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1 Introduction [HBIGDA original] 

As of the beginning of 1979, an undocumentable estimate of the number 
of adult Americans hormonally and surgically sex-reassigned ranged from 
3,000 to 6,000. Also undocumentable is the estimate that between 30,000 
and 60,000 USA citizens consider themselves to be valid candidates for 
sex reassignment. World estimates are not available. As of mid-1978, 
approximately 40 centers in the Western hemisphere offered surgical sex 
reassignment to persons having a multiplicity of behavioral diagnoses 
applied under a multiplicity of criteria. 

In recent decades, the demand for sex reassignment has increased as 
have the number and variety of possible psychological, hormonal and 
surgical treatments. The rationale upon which such treatments are offered 
have become more and more complex. Varied philosophies of appropriate 
care have been suggested by various professionals identified as experts 
on the topic of gender identity. However, until the present [document], no 
statement of the standard of care to be offered to gender dysphoric 
patients (sex reassignment applicants) has received official sanction by 
any identifiable professional group. The present document is designed to 
fill that void. 

[Since the original, WPATH, formerly named HBIGDA, has offered several revisions that 
have increased the scope of this document far beyond its original intent. While the 
number of people seeking sex reassignment has continued to grow, the Standards of 
Care has increasingly become questioned. The present document is an attempt to 
restate the original intent and to update the criteria to more clearly define those it 
intends to serve. ] 



2 Statement of Purpose 

The following is an explicit statement of the appropriate standards of care to be offered 
to applicants for hormonal and surgical sex reassignment.  
 
These proposed Standards of Care require diagnostic assessment using the 
accompanying proposed diagnostic criteria. Establishing the diagnosis is necessary but 
does not alone establish eligibility for a specific intervention. Treatment 
recommendations additionally require assessment of the patient’s goals, clinical 
circumstances, anticipated benefits and risks, and capacity for informed consent. 

3 Definitions 

3.1 Standard of care. 

The standards of care, as listed below, are minimal requirements and are not to be 
construed as optimal standards of care. It is recommended that professionals involved 
in the management of sex reassignment cases use the following as minimal criteria for 
the evaluation of their work. It should be noted that some experts on gender identity 
recommend that the time parameters listed below should be doubled or tripled. It is 
recommended that the reasons for any exceptions to these standards, in the 
management of any individual case, be very carefully documented. Professional 
opinions differ regarding the permissibility of, and the circumstances warranting, any 
such exception. 

3.2 Hormonal sex reassignment. 

Hormonal sex reassignment refers to the administration of puberty suppressants, 
androgens to genotypic and phenotypic females, and the administration of estrogens 
and/or progesterones to genotypic and phenotypic males, for the purpose of effecting 
somatic changes in order for the patient to more closely approximate the physical 
appearance of the genotypically other sex. Hormonal sex-reassignment does not refer 
to the administration of hormones for the purpose of medical care and or research 
conducted for the treatment or study of non-gender dysphoric medical conditions (e.g., 
aplastic anemia, impotence, cancer, etc.) 

3.3 Surgical sex reassignment. 

Surgical sex reassignment refers to surgery of the genitalia and/or breasts performed for 
the purpose of altering the morphology in order to approximate the physical appearance 
of the genetically other sex in persons meeting the proposed diagnostic criteria for 
gender incongruence. Such surgical procedures as mastectomy, reduction 
mammoplasty, augmentation mammoplasty, castration, orchidectomy, penectomy, 
vaginoplasty, hysterectomy, salpingectomy, vaginectomy, oophorectomy and 
phalloplasty in the absence of any diagnosable birth defect or other medically defined 
pathology, apart from the indication established under these proposed standards, are 
included in this category labeled surgical sex reassignment. 



Non-Genital surgical sex reassignment refers to any and all other surgical procedures of 
non-genital, or non-breast sites (nose, throat, chin, cheeks, hips, etc.) conducted for the 
purpose of effecting a more masculine appearance in a genetic female or for the 
purpose of effecting a more feminine appearance in a genetic male, in the absence of 
identifiable pathology which would warrant such surgery regardless of the patient's 
genetic sex (facial injuries, hermaphroditism, etc.). 

