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Psychiatry has a long history of collusion with social 
systems that have pathologised, persecuted or even 
killed lesbian, gay, bisexual, transgender and inter-

sex (LGBTI) individuals.1–4 Times have changed, and our 
profession now acknowledges and strives to address the 
marginalisation and psychological adversity that LGBTI 
individuals face. Recently, attention has focussed espe-
cially on the transgender (trans) community. The last 
three decades have seen a profound cultural and clini-
cal shift in western cultures in relation to trans, which 
eschews any notions that may be considered pathologis-
ing, with the hope that this will improve the lives of 
trans people and protect their human rights.5 Trans is 
presently understood by authorities in the field as a vari-
ant of human gender development,6,7 or an expression 
of an intrinsic and legitimate gender identity.8 Others 
argue that gender identity is a complex psychosocial 
construction inextricably responsive to social and devel-
opmental contexts, and are cautious about the reifica-
tion of gender as an innate and immutable quality of 
the individual.9,10

As a consequence of this shift, Gender Identity Disorder 
was removed from the Diagnostic and Statistical Manual 
of Mental Disorders (DSM) and replaced with Gender 
Dysphoria. The distress caused by the mismatch between 
one’s natal gender and one’s felt gender is seen as the 
clinical issue, not the gender identity itself. Clinically, 
individuals are supported to embrace their chosen gen-
der, rather than seen as mentally ill, a clinical approach 
termed ‘gender-affirmative care’.7 They are offered medi-
cal and surgical gender-affirming treatments, if needed, 
to help them live out their gendered identification. Most 
gender-reassignment follow-up research reports good 

outcomes,11–17 including decreased gender dyspho-
ria,11,13,14,17, decreased depression and anxiety,13,14 and 
improved overall functioning and quality of life.12–17

How critically do we evaluate this data? In our efforts to 
de-pathologise and support those who identify as trans, 
have we assumed that transitioning is uniformly liberat-
ing for those that seek it? Mental health assessments for 
medical and surgical treatments primarily involve exclud-
ing or treating coexisting psychopathology (see Box 1 and 
2) rather than examining the motivations underlying the 
desire to change gender. While the data seems to indicate 
that gender-reassignment is helpful to the vast majority, 
is there a small group for whom it may not be helpful, or 
even be harmful? And even if we carefully screen for and 
treat coexisting psychopathology, how able are we to 
determine for whom gender-reassignment will be helpful 
and for whom it will be detrimental? Is psychiatry repeat-
ing its problematic history by uncritically authorising a 
physical treatment that may have the potential to do 
harm?18 Do we consider this enough, and what are the 
consequences if we fail to do so?

The potential for harm

Josh is a 25-year-old man who transitioned from female 
to male at the age of 18.19 Psychiatric evaluation found 
him to be suitable for medical and surgical transition 
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(testosterone therapy, mastectomy, hysterectomy and 
oophorectomy). In stark contrast to the positive outcome 
research, transitioning was unfortunately not liberating 
for Josh. He became severely depressed and suicidal for a 
prolonged period postoperatively. He consulted me 
3 years post-transition, completely unable to function, 
socially isolated, with paralysing anxiety that meant that 
he was unable to work or leave the house. What emerged 
was that Josh had transitioned in the hope that it would 
address his complex interpersonal and social difficulties, 
which were related to traumatic childhood experiences 
and family dysfunction. He believed he would become a 
new person who would no longer feel inhibited, anxious 
and tormented by self-hatred. None of these changes 
occurred. In the process of psychotherapy, Josh came to 
question the entire premise of his transition and no 
longer believes he is a man. Working with Josh has been 
sobering. It has involved dealing with the consequences 
of his medical and surgical gender-affirming treatment 
and the resulting losses, whilst also trying to address the 
issues that continue to inhibit and constrain him.

