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Abstract

Many transgender and nonbinary individuals choose to undergo phalloplasty and/or metoidioplasty during their medical transition. In
different surgical specialties, a wide range of supportive resources is commonly provided to help patients prepare for procedures. These
typically include educational materials, workshops, peer support networks, and recommended lifestyle modifications. For gender-
affirming surgeries in particular, patients are required to complete assessments that evaluate their readiness for the operation and offer
guidance to help them become fully prepared when necessary. However, relatively few studies have explored which specific resources
actually help patients feel ready for phalloplasty or metoidioplasty, or how the assessment process and available supports can better
promote patient autonomy. Although respect for patient autonomy remains a fundamental principle of ethical medical care, earlier
research on pre-surgical evaluations for gender-affirming procedures has largely focused on selecting the most suitable surgical
candidates rather than on individual patient needs and on supporting autonomous decision-making. The present study aimed to address
this research gap by examining data from the PROGRESS (Patient-Reported Outcomes of Genital Reconstruction and Experiences of
Surgical Satisfaction) study. This was a cross-sectional, community-based survey conducted among trans and nonbinary adults residing
in the United States and Canada who had received one or more of these genital reconstruction surgeries. The findings indicated that the
large majority of participants (86%, n=186) reported feeling prepared for their surgery. Nevertheless, over half of the sample (53%,
n=105) indicated that referral letter assessments were not helpful to them. In contrast, peer support—particularly online resources and
blogs—was rated as highly valuable, along with direct surgical consultations. Multivariable logistic regression analysis revealed that
higher levels of perceived preparedness were associated with identifying as queer (including gay, bisexual, and pansexual orientations,
in comparison with identifying as straight) and with perceiving the overall assessment process as useful rather than unhelpful. The
specific assessment type used showed no significant relationship with preparedness levels. This suggests that the most effective
preparation strategies are likely to vary considerably between individuals. Healthcare providers who work with patients preparing for
these surgeries should either develop new resources or adapt existing ones to help individuals better recognize their personal preparation
needs and successfully achieve readiness. The data from this study support the use of assessments that prioritize surgical care planning
over evaluations focused on measuring the degree of gender dysphoria. Additional longitudinal research would be valuable for
determining which assessment approaches are most effective for supporting patients before these procedures. Ultimately, assessments
should confirm that patients are properly equipped to undergo and recover from surgery through a comprehensive informed consent
process.
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surgery (such as top surgery/mastectomy or breast
augmentation), reproductive organ (for
example, hysterectomy/oophorectomy or orchiectomy),
and genital surgeries (including metoidioplasty,
phalloplasty, and vaginoplasty). Among trans people

surgeries

assigned female at birth, the primary genital surgery
options are phalloplasty and metoidioplasty. Not every
trans person seeks gender-affirming genital procedures
[1], and not all who desire them can obtain access [2]; the
current discussion, however, centers on those who do
pursue such surgeries.

Phalloplasty was initially developed to reconstruct a
penis following trauma, cancer, or illness, and has
subsequently been adapted to construct a penis for trans
individuals using tissue flaps from non-genital sites [3,
4]. It has been characterized as “a modular set of
procedures that can be combined, mixed, and matched to
meet the needs of each patient” [5]. This surgery, with or
without supplementary interventions, can be performed
using multiple techniques, many of which have evolved
over time and across geographic locations. At present,
radial forearm free flap (RFF) phalloplasty remains the
most frequently performed variant worldwide [6].
However, alternatives such as anterolateral thigh flap
(ALT) and abdominal flap phalloplasty are also
conducted in various settings.

Metoidioplasty represents an adaptation of techniques
originally used to correct hypospadias [7], a congenital
condition in which the urethral opening is positioned
away from the tip of the penis. In trans patients, the
procedure employs the enlarged clitoris that develops as
aresult of testosterone treatment [8]. It involves releasing
the clitoral ligaments [9] and incorporating labial tissue
to enhance the size and projection of the resulting phallus
or penis. In contrast to phalloplasty, metoidioplasty does
not require a donor site and therefore avoids significant
external scarring [6].

