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ABSTRACT 

Introduction: The distress caused by gender incongruence has been shown to be reduced with 

gender-affirming care. The current study follows a cohort of patients that requested gender-

affirming care at Ghent University Hospital and examines the outcome of the procedures.  

Methods: The prospective design with four assessment times allows the study to assess the 

evolution of self-reported quality of life (QoL) and gender incongruence throughout a medical 

transition process. All the participants (N=119) received hormone therapy, 52% underwent a 

separate gonadectomy (N=62), and 41% vaginoplasty or phalloplasty (N=49). 

Results: The results suggest that gender incongruence improves after surgery. QoL has slightly 

different trends for the different gender groups: compared to people who were assigned male at 

birth (AMAB), people who were assigned female at birth (AFAB) report lower QoL after 

gonadectomy. Meeting other transgender people facilitates QoL after starting hormone therapy. 

A higher number of friends after genital surgery is predictive of a better QoL.  

Clinical implications: These results may be useful for clinicians working with transgender 

patients, as they provide information collected assessing patients soon after surgery and may 

raise awareness regarding the specific clinical attention that post-surgery patients need. 

Conclusions: QoL can be compromised after the invasive surgery, while gender incongruence 

is alleviated throughout the transition. Our results should be confirmed with other prospective 

study designs that include a longer follow-up period. 
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INTRODUCTION 

Gender identity does not always correspond with the sex assigned at birth through the 

visual inspection of external genitals. In the present work, we use the word transgender to 

identify someone whose gender identity, gender expression, or behavior does not conform to 

those typically associated with the sex they were assigned at birth. When relevant, we make a 

distinction between transgender people who were assigned female at birth (AFAB) and those 

who were assigned male at birth (AMAB). Transgender people may report a mild to intense 

distress, caused by the discrepancy between assigned and experienced gender, this distress is 

known as gender dysphoria [1] In this work we prefer to use the term gender incongruence, 

instead of gender dysphoria (used in the DSM-5 [2]), as it is a term that has recently been 

broadly utilized. In order to alleviate distress, some may seek gender-affirming care. The 7th 

version of the Standards of Care lists social transition (living full or part-time in one’s gender 

identity for an extended period of time), psychotherapy, surgery, and hormone therapy as 

intervention options for individuals with gender incongruence [1]. Gender-affirming care, 

which includes all of the above factors, is considered the most effective intervention for people 

with gender incongruence [3].  

Quality of Life (QoL) is a broad concept encompassing different aspects of a person’s 

life. It is defined by the World Health Organization as individuals’ perception of their position 

in life in the context in which they live, including their goals, expectations, standards, and 

concerns [4]. To express this construct through quantitative measurements, different tools have 

been developed, allowing researchers to use it as an outcome measure and to assess the level of 

perceived well-being of the respondents [4,5]. Some studies used these outcome measures to 

compare the QoL of post-surgical transgender patients to that of matched controls, [6–8], 

whereas in the context of our work we focus on monitoring the impact that the different stages 

of gender-affirming care can have on the self-reported QoL. 

The hormonal and surgical interventions have been shown to reduce or even resolve 

gender incongruence and concurrent psychological complaints [9–11]. Hormone therapy is 

generally the first, and may be the only, medical intervention started by people who wish to 

modify their bodily appearance to be consistent with their gender identity. In AFAB 

testosterone therapy is used to masculinize the body and suppress female secondary sex 

characteristics, whereas AMAB often use estrogens to feminize their body. Additional anti-

androgenic therapy is also usually necessary since estrogen alone is often not enough to achieve 

the desired androgen suppression [12].  

https://www.zotero.org/google-docs/?nnmoj7
https://www.zotero.org/google-docs/?eNXkZ3
https://www.zotero.org/google-docs/?2hVZ6v
https://www.zotero.org/google-docs/?420Qho
https://www.zotero.org/google-docs/?Y49VcE
https://www.zotero.org/google-docs/?ZIuCXv
https://www.zotero.org/google-docs/?71ERXG
https://www.zotero.org/google-docs/?cHmwom
https://www.zotero.org/google-docs/?61gDb3
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In AFAB who chose to undergo surgical intervention to masculinize their body, the “top 

surgery” is a bilateral mastectomy, and the genital or “bottom surgery” can include ovariectomy 

and hysterectomy, metoidioplasty (clitoral release), phalloplasty (the construction of a penis 

with tissue from another part of the body such as forearm or thigh), and scrotoplasty (using 

labia majora tissue and silicone testicular implants). Since there are multiple options available 

for AFAB, it is important that the patient chooses after receiving extensive information about 

the surgical procedures and the risks and potential outcomes associated with each one [3,13]. 

