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About this publication 
 
This publication provides information about the various options for genital 
surgery for trans women. The aim of such surgery is to improve the lives of 
trans women, both psychologically and physically, by achieving a closer 
match between their genital appearance, their sexual function, and their self 
identification as women. It is a guide to what can be achieved through 
surgery. 
 
This information will also help sexual partners of trans women, by giving them 
an understanding of the range of possible outcomes, and the impact that 
these may have on their shared lives.  
 
The information is not aimed at surgeons themselves, although it may be 
helpful to those medical staff who are providing other aspects of care for trans 
women. 
 
The text also provides information and advice about sexual behaviours, and 
sexually transmitted diseases and how to avoid them. 
 
This publication is written by a team which includes doctors and trans people. 
All the team members have specialist knowledge and experience in the 
transgender field. The team preparing the text, and the group involved in the 
consultation process, included trans women. 
  
 
 
Miss Celia Macleod MA, MB, BChir, DA, FRCOG 
Dr Richard Curtis, BSc, MB, BS, DipBA 
Dr Joyce Martin, MB, ChB, DObst RCOG 
Professor Zoe-Jane Playdon, BA (Hons), PGCE, MA, MEd, PhD, DBA, 
FRSA 
Professor Kevan Wylie, MB, MMedSc, MD, FRCP, FRCPsych, DSM 
Terry Reed, BA (Hons), MCSP, SRP, GradDipPhys 
Bernard Reed, MA, MBA 
 
We would like to acknowledge the help of Mr Phil Thomas in reviewing this 
booklet. 
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Celia Mcleod – gynaecologist 
woman of transsexual history 
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Genital surgery for trans women 
 
1   Making the decision 
 
Genital surgery is frequently regarded as a necessary step and an end-point 
to the journey from living as a man to living as a woman.  
 
However, this surgery is irreversible and you should give yourself enough time 
to be sure that this is what you want. Although some level of reversal surgery 
is possible, you can never have your functioning male genital anatomy fully 
restored once it has been removed. Bear in mind that this surgery will not 
make a change to your everyday dressed appearance. In your public life, 
people will not behave differently towards you because you have undertaken 
this step. Successful social transition can be made without recourse to genital 
surgery, and there is no requirement to have any of the available surgical 
options in order to obtain full legal recognition by way of a Gender Recognition 
Certificate. So, genital surgery should not be regarded as inevitable. 
 
However, for many, “it is a logical and necessary part of the process of 
becoming a whole person. Sometimes, however, it becomes not only 
desirable, but an urgent and constant pre-occupation”.1   

 “I was so excited about the thought of my surgery and when I came 
round from my op I felt a great sense of relief and joy in spite of the 
discomfort. But nobody else noticed; neighbours and work colleagues still 
treated me exactly the same. I thought they would know that I was a 
complete woman now but, of course, I was still tall, and my voice was still 
a bit of a give-away; I still caught people staring at me on the street. But I 
don’t regret the surgery for a second” (anon) 
 

 
Although living one’s life as a woman with a penis is certainly possible, it does 
raise issues such as use of changing facilities, toilets and taking the kids 
swimming. These are all potentially public matters which can make for 
difficulties for those who have not had surgery to refashion the external 
genitalia. Clearly, and for some, more importantly, there is also an impact on 
intimate sexual relationships: what effect will surgery have on erotic 
possibilities; does this mark the end of your present relationship; will you be 
seeking new relationships; should you reveal your trans history to a new 
partner, if so, how and when?  
 
You may be in an existing relationship – perhaps a marriage – with a woman. 
So the transition from a physically heterosexual relationship to an apparently 

 
1 GIRES (2008) NHS Guidance for GPs, other clinicians and health professionals on the care of gender 
variant people. Department of Health, p 49.  
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lesbian one may cause great difficulties for you and your partner; it may even 
lead to a breakdown in the relationship. This can occur between even the 
most loving couples. Another potential difficulty is that some trans women who 
have fully transitioned and had genital surgery become sexually attracted to, 
and seek relationships with, men. And, of course, some trans women have 
always been sexually attracted to men. 
 
So, as a background to your decisions about surgery, you may also be trying 
to negotiate the emotional destabilisation of your family, the grief and probably 
anger of your partner and the possible anguish of any children you may have. 
This is an emotional minefield, in which genital surgery is but a small part. But 
it is not all bad news. Many families do weather the storm; children, especially 
younger ones, become accepting of the change; partners may be willing to 
enter into discussions about how your intimate lives may continue, or how you 
can remain friends in a loving but platonic relationship. Couples may find 
strength from the other aspects of their relationship upon which they can build 
a lasting future. You may consider some counselling, separately and/or 
together, to help you deal with the inevitable stress.  
 
Talking to other couples who have successfully navigated the transition 
pathway can be helpful. However, you should not feel pressured by others to 
undertake genital surgery. You should not attempt to meet the expectations of 
doctors or other trans friends, nor should you feel as though you are 
disappointing others and that you are somehow failing to match up to 
whatever a ‘true’ transsexual person might be.  
 
You need to be sure that you are taking this step because it is right for you. 
The crucial question is, is this surgery essential for you to be a whole, 
integrated person? 
 
 
2  Outcomes: satisfaction versus regret 
 
Historically, results of gender confirmation treatment have only been 
measured in terms of post-surgical outcomes. A review by Pfäfflin and Junge, 
published in 1998, of more than 80 qualitatively different case studies over 30 
years demonstrated that the treatment is effective.2 A study, undertaken in the 
1990s, showed that among those who had undergone this surgery, only a 
very small minority – 3.8% – expressed regrets. This was often associated 
with the loss of support from their families although a few were disappointed 
with their surgical results.3 The benefits of this surgery were echoed in the 
more recent Smith et al. study (2005) which found that no patient was actually 

 
2  Pfäfflin, F and Junge, A (1998) Sex Reassignment. 30 years International follow-up studies 

after sex reassignment surgery: 1961-1991. 
3 Landén, M, Wålinder, J, Hambert, G, Lundström, B (1999) Factors predictive of regret in sex 

reassignment. Acta Psychiatrica Scandinavica 97(4):284–289. 
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dissatisfied, 91.6% were satisfied with their overall appearance and the 
remaining 8.4% were neutral. A recent UK survey showed that 98% of those 
who had undergone genital surgery were satisfied with the outcome.4  Good 
outcomes for trans women were also reported in the Weyers et al., survey 
2009.5 
 
Post-operative regrets may not be specifically linked to surgery, but can also 
be because of continuing employment difficulties and/or poor social lives 
leading to isolation and loneliness. However, where surgical results fall below 
expectations, this factor plays a part in undermining overall satisfaction. The 
possible risks and disadvantages of various approaches to surgery are 
discussed later in the text. 
 

 

3 Choosing the surgeon  
 
In the UK, there are several specialist surgeons who perform gender 
confirmation surgery. Some trans women prefer to travel abroad for this 
surgery. In theory, this can be funded by the NHS, but in practice, it is hard to 
persuade Primary Care Trusts and Specialised Commissioning Groups to 
cover surgery overseas. This is partly because, if you need further surgical 
adjustments, the NHS will not always be willing to provide this back-up 
surgery in the UK, although emergency treatment would be provided in the 
event of, for instance, sudden excessive bleeding. It is clearly one of the 
disadvantages of surgery overseas that the surgeon – or surgeons, it is often 
more than one –  who performed the original procedure will not be 
immediately on hand to correct any complications that may arise. 

 
 
 
 
 

This consultation is a two-way process. Surgeons should 
satisfy themselves, on the basis of their own interview with 
you, that this surgery is suitable in your case. 

Make sure that you have learned as much as possible about the various 
approaches to surgery, and that you have the opportunity to ask your lead 
surgeon anything you are not sure about.  
 
Ideally, your meeting with the surgeon should occur some time before the 
actual surgery, i.e. not on the day or the day before. You will be required to 
undergo an intimate examination. This is necessary, as it is extremely 
important that the surgeon does not find some unexpected difficulties that 
affect what can be done.  