Patient preparedness initiatives vary widely across
surgical specialties, yet no single optimal preparation
program has been established in most disciplines, nor has
a universally accepted best practice [10]. In certain
surgical areas, multiple strategies have been shown to
influence how prepared patients feel [11]. Planning for
postoperative care and recovery is another key element
incorporated into some preparation programs [12].
Available evidence indicates that stronger patient
preparedness can contribute to improved surgical results,
enhanced postoperative quality of life [13], and reduced

complication rates. Conversely, feeling unprepared has
been linked to greater postoperative dissatisfaction [14].
Relatively little published research describes how
patients prepare for phalloplasty and/or metoidioplasty.
One qualitative investigation found that participants
devoted considerable time and effort to preparation and
emphasized the value of strong relationships with their
healthcare team during the preoperative period [15].
Additional studies suggest that social media platforms
often serve as valuable sources of information, enabling
patients to prepare for surgery or seek guidance
afterward. One review noted that individuals frequently
posted questions about scarring, wound management,
medical supplies, recovery timelines, and cosmetic
outcomes [16]. Data also show that, among various
strategies patients employ before and after surgery to
improve their genital-related experiences, peer and social
support consistently ranks among the most beneficial
approaches both preoperatively and postoperatively [17].
When preparing for phalloplasty or metoidioplasty,
patients typically collaborate with a surgeon or surgical
team that follows the World Professional Association for
Transgender Health (WPATH) Standards of Care (SOC)
guidelines for pre-surgical evaluations [ 18]. According to
these standards, patients must complete one assessment
conducted outside their primary surgical team—
commonly known as a “referral letter” [19]—performed
by a qualified healthcare provider before proceeding with
surgery [18]. Earlier versions of the SOC mandated two
referral letters for genital procedures [18, 20]. For many
individuals, these letters are subsequently submitted to
the surgical team and/or insurance provider to obtain
surgical clearance and insurance authorization [18]. Such
assessments are generally carried out by mental health
professionals, social =~ workers, and/or medical
practitioners [18, 21]. Importantly, these evaluations
often do not address practical preparation topics such as
hair removal (particularly before phalloplasty), physical
conditioning, nutrition, aftercare arrangements, or
expected physical and psychological changes. While
some surgical teams and support services supply
educational materials covering these areas [22], the
WPATH SOC does not require them [18]. The depth and
scope of assessments remain inconsistent, depending on
the assessor, the specific procedure, the instruments
employed, and the intended objectives of the evaluation
[19]. This variability aligns with guidance in WPATH
SOC version 8, which states that “no single assessment
process will fit every person or every situation” [18].
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Existing evidence further suggests that referral letters
often serve as obstacles to care rather than supportive
tools [19].

Beyond referral letters, certain surgeons and surgical
teams incorporate patient education into readiness or
preparedness documentation before surgery [22, 23].
Like the assessments themselves, the content and
delivery of this education are not standardized and are not
mandated by the WPATH SOC [18]; provision therefore
differs substantially by provider. Moreover, some
surgical practices have eliminated the requirement for
letters of support or formal assessments, unless mandated
by the patient’s insurance carrier. These teams instead
emphasize thorough patient education and a robust
informed consent process [24]. Increasingly, providers
are acknowledging the value of more extensive
preoperative education and planning for phalloplasty and
metoidioplasty, and have reframed their readiness
evaluations around the concept of “surgical care
planning” [25]. This approach generally still includes
obtaining a letter of support consistent with WPATH
SOC recommendations, while also delivering broader
educational resources and support aligned with the
various elements of preparedness outlined earlier [25].
In addition to the lack of a standardized assessment
framework, there is limited guidance on the appropriate
qualifications for assessors. Per the WPATH SOC,
evaluators are not required to be mental health
specialists; they need only hold a Master’s-level degree
and possess adequate knowledge to conduct a competent
evaluation [18]. However, the terms “sufficient” and
“competent” are not clearly defined within the standards.
Because provider expertise levels vary widely, it is
challenging to assess the true value and validity of these
mandatory evaluations. When assessors lack detailed
knowledge of procedures, assessments may fall short of
helping patients make well-informed decisions about
their own bodies. Should this decision-making process be
inadequate, patients’ ability to choose what is best for
themselves is undermined, thereby compromising patient
autonomy—an issue examined in greater detail below.
Respect for patient autonomy constitutes one of the core
principles of biomedical ethics, as articulated by
Beauchamp and Childress [26]. It emphasizes the
importance of enabling individuals to make choices and
pursue actions that reflect their personal beliefs and
values [26]. In healthcare settings, this principle is upheld
through the informed consent process, in which patients

receive the necessary information to understand and
voluntarily agree to a proposed medical intervention [26].
A well-designed readiness assessment can facilitate this
process by confirming that the patient possesses a
sufficient understanding of the surgery they are
considering.