In AMAB there can be an augmentation mammoplasty to obtain a feminine appearance of the 

chest, while the genital surgeries to obtain a feminization of the genitalia can include 

orchiectomy and vaginoplasty. Other procedures involve facial and vocal feminization.  

 

Role of social support  

Transgender people are subject to high levels of discrimination due to their gender 

identity or expression [14]. They may experience forms of minority stress shared with LGB 

(lesbian, gay, and bisexual) or other minority groups, such as discrimination, expectation of 

rejection, or prejudice-related hate crimes, and also unique stressors, such as identity 

concealment [15] or internalized transphobia [16]. These unique stressors that minorities face 

may result in negative consequences for mental and physical health [17,18]. Belonging to a 

minority can result in the emerging of impactful stressors, but at the same time activate 

resilience processes. When a minority identity is associated with a feeling of belonging, with 

opportunities of affiliation and social support, the resulting coping mechanisms might be 

important modifiers in the stress process and might be a source of strength for the individual 

[19]. Social support is defined as a form of help received by others and has been classically 

linked to better mental health [for a review see 20]. Social support was found to have a positive 

correlation with QoL in AFAB, and both social support and QoL showed a negative correlation 

with depression, anxiety, and stress scores [21]. Several studies on the transgender population 

found three assets of social support that are associated with psychological well-being, namely 

family support, peer support, and identity pride [22–24]. In this work, we will focus on these 

three protective social support factors, as well as loneliness in relation to QoL. The aims of our 

longitudinal study on a cohort of transgender people entering the X Hospital are the following: 

1.  To evaluate the evolution of the QoL and particularly to examine the social support 

factors in relation to the QoL at the four different assessment times. We hypothesize 

that the QoL will improve.  

https://www.zotero.org/google-docs/?wkDMrS
https://www.zotero.org/google-docs/?2DudOA
https://www.zotero.org/google-docs/?XcVgUb
https://www.zotero.org/google-docs/?mvYpGY
https://www.zotero.org/google-docs/?PQO3SU
https://www.zotero.org/google-docs/?AR6vPW
https://www.zotero.org/google-docs/?FGxuZr
https://www.zotero.org/google-docs/?dA6BfA
https://www.zotero.org/google-docs/?WaefFN
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2.  To evaluate the evolution of gender incongruence. We hypothesize that distress will 

decrease. 

  

METHODS 

From October 2012 to October 2019 participants who entered the clinic, were also 

invited to participate in the data collection for this work. The study was conducted following 

the recommendations of the Declaration of Helsinki, and it received approval from the Ghent 

University Hospital Ethical Committee.  

The four assessment times were planned as follows: upon the first consultation or 

assessment time 0 (AT0), 6 months after the beginning of hormone therapy (AT1), 8 weeks 

after the gonadectomy (AT2), and 8 weeks after the phalloplasty or vaginoplasty (AT3). After 

6 months of hormonal therapy we expect to see an impact on the outcome variable. The 

assessment times following the surgical procedures were planned uniformly 8 weeks after them, 

since by that time patients who underwent vaginoplasty or phalloplasty are usually able to return 

to work and their regular activities. The gonadectomy is commonly performed together with 

genital surgery. However, the waiting list for genital surgery can be quite long at our clinic, and 

this is one of the reasons why some patients included in our study were given the option to have 

a separate gonadectomy performed. This allowed them to move forward in their transition 

process and possibly decrease their dysphoria. Having received a gonadectomy fulfilled a 

requirement for the former application for a legal change of the sex stated in their identity 

documents. In fact, the majority of the data has been collected before the new X Gender 

Recognition Act had entered into force on January 1st, 2018, enabling people to have their self-

defined (binary) gender identity legally recognized without undergoing psychiatric assessment 

or genital surgery [25]. Respondents either received a paper version of the survey and a stamped 

return envelope or completed the questionnaire in person during a visit to the hospital. 

