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GUIDANCE
The EoE SCG policy for the commissioning and treatment of people with gender dysphoria
includes the following surgical treatments:
Surgical interventions approved for female to male (FtM):
•
•
•
•
•
•
•
•
•

Bilateral mastectomy/reduction mammoplasty
Hysterectomy
Salpingectomy
Vaginectomy
Oophorectomy
Phalloplasty
Urethroplasty
Scrotoplasty with testicular prostheses
Hair removal from donor sites for reconstructive surgery

Surgical interventions approved for male to female (MtF):
•
•
•
•
•
•

Clitoroplasty
Labiaplasty
Orchidectomy
Penectomy
Vaginaplasty
Hair removal from donor sites for reconstructive surgery

The EoE SCG policy states that the following surgical procedures are NOT included:
“Other surgical procedures that may be funded by approval by PCT exceptional cases panel:
•
•

Augmentation mammoplasty
Hair removal where hormones do not work”

“Surgical procedures that will not be routinely funded are:
•
•

Chondroplasty (larynx reshaping)
Crico-thyroid approximation surgery (to raise vocal pitch)
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•
•
•

Rhinoplasty
Jaw reduction
Waist liposuction”

The EoE document notes the poor quality evidence regarding the efficacy and safety of
treatment for gender dysphoria and the absence of NICE guidance. It does not provide clear
direction for the treatment of patients with gender dysphoria after gender reassignment surgery
(GRS), also commonly referred to as sex reassignment surgery (SRS).
Increasingly patients who have received GRS are requesting further treatment to ‘complete’
their phenotypic gender transition, which is resulting in appeals to PCT exceptions committees.
In light of this a systematic literature review was conducted to answer the following question:
What is appropriate cosmetic treatment following gender reassignment surgery? The rational to
this question was that where a patient has had GRS they should be treated as any other
individual of their (adopted) gender with regard to eligibility to interventions for aesthetic nonclinical reasons. In addition to the literature identified in the review the following statements
were made with consideration of the four ethical principles of beneficence, non-malfeasance,
justice (equity) and autonomy.
Main points in answer to “What is appropriate cosmetic treatment following gender
reassignment surgery”?
a. No directly relevant evidence was found regarding the question of what cosmetic
treatment might be appropriate following GRS apart from the provision of phono surgery
by the London policy document1.
b. A ‘cosmetic’ intervention might be equitably provided to a person who has had gender
reassignment surgery if NOT providing the treatment undermines the person’s gender
identity including their ability to function socially and be accepted as their adopted
gender, rather than merely fulfilling a desire to improve ones appearance2. Generally
this will only be for characteristics outside the normal range for the persons adopted
gender2. (Statement level D, appendix)
c. Points a and b (above) are dependent on the individuals making fully informed choices
regarding the risks and implications of the procedures and the likelihood that their
expectations will be realised (i.e. autonomy and non-malfeasance).
All requests will therefore be considered only by PCT individual funding panels, and they will
take these points into consideration in their deliberations.
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Appendix
KEY TO EVIDENCE STATEMENTS AND GRADES OF RECOMMENDATIONS
As used by Scottish Intercollegiate Guidelines Network (SIGN)
1++

High quality meta-analyses, systematic reviews of randomised controlled trials (RCTs),
or RCTs with a very low risk of bias

1+

Well conducted meta-analyses, systematic reviews of RCTs or RCTs with a low risk of
bias

1–

Meta-analyses, systematic reviews of RCTs, or RCTs with a high risk of bias

2++

High quality systematic reviews of case control or cohort studies
High quality case control or cohort studies with a very low risk of confounding or bias
and a high probability that the relationship is causal

2+

Well conducted case control or cohort studies with a low risk of confounding or bias and
a moderate probability that the relationship is causal

2–

Case control of cohort studies with a high risk of confounding or bias and a significant
risk that the relationship is not causal
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3

Non-analytic studies, e.g. case report, case series

4

Expert opinion

GRADES OF RECOMMENDATION
Note: The grade of recommendation relates to the strength of the evidence on which the
recommendation is based. It does not reflect the clinical importance of the recommendation.
A

At least one meta-analyses, systematic review of RCTs, or RCT rated as 1++ and
directly applicable to the target population; or
A body of evidence consisting principally of studies rated as 1+, directly applicable to the
target population, and demonstrating overall consistency of results

B

A body of evidence including studies rated as 2++, directly applicable to the target
population, and demonstrating overall consistency of results; or
Extrapolated evidence from studies rated as 1++ or 1+

C

A body of evidence including studies rated as 2+, directly applicable to the target
population, and demonstrating overall consistency of results; or
Extrapolated evidence from studies rated as 2++

D

Evidence level 3 or 4; or
Extrapolated evidence from studies rated as 2+
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