Is Josh a rare exception, one of the apparently very small 
proportion of 2.2–3.8% who regret gender-reassign-
ment?20,21 Or does Josh represent an under-recognised 
but significant group of individuals who do not do well 
post-gender-reassignment, or may even be harmed, and 
who may subsequently come to reverse their decision 
(known as “detransitioning”)? The  available data is not 
sufficient to definitively clarify this issue, despite the 

overwhelmingly positive results published in the most 
referred-to outcome studies. Do we really know how 
many people struggle with the consequences of their 
transition, and, of greater concern, do we know how 
many people suicide post-transition or indeed whether 
transitioning reduces the risk of suicide, as it is com-
monly assumed to do? And how able are clinicians, who 
assess trans individuals prior to medical/surgical treat-
ment, to determine what the impact of transitioning 
will be, especially when these assessments are often 
completed in a single consultation? The World 
Professional Association for Transgender Health guide-
lines contain a sobering statement: ‘mental health pro-
fessionals who recommend surgery share the ethical and 
legal responsibility for that decision with the surgeon’.7

Outcome studies

The growing number of outcome studies that validate the 
effectiveness and safety of gender-reassignment are highly 
variable in terms of design, sample size, data-collection 
and evaluation methods. A large meta-analysis of 28 pub-
lished studies concluded that sex reassignment ‘likely 
improves gender dysphoria, psychological functioning 
and comorbidities, sexual function and overall quality of 
life’.11 The authors warn, however, that the evidence they 
reviewed is of very low quality, due to serious methodo-
logical limitations including lack of control groups, reli-
ance on self-report and a high risk of reporting bias.

Box 1. World Professional Association for Transgender Health Standards of Care for treatment of Gender Dysphoria7

 • Treatment should be highly individualised, with some individuals requiring hormones or surgery or both
 • Some individuals may choose not to have medical and surgical treatments. Psychotherapy, support groups, voice training, 

cosmetic changes (e.g. breast binding and electrolysis) are other treatment options
 • Any health practitioner may refer for hormonal treatment
 • Surgical treatment requires referrals from two mental health practitioners
 • Patients are not required to have had psychotherapy or counselling prior to treatment
 • Theoretically, a patient can be referred for gender-reassignment after two single contacts with mental health practitioners

Box 2. World Professional Association for Transgender Health Criteria for gender-affirming surgery7

1. Persistent, well-documented gender dysphoria
2. Capacity to make a fully informed decision and to consent to treatment
3. Age of majority in a given country
4. If significant medical or mental health concerns are present, these must be reasonably well controlled.

 • Additionally, before having a hysterectomy/oophorectomy or orchidectomy, patients must have received 12 months of 
continuous hormone therapy consistent with the patient’s desired gender

 • Before proceeding to genital reconstruction (metoidioplasty/phalloplasty or vaginoplasty), patients must have been living in 
a gender role consistent with their desired gender for 12 months continuously
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One of the largest and most robust studies, which is not 
hampered by these limitations, was published by Dhejne 
et al. from the Karolinska Institute in 2011.22 The authors 
address the limitations of existing research, pointing to 
the absence of double-blinding, small sample sizes and 
limited follow-up periods. Significantly, most studies 
have very high drop-out rates, which results in a selec-
tion bias, as individuals who regard their sex-reassign-
ment surgery (SRS) as a failure are more likely to be lost 
to follow up. They argue that these limitations preclude 
‘solid and generalisable conclusions’ and hence under-
took a long-term population-based study to obtain more 
reliable data. Their study followed-up 324 people who 
underwent SRS between 1973 and 2003. Its robustness is 
not only due to its large sample size, but also because all 
data was gathered from official registers. Information 
from Hospital Discharge, Birth, Education, and Cause of 
Death Registers, are all linked by each citizen’s national 
registration number in Sweden. Objective data can thus 
be correlated across a number of domains without rely-
ing on self-report. Further, it eliminates selection bias 
due to high lost-to-follow-up rates.