  

Measures 

QoL. We used the Dutch validated translation of the SF-36 [26] to measure the health-

related QoL at all assessment times. This widely used measurement tool [5] contains 36 

questions that cover eight multi-item scales regarding emotional and physical domains of the 

respondents. All raw scale scores were linearly converted to a 0–100 scale, with higher scores 

indicating higher levels of functioning or well-being. The cut-off for the population norm is 

around 50. The internal consistency of the subscales of the SF-36 in our data was confirmed in 

all eight components, the average Cronbach’s α is 0.84 (Cronbach’s α range: 0.79 - 0.90). 

http://www.ejustice.just.fgov.be/eli/loi/2017/06/25/2017012964/justel
http://www.ejustice.just.fgov.be/eli/loi/2017/06/25/2017012964/justel
https://www.zotero.org/google-docs/?DpqywF
https://www.zotero.org/google-docs/?lBCHRV
https://www.zotero.org/google-docs/?aRdNxb
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Gender Incongruence (or Gender Dysphoria). The Utrecht Gender Dysphoria Scale 

(UGDS) was used to measure the degree of experienced gender incongruence at all assessment 

times. This is a 12-item scale, with two different versions based on the sex assigned at birth, 

and the respondents rated each item on a 5-point Likert scale. The sum score ranges from 12 

(minimal dysphoria) to 60 (maximal dysphoria) [27]. At assessment times 2 and 3 participants 

received an adapted UGDS version, as performed in previous research [28,29]. The internal 

consistency of the UGDS scale was confirmed for all the 12 component items (Cronbach’s α > 

.86). 

Social support. At AT0 participants also filled in a questionnaire to collect background 

information. We selected four items from the section that concerned social support. The first 

question is “Do you meet with other transgenders?” (Yes, No). The second is “How many close 

friends (people whom you can rely on) do you have when you have a problem? (0, 1-2, 3-10, 

10+). The third is “How would you describe your relationship with your family?” (poor, not 

very good, good, very good). The last question is “Are you lonely now? (always, regularly, 

sometimes, never). 

  

Sample 

146 participants were invited, 27 of them were excluded. Reasons for exclusion were 

age younger than 16 years old, not signing the informed consent, not being fluent in Dutch, not 

participating in at least 2 of the 4 assessments. We also excluded the respondents that did not 

fill out the questionnaires on time. Participants received a Diagnostic and Statistical Manual of 

Mental Disorders diagnosis of gender dysphoria [30], or gender identity disorder [31]. 

Counseling or psychotherapeutic support is continuously offered throughout the entire medical 

transition. 

All the 119 subjects who were included in the analysis received at least hormone therapy 

(Table 1). The average age at the time of the first consultation was 24 for AFAB (SD = 10.51) 

and 32 for AMAB (SD = 12.33). 

 
 

  AFAB AMAB  Total Response 

rate 

Hormone Therapy (AT1) Yes 100% (N=62) 100% (N=57) N = 

119 
84 % 

(N=100) 

Metoidioplasty  Yes 13% (N=8) 
   

 
No 87% (N=54) 

   

Gonadectomy (AT2) Yes 73% (N=45) 30% (N=17) N = 62 69% 

(N=43) 

https://www.zotero.org/google-docs/?1DcvyE
https://www.zotero.org/google-docs/?q4Vn8C
https://www.zotero.org/google-docs/?rbBzpp
https://www.zotero.org/google-docs/?R0uxAd
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No 27% (N=17) 70% (N=40) 

  

Vaginoplasty / phalloplasty (AT3) Yes 29% (N=18) 54% (N=31) N = 49 73 % 

(N=36)  
No 71% (N=44) 46% (N=26) 

  

Days between HT and 

gonadectomy 

 
M=485, DS=332  
range: 63-2508 

M=521, DS=195, 

range: 291-918 

  

Days between gonadectomy and 

vagino/phalloplasy 

 
M=616, DS=275 

range: 94-1228 
M=322, DS=92 

range: 205-483 

  

 

 
 

Table 1. Descriptive statistics: medical procedures  

  

Since not everyone decided upon genital surgery, we expected to have many applicants not 

participating in the last two measurement times (Table 1). 

  

Data analysis  

All analyses were done using SPSS 26.0 software. Linear mixed models were used to 

account for repeated measures and missing data (no response, no surgery). We can assume our 

data to be missing at random (MAR). The random effects covariance structure was 

Unstructured, so that each variance and each covariance is estimated uniquely from the data. P 

values < 0.05 were considered significant.  

Model 1: QoL. The first model was devised calculating fixed effects for categorical 

predictors such as gender (2 levels: AFAB, AMAB), assessment time (4 levels: AT0, AT1, 

AT2, AT3), social support items: “meet other transgenders” (2 levels: Yes, No), “number of 

friends” (4 levels: 0, 1-2, 3-10, 10+), “relationship with family” (4 levels: poor, not very good, 

good, very good), “loneliness” (4 levels: always, regularly, sometimes, never), as well as 2 

predictors of whether or not participants underwent gonadectomy (2 levels: yes, no) and 

vagino/phalloplasty (2 levels: yes, no). The analysis tested the total effect of our independent 

variables, the interaction among social support items and time, and the interaction of gender 

and time; the outcome variable was the total score of the QoL measured through the SF-36. We 

included a random intercept for each subject ID and since there is a lot of variation, we included 

a random slope for the time. 

