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Learning Outcomes

• Understand the importance of transgender related issues 
and cultural competency

• Understand spectrum of transgender care 

• Apply appropriate terminology and preferred pronouns 
and learn how to create a gender-affirming practice

Throughout this talk, the term Transgender is used as umbrella 
term to describe anyone whose identity or behavior falls outside 
of stereotypical gender norms; it refers to an individual whose 
gender identity does not match their sex assigned at birth. 



Me

Today I will talk about issues related to the transgender
community and transgender health.

I acknowledge that I am a cisgender person with cisgender
privilege, and even though I work with transgender patients, I do
not assume that I am an expert or truly understand what it is like
to be trans or gender non-conforming.

Pronouns: He, Him, His



Disclaimers

The views and information I present 
does not reflect that of my 

employers (Colorado Permanente 
Medical Group, Kalispell Regional 
Medical Center, Teladoc Health)

I have no financial or academic 
conflicts



Why Now??
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Who Are Transgender and Gender Nonconforming 
People?

Transgender and gender nonconforming people have a gender identity 

that is not fully aligned with the sex they were assigned at birth…

…have existed in many 
cultures throughout time…

…come from every 

background:

gender identity/expression, 

race/ethnicity, sexual 

orientation, socioeconomic 

status, age, and religion... 

…and vary in their desire and 

access to seeking gender-

affirming medical services 

(i.e., medically transition).



58 Gender Options







Biological Sex/Sex Assigned at Birth: includes 
physical attributes such as external genitalia, sex 
chromosomes, gonads, sex hormones, and 
internal reproductive structures. At birth, it is 
used to assign sex, that is, to identify individuals 
as male or female

Gender Identity:  A persons concept of self as 
male or female or both or neither—how 
individuals perceive themselves and what they 
call themselves

Gender Expression: Refers to the ways in which 
people externally communicate their gender 
identity to others through behavior, clothing, 
haircut, voice, and other forms of presentation. 

Sexual Orientation: An individuals emotional or 
physical attraction to another person of the 
same or opposite gender



Terminology
• Gender Binary: A social system that requires that everyone be raised as a 

boy or girl dependent on what sex you are assigned at birth.

– Gender Non-Binary: Don’t identify as male or female

– Gender Fluidity: Gender fluidity conveys a wider, more flexible range 
of gender expression, with interests and behaviors that may even 
change from day to day.

• Intersex:  Individuals born with chromosomal and/or physiological 
variances or ambiguous genitalia.

• Gender Normative/Cisgender: People whose sex assignment at birth 
corresponds to their gender identity and expression



Terminology

• Gender Role: The set of roles, activities, expectations and 
behaviors assigned to females and males by society.

• Gender Non-Conforming:  A person who acts or dresses in a 
manner that differs from the way society expects them to; 
these individuals may or may not self-identify as transgender
– Gender Nonconformity = Variations from norms in gender-related 

behavior 

– Gender Dysphoria= Distress about discordant gender identity 

– Most people with GN do not have GD 

– Although many people with GD have GN, not all do



menwomen

man woman

masculine feminine

male femaleSEX ASSIGNED AT BIRTH
Organic markers: hormones, 
genitalia, secondary sex 
characteristics, genes…

GENDER ROLES
Social expression: Dress, 
posture, actions…

GENDER IDENTITY
Self conception: “I am…”

SEXUAL ORIENTATION
Attracted to…

Traditional Gender Model

Note: Model adapted from Samuel Lurie



SEX
Organic markers: hormones, 
genitalia, secondary sex 
characteristics, genes…

Male (Intersex) Female

Masculine         (Androgynous) Feminine

Unique

Women-Both-Neither-Trans-All-Other-Men

Alternative/Authentic Gender Model

Note: Model adapted from Samuel Lurie

GENDER ROLES
Social expression: Dress, 
posture, actions…

GENDER IDENTITY
Self conception: “I am…”