 
 
4 Schonfield, S, (2008) Audit, Information and Analysis Unit: Audit of patient satisfaction with 

transgender services (2008). Project co-ordinator Mrs Carrie Gardner. 
5 Weyers, S, Elaut, E, De Sutter, P, Gerris, J, T’Sjoen, G, Heylens, G, De Cuypere, 

Verstraelen, H. (2009) Long term assessment of the physical, mental and sexual health 
among transsexual women. Journal of Sexual Medicine 6:752 –760.  
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Seeing the surgeon well before surgery also gives you time to consider 
alternatives, and to think about the opinion of the surgeon regarding likely 
outcomes in light of the examination undertaken and your personal health 
history.  Each surgical team has its own technique as this particular field has 
no ‘standard’ operation. The differences may be significant, especially in 
regard to the preservation of sexual sensation and overall aesthetic result 
(that is, how it looks). The surgeon should explain the operative technique 
used; the likely beneficial result in terms of appearance and function (including 
sexual function and erogenous sensation). Surgeons should be able to show 
you example pictures of their work and/or refer you to previous patients for a 
‘reference’. If such discussion is not forthcoming you may wish to seek an 
alternative surgeon. 
 

 Sarah and Janet 
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4 How do I qualify for genital surgery? 
 
In order to qualify for this surgery in the UK you will usually need to be 18 
years old, although that is not a rule that is followed everywhere in the world, 
and there may be exceptions that will depend on the personal circumstances 
of the individual. Irreversible genital surgeries are seldom undertaken until you 
have lived continuously as a woman for at least 12 months. Both these criteria 
are in accordance with the Harry Benjamin Standards of Care (HBIGDA)6 and 
the draft Good practice guidelines for the assessment and treatment of gender 
dysphoria.7 However, the length of time you are required to live in the new 
role is arbitrary. Some studies indicate that compliance with minimum 
eligibility requirements for genital surgery specified by the HBIGDA Standards 
of Care is not associated with better outcomes (Lawrence, 2001; 2003) 8,9 
Some individuals may be deemed ready for surgery in a shorter time; others 
may not feel ready for two or three years. You should not rush this step 
because if you do become part of the tiny minority of people who regret 
surgery, your original anatomy can never be fully restored.  
 
Two opinions supporting your clinical need for genital surgery are usually 
required before a surgeon will undertake it. The usual practice in the UK, at 
the time of writing (2009), is that one of these is from a gender specialist who 
is a psychiatrist or chartered psychologist and who is familiar with your gender 
treatment.  At least one opinion must be from a medical doctor.  
 

 
6 Harry Benjamin International Gender Dysphoria Association’s The standards of care for 

gender identity disorder – sixth version (2001) Symposion, Düsseldorf (recently renamed 
World Professional Association of Transgender health – WPATH). 

7 draft Good practice guidelines for the assessment and treatment of gender dysphoria 
(2006). 

8 Lawrence, AA. (2001). Sex Reassignment Surgery Without a One-Year Real Life 
Experience: Still No Regrets. Paper presented at the XVII Harry Benjamin International 
Gender Dysphoria Association’ Symposium, Galveston, Texas. 

9  Lawrence, AA. (2003) Factors Associated with Satisfaction of Regret Following Male to 
Female Sex Reassignment Surgery. Archives of Sexual Behavior 32,299-315. 
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5 Informed consent: understanding the risks of surgery 
 
Your surgeon must make you aware of any possible complications and 
surgical risks (see also section 13). Complications may arise, no matter how 
competent the surgeon. Even straightforward surgeries may require follow-up 
corrections.  You should also be made aware of the length of time which you 
will need to convalesce (section 8), any specific post-operative care (section 
14). You should also be advised about how and when you might ‘test drive’ 
the new equipment, although this may change if you have complications. You 
should also understand the impact of surgery on reproductive options (see 
section 6). 
 
The risks are: 

 
 significant bleeding; 
 
 damage to the bowel and/or bladder and/or urethra; 

 
 pulmonary embolus; 

 
 deep vein thrombosis (DVT) 

 
 wound breakdown;  

 
 urethral stenosis; 

 
 vaginal prolapse 

 
 anaesthetic problems;  

 
 infection 
 
 chronic post operative pain. 

 
 

You will be asked to sign a consent form before undergoing surgery. You 
should be aware of all the matters raised above so that your consent is given 
with a good understanding of the impact of this surgery on your health and on 
your life. If possible you should see a copy of this form a few weeks before the 
operation so that, if it raises any queries in your mind, you have time to ask 
the surgeon further questions.  
 
 
6 Reproductive options 
 
You will need to consult a fertility expert for advice and treatment if you wish 
to be able to father children in the future. If you have already fathered 
children, you may not wish to have any more, but if you are not sure ab
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nd 

needle). 

permatozoa) can be banked and used later to inseminate a female 
artner (if the quality is good) or the sperm may be used for in vitro fertilisation 

 

usually performed on young people under 18 
ears of age, so the issue is unlikely to arise in young people. 11,12  Further 

this, and you have not banked any sperm in the past, this will be your last 
opportunity to do so. If you have been taking hormones for along time (a 
number of years – but it will vary from individual to individual) it may alrea
be impossible for your sperm production (spermatogenesis) to restart.  In any
case, you would have to be off all hormone treatments for a considerable 
period of time to enable your testes to function again. Obviously, once you
come off hormones, the emergence of male characteristics such as facial a
body hair and male pattern baldness will resume. You may find this prospect 
too traumatic to contemplate. One further option that does not require you to 
come off hormones, is to harvest sperm by aspiration (drawing off with a 

 
Sperm (s
p
(IVF). Fertilisation can also be achieved by injecting a sperm cell directly into
the egg cell (ovum) with a fine needle 10 (intracytoplasmic sperm injection or 
abbreviated – ICSI).  
 
In the UK, genital surgery is not 
y

                                                           
10 UZ Gent - Afdeling Reproductieve Geneeskunde (2007) N.b. There is small increase of 

genetic abnormalities in children who are born after ICSI. This is not to do with the 
fertilization treatment, but is usually associated with abnormalities of the sex chromosomes. 
If your infertility has a genetic background, you will need to discuss this with a specialist 
doctor. Information available at www.humanreproduction.be/brochure.php?id=2  
 N.b. The issue of losing the ability to have children is a particularly sensitive one in relation 
to adolescents. Trans girls who are considering undergoing hormone-blocking treatment 
(gonadotrophin releasing hormone analogue – GnRHa) during puberty, before se

11

condary 
sex characteristics become apparent, should be given advice about reproductive options 
before starting treatment. Treatment with GnRHa is not available in the UK at the time of 
writing, but can be accessed in the US. See the NHS booklet Medical care for gender 
variant children and young people: answering families’ questions. Available at: 
www.gires.org.uk/dohpublications.php  

 As long as spermatogenesis is already underway, it is possible to collect and freeze sp
However, young trans girls may be reluctant to masturbate so the collection of s
not be possible Theoretically, it may be 

12 erm. 
perm may 

yler 

possible to do a testicular biopsy in adolescents, but 
prolonged hormone-blocking treatment may suppress spermatogenesis to a severe 
degree. This has not yet been attempted. A testicular biopsy is not a minor intervention; it is 
highly unpleasant over a period of a full week and has possible risks of hemorrhage. De 
Sutter, P (2007) Reproduction and fertility issues for trans people. In R Ettner, S Monstrey, E E
(eds.) Principles of Transgender Medicine and Surgery , pp209–221. Haworth Press, New York.  

http://www.humanreproduction.be/brochure.php?id=2
http://www.gires.org.uk/dohpublications.php
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advice and information about fertility centres offering licensed treatment in the 
UK can be found at the website of the Human Fertilisation and Embryology 
Authority (HFEA) www.hfea.gov.uk 
 
 
7 Pre-operative precautions 
 
To run the least risk of complications during and after surgery, you should be 
as healthy as possible beforehand: smoking puts you at the most risk; 
being overweight also heightens risk; alcohol should only be taken in 
moderate amounts. The fitter you are, the better your results are likely to be, 
so fresh air and exercise should be part of your regime. Most surgeons insist 
that you stop taking oestrogen for a minimum of four weeks before your 
operation as this reduces the likelihood of deep vein thrombosis.  
 
However, you may be prescribed a hormone blocker (gonadotrophin releasing 
hormone analogue – GnRHa) so that you do not experience a resurgence of 
facial hair growth. If you are already taking this, you may continue to do so. 
GnRHa will be discontinued after surgery. Your surgeon will advise you when 
you can restart oestrogen provided there are no complications, and you are 
reasonably active. 
 
