upon the absence of androgens. Once the 
differentiation of these sexual organs is 
established, sexual differentiation of the 

brain takes place through the permanent 
organising effects of sex hormones on the 
developing brain.4 As the differentiation of 
sexual organs occurs well before the sexual 
differentiation of the brain, it could be that 
they take different routes.

In the 1960s and 1970s the general 
assumption was that a child is born 
as a tabula rasa – with an absence of 
preconceived ideas or predetermined 
goals – and is subsequently forced into 
the male or female direction by social 
convention.5 There is, however, no evidence 
that postnatal social environment plays a 
crucial role in gender identity (or sexual 
orientation). In fact, there is compelling 
evidence of higher levels of testosterone 
and differences in grey and white matter 
and in physiological function in the brains 
of trans women (Table 2).

SOCIAL TRANSITION AND HORMONE 
THERAPY
Addressing GD through changing name 
and appearance, and the use of hormones 
or surgery, can help trans people gain 
confidence, improve relationships, and 
bring resilience, happiness and contentment.3

In 2016, the General Medical Council (GMC) 
published guidance recommending that 
GPs play a key role in the care of trans 
people. Trans people presenting to their GP 
may require initial assessment followed by 
referral to a gender identity clinic where 
specialist evaluation by psychiatrists and 
psychologists is undertaken. 

It is not uncommon for trans people to self-
medicate with hormones sourced outside 
the healthcare system, and GPs can under 
certain circumstances prescribe ‘bridging’ 
hormone therapy to prevent harm to the 
patient. In addition, if a patient is suicidal due 
to GD, the GMC and Royal College of General 
Practitioners support the GP in starting 
hormonal therapy as a bridge treatment until 
the patient is seen in the specialist clinic.6

Individuals experiencing dysphoria may wish 
to change their social gender role – known as 
social transition (or ‘real-life experience’) – to 
be more congruent with their gender identity.
Social transition may include any of the 
following therapies: 
• Psychotherapy 
• Genital tucking, padding of hips/buttocks 
• Voice and communication therapy 

Box 1. Reported consequences of being a 
trans person 

●  6% will be raped for being transgender
●  13% will be sexually assaulted for being 

transgender
●  35% have attempted suicide at least once
●  37% will experience physical threats or 

intimidation for being transgender
●  49% endure childhood abuse in any form
●  62% have alcohol dependency or abuse issues
●  70% are more satisfied with their lives 

since transitioning
●  81% feel they have gained something as 

a result of being trans, transitioning or 
expressing their gender identity

Theory Evidence

Prenatal testosterone 
exposure

The ratio of index and ring finger length (2D:4D) 
indicates prenatal androgen exposure. Higher ratio 
(ie longer index finger) is seen in trans women and 
control females11,12

Differences in total brain 
weight and ratio of grey and 
white matter

Absolute brain volume is larger in natal men than in 
natal women, but woman have a higher proportion 
of grey matter. The brain weight of trans people is 
in between that of males and females, and trans 
women have a higher proportion of grey matter, 
similar to natal women13

Differences in sex-dimorphic 
structures 

Three sexually dimorphic brain structures (SDN-
POA, BSTc and INAH3) in natal men are larger than 
that of natal women. These areas in trans women 
are comparable in size to natal women, not men4

SDN-POA, sexually dimorphic nucleus of the preoptic area; BSTc, central nucleus of 
the human bed nucleus of the stria terminalis; INAH3, third interstitial nucleus of the 
anterior hypothalamus

Table 2. Aetiology of gender dysphoria 
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•  Changes in name and gender marker on 
identity documents

• Hormone therapy 
•  Hair removal through electrolysis, laser 

treatment or waxing
•  Surgery to change secondary sex 

characteristics.

Hormone therapy uses low-dose 
oestrogens titrated to maintain serum 
oestrogen levels at 400–600mmol/L, the 
overall aim being to encourage slow breast 
development and other female sexual 
characteristics. A gonadotrophin-releasing 
hormone analogue with bicalutamide cover 
may also be required. 

In 2012 the Scottish Transgender Alliance 
conducted a survey investigating trans 
mental health and wellbeing.3 85% were 
more satisfied with their body having 
undertaken hormone therapy. Only 2% were 
less satisfied.3

SURGICAL OPTIONS
Trans women may consider bilateral 
orchiectomy alone, labiaplasty (removal 
of testes and penis, creation of neoclitoris, 
urethral reconstruction, labia minora and 
majora) or vaginaplasty (as per labiaplasty 
but including creation of a lined vaginal 
cavity) (Figure 1).