In a recent publication, Elliot Marrow examines how pre-
surgical assessments first emerged during the 1950s. At
that time, only a limited number of surgeons were open
to delivering gender-affirming procedures for trans
individuals. Some practitioners responded by developing
their own screening standards to minimize the risk of
postoperative regret and reduce potential legal risks for
clinicians [27]. Early criteria emphasized helping
patients assimilate into cisnormative society, particularly
by expecting them to be heterosexual and to appear
indistinguishable from cisgender people [28]. Many
psychologists and clinicians believed that a patient’s
request alone was insufficient justification for surgery.
They also worried about possible negative reactions from
patients or the media if they granted access to the ‘wrong’
candidates [27]. These initial concerns among providers
eventually contributed to the development of the
WPATH SOC, originally titled the Harry Benjamin
Standards of Care for Gender Identity Disorders.
Clinicians then began formally evaluating whether
patients were ready for surgery [29]. The evaluation
system was created in part to safeguard healthcare teams
and in part due to concerns that patients might later regret
their decision [30]. Importantly, it was never intended to
assist individuals in determining their own body
preferences or to foster patient autonomy and genuine
informed consent [27]. Because of this gatekeeping
approach, many trans people came to view the
assessment process as unhelpful for supporting their
choices [31]. This sentiment remains common today and
continues to appear in current studies [30].

Although evaluations for gender-affirming surgeries
have become somewhat more patient- and surgeon-
focused in recent years, they may still be influenced by
underlying fear [27]. Without a consistent assessment
framework, patient autonomy can be undermined when
evaluations are shaped by cisnormative assumptions or
worries about backlash instead of prioritizing a
comprehensive informed consent process that fully
educates patients and confirms their understanding of the
planned operation.
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Taken together, current practices for judging readiness
among those seeking phalloplasty or metoidioplasty
differ widely. Certain surgical programs depend entirely
on support letters from mental health professionals, while
others incorporate dedicated patient education initiatives.
As far as we are aware, no published research has
examined which elements are associated with patients
feeling ready for these procedures, or whether any
particular preparation approach produces stronger overall
readiness. In light of this knowledge gap regarding trans
patient preparedness, it is critical to identify the factors
associated with perceived readiness and to design
services that actively enhance it. The goal of the present
study was to draw on data from a community-based
cross-sectional sample of trans adults who had undergone
phalloplasty and/or metoidioplasty. We sought to explore
variables associated with feeling prepared for these
surgeries and to make the case for developing
preparedness programs that are more patient-centered,
better supportive of their autonomy, and grounded in
evidence.

Materials and Methods

The  Patient-Reported = Outcomes  of  Genital
Reconstruction and Experiences of Surgical Satisfaction
(PROGRESS) was a community-driven, patient-focused,
cross-sectional survey. The questionnaire was designed
collaboratively by a group of seven trans community
members who possessed direct
phalloplasty and/or metoidioplasty, with leadership
provided by the first author. The complete survey
instrument is included in the Supplementary Material.
Responses were gathered online between April and July
2022. Participants were required to be adults who
identified as trans, nonbinary, or similar identities; to
have received phalloplasty or metoidioplasty; to live in
the United States of America or Canada; and to be
capable of independently completing the English-
language questionnaire. Recruitment materials were
distributed via trans-focused social media platforms,
Facebook groups, Reddit communities, and relevant
listservs. The survey was cross-sectional, conducted
online, self-administered, and fully anonymous. It
collected information on participant demographics,
experiences preparing for surgery, recovery processes,
perceived shifts in mental health, levels of gender
dysphoria and euphoria, and general satisfaction with the
surgical outcome. No compensation or honorarium was

experience with

offered to those who took part. The study received ethics
approval from both the University of Victoria and the
University of British Columbia Human Research Ethics
Boards (certificate number 21-0033). All participants
provided informed consent electronically before any data
collection began.