If you have a sexually transmitted disease, this should be treated before you 
undergo genital surgery. If you are HIV positive, this does not prevent you 
from having this surgery (see sections 18 and 19 for sexually transmitted 
diseases). 
 
Pre-operative bowel preparation will be necessary. You will be prescribed a 
strong laxative to clear the bowel, and you will be given instructions about 
what you may eat, and when you should stop eating before surgery. 
 

 

8 Timing 
 

You should think ahead about how to manage family and work commitments 
during and after your surgery. You may not have much control over the timing 
of your surgery, but as far as possible, you should arrange with your employer 
the time you will need to be off work and the likely period of convalescence. 
The ‘recovery’ time given below is just a ‘ball-park’ indication; individuals react 
very differently to major surgery and you may need longer than this. This will 
be especially the case if your job involves heavy manual work. You may need 
to discuss this with your employer and negotiate some agreement about doing 
lighter work for a period of time when you first return. You may also need to 
take time out on a daily basis for dilating (see section 14), so this too must be 
taken into account.  If possible, you should have some help and support at 
home – both physical and emotional – for a while.   

http://www.hfea.gov.uk
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Operation Operation time   Hospital stay       Recovery 

complete genital 
reconstruction 

  
     five hours 
 

 
seven to eight days 

 
        six to 12 weeks 

 
 
Some people feel elated after surgery, but you must not be surprised if you 
have a period of depression. After working towards this moment, often for 
many years, you may experience an anti-climax. If physical discomfort 
persists, this too can undermine your sense of wellbeing. These are all factors 
that may impinge on your ability to return to work.  
 
If possible, arrange for a family member or friend to collect you by car from 
hospital and help you to settle in at home. Remember that you will not feel 
able to go shopping or stand around cooking when you first return home. If 
you do not have a partner, friend or relative who can help you, make sure that 
you stock up with ready-prepared food. 
 
 
 
9  What does surgery aim to achieve? What does it involve? 
 
 
This surgery aims to provide you with a genital appearance that is virtually 
indistinguishable from other women. Some scarring may occur, but this is 
often camouflaged by the pubic hair. It is worth bearing in mind that there is 
no uniformity of appearance in non-trans women. Crucially, surgeons are 
seeking to retain erotic (sexual) sensation so that you can have a full and 
satisfying sex life. You should have the ability to be penetrated during sex and 
to reach orgasm. It is worth remembering that not all women, whether trans or 
not, reach orgasm.  
 
The following is a list of procedures that are undertaken in gender 
confirmation surgery. The detail of surgical procedures may vary slightly 
depending on your anatomy, your preferences, and the practice of your 
surgeon. Everyone is different, so the fact that you know someone who has 
undergone a particular procedure under a particular surgeon does not 
necessarily mean that it would be suitable for you.  
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hnique); a clitoris that is made from 
e tissue at the tip of the penis (the glans); labia majora (outer lips), and the 
bia minora (inner lips) that surround the entrance to the vagina; and a 

hortened and slightly repositioned urethra to facilitate peeing in the sitting 
ediately 

isible from the outside. 

 
The surgeon will remove your male genitalia (this does not include the 
prostate gland which remains in place), and use these tissues to construct: a
vagina using skin taken from the penis and/or scrotum and sometimes the 
urethra (depending on the surgeon’s tec
th
la
s
position.  This will emerge within the labia minora so will not be imm
v
 
 
 
 
 
 
 
 
 
 
 
 

 
Labia minora 
around 
entrance to 
vagina 
 
 
Labia majora 

 
 the upper end of 

the labia minora 
en 

 
The clitoris is 
hidden just under 
the clitoral hood 
The urethra 
emerges towards 

and can be se
by retracting the 
lips 

TR 

 
 

penectom (removal of the penis) 

c (removal of the gonads testicles) 

 vaginoplasty  (creation of a vagina) 
 
 clitoroplasty   (creation of clitoris) 

 urinate through)   

y 

 orchide
 

tomy  

 
 labioplasty                  (creation of labia, the ‘lips’ of             

       the vagina) 
 
 repositioning of the urethra (the tube you
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As men n hould bear  genital 
area in non-trans women is extremely variable; and as the images below 
demons t ot expect to as anyone else. 

tio ed above, you s  in mind that the appearance of the

tra e, you should n  look exactly the same 

TR 
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Diagrammatic representation of surgery 
 
Basically, you will you go from this –  

 

 TR 

 
prostate gland 
 
clitoris 
 
urethra 
 
vagina  

bladder 
 
pubic bone 

 

TR 

bladder 
 
pubic bone 
 
prostate gland 
 
urethra 
 
corpora  
cavernosa 
 
glans  
 
testicle 
      scrotum 

 

 

  

           urethra 
  surrounded by corpus 
        spongiosum 

 

   

      cross-section of penis    
        corpora cavernosa 
arteries     veins       nerves 

 
to this –  

 

 

  

This is complex surgery, and secondary surgery to make corrections and 
adjustments are very common so you should not feel that this necessarily the 
fault of your surgeon. 
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 (testes) producing testosterone, you 

will not need to take any anti-androgens, although sometimes this is 
continued for a short period following surgery. Also, you may need 
less oestrogen than before but hormones must be taken to preserve 
bone density (see section 16) and general wellbeing; 

ou will still have a prostate gland, the chances of 
ing cancer of it are significantly reduced;  

  
 leisure pursuits which involve changing rooms or wearing a 

swimming costume become much easier; and 
 

most importantly, you may feel better about yourself. 
 
 
10 Formation of the vagina 
 
The formation of the vagina depends on the technique of y
sometimes, on the amount of tissue available. For example less skin will be 
available in a circumcised person and one who has been taking female 
hormones for some time. The donor tissue almost always includes skin from 
the penis; this can be supplemented by use of scrotal skin, a urethral flap or, 
in cases where insufficient tissue is available from these sources, a section of 
colon (bowel) may be used. A few surgeons prefer to use scrotal skin only to 
create the vagina. The tissue used may remain attached to the body at one 
end – a ‘pedicle’ flap, or it may be completely separated from 
and reconnected in its new site – a ‘free’ flap (or graft). 
 
The penis is disassembled into its various parts but most of these will remain 
attached to the body so that nerve and blood vessel connections are 
preserved. However, the erectile tissue is removed from the shaft of the penis 
and either side of its base. If too much of this tissue remains, it may swell 
during sexual activity and close the opening of the vagina and prevent 
penetra
 
A wide, deep pocket is created in the area behind the root of the penis, 
projecti
and the
space. Some surgeons prefer to connect the upper end of the vagina to one of 
the ligaments that run from the spine outwards to the rim of the pelvis; this 
prevents the vagina from prolapsing downwards. 
 
 
 
 

The benefits are: 

 as you no longer have gonads

 
although y 
develop

 social and

 

 
 

our rgeon a d,su n  

its original site 

tion.  

ng up into the pelvic cavity between the urethra and bladder in front, 
 bowel behind. The newly-formed vagina will be inserted into this 
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Creating the vagina using penile tissue alone 

W e t
create t
pedicle 
blood a
the pen men; two holes 
will be made in the front of this flap, to allow the clitoris to emerge through the 
sk n
skin of t rface of the penis 
becomes the inside surface of the vagina and the base of the tube will lie 
be een
 
 is recommended that you have pre-operative electrolysis to the area around 

the as equent 
ms with hair adjacent to the clitoris. This may require several sessions 

 
her he amount of penile skin is adequate, it may be used on its own to 

he vagina. It may be used as a free flap, but it is more likely to be a 
flap. As it is not completely separated from the body, it retains its own 
nd nerve supply. Where the pedicle flap is used, the upper aspect of 
ile skin remains attached to the lowest part of the abdo

in, a d the urethra to have an opening (meatus) through which to pee. The 
he penis is turned inside-out so that the outside su

tw  the urethral and bowel openings.  

It
 b e and lower part of the shaft of the penis to avoid subs

proble
over a few months. 
 
Advantages:  
 
 Although hair removal from the shaft and base of the penis is still 

necessary, the skin becomes gradually hairless towards the end of the 
penis, so there is less likelihood of hair re-growing inside the vagina. 

  
 The skin is reasonably elastic and, as long as dilatation is done regularly 

(see section 15) shrinkage of the vaginal length should not occur; 
 
 As the flap is a pedicle, not a free flap, some of the existing  blood and 

nerve supply continues so there is much less likelihood of any tissue dying 
(necrosis) and sensation is preserved in the tissue that forms the new 

ce of 
hormone therapy, you may have insufficient penile tissue to 

create a vagina of adequate width and depth; 

d 

vagina.  
 
