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Sex Reassignment Surgery
A Study of 141 Dutch Transsexuals

PHILIPSNAITH, MICHAEL J.TARSH and RUSSELL REID

â€œ¿�Thisisanevaluationofthetherapeuticeffectofsexreassignmentsurgeryon36 female-to
maletranssexualsand105male-to-femaletranssexualsintheNetherlands.Datawerecollected
by means of structured interviews. The evaluation was made on the basis of subjective data
only,thatison whatthepersonsthemselvesreportedon theirgenderidentity,genderrole,
andphysicalcondition.Allowingfortherestrictivemethodologyofthe(expostfacto)study,
itisconcludedthatthereisno reasontodoubtthetherapeuticeffectofsexreassignment
surgery.No specificdifferenceswerefoundbetweenthosewho werestillinmedicaltreatment
and those who had completed treatment. The findings obtained in the female-to-male
transsexualscomparefavourablywith thoseobtainedin male-to-femaletranssexuals.Finally,
the conclusion is drawn that more attention ought to be paid to psychosocial guidance in
additiontomedicalguidance.â€•

The summary quoted above is from an article by
Kuiper & Cohen-Kettenis (1988). The present authors
were invited to comment upon the study.

Philip Snaith

The cause of transsexualism is a conundrum; indeed,
nothing is known for certain about its aetiology. No
physical laboratory tests show transsexuals to be
consistently different hormonally, chromosomally,
or morphologically; no mental tests show any
consistent psychodynamic pattern (Money & Gaskin,
1970â€”71).However the condition exists, it appears
to be a life-long disorder, and so far, no treatment
has been discovered for it. Most transsexual people
experience persisting dysharmony with their gender
role, and the pursuit of role reversal is a defining
characteristic (World Health Organization, 1992).
The publication of a male-to-female reassignment
procedure by a Danish medical team (Hamburger et
a!, 1953) led to a surge of interest; this was further
encouraged by the publication of The Transsexual
Phenomenon (Benjamin, 1966), and gender identity
clinics were established where religious or other
objections did not continue to force the problem to
remain in obscurity. The purpose of these clinics was
to assess applicants for gender reassignment and to
monitor the course of this extraordinary intervention.
Such a procedure calls for an extensive audit of the
outcome, and over 25 follow-up studies have now been
conducted. A useful feature of the present report is a
list of some of these studies, and it also provides
further assessment of a large series of patients.

Some medical interventions, by their very nature,
cannot be conducted by blind procedure; moreover,

comparison groups would be quite unrealistic.
Gender reassignment is one of these areas, thus
professional opinions and practices must be guided
by well planned outcome reports. These should be
based on the following principles:

(a) there should be adequate information on all
patients in a consecutive sample

(b) the assessment should be conducted at a
sufficient time-interval to allow the patient to
settle into the new gender role

(c) the assessment should be conducted by in
dependent investigators who are experienced in
interview techniques and have no connection
with the clinical team

(d) the principles on which the assessment is based
must be realistic to the condition, that is, out
come should not be judged on the expectation
of marked change of personality, social
success, or increased earning power in
employment.

How well does this study succeed according to
these principles? Firstly, (a), the follow-up rate of
the cohort was disappointing. There is confusion
from including patients who were in the process of
reassignment (receiving hormonal therapy but had
not yet had surgery), with those who had proceeded
through the surgical phase, although, in most
instances, the groups were considered separately. The
total sample was 141 patients of whom 80(55 male
to-female and 25 female-to-male) had had the
operation; 70 male-to-female and 18 female-to-male
patients were excluded from the completing survey
for a variety of reasons â€”¿�most of them refused to
take part or could not be traced. Since the majority
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of the excluded patients must have been through the
surgical phase, this leaves information on only about
50% of the â€˜¿�surgical'group.

On the second principle, (1,), the survey was more
successful; the interval between completion of
surgery and study evaluation was about five years.
For those who had not received surgery the interval
between start of treatment and study evaluation was
about three years, although their mean age was
higher than the â€˜¿�surgical'group.