SEXUAL ORIENTATION
Attracted to…

Man Woman



Transgender man

Trans man

Transmasculine
A person assigned 
female at birth

Who identifies as a 
man or masculine 

And typically uses 
the pronouns 
He/him/his



Transgender woman

Trans woman

Transfeminine
A person assigned 
male at birth

Who identifies as a 
woman or feminine 

And typically uses 
the pronouns 
She/her/hers



Gender nonconforming

Genderqueer

Nonbinary

Gender Fluid

and more…
Someone who does 
not identify with 
binary gender

May use pronouns 

They/them/their

He/him/his

She/her/hers
Or other pronouns



Healthcare Disparities in Transgender 
Communities

Transgender communities experience a higher rate of negative social factors

Source: National Transgender Discrimination Survey, 2011

ostracized 
from immediate family

57%

delay getting

needed care

28%

suicide41%
attemptno access to preventative

care

33%

more likely

to acquire      41x
HIV

Only 18 states prohibit 
discrimination again transgender 
individuals (CO is one)



One Colorado



Transgender Patients in Primary Care

CPMG CME October 2017

One Colorado









LGBT Health Care Law in Colorado

•Patient Non-Discrimination:  An individual cannot be discriminated against 
by hospitals based on their sexual orientation, gender identity, or disability 
(which includes HIV status). This applies to services and interactions with 
healthcare providers (Rule 1557 of the Affordable Care Act).

–June 2020 Current administration remove protection based on gender identity

•Colorado Division of Insurance: March 2013 regulations that prohibit 
discrimination for LGBT and mandate equality in health insurance

–Colorado prohibits anti-transgender exclusions and clauses in private plans sold in 
Colorado

•LGBT individuals have the right to receive gender-affirming surgery as part 
of Medicare & Medicaid



Transitioning



Well-being after Transition

Meta‐analysis of 28 eligible studies:

• 80% of individuals with gender dysphoria reported 
significant improvement in gender dysphoria
• 78% had significant improvement in psychological symptoms
• 80% reported significant improvement in quality of life
• 72% reported significant improvement in sexual function

Murad MH, et al. (2010) Hormonal therapy and sex reassignment: a systematic review and meta‐analysis of quality of life and psychosocial 
outcomes. Clinical Endocrinology 72: 214‐231.
Natalie Nokoff, MD, Fellow in Pediatric Endocrinology. Children’s Hospital Colorado. October 26, 2016 CME Presentation



Transition

Social

Gender Affirming 
Hormone Therapy



Social & Legal Transition

Health Care Involvement/Requirements
-None

Health Care Involvement/Requirements
-Rapidly changing
-May need no documentation, may need medical provider letter



Gender Affirming Care



The World Professional Association for 
Transgender Health (WPATH) promotes 
the highest standards of health care for 
individuals through the articulation of 
Standards of Care (SOC) for the Health 
of Transsexual, Transgender, and 
Gender Nonconforming People. The 
SOC are based on the best available 
science and expert professional 
consensus.

The overall goal of the SOC is to provide 
clinical guidance for health 
professionals to assist transgender, and 
gender nonconforming people with safe 
and effective pathways to achieving 
lasting personal comfort with their 
gendered selves, in order to maximize 
their overall health, psychological well-
being, and self-fulfillment.



Gender Dysphoria

• This diagnosis is required for both hormone and 
surgical gender affirming care

• Definition:  Distress that may accompany the incongruence 
between one’s experienced or expressed gender and one’s 
assigned gender.  Strong, persistent feelings of identification 
with the opposite gender and discomfort with one's own 
assigned sex that results in significant distress or impairment.