Model 2: Gender Incongruence. The second model tested the effect of time and gender, 

and their interaction, as well as the effect of the 2 binary predictors of whether or not 

participants underwent gonadectomy and vagino/phalloplasty. We included a random intercept 
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for the subject ID. The outcome variable was the gender incongruence score, measured through 

the UGDS. 

  

RESULTS 

Model 1: QoL.  

Model 1 on QoL shows an interaction effect between time and gender (graph 1), and an 

interaction effect between time and two social support items (both the items “meeting other 

transgender people”, and “number of friends” show a significant interaction with time). 

The QoL mean score remains stable after the start of hormone therapy, it begins to lower 

for AMAB after the gonadectomy, and drops considerably for both AFAB and AMAB after the 

vaginoplasty or phalloplasty. 

 

Graph 1: Trend of QoL for AFAB and AMAB. On the X-axis the four assessment times 

are represented and on the Y-axis the mean scores of Quality of Life are represented 

for each gender. The asterisks indicate differences that are statistically significant (p 

values < 0.05). 

 

There is a significant interaction between time and gender, F(3, 142.13) = 3.398, p = 

.02, so the trend of the QoL score is different for AFAB and AMAB across the 4 time points. 

Specifically, we can see that at AT2 the mean score of the QoL is estimated to be 15.99 points 

lower, SE = 5.75 for AMAB compared with AFAB, p = .006, 95% CI [-27,37, -4.60]. Compared 

to AMAB, the AFAB group hence reports a lower QoL after gonadectomy. 

  

Social support: Model 1 further shows that the item “relationship with family” with 

time did not reach statistical significance. The other social support items however show a 

significant interaction with time (see Table 2). We performed a post-hoc analysis to look at the 

mean differences for QoL of the three items that showed a significant interaction with time. We 

estimated the means for each interaction, and we used Bonferroni correction to correct for 

multiple testing. 

 

Model 1. QoL        

Effect DF DF F value p 
Mean 

difference SE 95% CI 
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Gender 1 111.81 .525 .470 

   

Gonadectomy 1 90.09 .000 .984 

   

Vaginoplasty/phalloplasty 1 89.31 3.274 .074 

   

Meet other T 1 129.71 1.902 .170 

   

Number of Friends 3 111.52 1.800 .151 

   

Relationship with Family 3 100.07 1.199 .314 

   

Loneliness 3 94.62 .335 .800 

   

Time Period 3 132.27 7.751 <.001 

   

Meet other T * Time Period 3 139.61 6.675 <.001 

   

Number of Friends * Time Period 7 139.44 3.471 .002 

   

Relationship with Family * Time 

Period 9 139.44 1.755 .082 

   

Loneliness * Time Period 8 138.52 2.911 .005 

   

Gender * Time Period 3 142.133 3.398 .020 

   

Model 1. QoL: post hoc analysis 

    

   

Meet other T (AT1) yes vs no 

    

7.72 3.89 0.25, 15.60 

Meet other T(AT 3) yes vs no 

    

-27.95 8.32 
-44.35, 

11.55 

Number of friends (AT3) 
10+ vs 3-10 

    

23.93 7.21 6.52, 41.33 

Number of friends (AT3) 
10+ vs 1-2 

    

28.35 9.07 6.46, 50.25 

Model 2. Gender Incongruence        

Gender 1 156.44 4280.872 
< 

.001 

   

Time Period 3 175.68 1275.754 
< 

.001 

   

Gender * Time Period 3 183.85 117.488 
< 

.001 
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Gonadectomy 1 111.94 3.514 .063 

   

Vaginoplasty/phalloplasty 1 112.04 6.746 .011 

   

Post-hoc analysis     

   

AMAB vs AFAB (AT0)     

15.26 .97 13.34, 

17.18  

AMAB vs AFAB (AT1)     

16.33 1.00 14.35, 

18.32 

AMAB vs AFAB (AT2)     

- 6.31 1.53 -9.34, -

3.30 

AMAB vs AFAB (AT3)     

- 4.80 1.70 -8.14, -

1.46 

 

 

Table 2. GLMM for QoL and gender incongruence.  