Disadvantages: 
 
 If you have a small penis, or your penis has shrunk under the influen

oestrogen 

 
 Scar tissue forms where the free part of the flap is attached to the new 

entrance created for the vagina. This may shrink and become tightene
over time, and impede penetration of the vagina (see section 15 for 
dilating).  
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reating the vagina using penile and scrotal tissue: 

 to 

ne 
osed and therefore cause 

iscomfort. This can be overcome by creating a clitoral ‘hood’, using tissue 

 

 

 
 
 

 
C

 
To overcome the shrinkage of scar tissue at the entrance to the vagina, and
provide extra tissue where penile tissue is insufficient, a combination of penile 
and scrotal tissue may be used. In the UK, this is probably the most 
commonly performed way of creating the vagina. A section of scrotal tissue, 
continuous with the underside of the penile skin, is used to supplement the 
tissue available for creating the vagina. The scrotal tissue may be a pedicle 
flap, so that both the front flap of penile skin (as above) and the back flap of 
scrotal skin retain nerve and blood supply. In both this technique and the o
described above, the clitoris may be too exp
d
from the foreskin (see Formation of the clitoris, section 9) 
 
 
 
 
 
 
 
 

 
 
 

 
 

 
 
 

TR 
 

The underside of the scrotum 
may be used, as a pedicle-flap, 
to form the lower back aspect of 

g on 
ical 

re 

 area of 

inaccessible. 

the vagina. The position of the 
incision will vary dependin
the technique of your surg
team. Two possibilities a
shown in this image. In addition 
to removing hair around the 
base of the penis, this
the scrotum also must have all 
hair removed prior to surgery, 
otherwise it will regrow within 
the vagina where it is 
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dvantages: 

 This provides extra length and width to the vagina; 

age 

n 
 it 

genital area.  

The clitoris may be rather exposed and prone
for clitoral hood) .  

The entrance to the vagina can appear rather
scrotal flap is used. 

reating the vagina using penile and urethral tiss

he urethral tube may be split down its length an
edicle flap. It retains its nerve and blood supply
art of the wall of the vagina, and is joined along
his technique may include using the lower part 
ee below) 

dvantages  

The urethral tissue remains sensate and moist.  
 
Disadvantages 
 
The procedure is more complicated and takes longer. More complicated 
procedures have greater potential to develop post-operative complications, 
but these are rare with an experienced team.  
 
Creating the vagina using scrotal tissue only: 
 
The technique of using only scrotal tissue for lining the vagina is the preferred 
technique of the lead surgeons in Thailand, but is not performed this way in 
the UK. In making the hole for the vaginal entrance, a small circle of skin is 

A
 

 
 It can be used to provide a ‘break’ in the entrance to the vagina, so that a 

continuous ring of scar tissue is not present and, therefore, shrink
around the entrance to the vagina does not occur. 

 
Disadvantages: 
 
 Scrotal skin is hair-bearing, so careful removal of the hair around the base 

of the penis and underneath the scrotum should be undertaken before the 
operation, otherwise it will continue to grow inside the vagina and this ca
cause ongoing difficulties. Because of its final position inside the vagina,
is impossible to shave and depilatory products are not made for use in the 

 
 to discomfort (see section 9 

 wide, side-to-side if a wide 

ue 

d opened out into a flat 
. It may be inserted to form 
 its sides to the penile flap. 
of the glans to form a cervix 

 

 
 

 
 
C
 
T
p
p
T
(s
 
A
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 is still attached along one side, making a pedicle flap. The 
crotal tissue is separated from the body (a free flap) and has all the hair 

s, thus removing all 
e hair follicles. Then this tissue is shaped and stretched over a mould. It is 

edge to the pedicle flap which is folded up into the vagina creating a natural 
ent

 
 

one therapy or in the case of a micropenis;  

lips) surrounding the entrance to the vagina. 

Dis

scar tissue may contract and depth of vagina may diminish; and 

the entrance to the vagina is susceptible to some shrinking and closure. 

testinal transplant 

n intestinal transplant (using the colon, that is, bowel tissue) is seldom the 
er, if insufficient tissue is 

vailable from the options mentioned above or earlier surgery has not 
oviding a vagina of adequate length and breadth, then bowel 

ssue may be used to augment available tissue. 

quate length; 

at of a natural vagina; and 

released; this
s
removed by scraping away the entire hair-bearing layer
th
inserted into the space created for the vagina and re-attached at its lower 

rance.13   
 
Advantages: 
 
 compared with other methods that use some scrotal tissue, this technique 

ensures that there can be no hair inside the vagina; 

it enables a vaginal depth of six inches or more in all cases, because it is 
not dependent on the amount of penile tissue, which may be limited 
following horm

 
 it leaves the penile tissue free so that is can be utilised to construct the 

labia minora (inner 
 
 

advantages: 
 
 
 
 
 
Therefore, it is necessary to dilate more vigorously and for longer periods to 
prevent shrinkage of the vaginal cavity and the entrance to the vagina. This 
usually overcomes the tendency of this tissue to shrink. 
 
In
 

A
first choice of tissue for creating a vagina. Howev
a
succeeded in pr
ti
 
Advantages: 
 

this source of tissue will always provide ade 

 the texture and appearance are close to th

 the lining has natural lubrication. 

                                                           
13 We acknowledge the advice of the Clinic Manager, Dr Suporn’s Clinic, Thailand 
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vagina; 

is more vulnerable to sexually transmitted diseases  than other 

 elf, on the site of the 

 g of 

 shrink; and 

on 

gment. 

 

 surgeons 
a this 

. 

 

Disadvantages 

 

 major abdominal surgery is necessary with its attendant risks; 

 possible excess vaginal discharge or accumulation at the upper end of the

 the tissue 

tissues that may be use to create the vagina;  

many potential difficulties can arise in the intestine its

removal of the donor tissue;  

if used on its own (without, for example, a pedicle scrotal flap) the rin

scar tissue at the entrance to the vagina may be inclined to

 even some years after surgery, the bowel may become inflamed (diversi

colitis) which may require treatment or removal of the affected se

Prolapse 

Although prolapse of the vagina is quite unusual, it can occur. Some
tt ch the top of the vagina to one of the pelvic ligaments to prevent a

happening, or it can be done later if prolapse occurs some time after surgery

hip bone 
 
 
sacrospinous 

bony ring which forms (almos
immobile) joints with the bas
spine (sacrum). This ring is 
strengthened by fibrous ligament

ligament 
ligature 
top of vagina 

The pelvis (viewed from above) is a 
t 

e of the 

s. 
The top end of the vagina is 
sometimes attached to one of these 

agina  
pubic symphysis 

ligaments to hold it in a more-or-
less upright position (top of v
and ligature are shown 
diagrammatically). 

TR 



 
 

©  GIRES:  A GUIDE TO GENITAL SURGERY FOR TRANS WOMEN  23

1 Formation of the clitoris 

s with the formation of the vagina, there are different approaches to forming 
 and to ensuring sexual sensation, but all will use tissue from the 

ctions. The 

made smaller, usually retaining a small amount of corpus spongiosum (see 
diagram below) and is positioned superficially just in front of, and slightly 

 
pen the front wall of the vagina). 
The nerve and blood supply that he entire length of the 

 
diagram in section 9) and left entirely intact. This extra length is tucked away 

As art 

end st 
surgeons and outcome studies are not available.14 

                                                          

1

 

A
the clitoris
glans of the penis with its attached blood supply and nerve conne
glans is divided from side to side; the front/upper part is refashioned and 

below, the pubic bone; it will be accessible through an opening made in the
ile flap (where that technique is used to make 

, pre-operatively, runs t
penile shaft, is separated from the other tissues (corpora cavernosa, see

to one side and buried under the skin.  
 

shown in the diagram below, some surgeons also use the back/lower p
of the glans (which is at the end of the bundle of nerves and blood vessels 
that supply the urethra and this part of the glans) to form a cervix at the upper 

 of the vagina. However, this procedure is not performed by mo

 

  
14 Perovic,SV,  Stanojevic, DS,  Djordevic, ML. (2005) International Journal of 
Transgenderism, 8(1): 43– 64.   
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 of the glans, the urethra and their neurovascular 

 
 
 
 
 
 
 
 

 
Diagram to show the role
bundles, in the re-fashioned clitoris and vagina. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The
is d
and
Bot
of p
the
neu
to the body (ensuring blood 
and
 
The
the

 glans of the penis  
ivided into upper  
 lower halves.  
h halves are at the end 
edicled flaps, so that 

y retain their 
rovascular connection 

 nerve supply). 

 lower bundle includes 
 urethra 

The clitoris is made by remo
some of the central tissue 
the top half of the glans and 
folding the outer wings forw
and inwards, and joining 
centrally, while carefully avo
damage to the nerves and b
vessels which remain conne
to the abdomen (abdo

ving 
from 

ards 
them 
iding 
lood 
cted 

minal 
pedicle). 