Thirdly, (c), the assessments were made by the
authors and by eight â€˜¿�speciallytrained' assistants.
That the study was conducted independently of the
clinical team was an advantage over other studies.

The criteria for assessment, (d), were realistic in
relation to the relief of â€˜¿�genderdysphoria' (the
authors use this term to indicate the distress caused
by the perception of incongruence of the biological
gender) and general well-being. The assessments were
partly based on a broad quality-of-life statement of
â€˜¿�happiness',as well as a satisfaction with the gender
role reversal. On this rating of â€˜¿�happiness'one (4010)
of the female-to-male patients, and eight (15Â°lo)of
the male-to-female patients stated they felt unhappy;
since few of the reassigned patients stated that they
were dissatisfied with their role reversal or had
doubts that they were now in their â€˜¿�correct'role, the
cause for the unhappiness lay elsewhere. The main
cause seemed to be a continued sense of isolation.

A major conclusion was that while gender
reassignment will probably improve the distress of
the incongruent self-perception of gender, it does not
solve life's problems. The experience of many,
probably most, transsexual people is of loss â€”¿�of
family and other relationships, of work, and of the
esteem of others; much of this may long precede
the quest for gender reassignment. An interesting
observation was that female-to-male patients were
generally happier, despite the fact that most had not
received a phalloplasty operation. This points to the
greater ease with which a woman may assume and
be accepted in the role of a man than vice versa.
Oestrogenic sex steroidal drugs may have an adverse
effect on the emotional state, as well as the
physiological condition, of the recipient, and this is
an area requiring more research attention in the
future.

This survey adds meaningfully to the literature.
Future studies should follow this example, and direct
more attention to patients' perception of the overall
quality of their life, rather than to some unrealistic
goals which they never expected to attain. I have no
doubt, from long experience in a large gender identity
clinic,thatgenderreassignmentshouldremainan
option. But the pitfalls along the path are many and,

since the end-state may be worse than the former
one, extreme caution is necessary on advice and in
monitoring the course of reassignment. The recom
mended standards of practice (Walker et a!, 1985)
must be carefully followed by practitioners in this area.

Michael J. Tarsh

Follow-up studies are a vital form of underpinning
all therapeutic procedures. They are, however, even
more important than usual for irreversible procedures
which may meet with the disapproval of a large part
of the population. Such procedures include thera
peutic abortion, modified leucotomy, and sex
reassignment surgery â€”¿�particularly that involving
male-to-female transsexuals.

In these procedures, it is vital to decide whether
or not an operation is effective, whether all or nearly
all of the patients are satisfied, and how frequently,
if ever, catastrophes take place. If such studies
cannot be done, such procedures will be strictly
controlled or stopped altogether through the force
of public opinion - for example abortion in American
and Irish politics and the regulation of leucotomy
operations under a Commission in the English
Mental Health Act 1983.Another example is the fact
that those wanting sex reassignment in England used
to have to go to Casablanca for it in the l970s, while
even in 1992 they face long waits and enormous
difficulties in having their needs met by the National
Health Service.

Follow-up studies from before 1985 were mainly
anecdotal: these were over-involved with whether or
not the actual surgery was satisfactory, and were less
interested in the important details of social adjust
ment afterwards. They did not use control groups,
even where it was possible to do so. Lothstein (1982)
found that the procedure had definite limitations,
saying that only 75% of results were fully satisfactory.
Meyer & Reter (1979) from Johns Hopkins described
patients treated between 1971 and 1974: the numbers
were small and the unoperated group did as well as
those who had operations. However, there are major
methodological criticisms to be made of this study,
whose publication had a dampening effect on the
whole procedure. It is against the background of
doubt produced by these two studies that three
others, published in 1987and 1988, are so important.
These were from Blanchard & Steiner (1992) in
Canada, Mate-Kole et al (1990) in London, and
Kuiper & Cohen-Kettenis (1988) in Amsterdam. The
last study is an encouraging landmark, coming from
a small country with pragmatic social attitudes and
good facilities for following up fairly stable
populations.
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In the report by Kuiper & Cohen-Kettenis (1988) 36
female-to-male (F-to-M) transsexuals were studied,
but 18did not respond, were uncooperative, or could
not be found. There were also 105 male-to-females
(M-to-Fs), but in 67 cases, data were not adequate:
65% were happy or very happy with the result, and
only 11% unhappy or very unhappy. The two groups
did not differ in other respects; â€˜¿�unhappiness'usually
meant loneliness because no new partner had been
found, but nearly all were satisfied with their new
sex. The F-to-M patients were more satisfied with
their behaviour in their new role than the M-to-Fs.
Nearly all the F-to-Ms and 80% of the M-to-Fs felt
themselves to be well integrated socially, although
some of the F-to-Ms felt discriminated against in this
respect.