Diagnosis Gender Dysphoria 
Adults and Adolescents

The Diagnostic and Statistical Manual of Mental Disorders (DSM-5) provides for one 
overarching diagnosis of gender dysphoria with separate specific criteria for 
children and for adolescents and adults. In adolescents and adults gender 
dysphoria diagnosis involves a difference between one’s experienced/expressed 
gender and assigned gender, and significant distress or problems functioning. It 
lasts at least six months and is shown by at least two of the following:

1. A marked incongruence between one’s experienced/expressed gender and 
primary and/or secondary sex characteristics

2. A strong desire to be rid of one’s primary and/or secondary sex characteristics
3. A strong desire for the primary and/or secondary sex characteristics of the other 

gender
4. A strong desire to be of the other gender
5. A strong desire to be treated as the other gender
6. A strong conviction that one has the typical feelings and reactions of the other 

gender



Diagnosis Gender Dysphoria Children



One Colorado

Hormone Therapy In Colorado



Adult Hormone Therapy

WPATH CRITERIA

1. Persistent, well-documented gender dysphoria

2. Capacity to make a fully informed decision and consent to treatment

3. Age over 18, or majority age of consent in that country

4. If significant medical or mental health concerns present, they must be 
reasonable well controlled



Initiation Of Hormones

• WPATH guidelines do not recommend a specific time duration 
of therapy or gender-role identity before hormones

• Informed Consent Modes vs WPATH Assessment Letter

• Primary Care vs Endocrinology
– Review risks/benefits, contraindications, informed consent



New Patients Already on Hormones

• Obtain outside records and verify patient meets guidelines for 
hormone therapy:

– If stable regimen and meets guidelines, can continue 

– If unable to verify, or buying hormones from other sources 
consider restarting hormone evaluation with behavioral 
health and endo



Initiation Of Hormones 

• Lab to obtain before starting hormones

• All patients: CBC, LFTs, HbA1c, Fasting Lipids

• Transfeminine GAFT: Prolactin, estradiol, 
testosterone with SHBG

• Transmasculine GAFT: estradiol, testosterone with 
SHBG



Transgender Patients in Primary Care

CPMG CME October 2017



Transgender Patients in Primary Care

CPMG CME October 2017





Gender Affirming Surgeries



General Surgery Requirements

• Diagnosis of Gender Dysphoria

• Over 18 years (exception for top surgery)

• Able to provide informed consent

• No uncontrolled medical/mental health concerns

• +/- 12 months of hormones

• +/- 12 months living in gender role

• 1-2 WPATH Assessments/Medical Letter

• +/- Electrolysis in preparation for surgery

WPATH



GCS In Colorado

One Colorado



Transgender Patients in Primary Care

CPMG CME October 2017

GCS Statistics

• 3250 GRS in US in 2016

• 20% increase in 2016



Gender Confirmation Surgery

• Breast Augmentation:  $7,000-8,500

• Mastectomy:  $1,200

• Bottom Surgery (vaginoplasty/phalloplasty):  $70,000 + travel

• Hysterectomy:  $3,800

• Orchiectomy:  $2,700

• Electrolysis (surgical prep):  $2,000+

• Hormone suppression (adolescent):  $20,000+/year

• Facial Hair Removal:  $2,000+

• Tracheal Shave $16,000



Appearance

Function
Complications

Decision-Making For Lower Surgery
Patient Goals for Surgery

Courtesy Scott Denny 



Patient Goals for Surgery

• What goals are important to them?

• What goals are important to their partner(s)?

• Are they able to adhere to postoperative care recommendations 
(e.g. dilation)? Do they have safe housing to recover in for 6 wks?

• What kind of sex would they like to be able to have? (e.g. width, 
depth of neovagina)

• Review reproductive goals: do they want genetically related 
children? If so, discuss sperm cryopreservation. 

Courtesy Scott Denny 



Post-Op Coping

• Can be an emotional roller-coaster!

