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INTRODUCTION
In transgender individuals, there is a mismatch between biological sex and gender (sex-gender discordance), and this
mismatch is often attempted to be resolved by changing the sex (1). However, sex cannot be changed through surgery
or hormones, because sex has immutable components such as genetic/chromosomal (XX/XY), gonadal (testis/ovary),
skeletal-pelvic (androgenic/gynecoid), gametic (sperm/oocyte), pregnancy (possible/not possible), lactation (possible/not
possible), and internal-external genital structures. Removing or destroying sexual organs does not change sex; it only
leads to urogenital mutilation. On the other hand, the perception of gender (or gender dysphoria) can change at any time,
especially during adolescence (2).

Gender-affirming surgery and mental health 
Gender-affirming surgery (GAS) is not performed to treat a congenital anatomical or functional disorder (since transgen-
der individuals do not have such a pathology) but to address the psychological issues of transgender individuals. This is
the justification put forward for GAS (1). However, there is no conclusive evidence in the literature to support this jus-
tification. The U.S. Centers for Medicare & Medicaid Services reviewed all relevant studies to assess whether these surger-
ies should be covered by insurance and prepared a comprehensive report, ultimately rejecting the request. The report
states that the studies are inconsistent; when taken collectively, the evidence is insufficient. Most studies are not longi-
tudinal, or they do not include concurrent pre- and post-operative controls/tests. Many studies have reported positive
outcomes, but the strength and reliability of these results are low due to the aforementioned potential issues. Four well-
designed and executed studies were identified (2-6), but these also did not show a clinically significant difference in qual-
ity of life measured by psychometric tests before and after surgery (7).
GAS does not improve the psychological issues of transgender individuals; on the contrary, it worsens them. A commu-
nity-based study conducted in Sweden found that transgender individuals who underwent surgery had more mental
health problems and treatment requests compared to those who did not undergo surgery. The use of anxiolytics and anti-
depressants, as well as suicide rates, were higher in the surgery group-hospitalizations due to suicide attempts were near-
ly twice as high (8). 
When this study was first published, it claimed that GAS improved mental health, but after objections and a re-analysis
of the data, it was revealed that this was not the case, and in fact, the opposite was true. The authors and the journal
acknowledged this and published a correction (9). How could such a major analytical error have been overlooked by the
reviewers of a journal like the American Journal of Psychiatry? Normally, this would not be possible, but it happened. Why? Are
academic publications that promote GAS being positively biased?
Other studies also show that GAS does not improve psychological issues and even worsens them in some patients.
A study conducted at New York University found that in about one-fifth of cases, mental health worsened after surgery
(10). Another study conducted at the University of California reported that 53% of individuals who underwent GAS vis-
ited the emergency department within the first year, and 17.3% of these cases were due to psychiatric issues (11). A study
at the University of Texas examined millions of patient records and found that individuals who underwent GAS had 12
times higher suicide rates, 10 times higher rates of self-harm and suicide attempts, 8 times higher rates of post-traumat-
ic stress disorder (PTSD), and 3.3 times higher mortality rates (12).
The Swedish cohort, which has about 30 years of follow-up (the longest and most comprehensive study on this topic),
confirms these findings, showing that mental health issues persist even after GAS and continue throughout life. In this
cohort, the overall mortality rate of transgender individuals who underwent surgery was three times higher compared
to the general population, hospital admission rates were three times higher, and completed suicide rates were 19 times
higher (13).
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Urogenital and extra-genital mutilation  in gender affirming surgery 
GAS does not improve the psychological issues of transgender individuals, and in addition, it results in urogenital and
extra-genital mutilation (Figures 1-3). Male-to-female (MtF) surgical procedures result in urogenital mutilation, while
female-to-male (FtM) procedures result in both urogenital and extra-genital mutilation (if phalloplasty is performed) (14-
19). Transgender individuals who undergo GAS lose their reproductive function completely and almost entirely lose their
sexual function, while their urinary function is also significantly impaired. Surgical complications requiring revision,
which reduce the quality of life, are common (20).
A meta-analysis conducted by Wang et al. reported an overall complication rate of 76.5% after phalloplasty, with a ure-
thral fistula rate of 34.1% and a urethral stricture rate of 25.4% (14). Veerman et al. (15) also reported a urethral stric-
ture rate of 63% and a revision requirement due to fistula or stricture in 73% of cases, concluding that genital gender-
affirming surgery with urethral lengthening is a complex procedure with a high complication rate. After addressing com-
plications, no clinically significant differences in urological functioning were observed. Even after additional surgeries,
30% of patients lost the ability to urinate from the tip of the penis.
When phalloplasty is performed, the arm or leg from which the flap is taken is also mutilated (Figure 4). These limbs
are damaged not only cosmetically, but also neurologically and functionally, and all develop pain (16).
In a meta-analysis by Horbach et al., complications of MtF procedures were listed as follows; changes in urinary function
32%, urinary incontinence 19%, wound dehiscence 12-33%, vaginal stenosis 12%, genital pain 3-9%, vaginal necrosis
2.7-4.2%, rectal injury 2-4.2%, rectovaginal fistula 1-17%, urethral stricture 1-6%, local abscess 5%, hematoma 3%, cli-
toral necrosis 1-3%, vaginal prolapse 1-2% (17).