Both groups were assessed at different stages of
their transformation on satisfaction with bodily
details, and were compared with control groups of
students of the same sex. F-to-Ms were divided
into three groupsaccordingto whetherthey had
hormones only, mastectomy (with or without
hysterectomy), and then penoplasty as well. This
latter requirement, however, was left out early on
because the operations were unsatisfactory.

Male-to-female transsexuals are dissatisfied with
a penis and testes, and much more satisfied with a
vagina. The M-to-Fs in this study were more
dissatisfied with a penis than were male students, and
assatisfiedwitha neovaginaasfemalestudents.All
of those questioned, of both sexes, were in no doubt
about the correctness of having had surgery.

There was a significant difference in satisfaction
with the care provided between the M-to-Fs, who
were 50% satisfied, and the F-to-Ms, who were 80%
satisfied. Nobody in the study had committed
suicide, but 15 M-to-Fs had made attempts, two
thirds of them complaining of loneliness, depression,
and psychosocial problems.

Surprisingly, there was no direct relationship
between subjective well-being and the particular
phase of therapy: those who were â€˜¿�onthe way'
seemed to be no less happy than those who had
â€˜¿�arrived'.It is suggested that positive expectation is
good enough in itself to make the patient happy â€”¿�
which seems reasonable. Those who have â€˜¿�arrived'
have often had to face difficulties in losing partners,
families, and children, so their adjustment would be
expected to take a long time. The authors emphasise
that physical transfonnation alone does not necessarily
bring complete happiness, and that psychosocial
follow-up is important.

The authors suggest that the reason F-to-Ms have
less difficulty adjusting than M-to-Fs is probably
because society tolerates them better; this is because

they are less recognisable as belonging to their
former sex, therefore less likely to be afraid
of discovery, and are on average nine years younger
than the M-to-F group with less to lose in terms
of the responsibilities and burdens of their past
life.

How relevant is this to the average gender identity
clinic elsewhere? On the whole, the F-to-Ms do not
cause too much difficulty: mastectomy and (if
needed as well as male hormones) hysterectomy are
operations which many surgeons can perform and
against which there is no taboo. Women do not seem
to have much trouble in living a masculine life,
although phalloplasty remains experimental and
unsatisfactory. However, if there was an effective
operation to allow F-to-Ms to pass urine in a standing
position, the demand for it could result in problems
of resources.

The M-to-F group is much larger and more vocal.
Surgical treatment is either hard to obtain or
expensive, or both, and prior apprenticeship to
femininity has to be carefully conducted and
monitored. Psychopathic and alcoholic people have
to be excluded, and societal disapproval is likely if
these matters are not carried out with great care.
Nevertheless, most patients who are carefully selected
seem satisfied, as the authors suggest. The question
of psychosocial follow-up seems somewhat unrealistic
when patients regularly say that all they want is
surgical intervention, and that once it is over they
will be â€˜¿�normal',not emotionally disturbed, and not
in need of psychiatrists. Where follow-up is offered,
it is either refused or else default is frequent. It does
not seem possible to make contracts for some year's
follow-up to be an obligatory requirement for the
agreement to undertake treatment. This is particularly
the case when so many patients have to travel so far
to distant centres, rather than treatment being
available regionally.