• It can be expected to feel post-surgery let-down, 
especially during the first 1-2 months

• Encourage patients to stay connected to support 
people and therapist through this process

• Consider making notes to call patient and check in 
regularly afterwards

Courtesy Scott Denny 



Transgender Female 
Bottom Surgery



Orchiectomy 

Why do people choose orchiectomy? (Pros)
• May result in more alignment with internal sense of gender identity
• May feel more comfortable in clothes
• It’s a lower risk surgery than vaginoplasty
• Significantly reduces testosterone in the body

Other Considerations (Cons)
• May not be able to get an erection after orchiectomy

– May need assistive devices or medication to achieve erection

• Orgasm is achievable, but sensation may be “less intense”

Courtesy Scott Denny 



Orchiectomy

• Removal of testicles

• Scrotum may be 
removed if 
no interest in future 
vaginoplasty

• IF Desire Vaginoplasty 
later, need 6-12 months 
recovery

52Courtesy Scott Denny 



Isolated Penectomy
(uncommon)

o Penectomy is removal of the penis
o Urethral opening positioned in the perineum 
o Often performed with orchiectomy
o No erogenous or erectile tissue remains 

Why do people choose penectomy? 
– May result in more alignment with internal 

sense of gender identity
– May feel more comfortable in clothes
– No desire for sexual sensation or function in the 

genital area
– No desire for external genitals or vulva

Courtesy Scott Denny 



Hormones and Orchiectomy 

• After testicles are removed, the body produces less 
testosterone 
– A small amount of testosterone is still produced by the 

adrenal glands 

• Most people no longer use anti-androgens 
(spironolactone) after testicles are removed because 
there is no need for a testosterone blocker

• Many people decrease estrogen dosage by half after 
surgery and some people decide to stay on pre-
surgery doses

Courtesy Scott Denny 



Transfeminine Bottom Surgery Options

Goals

• Gender affirmation

• Appearance

• Vaginal depth

• Increased sexual comfort

• Sensation / ability to orgasm

• Urinary function

Options

Vaginoplasty- Creation of 
neovagina

Vulvoplasty “Zero Depth” 
Vaginoplasty

Courtesy Scott Denny 



What Surgery Can’t Achieve

– Neovagina is not self-lubricating 

– No menstruation or period after surgery

– Not possible to get pregnant or birth children

– Will need to dilate for life to keep vagina open

– There will be some scarring that may be visible

Courtesy Scott Denny 



Vaginoplasty Options

• Sigmoid colpoplasty

▪ Bowel segment – neovagina

▪ Colonic mucosa or peritoneum are used to line neovagina
▪ Higher risk surgery – complications

• Penile inversion

▪ Penis shaft – walls of neovagina

▪ Fewer complications

▪ Both use scrotal skin and possibly other skin grafts

Pre-Surgery Requirements

Hair removal before surgery 

Pre-Surgery Classes, Social Work Involvement, FLMA

Courtesy Scott Denny 



Penile Inversion Vaginoplasty

• Takes 3-5 hours

• Orchiectomy (if not already done)

• Penectomy

• Vaginoplasty

• Vulvoplasty (Clitoroplasty, Labiaplasty)

Courtesy Scott Denny 



Step 1: Removal of the Testicles

Set aside scrotal skin
for vaginal canal

Courtesy Scott Denny 



Step 2: Separation of Penile Skin from 
Penis

Prostate Bladder

Rectum

Courtesy Scott Denny 



Step 3: Isolation of Glans 
and Nerves/Vessels

Urethra

Courtesy Scott Denny 



Step 4: Shortening of the Urethra

Urethra

Courtesy Scott Denny 



Step 5: Placement of the Clitoris

Courtesy Scott Denny 



Step 6: Creation of Vaginal Canal

Space created

for vaginal canal

Courtesy Scott Denny 



Step 7: Inversion of Penis Skin Tube

Courtesy Scott Denny 



Step 8: Placement of Vaginal Stent

Vagina with

stent

inside

Courtesy Scott Denny 



Post Operative Course/Instructions
(variation between surgeons)

• POD #0-3+: Bedrest.

• POD #3-7: Drain removed, packing remains. D/C 
home, Foley and wound care instructions, return 
precautions

• POD #7: Post-op visit #1, packing and Foley out 
start dilation (if not done before discharge)

• 6 weeks post-op: Continue dilation. Post-op visit 
#2

• 3 months post-op: Visit with PCP

Courtesy Scott Denny, Dr Kvach DH 



Activity Instructions after Surgery

• 1-2 weeks: No lifting >10lbs
• 4-6 weeks: Return to work
• 6 weeks: Do more vigorous physical activity, 

e.g. running
• 3 months: Have sex, get in a hot 

tub/go swimming, go cycling
• 9 months – 1 year: Final results with 

healing

https://marcibowers.com/mtf/your-surgery/post-op-care/



Post-Op Dilation 

• Recline in bed at 15 degree angle 
to avoid rectal injury, use water-
based lube. 