3.4 Gender Incongruence. 

Gender incongruence herein refers to the clinical presentation defined by the 

accompanying Proposed Addition to DSM. A request for hormonal or surgical 

intervention warrants assessment but does not itself establish the diagnosis. 

Establishing the diagnosis does not alone establish eligibility for intervention. 

 

3.5 Gender Dysphoria. 

Gender dysphoria herein refers to distress associated with incongruence. Its severity, 

functional consequences, and contributing factors must be assessed individually. 

Distress and functional impairment inform the clinical justification for intervention but do 

not substitute for the diagnostic criteria. 

 

3.6 Clinical Behavioral Scientist. 

Possession of an academic degree in a behavioral science does not necessarily attest 
to the possession of sufficient training or competence to conduct psychotherapy, 
psychological counseling, nor diagnosis of gender identity problems. Persons 
recommending sex reassignment surgery or hormone therapy should have documented 
training and experience in the diagnosis and treatment of a broad range of psychologic 
conditions. Licensure or certification as a psychological therapist or counselor does not 
necessarily attest to competence in gender identity problems. Persons recommending 
sex reassignment surgery or hormone therapy should have the documented training 
and experience to diagnose and treat a broad range of sexual conditions. Certification in 
sex therapy or counseling does not necessarily attest to competence in the diagnosis 
and treatment of gender identity conditions or disorders. Persons recommending sex 
reassignment surgery or hormone therapy should have proven competence in general 
psychotherapy, sex therapy, and gender counseling/therapy. 

Any and all recommendations for sex reassignment surgery and hormone therapy 
should be made only by clinical behavioral scientists possessing the following minimal 
documentable credentials and expertise: 

3.6.1 

A minimum of a master’s degree in clinical behavioral science, granted by an 
institution of education accredited by a national or regional accrediting board. 

3.6.2 

One recommendation of the two required for sex reassignment surgery, must be 
made by a person possessing a doctoral degree (e.g., Ph.D., Ed.D., D.Sc., 



D.S.W., Psy.D., or M.D.) in a clinical behavioral science, granted by an institution 
of education accredited by a national or regional accrediting board. 

3.6.3 

Demonstrated competence in psychotherapy as indicated by a license to practice 
medicine, psychology, clinical social work, marriage and family counseling, or 
social psychotherapy, etc., granted by the state of residence. In states where no 
such appropriate license board exists, persons recommending sex reassignment 
surgery or hormone therapy should have been certified by a nationally known 
and reputable association, based on education and experience criteria, and, 
preferably, some form of testing (and not simply on membership received for 
dues paid) as an accredited or certified therapist/counselor (e.g. American Board 
of Psychiatry and Neurology, Diploma in Psychology from the 
American Board of Professional Psychologists, Certified Clinical Social Workers, 
American Association of Marriage and Family Therapists, American Professional 
Guidance Association, etc.). 

3.6.4 

Demonstrated specialized competence in sex therapy and theory as indicated by 
documentable training and supervised clinical experience in sex therapy (in some 
states professional licensure requires training in human sexuality; also, persons 
should have approximately the training and experience as required for 
certification as a Sex Therapist or Sex Counselor by the American Association of 
Sex Educators, Counselors and Therapists, or as required for membership in the 
Society for Sex Therapy and Research). Continuing education in human 
sexuality and sex therapy should also be demonstrable. 

3.6.5 

Demonstrated and specialized competence in therapy, counseling, and diagnosis 
of gender identity disorders as documentable by training and supervised clinical 
experience, along with continuing education. The behavioral scientists 
recommending sex reassignment surgery and hormone therapy and the 
physician and surgeon(s) who accept those recommendations share 
responsibility for certifying that the recommendations are made based on 
competency indicators as described above. 

 
3.7 Informed Consent. 

Informed consent is a process of supported deliberation through which a patient 
understands and considers the relevant information, relates the possible consequences 
to their own circumstances and goals, and voluntarily authorizes a specific medical 
intervention. A signature documents authorization; it does not, by itself, establish the 
adequacy of that process. 
 
The depth and structure of the consent process should be proportionate to the 
significance, potential irreversibility, and uncertainty of the intervention. The process 
must address the proposed treatment’s purpose, expected benefits and limitations, 



material risks and burdens, reasonable alternatives—including deferring or declining 
treatment—and relevant uncertainties. The consequences of both proceeding and not 
proceeding must receive consideration. 
 