This paper, then, is broadly encouraging, although
longer follow-up studies are needed, as well as data
on relationships with new partners and on how long
newly found employment patterns can be kept up.
Further research is also needed on the children of
transsexuals, and in particular on whether it is
necessary in the interests of the children for
relationships with parents who change sex to be often
and cruelly cut short.

Russell Reid

Persons suffering from gender dysphoria and who
have a fixation on changing sex â€”¿�more accurately
changing gender roles â€”¿�have, since the 1950s, been
classified â€˜¿�transsexual'.Before this, and before the
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advent of synthetic hormones and modern surgical
techniques, they were all regarded as transvestites,
or persons who cross-dressed.

Kuiper & Cohen-Kettenis' paper on the outcome
of sex reassignment surgery on 141 Dutch
transsexuals (105 M-to-F and 36 F-to-M) provides
evidence of a predominantly successful adjustment
for most of the transsexuals who are rehabili
tated into their new role. The purpose was to
measure the outcome of sex reassignment surgery on
the basis of gender dysphoria, the hypothesis being
that a successful outcome of sex reassignment
surgery resulted in a reduction, elimination, or
resolution of the gender dysphoria. The focus was
mainly on subjective well-being â€”¿�â€˜¿�thefeel good
factor'.

The data were collected on the basis of an
interview, usually in the subject's home, following
the completion of a multiple-choice questionnaire.
Also a â€œ¿�body-imagescaleâ€•was completed and
provided information concerning satisfaction with
theirown body.

Both M-to-F and F-to-M transsexuals were studied
at various stages of hormone treatment and surgical
procedures including castration, sex reassignment
surgery, mastectomy, hysterectomy, and oophorec
tomy. The average age of the F-to-Ms was 28 to 29
years, and of the M-to-Fs was 36 to 37 years. The
interval between starting treatment and being
evaluated for the study varied from 2.5 to 5 years.

Subjective well-being was positively correlated
with improved psychosocial functioning, having a
steady partner, and having completed sex re
assignment surgery. Other variables enquired about
were:

(a) employment
(b) acceptance by family
(c) partnership
(d) sense of loneliness
(e) satisfaction with relations in general
(f) gender role behaviour
(g) integration of new gender role in day to day life
(h) certainty about one's own gender identity
(i)suicideattempts.

Not surprisingly, most of the subjects in the study
reported feeling happy that they had made the
decision to seek treatment. Those who reported
continued dysphoric feelings no longer ascribed them
to gender problems. The question is raised that such
self-reported happiness may have been distorted by
wishful thinking, and the expectation that treatment
would abolish previously experienced gender
dysphoria, and thus lead to happiness, may have
positively coloured the answers.

The paper concludes that transsexuals do need
frequent psychosocial aid and support during the
process of reassignment. They need help coming to
terms with situations of painful loss including jobs,
families, partners, children, and friends. Many are
forced to move away from their familiar environ
ment and, despite being confident of both their new
gender role and their ability to function socially,
social adaptation and acceptance by others are not
always easy. Discrimination, social isolation, and
loneliness are experienced and understandably sap
the emotional strength of the person which, in this
context, frequently results in suicide attempts (1 in
7 M-to-Fs and 1 in 36 F-to-Ms). Actual suicides are
much less frequent. According to the Netherlands
Centre Gender Foundation, 3 M-to-Fs, and not a
single F-to-M, have committed suicide after starting
therapy in the last ten years. Unfortunately, the total
number of transsexuals treated during this time is
not provided. In the present study, none of the
subjects regretted the decision to undergo sex
reassignment surgery.

In summary, sex reassignment treatment for trans
sexuals is a process of active rehabilitation into the new
gender role, the provision and monitoring of opposite
sex hormones, and after a reasonable period of
successful cross-gender living, sex reassignment
surgery is performed. According to the present study,
the majority of transsexuals do experience a successful
outcome in terms of subjective well-being and
personal happiness: there is no evidence that active
intervention is making them worse. Although more
information on the economics for this condition is
needed, my impression is that successfully treated
transsexuals are mostly self-supporting and are not
a drain on society compared with untreated, unhappy
people with unresolved gender dysphoria.
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