• 1st goal: depth (avg 6 in), 2nd goal: 
width

• Increase dilator width every 2 
weeks

• 1 wk - 3 months: Three 
times daily for 15 min

• 3-9 months: Twice daily 
for 15 minutes

• >9 months: Once daily
• After first year can 

consider 2-3 times 
weekly (or less if 
regular receptive 
vaginal intercourse). 

https://marcibowers.com/mtf/your-surgery/post-op-care/



Postoperative Complication Rates for Penile Inversion 
Vaginoplasty 

Complication Incidence (%)

Rectal injury 0.4-4.5%

Urethral injury 1.1-3.6%

Infection 4- 16.8%

Bleeding (hematoma) / Transfusion 3.4-10.7% / 4.8%

Fistula 0.6-3.9%

Meatal stenosis 1.1-39.8%

Neovaginal stenosis 1.2-12%

Prolapse 0.3-3.8%

Buncamper ME, et al. 2016.

Courtest Dr Kvach DH



Perioperative Hormone 
Management for Vaginoplasty

• Almost no data on holding hormones pre- and 
postoperatively. Some centers have protocols for 
holding or reducing dosages before and after. 



Post-Vaginoplasty 
Care Considerations

• Neovagina is made of skin and will not have the same 
lubrication/flora as that of a natal female. 

– Lube necessary during sex and dilation.

– Can treat with Metrogel x 3-5d if malodorous discharge similar 
to BV. Cases of yeast vaginitis have also been reported. 

– Surgeons may recommend douching with dilute vinegar or 
iodine solution in the first few months, not necessary after. 

• Consider speculum exam every 1-2 years given squamous 
epithelium. Two case reports exist of SCC of neovagina (Joint et al 
2018). 

• Can still contract STIs. 

• Prostate exam can be performed through anterior vaginal wall. 

Source: Dr Kvach, Denver Health



Issues for postoperative follow up visit 
with primary care 

• Hormone Management

• Check on dilation routine and that the patient is 
advancing dilator size, adherent to regimen

• Evaluate any ongoing pain, impaired wound healing, 
urination issues. Consider involvement of pelvic PT if 
needed. 

• Assess readiness for resumption of more vigorous 
activity, e.g. swimming, biking, sex

Source: Dr Kvach, Denver Health



Vulvoplasty

“No Depth” or “Zero Depth” 
Vaginoplasty 



Vulvoplasty

Surgical Construction of external genitals only

o No vaginal canal 

o Clitoris 

o Shortening and Repositioning urethra 

o Option for future labiaplasty 

o No possibility for penetration

** Note: Very difficult to convert to full depth vaginoplasty 
later **

Courtesy Scott Denny 



Vulvoplasty

Why do people choose this surgery? 

– May result in more alignment with internal sense of gender 
identity

– May feel more comfortable in clothes

– It’s a lower risk surgery than vaginoplasty

– No need for dilation regimen so aftercare is less involved and 
recovery is faster

– No desire for penetration 

– No need for electrolysis

– Prior prostate/rectal surgery or radiation

Courtesy Scott Denny 



Associated Transfeminine  

Gender Affirming Surgeries

• Breast Augmentation

• Tracheal Shave

• Facial Feminization 

• Vocal Cord Surgery



Transgender Male
Bottom Surgery



Bottom Surgeries Options

Creation of a phallus from 

existing clitoral tissue 

through a procedure called 

glans (clitoral) release

Creation of a phallus using 

tissue from a donor site - the 

forearm or upper thigh

Metoidioplasty
(“meta”)

Phalloplasty
(“phallo”)