Some surgeons use the 
portion of the glans that is 
still attached to the far end 
of the urethral bundle to 
create a cervix  

 This is associated with incorporating the   
urethra by splitting it along its length so 
that it opens out into a flat pedicle that is 
included in the wall of the vagina. 
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2 Formation of the labia minora and majora 

and the urethral opening. The 
ssue used to create the inner lips (labia minora) is often taken from the 

3 Post-operative complications associated with genital surgery 
 
As mentioned at section 5, all major surgery involves some risk. Post-
operative complications, which are specific to this surgery that may arise, are:  
 
 scar tissue at the entrance to the vagina shrinks, and/or the vagina itself 

losses depth and width. If this cannot be overcome by dilating, then further 
minor surgery may be necessary; 

 
 the urethral opening (meatus) may still be pointing upwards or forwards 

making it difficult to direct the stream downwards when sitting down to 
urinate. Often there is a certain amount of spraying in the early post-
operative period. Usually this self corrects after a while, or it may be 
overcome through additional minor surgical correction; 

 
 some loss of erogenous sensation can occur, although this is rare as 

surgical techniques are designed to preserve sexual feeling. However, 
there may be some delay in the return of this sensation, up to about 18 

1
 
The labia are the lips which surround the clitoris 
ti
scrotum and sometimes from the lower part of the penis as well. The flattened 
ut urethra may also be used. As mentioned above
ade from the foreskin; this will be positioned at th
inora, and will be partially covered by them.    

o , a clitoral hood may be 
e upper end of the labia m

m
  
 
 
 

The outer lips, the labia 
majora, are usually made 
from scrotal tissue, as in 
this image. Where the 
scrotal tissue has been 
used, on its own, to form 
the vagina, penile tissue 

 
 
 
 
 
  
 
 
 
 
 

is used for the labia. 

TR 

 
 
 
 
 
 
 
1
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clitoris may be uncomfortable or even painful (this is usually overcome by 

gh 
is 

4 Post-operative dilating and douching 
 

fter your surgery while you are still in hospital you will have a catheter in the 
rethra and gauze ‘packing’ in the vagina. Practices vary slightly, but you may 
e in bed for 5 days with the dilator in place, after which it is removed – this 
an sometimes be quite uncomfortable – and the routine outlined below for 
ilating and douching will commence. The cathete
om the urethra, the day fo owing the removal of 

ost–surgical care, as with any major surgery, may require the services of a 
istrict nurse. Trans women have to use dilators to
ssue does not shrink. Surgeons usually give their own instructions regarding 
ilating and douching because these may depend
urgical techniques and the tissue used to create the vagina. Those whose 
agina has been created with scrotal tissue only (as is done in Thailand) will 
ave specific and longer dilating regimes, although a method that has now 
een introduced called ‘dynamic’ dilating requires a shorter time, but is quite 
ncomfortable; you will be given very explicit instructions as to how to do this. 

, a 
y be 

u

months, or it may not be as satisfactory as expected or desired. The 

creating a clitoral hood). 
 
 A recto-vaginal fistula (a leak between the vagina and the bowel) may 

occur, although this is relatively rare. It can usually be corrected throu
minor surgery although very occasionally more major surgery 
necessary, including a colostomy. 

 
 
1

A
u
b
c
d r is likely to be removed 

the packing.  

 ensure that the vaginal 

, to an extent, on the 

fr ll
 
P
d
ti
d
s
v
h
b
u
If this, or any other dilating regimen, is found to be too uncomfortable

roduct such as Lidocaine – an ointment that numbs the tissue – map
helpful. Otherwise, the following is a suggested regimen that may be adapted 
by the individual to her own personal needs and circumstances:  
 
As mentioned above, the vagina is ‘packed’ for a few days during which time 
yo  will remain in bed. Once that pack is removed: 

 
twice-daily baths, or washing in a bidet, may be commenced;  

 
 dilating two or three times daily with a 25mm dilator for five minutes, 

followed by a 30mm dilator for 10 minutes  is recommended, and should 
be followed once a day by douching with Videne (10% solution of 
Povidone iodine, ¼ to ½ a capful diluted with tap water). 

 
 liquid Simple soap or pH 5.5 hand-wash can be used later on for douching 

and douching can be reduced to twice a week; 
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 

dilation twice a week, followed by douching, is then usually sufficient to 

 
h your surgeon is advisable. Intercourse 

will help dilation and reduce the need for it; and 
 

n t  may be reduced to once or 
twice a week and can be done while having a bath. 

al 
lty 

g, it is likely 
at you will need to use lubrication (water-based). However, many trans 

 
ormones 

(oestrogen and possibly also anti-androgens which limit testosterone), your 
st in 

sex
Ho e they 
hav
 

‘rel e orgasm within the 
context of a sexual relationship. Because you will have to dilate your vagina 
on a regular basis, you will have the opportunity to work out for yourself what 

dilation should continue, twice daily if possible, for three months and then 
once daily for a further three months;  

 
 

maintain the diameter and depth of the vagina;  
 

sexual intercourse can usually commence three months post operatively, 
although a precautionary check wit

 i he longer term, dilatation and douching

 
 

15   Will there be an impact on my sexual sensation?   
 
Since the clitoris is formed from the glans (the tip of the penis) and the origin
nerve supply is retained you should be able to reach orgasm without difficu
nce the bruising to the tissues has subsided.  o

 
As the tissue used to make the vagina is not always self-lubricatin
th
women report that their vaginal tissue does become moist during sexual 
activity. 

You may have found that through the prolonged period of taking h

libido has dropped. You may have experienced this relative lack of intere
ual activity for quite a while, and this may continue following surgery. 

wever, many trans women do wish to have sexual relationships onc
e recovered from surgery.  

This will probably be about three months after surgery. You may have to 
earn’ how to masturbate, and also how to achiev

The prostate gland is still present and 
is adjacent to the vagina so it is still 
able to make a contribution to 
erogenous sensation even with a much 
shorter vagina than shown in this 
image. If you have also had a cervix 
created using the lower/back part of the 
glans, this should heighten the 
sensation of your orgasm.  

 
prostate 
  gland 
 
clitoris 
urethra 
vagina 
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hav . Physically, of course, a sexual 
relationship with a man is now possible and should present no major problems 

l 
lubr
 

 
not
all. 

16 tes) 
 

ed instead of, complete 

 
makes them feel it is unnecessary. 
 
The purpose of having the teste ed 
pr duction of testosterone by the te erone 
ar oduced by the adren l 
go my by taking a hormone g 
hormone analogue or an antian acetate. 
Ho in a few people these m gen, 
have unwanted side-effects. If you o 
un the major surgery involve nfirmation 
surgery, for health or other reasons, ill choose. You 
may, for instance, be unable to change your gender role on a continuous 

ibility criterion for full genital 
urgery as laid down in the Harry Benjamin guidelines, and as required by 

haps 
 your partner wish to continue having penetrative sex, you may 

hoose gonadectomy. Although this procedure will make you infertile, and will 
ve 

, it is 
 

k 
n 

stimulates you, and what is uncomfortable. You can then incorporate what you
e learned into your sexual relationships

once you have healed and have had the go-ahead from the surgeon. Vagina
icants will usually be necessary. 