Figure 1. 
Urogenital and extra genital mutilation in a FtM case 
[A FtM patient who applied with a complaint of total
incontinence, a flap was taken from the left arm in another
center and a neophallus was performed, but flap necrosis
developed, a flap was taken from the right leg and a
neophallus was performed again, but this time urethral
necrosis developed, perineal externalization was performed,
the patient received periurethral submucosal injections twice
by us, he partially benefited, his incontinence decreased –
this patient had 14 surgeries for FtM procedures – including
revisions]. 

Figure 2. 
Urogenital and extra genital mutilation in other FtM case 
[A FtM patient presented with severe pain in the left leg and
inability to urinate/urethral obstruction; the dysfunctional
penile prosthesis was removed, urethrotomy was performed
internally but was unsuccessful, urethral externalization was
performed; this patient underwent 17 surgeries for FtM
procedures – including complications].
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Deterioration in quality of life and shortening  of lifespan 
Kuhn et al. found a significantly reduced quality of life in transgender individuals 15 years after vaginoplasty, listing com-
plications as follows: urinary dysfunction 47%, urgency 25%, stress incontinence 23%, inability to achieve sexual satis-
faction 23%, urgency 17%, fecal incontinence 9.4%, difficulty or inability to fully empty the bowels 7.6%, vaginal pro-
lapse 7.5%, and revision surgery due to prolapse 3.4% (18).
Kuhn et al. also report that the urogenital complications of GAS are underreported in the literatüre (these rates are actu-
ally higher). Because transgender individuals who undergo GAS are quite reluctant to express their urogenital issues, so
these problems are likely underreported (18), (19). Indeed, Kamran et al., who examined patient-reported outcome meas-
ures (PROMs) in 286 studies representing over 85,395 transgender cases in more than 30 countries, found that patient
reports were absent or incomplete in most studies (21).
One of the dramatic outcomes of GAS is the shortening of life expectancy. For instance, while the expected average life span
in the Danish population is 81.9 years for women and 78 years for men, the average age of death for transgender individu-
als who underwent GAS was found to be 53.5 years (22). These data indicate that transgender individuals who undergo
GAS die on average 25-28 years earlier, meaning their lives are shortened by about one-third due to psychiatric issues, the
side effects of hormones used, cancers, lung, cardiovascular diseases, infections, and surgical complications (22, 23).

Is gender affirming surgery systematic iatrogenic harm? 
These data show that GAS violates the medical principle of "first, do no harm" (primum non nocere) and systematically
harms transgender individuals. In my opinion, GAS is the greatest systematic iatrogenic harm in the history of medicine.
Transgender individuals have serious mental health issues and need psychosocial support because of these problems
(24). However, GAS does not provide them with any tangible benefit; on the contrary, it harms them. As surgeons, we
are not improving the mental health issues of transgender individuals with GAS; instead, we are collaborating with their
mental health issues and, by engaging in consent engineering, mutilating them urogenitally. In short, we do not treat

Figure 3. 
An MtF case presenting with complaints of difficulty urinating
and pain. The patient, who had undergone surgery at another
center, exhibited swelling, pain, and tenderness below the
urethral meatus. The patient frequently experienced infections,
pain, and swelling, was unable to engage in sexual intercourse,
and had persistent urination problems (in MtF cases, the
urethra is severed at the level of the bulbar urethra; therefore,
the visible meatus in this case is actually a severed bulbar
urethra. This urethra remains in continuous contact with
neighboring tissues and the atmosphere, much like an open
wound, leading to frequent infections).

Figure 4. 
Sequels (extra-genital mutilation) in the arm
and leg from which the flap was harvested 
in cases of phalloplasty.
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them; we victimize them. GAS does not change sex; it results in sexual mutilation. GAS is partially feminization or mas-
culinization, but predominantly mutilation. Transgender individuals do not need mutilating surgeries but treatments
that provide concrete benefits based on a risk-benefit analysis. When and how will transgender individuals access these treat-
ments? As specialists, we need to conduct new studies to develop the treatment options transgender individuals need
and, more importantly, discuss this issue independently of ideology (based on medical evidence). Transgender individ-
uals need treatments based on biological evidence, not ideological views. Current medical practices, particularly GAS
procedures, are mutilating transgender individuals, and they must be reviewed.
In ancient times, it was believed that mental illnesses were caused by demons and that drilling holes in the skull would
allow them to escape—this led to cranial trepanation (25). Just as today we look back on cranial trepanation with mock-
ery and astonishment, I believe that future medical professionals will look at GAS the same way, saying, "It's hard to
believe, but in the 21st century, doctors-surgeons tried to treat gender dysphoria with surgery and attempted to change sex by
removing urogenital organs, resulting in urogenital mutilation."

CONCLUSIONS
In conclusion, transgender individuals who undergo GAS lose their reproductive function irreversibly and almost entire-
ly lose their sexual function, while their urinary function is also significantly impaired. If phalloplasty is performed, the
arm or leg is also mutilated. In addition, many complications from surgeries arise. So what do they gain for all these loss-
es? Nothing (it is claimed that their mental health improves, but there is no definitive evidence in the literature to sup-
port this claim, and in fact, there is evidence to the contrary). So, what is the reason for this insistence on GAS?
As a surgeon/urologist licensed to perform GAS, I find these surgical procedures unethical and follow current medical
practice with concern. I am making these reminders to fulfill my professional and moral responsibility and to recom-
mend that GAS procedures that harm transsexuals be reviewed. We must act according to the principle of "First, do no
harm" and our priority should be to avoid harming our patients.
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