Courtesy Scott Denny 



Metoidioplasty

Testosterone Alone:

▪ Glans (clitoral) growth is a 
possible effect of testosterone 
use

▪ Maximum growth achieved within 
1-2 years on testosterone

▪ Maximum growth usually 1-3 
centimeters, but varies

Goal of Metoidioplasty 

▪ Create a phallus (4-5 cm)

▪ Maintain sexual sensation

Courtesy Scott Denny 



Metoidioplasty

Technique

▪ The suspensory ligament that holds the clitoris in place under the 

pubic bone and surrounding tissue is cut away, allowing the clitoris 
to be freed up and brought forward

Courtesy Scott Denny 



Urethral Lengthening 

▪ Lengthening and routing of the urethra

through the phallus

▪ Allows for urination while standing

Courtesy Scott Denny 



Phalloplasty

• Construction of a phallus that is closer in size to an average erect 

phallus

• Can include scrotoplasty with testicular implants, vaginectomy, and 

hysterectomy

• Erectile capacity is possible via penile implants

Basic Procedure

• Placement of clitoris (buried inside phallus or exposed between phallus 

and scrotum)

• One sensory nerve from clitoris is maintained and one is connected to 

sensory nerve from flap for sensation to the phallus

• Urethral reconstruction and hook up with goal to urinate through 

phallus (optional)

Courtesy Scott Denny 



Phalloplasty Surgical Stages

Stage 1
• Mobilization of graft (arm/leg flap)
• Creation of phallus
• Placement of urethra into phallus
• Attachment of vessels and nerves
• Skin graft to donor site
• +/- Hysterectomy (program dependent)

Stage 2 (3-5 months later)
• Vaginectomy (if desired)
• Uretheral lengthening
• Scrotoplasty
• Glansplasty

Stage 3 (6-9 months later)
• Testicular implants

Stage 4 (9-12 months later)
• Penile implants

However:
• Additional Surgeries needed 

if complications
• May take 1-3 years for completion

Courtesy Scott Denny 



Phalloplasty

Surgery requires a flap and skin graft

Flap

• Vascularized tissue from arm or thigh to form the
phallus (aka: donor site)
• Veins and nerves are connected under a microscope

Courtesy Scott Denny 



Phalloplasty - Radial Forearm Flap

Considerations:

• Thinnest skin with lowest fat content

• Large amount of blood vessels and
sensory nerve

• Donor site scar is more visible

• PT for strengthening arm

• May be more difficult to recover because

arm will also need to heal

• May have higher likelihood of atrophy over time 
because flap has less fat

Courtesy Scott Denny 



Phalloplasty - Anterolateral Thigh 

Flap
Considerations:

• More fat content in donor area may 

minimize future atrophy

• May result in phallus that is very large in 

girth

• Option depends on size of thigh

• PT for resuming normal gait and weight 

bearing

Courtesy Scott Denny 



Phalloplasty & Urethra

1. No Urethral Construction/Lengthening

– Standing to urinate not possible; Urinate through 

opening under scrotum

– Less risk for complications associated with urethral 

reconstruction

2. Single/Double Tube Urethral Lengthening

– typically performed when patients are considering use 

of the thigh as donor site and have a thicker thigh

– Allows urination out of tip of phallus

– Multiple Surgeries to complete

Courtesy Scott Denny 



Sensation After Phalloplasty

Two kinds of sensation: protective (tactile) and erogenous (sexual)

▪ Sensation depends on:
▪ Success of surgical nerve hookups

▪ Regeneration of nerves between pelvis, clitoris, and donor flap

▪ Sensation can be partial

▪ Nerves regenerate at 1mm a day

▪ Numbness may inhibit ability to experience pain and pressure - pay attention to where 

phallus is to prevent harm or injury

▪ Orgasm after surgery is possible; individual outcomes vary

▪ Some people report erogenous (sexual) sensation along the length of phallus, some not