If you are having regular penetrative sex, you will reach a point where you will
 need to dilate as frequently, or it may no longer be necessary to dilate at 

 
 

 Orchidectomy (gonadectomy – removal of the tes

It is relatively rare for trans women to undergo orchidectomy as a separate 
roc ure, but some do choose to do this before, or even p

gender confirmation surgery that would include all the steps discussed above. 
Some trans women say that the experience of living without testes makes 
them sure that they wish to continue to the next stage; others find that it

basis and would not, therefore, meet this elig

s removed is to prevent the continu
stes. Only small amounts of testost
al glands. You can achieve chemica
 blocker, such as gonadotrophin releasin
drogen, such as cyproterone 
edications, especially the antiandro

 are in the situation of being unable t
d in having genital gender co
 this may be the path you w

o
e still pr
nadecto

wever, 

dergo 

s
most Gender Identity Clinics.   
 
If you are not sure that you want full gender confirmation surgery, or per
you and
c
lower libido and make erection less firm, it will not entirely prevent you ha
penetrative sex.  
 
If you fully intend to have full gender confirmation surgery in the future
better if it is less than three years after the orchidectomy, as the tissue from
the penis and scrotal sac, from which the vagina will be created, will shrink 
ver time. This is why you may be discouraged from having an orchidectomy. 

hrin
 tha

o
However, your hormone regime too will cause these tissues to s
somewhat, although, in the case of the scrotum, the effect will be less
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ay 

 

l 
sthetic, you will probably stay in overnight.  Some surgeons may give an 

pidural (this is an injection into the spine, to block the nerves providing 
sensation to the lower part of the body). You will be awake for the procedure 

he procedure will take about 45 minutes. If you have had an epidural, the 

weight gain, and a loss of muscle strength. 

when the testes are removed. As far as the scrotum itself is concerned, some
of this tissue loss may be prevented by having testicular prostheses in place. 
However, if you are seeking to make your genitalia less conspicuous, you m
not wish to use these. In cases where insufficient tissue is available from the 
penis and scrotum combined, addition tissue from the bowel may be used, as
described in section 10. 
 
Gonadectomy is a relatively quick and low risk operation and can be done 
under local anaesthetic as a day procedure. If you prefer to have a genera
anae
e

but will feel nothing. 
 
If you are having the procedure done under local anaesthetic, you will have 
injections – probably three – to numb the scrotal area. An incision will be 
made into the scrotal sac, the testes will be removed and the incision sutured. 
It is likely that bleeding will be overcome by using electro-cautery to seal the 
blood vessels, so you should be prepared to see smoke and smell burning. 
 
T
numbness will last for a couple of hours. 

 
 
 
Reactions to this procedure vary. You may have a feeling of serenity, but 
some people feel rather depressed. Over time, you may experience some 

Cr
tes
 

he
    
 
 te
 
 
 
 
   t

ned 
spect 

oss-section of   
tis  

ad of  
 epididymis 

sticular tissue 

Scrotal sac ope
down the front a
 
  head of  
  epididymis  
 
 
  testis 

ail of epididymis TR 
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ends on how you feel and what kind of work you do. 
mediate heavy work should not be undertaken. 

 you have had a gonadectomy and you choose not to take hormones, your 
re 

r. 

 
 
 

 
If you are not taking oestrogen, you will begin to have hot flushes. If you have 
had a general anaesthetic, you may have been told to stop taking oestrogen a 
couple of weeks prior to surgery. In that case, it is important to restart your 
hormone regime as soon as you are fully mobile. This will probably be within 
one or two days. Some trans women report being back at work within a few 
days to a week. This dep
Im
 
The risk of complications is minimal, but you could have pain and swelling that 
can be controlled with ice-packs and pain-killers; bleeding can occur but is 
rare; infection can also arise but you will probably be given antibiotics at the 
time of the surgery, as a precaution. 
 
If
bone tissue may become thinner (osteoporosis). It is wise, whether you a
having hormone therapy or not, to have DEXA bone scans as you get olde
 
 
 
 
 
 

 

                     normal bone density        bone affected by osteoporosis 
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 the same after transition as it was 
efore, this is not always the case. For example, a trans woman who, before 

 

he reverse is also possible, that is, where a trans woman who, before 

h 

OR 

ossibilities are more numerous and complex. 

 this field, the constraints of language: gay, straight, homosexual, 
eterosexual do not do justice to the diversity of experience and are, in many 
spects, irrelevant to the issue of gender identity.  

owever, as discussed in section 1, for those who remain in the same 
tionship 

ehaviours will be essential in order to meet the new challenge. There are 
likely to be emotional issues and perhaps even identity crises for partners. If 
your partner or spouse is a woman, she may find that, not only are the 
specifically sexual aspects of your private relationship unsatisfying, but also 
the public perception that she has a lesbian identity. So, just as you have 
been uncomfortable with the public misconception of your gender identity, 
your partner may now be uncomfortable with the public perception of her 
sexual identity. The mirror image of this would occur if you have been in a gay 
relationship with a man. After your transition, he may not be comfortable being 
regarded as straight. 
 
However, satisfactory sexual relationships are often about more than just 
being able to reach orgasm; a warm and loving relationship is also important. 
In that context, you may find new ways of enjoying sex together. Or, you may 
find that the caring commitment of a long-term relationship outweighs the 
issue of sex and you remain together in a platonic relationship. 
 

17 Sexual orientation and sexual practice 
 
Although sexual orientation usually remains
b
transition, has been in a heterosexual relationship with a woman may,
following transition: 
 
 remain attracted to women and be comfortable in a lesbian relationship; 

OR  
 may be more attracted to men and prefer a heterosexual relationship.  

 
T
transition, is in a gay relationship with a man may, following transition, 
 
 still be attracted to men and be comfortable in a straight relationship wit

a man;  

 may be attracted to women and want a lesbian relationship. 
 
Where trans people are in sexual relationships with other trans people, the 
p
  
In
h
re
 
H
relationship before and after transition, adaptation of sexual and rela
b
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hip with a man validates their 
entity as women. This may be a temporary, experimental period that passes, 

8 Sexual behaviours and risks after gender confirmation surgery  
 
Anatomically, if you have had successful full gender confirmation surgery, you 
w  m 
any other woman. 

to 
hich you are exposed will therefore be similar to any other woman. However, 

t  
be less prone to some genital infections.  However, infections can be passed 
between partners having close physical contact or using sex toys.  
 

he behaviours that put you at most risk are: 

; 
– not bite the pack to open it; 

th; 

– If either you or your partner is allergic to latex, use polyurethane 
(Durex, Avanti); 

Some trans women feel that a sexual relations
id
or it may remain the way in which their sexual identity continues to be 
expressed.  
 
 
1

ill have a vagina and your appearance will be virtually indistinguishable fro

 
Your sexual behaviours and, consequently, the degree of risk of STDs 
w
he tissue lining the vagina, depending where this has been taken from, may 

T
 

 
 
 
 
 
 
 
 
 
 
How can I protect myself against all STDs? 
Always use condoms for penetrative sex –  
 If you are having penetrative sex with a man, he should use a condom 

every time you have sex  whether, vaginal, anal or oral; and he should: 
 

– use known brands that are kite marked; 
– check the expiry date; 
– only use once

– not stretch the condom before putting it on; 
– use the right size for you: narrow ones called ‘TRIM’ are made by 

Pasante (pasante.com); regular size is approximately six inches long 
by four inches girth and large is eight inches long by six inches gir

 

 unprotected anal sex; 
 
 unprotected vaginal sex; 
 
 multiple sexual partners whose health status is unknown; and/or 
 
 selling sex, or being sexually involved with others who do. 
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n with anything, hands, fingers, sex toys as well as penises can 
transfer infection; 

 
se ucous 

membranes; this applies to all penetrative sex including the use of sex toys 

e – clean hands and genitals – helps to limit risk of less 
serious infections but, on its own, it will not prevent infections being 

s 

avoid oral sex if you have any cuts or sores on the mouth; and 
ay be infected. You should seek 

medical help from your GP or a Sexual Health Clinic (genito-urinary 
medicine, GUM, clinic). Many people find this embarrassing, but 

ecialist clinics are professional people who deal 
with these situations all the time and they are not judgemental. 

 
– Standard condoms are now thought to be robust enough for anal sex. 

 
 penetratio

 u  lubrication (water-based) – it helps to prevent damage to m

and vaginal or anal fisting;   
 
 ordinary hygien

passed on;  
 

 sex toys should be washed every time they are used, and this include
when they are used for more than one orifice on the same occasion; 

 
 
 get medical help quickly if you think you m

remember, the staff in sp
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19 
 

consequences and several are not curable. They can blight the lives of the 
individuals that have them, and also the lives of those around them.  