Informed consent and clinical justification are distinct responsibilities. The patient’s 
authorization does not replace appropriate assessment or relieve the clinician of 
responsibility for recommending and providing clinically appropriate care. 
 
For patients who cannot independently authorize treatment, the process must 
distinguish permission from the legally authorized parent or guardian from the patient’s 
developmentally appropriate assent. The patient’s understanding, preferences, and 
willingness must be assessed and documented. Parental permission does not replace 
the patient’s participation or the clinician’s independent justification for treatment. 
 
 
 

4. Principles and Standards 

Introduction 

 

The specified clinical periods are proposed minimum requirements for longitudinal 

assessment of the persistence of the patient’s reported incongruence, the consistency 

of treatment goals, and the reliability of the clinical history. Assessment should consider 

the coherence of the account across encounters and circumstances and, where 

appropriate and available, supporting records or patient-authorized collateral 

information. Elapsed time alone does not establish that these requirements have been 

met. 

 

 

4.1 Principle 1 

Hormonal and surgical sex reassignment is extensive in its effects, is invasive to the 
integrity of the human body, has effects and consequences which are not, or are not 
readily, reversible, and may be requested by persons experiencing short-term beliefs or 
states which may later be changed and reversed. 

4.1.1 Principle 1a 

Hormonal and surgical sex reassignment are procedures requiring an 
individualized clinical indication and benefit–risk assessment. 

4.1.2 Principle 1b 

Published and unpublished case histories are known in which the decision to 
undergo hormonal and surgical sex reassignment was, after the fact, regretted 
and the final result of such procedures proved to be psychologically debilitating 
to the patients. 



4.1.3 Standard 1 

Hormonal and/or surgical sex reassignment on demand (i.e., justified simply 
because the patient has requested such procedures) is contraindicated. It is 
herein declared to be professionally improper to conduct, offer, administer or 
perform hormonal sex reassignment and/or surgical sex reassignment without 
careful evaluation of the patient's reasons for requesting such services and 
evaluation of the beliefs and attitudes upon which such reasons are based. 

4.2 Principle 2 

The analysis or evaluation of reasons, motives, attitudes, purposes, etc., requires skills 
not usually associated with the professional training of persons other than clinical 
behavioral scientists. 

4.3 Principle 3 

Hormonal and/or surgical sex reassignment is performed for the purpose of improving 
the quality of life as subsequently experienced and such experiences are most properly 
studied and evaluated by the clinical behavioral scientist. 

4.4 Principle 4 

Hormonal and surgical sex reassignment are usually offered to persons, in part, 
because a psychiatric/psychologic diagnosis of gender incongruence has been made. 
Such diagnoses are properly made only by clinical behavioral scientists. 

4.5 Principle 5 

Clinical behavioral scientists, in deciding to make the recommendation in favor of 
hormonal and/or surgical sex reassignment share the moral responsibility for that 
decision with the physician and/or surgeon who accepts that recommendation. 

4.5.1 Standard 2 

Hormonal and surgical sex reassignment must be preceded by a firm written 
recommendation for such procedures made by a clinical behavioral scientist who 
can justify making such a recommendation by appeal to training or professional 
experience in dealing with sexual disorders, especially the disorders of gender 
identity and role. 

4.6 Principle 6 

The clinical behavioral scientist's recommendation for hormonal and/or surgical sex 
reassignment should, in part, be based upon an evaluation of whether the patient meets 
the diagnostic criteria for gender incongruence as listed in the Proposed Addition to 
DSM to wit: 

A. Core Condition 

A marked and persistent internal incongruence between the individual’s 
experienced gender and their sexed body, present for at least two years, as 
manifested by all three Criteria A1 – A3: 



A1 
A stable, self-referential perception or conviction that one’s sexed body is not 
congruent with one’s experienced gender. 

• In children, this may be expressed through consistent self-statements (“I 

am really a ___,” “I am not a ___”), or through a persistent, cross-context 

identity pattern that is not limited to play, imitation, or situational 

preference. 