The most concerning result of this study was that post-
op trans subjects have higher rates of mortality and sui-
cide compared with age-matched, non-trans controls. 
Sex-reassigned individuals were 19 times more likely to 
have died from suicide during the study period. The 
authors acknowledged their outcomes were poorer than 
previous outcome studies but suggested this could be 
explained by their longer follow-up period (>10 years). 
They pointed out that these results were based on SRS 
performed in the 1970s and 1980s, and suggested that 
recent improvements in surgical techniques might result 
in better outcomes. They also speculated that it is possi-
ble that the suicide rate might have been even higher 
had this group not undergone SRS. An alternative expla-
nation for their findings is that a small group of patients 
may not do well post-gender-reassignment. This is also 
suggested by a Danish population-register-based study 

which found that SRS reduces psychological morbidity 
for some but increases it for others.23

Regarding suicide, Cecilia Dhejne acknowledges that it 
is not possible to determine why the rate was so high 
post-operatively.24 It may be a result of ongoing minor-
ity stress, including harassment, bullying, discrimina-
tion, and increased risk for physical and sexual assault. 
She also acknowledges that gender-affirming treatment, 
whilst ameliorating gender dysphoria, may not address 
other coexisting (or potentially unidentified) mental 
health problems that have other origins, particularly 
problems related to adverse developmental experiences. 
Most importantly in relation to suicide, none of the 
studies undertaken to date have yet established whether 
gender-reassignment actually lowers the risk of com-
pleted suicide as it is generally assumed to do.

A recent 2015 study by Ruppin and Pfäfflin is illustrative 
of the limitations of most outcome studies (see Box 3) 
that report improved psychological status and life satis-
faction post-SRS.15 Of 140 identified patients, only 101 
(72.1%) responded to the investigators’ invitation to 
participate; 28 persons did not respond “for unknown 
reasons”, the relocation addresses of 9 persons were 
unknown and 2 had died. Exactly how many of the 
27.9% non-responders had died or committed suicide is 
unknown, and this was not checked against death regis-
ters. The author argues that it is speculation (F. Pfäfflin, 
personal communication, 2017) to suggest that some of 
the 27.9% may have committed suicide. However, it is 
also pure speculation to assume that none committed 
suicide, especially considering the robust data published 
by Dhejne et al.

Conclusion

Whilst the data suggests that the vast majority of patients 
do well post gender-reassignment and that adverse out-
comes are rare, the reliability of these data is weak and 

Box 3. Representative examples of “lost to follow-up” rates in gender-reassignment outcome studies

 • Smith et al. report that sex reassignment is effective, based on a study of 162 adults who had undergone SRS.13 They were 
able to obtain follow-up data from only 126 (78%) of subjects because a significant number were “untraceable” or had 
moved abroad.

 • De Cuypere et al. report that sex reassignment surgery is an effective treatment for transsexuals.12 Of 107 patients who 
had undergone SRS between 1986 and 2001, 30 (28%) could not be contacted and 15 (14%) refused to participate.

 • Johannson et al. reported good outcomes for SRS.13 Of 60 patients who had undergone SRS, 42 (70%) agreed to participate 
in the follow up research. Of the non-participants, 1 had died of complications of SRS, 8 could not be contacted and 9 
refused to participate.

 • Salvador et al. reported that SRS has a positive effect on psychosocial functioning.16 Only 55 of the 69 patients (80%) could 
be contacted as 17 were lost to follow-up

 • Van de Grift et al. reported 94–96% of patients are satisfied with SRS and have good quality of life.17 A total of 546 
patients with Gender Dysphoria who had applied for SRS at clinics in Amsterdam, Hamburg and Ghent were contacted to 
complete an online survey. Only 201 (37%) responded and completed the survey.
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mostly ignores a large segment of potentially “missing” 
data due to patients who were lost to follow up. It is not 
known whether they also have good outcomes, or whether 
they have not been helped or indeed harmed, and most 
concerningly, it is generally not known whether they are 
alive or dead. These uncertainties need to be taken into 
account by mental health professionals charged with 
authorising gender-reassignment. Psychiatry has a dis-
turbing history with regard to the human rights of the 
LBGTI community,1–4 and also a history of enthusiastically 
embracing physical treatments and surgical procedures 
that were later shown to be problematic or harmful.18 The 
case of Josh illustrates that gender-reassignment has the 
potential to do harm and raises questions about how we 
best discharge our ethical responsibility in the treatment 
of transgender people.

De-identification and confidentiality disclaimer
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