ST
ST  by 63% over the last 10 years. The total 
umber of STDs in 2006 was 621,300 of which 376,508 were new infections. 

 
 
 syphilis, 

 
 chlamydia, 

 
 
 
 

IV 
 
HIV infection is a lifelong condition; it can be treated with antiretroviral drugs, 
but not cured. There are different strains of HIV and having one strain, does 
not protect against catching another. Treatments may include a mixture of 
medications that combine to provide ‘highly active antiretroviral therapy’ 
(HAART). In the longer term health may decline progressively. The virus may 
be passed on through body fluids from the vagina or the penis, or from blood 
and it can enter the bloodstream through breaks in the skin or membranes 
lining the vagina and rectum and from shared needles. There is also a very 
small risk associated with oral sex.  
 
There are approximately 49,500 HIV positive people in the UK; it is estimated 
that up to 40% of them are unaware of their condition as it can remain 
symptomless for many years.15,16 Since people do not know that they have 
the condition they are more likely to infect others. Also, studies indicate that 
30% of those who know they are HIV positive continue to have unprotected 

                                                          

 

Sexually transmitted diseases (STDs) 

Sexually transmitted diseases are seldom trivial; all of them can have serious 

 
Ds are quite common and their prevalence is still rising. The prevalence of 
Ds generally has increased

n
They include: 

HIV, 

 gonorrhoea, 
herpes, 


 hepatitis A, B, C, 
 genital warts, 

trichomonas vaginalis 
bacterial Vaginosis 
thrush 

H

 
15 Royal College of Obstetricians and Gynaecologists (2004) Management of HIV in 

pregnancy 39:1. Available at 
www.rcog.org.uk/resources/Public/pdf/RCOG_Guideline_39_low.pdf  

16 Medical Research Council (2008) available at: 
www.mrc.ac.uk/OurResearch/Impact/Infections/HIVbehaviour/index.htm  
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ex.17 The infection rate among gay men has risen by 20% over the last five 

se 

 

cle aches and pains; 

 

 vomiting; and 

There are several tests to detect HIV antibodies and the virus itself. The 
length of time you will have to wait for results depends on the method of 
testing used by your GUM clinic. Some can detect the virus 10 days after 
exposure, but many laboratories cannot produce results until antibodies 

 three months later. If you have the virus, you will be infectious 
g this period and could pass the infection on, or catch it from a partner 
is infectious. It is especially important that a male partner wears a 

d 

 unusual types of pneumonia; 

     

s
years and is continuing to rise.  
 
Symptoms of HIV conversion illness 

Some people experience flu-like symptoms in the first couple of months; the
may include: 

 a high temperature and fever; 

 a sore throat; 

 fatigue; 

a skin rash; 

 mus

 headaches;

 and nausea

 diarrhoea 

a
d
ppear some
urin

who 
condom at this time; this will protect you both.   

If the virus is allowed to spread, your immune system will become weakened 
and you will develop AIDS (auto-immune deficiency syndrome) which will 
eventually be fatal. Your resistance to infections will be significantly lowere
making you vulnerable to other STDs and a range of infections, including: 

 infections of the mouth;  

 recurring mouth ulcers; 

 herpes or shingles infections; 

 tuberculosis (TB); 

 infections of the brain and eyes; 

 hepatitis C; 

 unusual skin problems;  

 infections of the gastrointestinal tract; and 

 most people with an advanced HIV infection will also experience 
ss.  severe body wasting and weight lo

                                                      
17  See Aidsmap at www.aidsmap.com/en/news/F4D5934E-1662-4796-A35D- 

9BB0C32D2EFA.asp 

http://www.aidsmap.com/en/news/F4D5934E-1662-4796-A35D-
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997, rising to 3,702 in 2006 – an 

t, and is commonest in those having anal intercourse. It can be 
trea d

There may be mild symptoms or none at all. The symptoms of first-stage 
syphilis may take up to three months to become evident. They include: 

 s, vulva, vagina, cervix, mouth 
  weep pus; they may last for around six weeks; and /or 

The symptoms of second stage syphilis usually appear several weeks after 
any ulc wing symptoms come and go over many 
years. They include: 

well 

The symptoms of the second stage may disappear and the infection can lie 
dormant for many years (latent syphilis) but, in time, third stage syphilis 
develops which can seriously damage major body systems and organs and 
will im

 
Gon
 
Gonorrhoea rose from 13,063 in 1996, to a peak in 2003 of 25,000 cases.  
The present figures are therefore up by 46% on the 1996 figures. It is readily 
transmitted through genital or oral sex. Gonorrhoea can be treated with 
antibiotics.

The incubation period is two weeks. 
ther hoea 
can cau

  

Syphilis 
 
There were 301 cases of syphilis in 1
increase of 1,607%.The disease is readily transmitted through genital or oral 
sexual contac

te  with antibiotics. 

one or more sores (ulcers) on the peni
or anus, that

 small lumps due to swollen glands in the groin. 

ers have gone. The follo

 a non-itchy rash of dark patches, often on the palms and soles as 
as other areas; 

 feeling generally unwell, fever, extreme tiredness and malaise,  

 headaches; 

 wart-like growths on the genitals; 

 white patches inside the mouth; 

 patchy hair loss (alopecia); and 

 more rarely, major body organs such as the liver, kidneys and brain 
begin to be affected. 

The first and second stages of syphilis are highly infectious. 

ult ately be fatal. 

orrhoea 

 

You may not experience symptoms and 
efore the infection may go untreated for some time. Untreated gonorr

se serious health problems.  
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 of infected people who have symptoms may experience the 
llowing: 

 i ta

 
Her s

 
you o  
(usually act). However, it is important to note that symptoms 
occ o  being 
exp

The s  cause a range of symptoms 
inclu ing: 

 mild fever, 

 aches and pains, 

 swo

ese blisters will then burst, leaving painful ulcers. 
owever, the ulcers will eventually dry out and heal, after about 10 -14 days, 

ot scar. These symptoms can vary from person to person. For 
u may not experience the blisters, but only have ulcers that 

e of a 
y not protect you or your partner.  

 

, the symptoms will disappear, but the 

, it will cause symptoms of itching, or tingling, sensation around 

The 50%
fo

 a strong, unpleasant smelling thick discharge from the vagina, that may 
appear green or yellow in colour; 

 pain or tenderness in the lower abdominal area, including a burning 
sensation when urinating; 

 frequent need to urinate; and 

rri tion or discharge from the anus. 

pe  simplex virus 
 
The number of cases of genital herpes has risen from 16,615 in 1996 to 21, 
698 in 2006 – an increase of 31%.  

Many people who have genital herpes do not experience any symptoms, but if
 d , the onset is usually between 2-7 days after exposure to the virus

 by sexual cont
asi nally do not appear until months, or sometimes years, after
osed to the virus. 

 fir t occurrence of genital herpes may
d

llen lymph glands (at the top of your legs), and 

 feeling generally unwell. 

These symptoms may last for up to 21 days. 

You may also have an itching or burning sensation in your genital area. 
Painful red spots may appear around your genitals that gradually turn into 
fluid-filled blisters. Th
H
and should n
xample, yoe

appear to be small cuts or cracks in your skin. 

The symptoms of genital herpes can affect any part of the genitalia and the 
surrounding area:  the buttocks, anus and top of the thighs, so the us
condom ma

Urinating may be painful and is occasionally so extreme that hospitalisation is
necessary.  

Once the initial infection has subsided
virus will still be present and can be reactivated. When this happens the 
symptoms are usually milder and last for about 3-5 days. If the virus is 
reactivated
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like

ti-viral 
dru of the episode. Herpes is incurable and recurs 

 

r 30% of all new cases of STDs. In 1996 there were 
2,668 cases. In 2006 there were 113,585 cases – a rise of 166%.  It can be 

is will 
other STDs. Those over the age of 16 who have tested positive, but 

ptomless, can buy the necessary antibiotic over the counter, 
t . This is available to partners as well. 

ause jaundice. Hepatitis can be 

 not always know that they have Hepatitis. Symptoms include: 

aches, sweats) 

your genitals, lasting for between 12- 24 hours. Early treatment reduces the 
lihood of recurrent episodes.  

If recurrences are frequent and disabling they can be treated with an
gs that shorten the length 

throughout life. 