• In adolescents and adults, this is experienced as an internal truth about 

the self, not merely a preference for roles, aesthetics, or social positioning. 

A2 

Persistent discomfort with existing primary sex characteristics and, where 
applicable, existing or anticipated secondary sex characteristics, or 
preoccupation with their incongruence. 

A3 
A persistent desire to remove, alter, or acquire primary sex characteristics and, 
where applicable, to prevent, remove, alter, or acquire secondary sex 
characteristics, to bring the sexed body into congruence with the experienced 
self. 

 
B. Exclusion  

The presentation is not better explained by: 

• Gender nonconformity in interests, roles, or expression 

• Distress arising solely from external rejection, gender role pressure, or 

cultural conflict 

• Transient exploration of identity without persistence across time and 

context 

• Body image dissatisfaction or body dysmorphic concerns that better 

explain the presentation 

• Psychotic, dissociative or mood states in which incongruence is episodic 

or state-bound 

• Trauma-related self-alienation not specifically centered on sexed anatomy 

Sexual orientation and gender expression neither establish nor exclude 
incongruence 

 

4.6.1 Principle 6a 



The intersexed patient (with a documented hormonal or genetic abnormality) 
should first be treated by procedures commonly accepted as appropriate for such 
medical conditions. 

4.6.2 Principle 6b 

The patient having a psychiatric diagnosis (i.e., schizophrenia) in addition to a 
diagnosis of gender incongruence should first be treated by procedures 
commonly accepted as appropriate for such non-gender incongruence 
psychiatric diagnoses. 

4.6.3 Standard 3 

Hormonal and surgical sex reassignment may be made available to intersexed 
patients and to patients having non-gender incongruence psychiatric/psychologic 
diagnoses if the patient and therapist have fulfilled the requirements of the herein 
listed standards; if the patient can be reasonably expected to be habilitated or 
rehabilitated, in part, by such hormonal and surgical sex reassignment 
procedures; and if all other commonly accepted therapeutic approaches to such 
intersexed or non-gender incongruence psychiatrically/psychologically diagnosed 
patients have been either attempted, or considered for use prior to the decision 
not to use such alternative therapies. The diagnosis of schizophrenia, for 
example, therefore, does not necessarily preclude surgical and hormonal sex 
reassignment.  

 

Hormonal Sex Reassignment 
 

4.7 Principle 7 

Hormonal sex reassignment is therapeutic and also contributes to continuing diagnostic 

reassessment through evaluation of the patient’s psychological and physical response, 

including reported satisfaction or dissatisfaction. Treatment response does not, by itself, 

establish or exclude the initial diagnosis. 

 

4.7.1 Principle 7a 

Hormonal sex reassignment may have some irreversible effects (infertility, hair 
growth, voice deepening and clitoral enlargement in the female-to-male patient 
and infertility and breast growth in the male-to-female patient) and, therefore, 
such therapy must be offered only under guidelines proposed in these standards. 

Potential effects on bone health and sexual function must also be assessed and 
discussed, including relevant uncertainties about their course and persistence. 

4.7.2 Principle 7b 

Hormonal sex reassignment should precede surgical sex reassignment as its 
effects (Patient satisfaction or dissatisfaction) may indicate or contraindicate later 
surgical sex reassignment. 



4.7.3 Standard 4 

The initiation of hormonal sex reassignment shall be preceded by 
recommendation for such hormonal therapy, made by a clinical behavioral 
scientist. 

4.8 Principle 8 

The administration of puberty suppressants, of androgens to females and of estrogens 
and/or progesterones to males may lead to mild or serious health-threatening 
complications. 

4.8.1 Principle 8a 

Persons who are in poor physical health, or who have identifiable abnormalities 
in blood chemistry, may be at above average risk to develop complications 
should they receive hormonal medication. 

4.8.2 Standard 5 

The physician prescribing hormonal medication to a person for the purpose of 
effecting puberty suppression and/or hormonal sex reassignment must warn the 
patient of possible negative complications which may arise and that physician 
should also make available to the patient (or refer the patient to a facility offering) 
monitoring of relevant blood chemistries and routine physical examinations 
including, but not limited to, growth, pubertal development, and bone health in 
persons receiving suppressants, the measurement of ALT in persons receiving 
testosterone and the measurement of ALT, bilirubin, triglycerides and fasting 
glucose in persons receiving estrogens. 