 

Meeting other transgender people: At AT1 there is a significant difference in QoL 

between people who answered YES and those who answered NO, F(1, 176.15) = 4.148, p = 

.043. The QoL score is expected to be higher for people who answered YES. However, at AT3 

there is a significant difference in QoL score between people who answered YES and those 

who answered NO, F(1, 190.98) = 11.295, p = .001, but the QoL score is expected to be lower 

for people who answered YES. At AT0 (baseline) and AT2 we found no significant difference. 

In conclusion, meeting other transgender people can be seen as predictive of a better QoL only 

depending on the phase of transition. After starting hormonal therapy, meeting peers facilitates 

a better QoL. After genital surgery, however, participants not socially involved with their peer 

group experience a better QoL.  

 

Graph 2: Trend of QoL based on whether the person meets with other transgender 

people. On the X-axis the four assessment times are represented and on the Y-axis the 

mean scores of Quality of Life are represented for the two groups. The asterisks 

indicate differences that are statistically significant (p values < 0.05). 

  

Number of friends: At AT3 there is a significant difference between subjects who have 

10+ friends and 3-10 friends, p = .003, and between subjects who have 10+ friends, and 1-2 

friends, p = .006. Therefore, if the subjects have more than 10 friends, we estimate their mean 
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QoL score to be 23.93 points higher than those who have 3-10 friends, and 28.35 points higher 

than those who have 1-2 friends. In the other assessment times, we do not see statistically 

significant differences in the QoL scores based on the number of friends the subjects have. In 

conclusion, only after genital surgery QoL is higher in participants with the highest number of 

friends. 

 

Graph 3: Trend of QoL for number of friends. On the X-axis the four assessment times 

are represented and on the Y-axis the mean scores of Quality of Life are represented 

for the four groups. The asterisks indicate differences that are statistically significant 

(p values < 0.05). 

  

We found a significant interaction of the item “loneliness” with time, but probably due to the 

correction of p-values for multiple testing, nothing showed significance within the post-hoc. 

  

Model 2: Gender Incongruence. The gender incongruence lowers throughout time, 

especially after AT2, meaning after the first surgery, as can be seen in graph 4. The graph also 

shows the interaction between gender and time. 

 

Graph 4: Trend of gender incongruence based on gender. On the X-axis the four 

assessment times are represented and on the Y-axis the mean scores of gender 

incongruence are represented for both genders. The asterisks indicate differences that 

are statistically significant between AFAB and AMAB (p values < 0.05). 

  

The results indicate a main effect of vaginoplasty/phalloplasty on gender incongruence 

p = .011. Having received a gonadectomy or not does not seem to influence the gender 

incongruence score, p=0.63 (Table 2).  

There is a significant interaction between time and gender, p < .001. Through the post-

hoc analysis, we compare the trends of the scores of AFAB and AMAB. At baseline the mean 

score for gender incongruence for AMAB is 52.17 SE = .64, 95% CI [50.90, 53.81] and for 

AFAB 36.91, SE = 0.66, 95% CI [35.60, 38.22]. Similarly, at AT1 AMAB have a higher gender 

incongruence mean score than AFAB. However, after the surgery, the situation is reversed: at 

AT2 and AT3 AMAB have a lower gender incongruence than AFAB. 

  Vaginoplasty/phalloplasty: The patients who received a vaginoplasty or a 

phalloplasty had a baseline gender incongruence score slightly higher than those who did not, 
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by 2.03 points, SE = .78, p = .011, 95% CI [0.48, 3.5]. A possible interpretation of this result 

is that many of the patients who experience greater distress in terms of gender incongruence 

are the ones who will ask for the complete GAS (gender-affirming surgery). 

  

DISCUSSION 

The main objective of this longitudinal study was to assess the impact of gender-

affirming care, specifically the evolution over time of the quality of various aspects of life, and 

gender incongruence. Another aim was to explore the role that social support factors might have 

on the QoL in the transition process. Our first hypothesis regarding the QoL is that it could 

improve after hormone therapy and after surgery. Our data show that the QoL remains stable 

after the start of HT. Our results show that two months after the gonadectomy the QoL of 

AMAB lowers, and two months after the vaginoplasty or phalloplasty the QoL lowers for both 

AFAB and AMAB. This result is not in line with the previous research on the topic since 

gender-affirming care has been shown to have a generally positive effect [32]. 

 We have also explored if social support can improve or influence the QoL at different 

measurement times: the social support received does not have a straightforward influence on 

the QoL, but rather changes depending on the phase of the transition process. Our results show 

that people who have genital surgery performed (vaginoplasty for AMAB and phalloplasty for 

AFAB) tend to present a higher degree of gender incongruence at AT0 and that gender-

affirming surgery significantly improves gender incongruence for all participants. 