Courtesy Scott Denny 



Phalloplasty Complications

Post-operative complications

• Bleeding

• Infection

• Impaired healing

• Fistula

• Flap necrosis

• Stenosis - urethral meatus 

Courtesy Scott Denny 



Associated Transmasculine 

Gender Affirming Surgeries

• Hysterectomy

• Oophorectomy

• Vaginectomy

• Scrotoplasty

• Implants

Courtesy Scott Denny 



Associated Surgeries

Hysterectomy and Oophorectomy 

• Hysterectomy = removal of the uterus

• Oophorectomy = removal of the ovaries

• If vaginectomy must have hysterectomy

• Future fertility requires egg preservation

• If oophorectomy - hormones for long-term

Courtesy Scott Denny 



Associated Surgeries

Vaginectomy

• A procedure that removes all or part of

the vagina

• Required and/or highly recommended

with any surgery that includes urethral 

lengthening (meta or phallo)

Courtesy Scott Denny 



Associated Surgeries

Scrotoplasty

• Creation of a scrotum using tissue from

the labia majora

• Tissue expanders - stretch out

scrotal skin

• Saline filled sacs placed under skin

with pumps to gradually increase size

• After scrotal skin stretched –

testicular implants placed

Courtesy Scott Denny 



Penile Implant

Semi Rigid Rod

• Longest lasting implant

• Baseline volume

• Permanent semi-
erection may be difficult 
to conceal

Inflatable Implant

• More easily concealed

• Phallus may feel soft or 
flaccid

• Not as rigid as with rod

• Parts will need replacing 
over time - additional 
surgeries

Courtesy Scott Denny 



Complications - Implants

• Scrotal/Penile extrusion
▪ Implant pushes out of scrotal sac

• Implant malposition
▪ Penile implant position - causes pain

▪ Testicular implants may ride to high in scrotal sac

• Insufficient firmness / insufficient softness

• Degradation
▪ Device may require replacement after 5-10yrs

Courtesy Scott Denny 



Top Surgery
(Masculinizing Mastectomy)



Reason for Top Surgery

❖Improve gender dysphoria

❖Eliminate the need for binding

Dr Sharabi, CPMG



SURGICAL GOALS

❖Obtain as flat of a chest as possible

❖Decrease areolar diameter

❖Decrease size & projection of nipple

❖Preserve nipple-areolar sensation, when 
possible

❖Minimize visible scarring

Dr Sharabi, CPMG



Top Surgery and Testosterone

✓Not a WPATH Requirement for adults

✓For Age < 18, WPATH suggests 1 year of testosterone prior to 
top surgery (widely debated)

✓If they are taking/have started, generally surgeons recommend 
at least 6 months of Testosterone therapy prior to surgery

• Testosterone changes the composition of the breast tissue 
and makes surgery results more predictable

Dr Sharabi, CPMG



Surgery & Post-Op

Surgery Day
○ Surgery is 3-4 hours (more with anesthesia time)
○ Home about 1-2 hours after they wake up

Post-Op

❖ ACE bandage at all times
❖ Nipple dressings (usually) are sewn on
❖ 1 drain each side x 1-2 weeks
❖ POD#7: Return to clinic for nipple dressing removal and 

drain removal (usually)
❖ POD#8-20: Dressing changes to both nipples, continue 

to wrap with ACE

Dr Sharabi, CPMG



Recovery

•Off Work/School:

–At least 2 weeks completely off work or school

–6-8 weeks off if manual labor is involved 

•Activity Restrictions:

–No lifting > 5 lbs for 2 wks

–No lifting > 10 lbs for 4 wks

–OK to start light cardio and non-chest exercises (power walking, light 
jogging, squats) after 4 wks

–OK to return to full activity (push-ups, pull-ups, yoga, pilates, weight 
lifting) after 8 wks

•No definite travel plans within 3 wks

Dr Sharabi, CPMG



Top Surgery Approaches



Transgender Patients in Primary Care

CPMG CME October 2017

Hamann-Field Primary Care Guide



Transgender Patients in Primary Care

CPMG CME October 2017

Hamann-Field Primary Care Guide



Electronic Medical Record

• SOGI Form– documents preferred pronoun, gender identity, 
sexual orientation, surgical procedures and organ inventory 
for ongoing prevention needs