The prescribing physician must establish and document a regimen-specific plan 
for baseline assessment and continuing monitoring, including growth, pubertal 
development and bone health, hormone levels and other examinations or 
investigations appropriate to the patient’s age, treatment, and individual risk 
factors. 

Clinical review should ordinarily occur approximately every three months during 
initiation or treatment adjustments and every six to twelve months once stable, 
with earlier review when clinically indicated. The timing of laboratory 
investigations and assessments must follow the documented regimen-specific 
monitoring plan. 

4.8.3 Principle 8b 

Puberty suppression may be considered after the proposed diagnosis has been 

established and pubertal onset clinically confirmed, while assessment of 

suitability for subsequent testosterone or estrogen treatment continues. 

Suppression requires its own individualized clinical justification; its use does not 

establish eligibility for subsequent testosterone or estrogen treatment. 

 

4.8.4 Standard 5a 



Puberty suppression shall not begin until Criterion A has been established, with 

its persistence corroborated by developmental history under Principle 9, and the 

exclusions in Criterion B have been assessed. A written recommendation must 

be provided by a clinical behavioral scientist who has known the patient in a 

psychotherapeutic relationship for at least six months. The prescribing physician 

must confirm pubertal onset and document an individualized clinical indication for 

suppression. The physician and supervising clinical behavioral scientist must 

document its purpose, outstanding questions concerning suitability for 

subsequent testosterone or estrogen treatment, anticipated benefits and risks, 

and a proposed duration and stopping or transition plan. Section 3.7 applies. 

 

Under these proposed standards, suppression for this assessment purpose 

should not exceed six months. This proposed treatment limit does not require 

assessment to conclude or testosterone or estrogen treatment to begin. If 

suppression beyond six months is contemplated, the clinicians must document a 

separate justification, the reason treatment remains deferred, and a defined 

further review period. 

 

4.9 Principle 9 

The diagnostic evidence for gender incongruence (see 4.6 above) requires that the 
clinical behavioral scientist have knowledge, independent of the patient's verbal claim, 
that the presentation defined in Criterion A, including all three required criteria A1–A3, 
has persisted for at least two years. This evidence may be obtained by interview of the 
patient's appointed informant (friend or relative) or it may be obtained by the fact that 
the clinical behavioral scientist has professionally known the patient for an extended 
period of time. 

4.9.1 Standard 6 

The clinical behavioral scientist making the recommendation in favor of hormonal 
sex reassignment shall have known the patient in a psychotherapeutic 
relationship for at least 6 months prior to making said recommendation.  

 

4.9.2 Standard 6a 

For patients receiving puberty suppressants, the prescribing physician and 

supervising clinical behavioral scientist must reassess and document the 

continuing clinical justification at least every three months, and sooner when 

clinically indicated. Review must address physical and psychological response, 

adverse effects, progress in assessment, and the patient’s wishes. The stopping 

or transition plan must be updated accordingly. Completion of an assessment 

period does not automatically authorize testosterone or estrogen treatment. 

 

Surgical Sex Reassignment: Genital and/or Breast 
 

4.10 Principle 10 



Peer review is a commonly accepted procedure in most branches of science and is 
used primarily to ensure maximal efficiency and correctness of scientific decisions and 
procedures. 

4.10.1 Principle 10a 

Clinical behavioral scientists must often rely on possibly unreliable or invalid 
sources of information (patients' verbal reports or the verbal reports of the 
patients' families and friends) in making clinical decisions and in judging whether 
or not a patient has fulfilled the requirements of the herein listed standards. 

4.10.2 Principle 10b 

Clinical behavioral scientists given the burden of deciding who to recommend for 
hormonal and surgical sex reassignment and for whom to refuse such 
recommendations are subject to extreme social pressure and possible 
manipulation as to create an atmosphere in which charges of laxity, favoritism, 
sexism, financial gain, etc., may be made. 

4.10.3 Principle 10c 

A plethora of theories exist regarding the etiology of gender 
incongruence/dysphoria and the purposes or goals of hormonal and/or surgical 
sex reassignment such that the clinical behavioral scientist making the decision 
to recommend such reassignment for a patient does not enjoy the comfort or 
security of knowing that his or her decision would be supported by the majority of 
his or her peers. 