Regarding the benefits of HT, for instance, Heylens and colleagues [10] report a 

prominent decrease in psychopathological symptoms, with the most evident effect occurring 

after the initiation of hormone therapy. Our research shares Heylens and colleagues’ goal to 

better understand the differential effects of the phases of gender-affirming care by following 

prospectively the evolution of the outcome variable scores. According to Heylens and 

colleagues, the effect of surgery on psychopathological symptoms is not more pronounced than 

that of HT. HT alone brings a big improvement, whereas we do not observe a significant 

difference between baseline and after receiving HT. The responses were collected 3-6 months 

after the start of HT, and it included a smaller sample number (N=57). However, the authors 

are using a different validated tool to assess psychological well-being, the SCL-90, that assesses 

psychopathological symptoms, while we focus on the QoL. These methodological differences 

could contribute to explaining the different results. 

In a French study regarding the effects of hormone therapy [9] which uses the SF-36 to 

measure the QoL outcome variable, the results suggest that hormone therapy is independently 

https://www.zotero.org/google-docs/?7d6Ga5
https://www.zotero.org/google-docs/?KxfLZ8
https://www.zotero.org/google-docs/?hJAnvQ
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linked to better mental QoL (a composite score made up of the subscales of the SF-36 that 

regard mental health, namely General Mental Health, Social Functioning, and Role Limitations 

due to Emotional Problems). The study design involves three psychiatric departments of public 

University teaching hospitals in France where data were collected cross-sectionally, while our 

design is focused on one clinic, Ghent University Hospital, and works prospectively. It should 

also be noted that the French sample had been in hormone therapy for a median period of 20 

months (minimum 12, range 12–42), while our Belgian sample had a shorter experience 

(minimum 5, range 4.5–7.8). These differences could explain the contradicting results.  

Gava and colleagues’ study on transgender women, testing the effects of a specific HT, 

did not result in statistically significant changes after 12 months, regarding the investigated 

psychological aspects which included QoL assessed through the SF-36 [33]. A recent review 

on mental health and QoL in transgender people, however, concluded that the majority of 

studies have shown, although with limitations, that HT has a link with increased QOL, 

decreased depression, and decreased anxiety [34].  

Regarding the impact of the GAS on QoL, many studies show improvements [32,35,36], 

but the debate in literature is still ongoing due to the limitation of the methodologies that have 

been utilized [37]. Some of the methodologies of studies on QoL are different from ours. For 

instance, a work with a German sample of AMAB by Papadopulos and colleagues [38] uses a 

retrospective design and does not include preoperative data. The study focuses mostly on the 

specific combined surgical technique they perform, and how it can help achieve high scores of 

satisfaction and a positive influence on QoL and body image. The data show that QoL was 

improved by the surgery, through a self-developed indication-specific questionnaire (it includes 

questions on demographic, socio-economic issues, satisfaction with postoperative outcomes, 

and QoL). The sample is made up of 47 AMAB patients, while we also included AFAB, and 

patients that did not complete genital surgery. 

A Swedish study includes long-term follow-ups after gender-affirming surgery [39]. 

The study, like the current work, is a prospective cohort study of the quality of life measured 

with SF-36, but the sample included only AFAB. One year after the surgery QoL was found to 

improve. However, they noticed a non-significant trend that shows the QoL score to decrease 

with time (up to 5 years). One possible explanation that the authors cite for this is that the QoL 

in the general population also shows a declining trend over time. However, there is no control 

group of ciswomen or AMAB without GAS involved in the study to be able to confirm this 

hypothesis. Almazan and Keuroghlian [40] analyzed the data from the 2015 US Transgender 

Survey, and found that undergoing at least one type of GAS showed an association with lower 

https://www.zotero.org/google-docs/?9v2LRn
https://www.zotero.org/google-docs/?AyeTjd
https://www.zotero.org/google-docs/?J2G0z8
https://www.zotero.org/google-docs/?RATnfN
https://www.zotero.org/google-docs/?FhpCBa
https://www.zotero.org/google-docs/?qmqO7d
https://jamanetwork-com.proxy.unimib.it/searchresults?author=Anthony+N.+Almazan&q=Anthony+N.+Almazan
https://jamanetwork-com.proxy.unimib.it/searchresults?author=Alex+S.+Keuroghlian&q=Alex+S.+Keuroghlian
https://jamanetwork-com.proxy.unimib.it/searchresults?author=Alex+S.+Keuroghlian&q=Alex+S.+Keuroghlian
https://www.zotero.org/google-docs/?IYyXxK
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past-month psychological distress, assessed using the Kessler Psychological Distress Scale. The 

authors conclude that their result can contribute to providing evidence in support of the 

possibility of offering GAS to TGNC people who seek it. The same survey has been further 

analyzed with specific attention to mental health outcomes [41].  