Chlamydia 
 
Chlamydia accounts fo
4
treated successfully with antibiotics. In many people there are no symptoms 
but some may experience: 

 pain when passing urine (cystitis) and sometimes discharge;  

 mild lower abdominal pain 

If you have any of these symptoms, or you believe you may have chlamydia, 
you should go to a GUM clinic as you may have an additional sexually 
transmitted disease. You can ask to be tested for Chlamydia by your doctor or 
your local pharmacist, or you may be able to do the test at home, but th
not reveal 
who are still sym
wi hout a prescription

 

Hepatitis 

Hepatitis A, B and C affect the liver and can c
transmitted in several ways, including sexual contact (also shared needles 
and social contact).  

Hepatitis A can be transmitted through sex involving mouth to anus contact. 
Hepatitis B and C can be transmitted in body fluids so can be passed on 
through sexual contact, including oral sex.  It is recommended that vaccination 
against hepatitis A, or hepatitis A and B combined, is available for those 
whose sexual contact and lifestyle puts them at particular risk, e.g. gay men, 
intravenous drug users and sex workers. This involves three injections over a 
period of a few months; this provides life-long protection. This treatment can 
be provided by a GUM clinic. 
 
Symptoms are very like those of chronic fatigue syndrome, but may be slight 
so people do

 weight loss 

 loss of appetite 

 joint pains 

 nausea 

 flu-like symptoms (fever, head
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pain in the liver area 

on the strain with which you are infected, Hepatitis C may be 
eated with a combination of pegylated interferon alpha and ribavirin. 

ould be 
le who are having vaginal sex with a man.  HPV 

 the vagina and 
rethra. 

d on through:  

 show no symptoms, but symptoms can appear between 

reatment involves a single dose or a course of antibiotics. 

e f Bacterial Vaginosis are a fishy smelling thin green 
s atable with antibiotics.  

hr

vaginal penetration; burning 
n hen passing urine (and thick white discharge). Medicated creams, 

 anxiety 

 difficulty concentrating 

alcohol intolerance and  

Depending 
tr

 
Genital warts 

Genital warts are fleshy growths around the vulval and anal area. They are 
caused by the human papilloma virus (HPV). There are many kinds of HPV, a 
few of which are associated with pre-malignant changes, so this w
re vant to those trans women 
can penetrate mucosal and skin surface through minor abrasions. Genital 
warts can be treated in several ways, e.g. by ‘freezing’ or with medicated 
cream. 

 
Trichomonas Vaginalis 

Trichomonas Vaginalis is caused by a tiny parasite found in
u

It is passe

 vaginal sex 

 sharing sex toys 

Many infected people
three and 21 days after infection. 

Symptoms include: 

 discharge from the vagina, that may have a musty or fishy smell 

 itching, soreness and inflammation in and around the vagina 

 pain when passing urine or having sex 

 tenderness in the lower abdomen 

T

 

Bacterial Vaginosis 

Th  symptoms o
di charge; this is tre
 
T ush 
 
The symptoms of Thrush include: itching; pain on 
se sation w
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s e bought at pharmacies but you should see your pe saries and tablets can b
doctor if these symptoms persist.  
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20  Support and Information 

a:gender  

Tel: 020 7035 4253 

Email: agender@homeoffice.gsi.gov.uk  

Website: www.csag.org.uk 

Support for staff in government departments/agencies who have 
changed, or who need to change permanently their perceived gender 
or who identify as intersex. 

 

Depend 

BM Depend, London WC1N 3XX 

Email: info@depend.org.uk  

Website: www.depend.org.uk 

Free, confidential, non-judgemental advice, information and support to 
family members, partners, spouses and friends of transsexual people. 

 

FTM Network 

BM  FTM.org.UK, London WC1N 3XX 

Tel: (Wed, 8-10:30pm) 0161 432 1915 

Website: www.ftm.org.uk 

Advice and support for female to male transsexual and transgender 
people, and to families and professionals; ‘buddying’ scheme; 
newsletter: Boys Own; annual national meeting. 

 

Gendered Intelligence 

Tel: 07841 291 277 

Website: www.genderedintelligence.co.uk  

Company offering arts programmes, creative workshops trans awareness 
training, particularly for young trans people.  
 

Gendys network 

BM GENDYS, London WC1N 3XX 

Email: gendys@gender.org.uk  

Website: www.gender.org.uk/gendys 

Network for all who encounter gender problems personally or as family 
members, lovers or friends, and for those who provide care; quarterly 
journal; biennial conferences. 

mailto:agender@homeoffice.gsi.gov.uk
http://www.csag.org.uk
mailto:info@depend.org.uk
http://www.depend.org.uk
http://www.ftm.org.uk
http://www.genderedintelligence.co.uk
mailto:gendys@gender.org.uk
http://www.gender.org.uk/gendys
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GIRES 

Gender Identity Research and Education Society 

Melverley, The Warren, Ashtead, Surrey KT21 2SP. 

Tel:01372 801554 

Email: info@gires.org.uk   

Website: www.gires.org.uk 

Promotes and communicates research; provides information and education to 
help those affected by gender identity and intersex conditions. Offers range of 
literature, e.g. to help families deal with ‘transition’.  

 

Mermaids 

BM Mermaids, London WC1N 3XX  

Tel: 07020 935066 

Email: mermaids@freeuk.com;  

Website: www.mermaids.freeuk.com 

Support and information for children and teenagers who are trying to cope 
with gender identity issues, and for their families and carers. Please send SAE 
for further information. 

 

Press for change 

BM Network, London WC1N 3XX 

Tel, emergencies only: 0161 432 1915 

Website: www.pfc.org.uk 

Campaigns for civil rights for trans people. Provides legal help and 
advice for individuals, information and training; newsletter and 
publications. Please send SAE for further details. 

 

The Beaumont society 

27 Old Gloucester St, London WC1N 3XX 

Tel: 01582 412220 

Email:enquiries@beaumontsociety.org.uk; 

Website: www.beaumontsociety.org.uk  

For those who feel the desire or compulsion to express the feminine 
side of their personality by dressing or living as women. 

mailto:info@gires.org.uk
http://www.gires.org.uk
mailto:mermaids@freeuk.com
http://www.mermaids.freeuk.com
http://www.pfc.org.uk
mailto:enquiries@beaumontsociety.ork.uk
http://www.beaumontsociety.org.uk
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The Beaumont trust 

27 Old Gloucester St, London WC1N 3XX 

Telephone helpline: 07000 287878 (Tues. & Thur. 7-11pm)  

Email: bmonttrust@aol.com 

Website: www.members.aol.com/bmontrust 

Assists those troubled by gender dysphoria and involved in their care. 

 

The Gender trust 

PO Box 3192 Brighton, Sussex, BN1 3WR.  

Tel (office hours): 01273 234024 

Helpline (before 10pm) 07000 790347 

Email: info@gendertrust.org.uk 

Website: www.gendertrust.org.uk 

Advice and support for transsexual and transgender people, and to partners, 
families, carers and allied professionals and employers; has a membership 
society; produces magazine: ‘GT News’. 

 

The Sibyls 

BM Sibyls, London WC1N 3XX 

Email: enquiries@sibyls.co.uk 

Website: www.sibyls.co.uk 

Christian Spirituality Group for transgender people. 

 

WOBS 

Women of the Beaumont Society 

BM WOBS, London WC1N 3XX 

Tel: 01223 441246, 01684 578281 

Email: wobsmatters@aol.com;  

Website: www.gender.org.uk/WOBSmatters  

Operated by and for wives, partners, family and friends of those who cross-
dress. 

 

mailto:bmonttrust@aol.com
mailto:info@gendertrust.org.uk
http://www.gendertrust.org.uk
http://www.sibyls.co.uk
mailto:wobsmatters@aol.com
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A guide to lower surgery for trans women was prepared by the Gender 
Identity Research and Education Society’s team: 

 

Miss Celia Macleod MA, MB, BChir, DA, FRCOG 
Dr Richard Curtis, BSc, MB, BS, Dip.BA 
Dr Joyce Martin, MB, ChB, D.Obst.RCOG  
Professor Zoe-Jane Playdon, BA (Hons), PGCE, MA, MEd, PhD, DBA, 
FRSA 
Professor Kevan Wylie, MB, MMedSc, MD, FRCP, FRCPsych, DSM 
Terry Reed, BA (Hons), MCSP, SRP, Grad. Dip Phys 
Bernard Reed, MA, MBA  
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