4.10.4 Standard 7 

The clinical behavioral scientist recommending that a patient applicant receive 

surgical sex reassignment must obtain peer review, in the format of a clinical 

behavioral scientist peer who will personally examine the patient applicant, on at 

least four occasions over a two-month period, and who will, in writing state that 

he or she concurs with the decision of the original clinical behavioral scientist. 

Peer review (a second opinion) is not required for hormonal sex reassignment. 

Surgery involving neither genitalia nor breasts does not require the 

recommendation of a behavioral scientist. At least one of the two behavioral 

scientists making the favorable recommendation for surgical sex reassignment 

must be a doctoral level clinical behavioral scientist. 

 

4.10.5 Standard 8 

The clinical behavioral scientist making the primary recommendation in favor of 
surgical sex reassignment shall have known the patient in a psychotherapeutic 
relationship for at least 12 months prior to making said recommendation. That 
clinical behavioral scientist should have access to the results of psychometric 
testing when such testing is clinically indicated. 

4.10.6 Standard 9 



Surgical sex reassignment shall be preceded by a period of at least 24 months 
during which time the patient lives full time in the social role of the genetically 
other sex. 

The period of lived experience is intended to proceed concurrently with ongoing 
clinical assessment and therapeutic support, including the assessment periods 
required for hormonal and surgical recommendations. It provides an opportunity 
to identify and address difficulties as they emerge, distinguish external pressures 
and practical obstacles from difficulties associated with the patient’s experience 
of the intended role, and assess the persistence of treatment goals under 
everyday circumstances. Completion of the specified period alone does not 
establish readiness for surgery. 

The assessment concerns sustained participation in the intended social role and 
the patient’s experience of it. Consistent recognition by others or concealment of 
sex characteristics is not required. Practical difficulties must be documented and 
assessed rather than treated, by themselves, as failure to complete the period. 

4.10.7 Standard 10 

The physician administering or performing surgical sex reassignment does not 
meet these proposed standards if he or she does not receive written 
recommendations in favor of such procedures from at least two clinical 
behavioral scientists; at least one of which is a doctoral level clinical behavioral 
scientist and one of whom has known the patient in a professional relationship for 
at least 12 months.  

 

4.11 Principle 11 

Genital surgical sex reassignment includes the invasion of, and the alteration of, the 
genitourinary tract. Undiagnosed pre-existing genitourinary disorders may complicate 
later genital surgical sex reassignment. 

4.11.1 Standard 11 

Prior to genital surgical sex reassignment a urological examination should be 
conducted for the purpose of identifying and perhaps treating abnormalities of the 
genitourinary tract. 

 

Miscellaneous 
 

4.12 Principle 12 

The care and treatment of sex reassignment applicants or patients often causes special 
problems for the professional offering such care and treatment. These special problems 
include, but are not limited to, the need for the professional to cooperate with education 
of the public to justify his or her work, the need to document the case history perhaps 
more completely than is customary in general patient care, the need to respond to 



multiple, nonpaying, service applicants and the need to be receptive and responsible to 
the extra demands for services and assistance often made by sex reassignment 
applicants as compared to other patient groups. 

4.12.1 Principle 12a 

Sex reassignment applicants often have need for post-therapy (psychologic, 
hormonal and surgical) follow-up care for which they are unable or unwilling to 
pay. 

4.12.2 Principle 12b 

Sex reassignment applicants often are in a financial status which does not permit 
them to pay excessive professional fees. 

4.12.3 Standard 12 

It is unethical for professionals to charge sex reassignment applicants "whatever 
the traffic will bear" or excessive fees far beyond the normal fees charged for 
similar services by the professional. It is permissible to charge sex reassignment 
applicants for services in advance of the tendering of such services even if such 
an advance fee arrangement is not typical of the professional's practice. It is 
permissible to charge patients, in advance, for expected services such as post-
therapy follow-up care and/or counseling. It is unethical to charge patients for 
services which are essentially research, and which services do not directly 
benefit the patient. 

4.13 Principle 13 

Sex reassignment applicants often experience social, legal and financial discrimination. 