• Preferred name in the header – assists staff and providers to 
identify patient and avoid uncomfortable situations.  Also 
enhances the member experience and decreases anxiety for 
the patient that can occur when called by their legal name

• Preferred pronoun and name: display in the header



Gender Friendly Header



CPMG Transgender Medicine 

Pueblo Oct 2018

SOGI: BEFORE



SOGI: AFTER



Denver Services (Adults)



Pediatric Care



CPMG Transgender Medicine 

Transgender Youth
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Making Patients Comfortable

“I call it soft discrimination. It starts when I walk 
into the clinic. I feel uncomfortable. They don’t 

use my preferred pronouns. ”

Making members comfortable, from 
Door In, to Door Out.



Inclusive Greetings

An effective way to reduce errors is to greet all members 
in a gender-neutral way. We can avoid making 
assumptions that can lead to harmful mistakes.

INSTEAD OF: TRY THIS INSTEAD:

Sir, miss, ma’am Use the person’s name

Ladies and gentleman! Hello everyone!

Dear Mr. Smith, Dear Jesse Smith,

Hey ladies! Hey guys! Hey you all, hey y’all, hey 
everyone!

How may I help you, miss? How may I help you today?



Respecting Self-Determination: Names

• Always use the name the member asks us to use for 
them regardless of what’s on their record

– This includes talking about the patient to other providers

– Documentation (progress notes, staff messages)

• If you’re not sure, it’s okay to ask: 

– “How would you like to be called?”

• Develop workflows and provide warm handoffs to 
staff about discrepancies in legal and chosen name



Respecting Self-Determination: Pronouns

• Always use pronouns the member asks us to 
use for them regardless of what they look 
like to you or what their name is

• If you’re not sure, it’s okay to ask: 

– “What pronouns do you use?”

– “What are your pronouns”

She/her/hers He/him/his     They/them/their     Something else



Preferred Pronouns



Recovering From Misgendering

• Apologize and correct 
yourself promptly.

• Refrain from giving reasons 
for excuses for the mistake.

• Move forward by using the 
correct name and pronouns.

• Do not over-apologize and 
put your patient in the 
place of having to comfort 
you.



Things to Avoid

• It is not appropriate to ask about medical history if you are not a part of 
their medical team 

• When/how long have they been transgender?

• What surgery have you had? What is that like?

• Who is the baby’s father/sperm donor? Do you use the same one for all 
your children?  Did you adopt or use surrogate programs?

• I like that woman on Orange is the New Black

Things to do:

• Just be yourself and treat your transgender patients  like all other patients



Using Appropriate Terms

These are general recommendations, but always follow the transgender 
member’s lead and mirror back the language they use.

Sex change
Sex change operation

Transition-related medical care

Gender-affirming surgery

Transgenders
Transgendered

Transgender people
Transgender patients, communities

INAPPROPRIATE / OUTDATED RESPECTFUL TERMS

Female-to-male / FTM
Male-to-female / MTF

Transgender man / Transmasculine
Transgender woman / Transfeminine

“Born” male
“Born” female

Assigned male at birth
Assigned female at birth

“Normal” or “real” man
“Normal” or “real” woman

Cisgender man
Cisgender woman



Clinic Steps to being Trans Friendly

1. Respect Chosen Pronouns

2. If you are unsure about a person’s gender identity or how 
they want to be addressed, ask them

3. Keep the focus on care rather than indulging in questions of 
curiosity 

4. It is inappropriate to ask trans patients about their genitals if 
it is unrelated to their care

5. Become knowledgeable about transgender health care issue

6. Ensure whole office is culturally sensitive



Resources

• WPATH: http://www.wpath.org

• UCSF: http://transhealth.ucsf.edu

• Fenway: http://fenwayhealth.org

• Transline: http://project-health.org/transline
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Questions