Interestingly, the social support items we included in the model play diverse roles in 

different moments of the assessment, so we cannot draw overall conclusions on the effect they 

have on the QoL. Some studies demonstrated the social support the transgender person 

perceives does predict QoL and life satisfaction, for instance, the work of Davey and colleagues 

[42], and how it can positively correlate with QoL. However, these authors do not test whether 

the stage of the transition process was associated with social support, or if the social support 

plays a different role in predicting psychological well-being based on the time at which it was 

assessed. Nevertheless, since the literature has shown different benefits of social support 

systems, we believe it is a topic worth investigating more.  

The second hypothesis, regarding gender incongruence, is that it will lower after 

hormone therapy and after surgery, so the subject is expected to experience less distress after 

hormone therapy and after surgery, as proposed by recent literature [10,28,29,43].  

Our data at AT1 are not in line with the aforementioned hypothesis and literature. [28] 

using the same tool, reports improvements in gender incongruence after gender-affirming care, 

but does not differentiate between after hormone therapy and GAS [29]. Another study that 

focuses specifically on the consequences of HT, on the other hand, uses different outcome 

measures, making it hard to compare results [10]. 

Our hypothesis that gender-affirming surgical procedures are an effective intervention 

for gender incongruence is neatly supported by the analyzed data and is in line with previous 

research. A prospective Dutch study [43] measures, amongst other variables, gender 

incongruence pre and post gender-affirming care using the UGDS. The authors find that gender 

incongruence, although it was the main symptom for which the patients had requested 

intervention, decreases after surgery to such a degree that the group was no longer suffering 

from gender incongruence. Regarding the difference between the groups in our study for the 

levels of gender incongruence, the AMAB report significantly higher gender incongruence than 

AWAB at AT0 and AT1. According to some authors, this could be due to the tool used to 

measure the incongruence: when valuing how the UGDS is able to capture their subjective 

experience, AMAB reported the tool to be more aligned with their experience than AWAB, and 

this may mean that it captures better their experience also in our participants [44]. 

https://www.zotero.org/google-docs/?gW2i5z
https://www.zotero.org/google-docs/?WNvRPP
https://www.zotero.org/google-docs/?RdSGGK
https://www.zotero.org/google-docs/?hhv9ND
https://www.zotero.org/google-docs/?oiPKdb
https://www.zotero.org/google-docs/?bwoe3L
https://www.zotero.org/google-docs/?8u5Tym
https://www.zotero.org/google-docs/?KcfGIc
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Our study has several strengths. First of all, it is worth mentioning that all the 

participants included have received interdisciplinary transgender health care. Secondly, the 

study design follows the well-defined cohort prospectively, and the temporal sequences that are 

established to capture 4 time points are followed precisely for all the subjects.  

Also, the tools that are used are widely known in the literature: the SF-36 questionnaire 

is well validated in several populations [5,26,45], and UGDS is specific for the transgender 

population [27]. This work aims at filling a gap in literature, since there is a lack of assessments 

performed a short time after surgery. 

There are also numerous limitations that are crucial to consider. The most important 

being the short follow-up period: there should be another assessment, several months after the 

last surgery, to see how the QoL settles when the patients are fully recovered. Literature has 

indeed documented complications and risk following GAS [46,47] A study investigating 

postoperative satisfaction, for instance, shows that after four to six years from the first clinical 

contact the patients reported high surgical satisfaction rates (despite the possible complications 

that can arise due to the invasive operations) [29]. We believe a follow-up as late as one year 

after the surgery could be useful. According to some authors, the first year after the transition 

does not paint a realistic picture regarding long-term sexual and psychological status [48] and 

we suggest that it might also be the case for health related QoL. Regarding the SF-36, looking 

at the individual role played by the 8 subscales would require a methodological procedure that 

exceeds the scope of the current work; however, it could be a parameter to be investigated in 

future research.  