4.13.1 Principle 13a 

Sex reassignment applicants often must conduct formal and semiformal legal 
proceedings (i.e., in-court appearances against insurance companies or in 
pursuit of having legal documents changed to reflect their new sex and gender 
status, etc.). 

4.13.2 Principle 13b 

Sex reassignment applicants, in pursuit of what are assumed to be their civil 
rights as citizens, are often in need of assistance (in the form of copies of 
records, letters of endorsement, court testimony, etc.) from the professionals 
involved in their case. 

4.13.3 Standard 13 

It is permissible for a professional to charge only the normal fee for services 
needed by a patient in pursuit of his or her civil rights. Fees should not be 
charged for services for which, for other patient groups, such fees are not 
normally charged. 

4.14 Principle 14 



Hormonal and surgical sex reassignment has been demonstrated to be a rehabilitative 
or habilitative experience for properly selected patients. 

4.14.1 Principle 14a 

Hormonal and surgical sex reassignment are procedures which must be 
requested by, and performed only with the agreement of, the patient having 
informed consent. Sex reannouncement or sex reassignment procedures 
conducted on infantile or early childhood intersexed patients are common 
medical practices and are not included in or affected by the present discussion. 
 
4.14.2 Principle 14b 

Sex reassignment applicants often, in their pursuit of sex reassignment, believe 
that hormonal and surgical sex reassignment have fewer risks than such 
procedures are known to have. 
 
4.14.3 Principle 14c 

The clinician must assess the patient’s ability to understand the relevant 
information, appreciate its personal implications, weigh the alternatives, and 
communicate a voluntary choice. Appropriate communication and decision 
support must be provided. Additional discussion or time for reflection should 
serve an identifiable purpose in supporting understanding and deliberation, rather 
than constitute delay for its own sake. 
Informed consent does not require perfect knowledge, certainty about outcomes, 
or an ability to predict future preferences. Subsequent dissatisfaction or regret 
does not, by itself, establish that consent was inadequate. Equally, a satisfactory 
outcome does not establish that an adequate consent process occurred. 
The discussion and decision must be documented and revisited when material 
information, the proposed intervention, or the patient’s circumstances change. 
Consent to one intervention does not constitute consent to subsequent 
interventions. 
 
4.14.4 Standard 14 

Surgical sex reassignment may be conducted or administered only to persons 
obtaining their legal majority (as defined by state law) or to persons declared by 
the courts as legal adults (emancipated minors) or pursuant to a specific court 
order authorizing the procedure. 

4.14.5 Standard 15 

Hormonal and surgical sex reassignments should be conducted or administered 
only after the patient applicant has received full and complete explanations, 
disclosure of material risks, patient-specific risks, reasonable alternatives, and 
relevant uncertainty, preferably in writing, in words understood by the patient 
applicant. 

4.15 Principle 15 



Sex reassignment applicants and patients enjoy the same rights to medical privacy as 
does any other patient group. 

4.15.1 Standard 16 

The privacy of the medical record of the sex reassignment patient shall be 
safeguarded according to procedures in use to safeguard the privacy of any 
other patient group.  

4.16 Principle 16 
Hormonal and surgical sex reassignment have physical and psychological 
consequences that may emerge or change over many years. Clinical responsibility does 
not end with completion of an intervention. 

4.16.1 Principle 16a 
Consistent long-term documentation of diagnosis, interventions and outcomes is 
necessary to assess whether care achieved its purpose for the individual patient, 
to identify complications and needs for further care, and to permit later evaluation 
of outcomes among patients meeting the same diagnostic criteria. 

4.16.2 Standard 17 
Following surgical sex reassignment, the patient shall be offered post-surgical 
follow-up by the operating surgeon or a designated physician, sufficient to 
identify and treat surgical complications, and assessment by a clinical behavioral 
scientist within six months after surgery, or earlier when clinically indicated. 

4.16.3 Standard 18 
In addition to routine clinical monitoring and procedure-specific follow-up, 
patients shall be offered a comprehensive outcome review twelve months after 
initiation of hormonal treatment or completion of each surgical intervention, and 
subsequently at intervals not exceeding two years for at least ten years. These 
reviews do not replace more frequent care required by Standard 5 or the 
patient’s clinical circumstances. Clinically indicated care continues beyond the 
specified review period. 