In the 1950s and early 1960s, trans women 
tended to seek only simple castration and 
amputation of the male genitalia. Despite 
producing considerable apparent subjective 
relief and satisfaction, surgery evolved by 
the late 1960s to construct a functional 
female vagina using both one- and two-
stage techniques,7 with approximately 75% 
reporting completely satisfactory intercourse 
post-operatively.8

Even at that early stage, surgeons 
endeavoured to create a vagina lined with 
elastic and hairless skin, measuring at least 
12–14cm in depth and 3–4cm in diameter, 
with sensation along the lateral walls and in 
the adjacent perineum to provide satisfactory 
erotic stimulus during sexual intercourse. 
The reconstruction of the urethra aimed to 
provide good control of bladder emptying 
and seated voiding. While the fundamental 
aims of the surgery remain the same, 
techniques and outcomes have progressed. 

In the UK, the most commonly employed 
technique for lining the neovagina utilises 
the skin of the penile shaft. If adequate 
penile shaft skin is unavailable (usually 
in a circumcised patient), a pedicled flap 
of penoscrotal skin is created to line the 
vagina. Free skin grafts from the scrotum 
are also occasionally used. If no skin 

is suitable, a primary bowel-segment 
vaginaplasty is the remaining option – this 
author favours using an ileal segment. 
Ileal pouch vaginaplasty, however, holds 
a higher risk of inadvertently creating a 
rectovaginal fistula and patients must be 
counselled carefully before undertaking it. 
If a primary vaginaplasty using skin fails, 
bowel-segment vaginaplasty can be used 
as a salvage procedure.

The steps of the surgery include: 
• Bilateral orchidectomy
• Creation of the vaginal cavity
• Sourcing a lining for the vaginal cavity
• Penectomy
•  Creation of neoclitoris on a neurovascular 

pedicle
• Urethral reduction and reconstruction
• Labia minora and majora reconstruction.

Considerations when screening patients 
for surgery include willingness to maintain 
the neovagina using rigorous dilating and 
douching regimes to prevent future stenosis, 
reasonable expectations of cosmetic and 
functional outcomes, a demonstrable 
understanding of the complications 
associated with the surgery (Table 3), and 
being within a specified weight target. 

COSTS AND OUTCOMES 
The overall cost of treating GD (including 
but not restricted to surgery) is estimated 
at £2–£5 million annually, which represents 
approximately 0.002–0.005% of the NHS 
budget,9 compared to, for example, £4.2 
billion annual direct costs to the NHS of 
dealing with obesity.10

With refinements in surgical technique, the 
surgery is functionally and cosmetically 
successful, with a survey of patients who 
have undergone surgery indicating that 
90% were more satisfied with their lives 
following surgery (Figure 2).3 Of the 3.7% 
who were less satisfied with their lives 
following genital surgery, poor surgical 
outcome was only one of the reasons cited, 
others being treatment delays and funding 
refusals on the NHS.3

Figure 1. Pre-operative and immediate post-operative male-to-female genital reconstructive 
surgery 



GENDER IDENTITY 

10

www.trendsinmenshealth.com TRENDS IN UROLOGY & MEN’S HEALTH     JANUARY/FEBRUARY 2018

CONCLUSION
There is increased awareness of GD 
through the media, patient groups and 
the medical profession, and it is expected 
that primary and secondary care clinicians 
are likely to treat a trans person at some 
point in their career. Inequitable access 
to healthcare and discrimination are 
recognised consequences of declaring 
gender variance. A rudimentary 
understanding of GD is important for 
clinicians to ensure management is equal 
to that of a cisgender person. 

Declaration of interests: none declared.
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General Specific

Labiaplasty and 
vaginaplasty

Scar Labial haematoma

Wound infection Urethral stenosis

Bleeding requiring blood 
transfusion

Rectal injury

Wound dehiscence Rectovaginal fistula

Deep vein thrombosis Loss of clitoral sensation

Chronic pain Clitoral necrosis

Labial asymmetry

Vaginaplasty As above Loss of vaginal depth

Bowel segment 
vaginaplasty (in 
addition to above)

Bladder/bowel injury Excess mucus production 
from vagina

Ileus/bowel obstruction Rectovaginal or small bowel 
fistula

Adhesions/bowel dysfunction Anastomotic stricture within 
neovagina

Table 3. Complications of male-to-female genital reconstruction

Figure 2. Results of male-to-female genital 
reconstructive surgery after two (top) and three 
(bottom) months. Most patients are much more 
satisfied with their lives following surgery