The UGDS, which we use to assess gender incongruence in all the phases, was originally 

developed to measure it upon admission. At AT2 and AT3 we use the UGDS version of the 

gender the participants currently lived in, and this might have reduced its sensitivity. The 

questionnaire used to measure social support and collect background data is not a validated 

tool. We should also consider the modification to the Belgian law while the data collection was 

ongoing. The Belgian Gender Recognition Act entered into force on January 1st, 2018, and 

transgender people can now apply for legal gender recognition merely based on self-

determination [25]. Therefore, we cannot exclude that some participants included in our study 

whose main goal was to obtain a change of their registered sex, chose not to proceed after that 

date because certification of the medical transition is no longer required in order to obtain a 

change of their registered sex in the birth certificate in accordance with their gender. Finally, 

we only assessed participants through self-report questionnaires, and used one tool to measure 

each construct, which may not be enough to capture their complexity. 

https://www.zotero.org/google-docs/?MQ9t45
https://www.zotero.org/google-docs/?sc8Gyj
https://www.zotero.org/google-docs/?lGE5vd
https://www.zotero.org/google-docs/?EcdsW2
https://www.zotero.org/google-docs/?E0qcuw
http://www.ejustice.just.fgov.be/eli/loi/2017/06/25/2017012964/justel
http://www.ejustice.just.fgov.be/eli/loi/2017/06/25/2017012964/justel
https://www.zotero.org/google-docs/?2h34Gy
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Clinical implications 

 It would be clinically useful to explore whether the QoL score of our sample changes 

(and how) after a longer time from the surgery. In fact, for both surgical procedures, in our 

study the data have been collected 8 weeks after the surgical interventions. Nevertheless, since 

the procedures are invasive, we believe that it might take more than 2 months to fully recover 

and to observe the potential benefits on the person’s life. If our study had extended further, we 

may have seen the QoL score rise back up. However, by assessing patients so soon after surgery, 

we are able to give them the clinical attention they might need in this phase that, as this study 

confirms, may be challenging. The professionals in our clinic are acquainted with the 

difficulties that may arise right after surgical interventions, and they are aware of the literature 

and real-life experiences confirming the positive long-term outcomes of these interventions. 

Therefore, we think it’s clinically helpful to discuss the implication of every phase with the 

patients and their families. 

As mental health professionals ourselves, we can explain the results of the present study 

through our clinical experience. We have indeed noted that our patients may in a first stage be 

very focused on getting the medical intervention they desire. Sometimes, when those 

interventions have been carried out, as they heal and progress, other issues (that maybe were 

not a priority compared to the gender incongruence) might arise. Therefore, it is useful for 

clinicians to take into account the possibility that, after the incongruence decreases thanks to 

the gender-affirming care, the patient might have to face some other challenges before their 

QoL can settle.  

  

CONCLUSION 

Regarding our first hypothesis, we see that the QoL score remains stable after hormone 

therapy. In contrast with our prediction, we find that there is a big QoL score drop at AT3. 

Looking at the role played by social support, we can say that meeting with other transgender 

people can be seen as predictive of a better QoL depending on the phase of transition. After 

starting hormonal therapy, it facilitates a better QoL. After genital surgery, however, this aspect 

of social support does not seem to suffice to experience a better QoL. Looking at the role of the 

number of friends the subjects have, we can say that having numerous friends does not seem to 

improve the QoL until the last surgery, where it seems to function as a protective factor, and 

subjects who have a large group of friends tend to have a higher QoL. 
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Regarding the second hypothesis, for both AMAB and AFAB gender incongruence 

remained stable after the start of hormone therapy. However, when it was measured again, 8 

weeks after the first surgery was performed, it had dropped significantly. It remains low also in 

the last time point, which is 8 weeks after the phalloplasty or vaginoplasty. The surgery seems 

to help alleviate gender incongruence in all the patients, but we can observe a bigger change 

for AMAB, whose gender incongruence score lowered in the measurements after both 

surgeries.  

We also believe that further research is needed to assess which patients are at risk of a 

poor QoL after GAS. Given that social support is beneficial to QoL in those with gender 

incongruence, it is important that the health providers encourage patients to access their 

networks and receive the available social support throughout the process. Future studies should 

employ robust methodologies, like prospective cohort studies with large samples, and should 

use control groups such as the general population, non-clinical transgender people, people at 

different stages of the transition, and from different countries or environments.  

Recent works point out how some of the distress can be believed to originate from 

gender incongruence per se, and some from stigma associated with cisnormative expectations 

from the society [49]. Thus when working around this topic, researchers should keep in mind 

the complexity and the components of gender incongruence. Indeed, since we may expect other 

variables to be at play and influence QoL, such as general stress and mental health, it may be 

worth assessing their relevance and possible mediating role with specific tools. More studies 

are required to explore long-term QoL with long-term follow-ups. Researchers may consider 

adding assessments throughout the transition process, for instance after the patients undergo 

top surgery. Finally, future experimental design may be built without binary assumptions about 

gender identities, including people that do not identify in the binary spectrum. 
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