The treating team shall identify the clinician responsible for coordinating follow-up 
and document arrangements for transfer when care changes providers. Follow-
up shall address, as applicable: 
(a) physical health, including hormone-related monitoring under Standard 5 and 
bone health; 
(b) surgical outcome and late complications, including genitourinary function; 
(c) sexual function, including desire, arousal, orgasm and pain; 
(d) fertility status and any fertility preservation undertaken; 
(e) mental health, including the course of any coexisting conditions; 
(f) social, occupational and relationship functioning; 
(g) change or resolution of incongruence and associated distress or impairment, 
current treatment goals, and the patient’s assessment of benefits, burdens, and 
unmet needs; 



(h) any discontinuation, request for reversal, or regret, recording each separately 
and documenting the patient’s reasons and subsequent care. 
Validated instruments should be used where they exist. 

4.16.4 Standard 19 
The clinical record shall document the basis of diagnosis: the criteria met, 
specifiers, age at onset, and alternative explanations considered. It shall also 
document each intervention with its date, and each follow-up contact or the 
reason none occurred. Loss to follow-up and the patient’s choice to decline 
follow-up shall be recorded. Declining follow-up or research participation shall not 
be grounds for punitive withdrawal of care.  

Participation in research is separate from clinical follow-up. Under these 
proposed standards, research participation and research use of clinical records 
require separate informed consent. Declining either shall not prejudice access to 
clinically appropriate care. 

4.16.5 Standard 20 
A patient who reports regret or seeks to discontinue or reverse treatment shall be 
offered assessment and care without prejudice, and that care is subject to the 
same standards of informed consent. 

 

5. Explication 

5.1 

The prerequisites below apply to initiating testosterone or estrogen treatment. Puberty 

suppression is addressed separately under 4.8.3–4.8.4 and 4.9.2. 

 

5.1.1 

The patient must demonstrate that the presentation defined in Criterion A, 

including all three required criteria A1–A3, has persisted for at least two years. 

The exclusions specified in Criterion B must also be assessed. 

 

5.1.2 

The patient must be known to a clinical behavioral scientist for at least 6 months 
and that clinical behavioral scientist must endorse the patient's request for 
hormone therapy. 

5.1.3 

Prospective patients should receive a complete physical examination which 
includes, but is not limited to, assessment of bone health in all patients; ALT in 
persons to receive testosterone; ALT, bilirubin, triglycerides and fasting glucose in 
persons to receive estrogens. Patients must receive an established and 
documented regimen-specific plan for baseline assessment and continuing 



monitoring, including hormone levels and other examinations or investigations 
appropriate to the patient’s age, treatment, and individual risk factors. 

5.2 

Prior to initiation of surgical reassignment (Penectomy, orchidectomy, castration, 
vaginoplasty, mastectomy, hysterectomy, oophorectomy, salpingectomy, vaginectomy, 
phalloplasty, reduction mammoplasty, breast amputation): 

5.2.1 See 5.1.1 above. 

5.2.2 

The patient must be known to the clinical behavioral scientist for at least 12 
months and that clinical behavioral scientist must endorse the patient's request 
for surgical reassignment. 

5.2.3 

The patient must be evaluated at least four times over a two-month period by a 
clinical behavioral scientist other than the clinical behavioral scientist specified in 
5.2.2 above and that second clinical behavioral scientist must endorse the 
patient's request for surgical reassignment. At least one of the clinical behavioral 
scientists making the recommendation for surgical reassignment must be a 
doctoral level clinical behavioral scientist. 

5.2.4 

The patient must have completed the supported lived-experience period 

specified in 4.10.6. 

 

5.3 

During and after services are provided: see Standards 17–20: 

5.3.1 

The patient's right to privacy should be honored. 

5.3.2 

The patient must be charged only appropriate fees, and these fees may be levied 
in advance of services.  

5.3.3 
Ongoing assessment must include emerging or worsening mental health 
concerns, including suicidal ideation or self-harm risk. Identified concerns require 
timely evaluation, an appropriate safety and treatment response, and 
reassessment of the care plan. 