Measures

The key outcome measure in this analysis was
participants’ perceived preparedness for surgery. This
was assessed through one adapted item taken from
Kenton’s Preoperative Preparedness Questionnaire [14].
A single item was used instead of the entire scale because
preliminary checks revealed minimal response variation
and no violations of the linearity assumptions required
for logistic regression. The question asked respondents to
indicate their level of agreement with the statement
“Overall, I felt prepared to undergo surgery.” Although
the original version of this item was intended for pre-
surgery administration, our research team revised all
questionnaire items to the past tense. Responses in both
the original and adapted forms were collected on a 6-
point Likert scale, ranging from “strongly disagree” to
“strongly agree.” These were later collapsed into a binary
variable (‘disagree’ versus ‘agree’) for the logistic
regression analyses.

Exposure measures

Information on participant background included age,
ethnoracial background, level of schooling, annual
earnings, sexual orientation, and nation of residence.
Additional factors examined were the kind of gender-
affirming evaluation received, overall mental health
during the twelve months before the operation, whether
participants had turned to community networks or
materials ahead of surgery, and how helpful they
personally found the approval process. Assessment type
was captured through a custom item developed for this
project: “What did the process of obtaining approval to
have surgery look like for you?” Possible answers were
two letters (from a therapist or mental health provider),
one letter, an interview by an assessor, a combination of
letter(s) and something else, a workshop or training, and
‘other.” This measure was collapsed into a binary
variable for modeling purposes: ‘two letters’ versus
every other option combined. A follow-up query asked
how useful the approval method had been in preparing
for the procedure. Answers followed a 5-point Likert
format from ‘not at all’ to ‘extremely useful’ and were
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recoded into ‘not useful” versus ‘useful,” with the latter
including any response except ‘not at all.’

Mental health in the year leading up to surgery was
assessed by adapting the Canadian Community Health
Survey’s single-item indicator [32], shifting the tense to
past and specifying the relevant time period. The
question read: “How would you describe your mental
health in the year before you had phalloplasty or
metoidioplasty?” The original 5-point response scale
from ‘poor’ to ‘excellent’ was retained and then grouped
into ‘poor or fair’ versus ‘good, very good, or excellent.’
Whether individuals had reached out to community
sources for guidance or encouragement before deciding
on surgery was measured by creating a summary variable
from the multiple-response item: “When deciding to have
surgery, where did you access information about surgery
options and outcomes?” Anyone who chose conversation
with peers, Facebook or Reddit groups, online virtual
support groups, in-person support groups, and/or reading
blogs written by post-op trans men was classified as
having ‘accessed community.” Those who selected none
of these options fell into the ‘did not access community’
group. A subsequent question asked respondents to rate
how helpful each chosen resource had been for surgical
preparation, using a 5-point Likert scale from ‘not helpful
at all’ to “very helpful.’

A composite variable was built from three separate
survey items to identify participants who described
themselves as being in the ‘active process’—a phrase
commonly understood in trans communities. This
included anyone who indicated they had finished fewer
procedures than originally intended, whose next surgery
had been postponed indefinitely, who were awaiting
corrective revisions, or who mentioned being between
stages or actively in process in any open-ended response
field.

Analysis

Initial data screening identified 8 submissions that failed
to meet eligibility criteria and were removed. Four more
were dropped because they contained answers to fewer
than 10% of the questions. Since every survey item was
voluntary, the amount of missing data differed across

variables. Twelve individuals who left the key

preparedness question blank (the main outcome for
modeling) were excluded from the multivariable logistic
regression. For predictors with more than 10 missing
values, a distinct “missing” category was introduced to
keep those cases in the models. After all exclusions, the
final sample available for analysis totaled 203 responses.
The present paper reports descriptive summaries,
bivariate associations, and a multivariable binary logistic
regression. All computations were carried out in SPSS
version 29. Descriptive profiles were generated first for
the main variables. These were followed by cross-
tabulations and chi-square tests to explore links between
preparedness and each predictor, treating P <.05 as the
threshold for significance. An automatic backward
conditional selection procedure was then applied in the
logistic regression, with preparedness as the dependent
variable and all categorical predictors entered. Variables
were removed stepwise based on their lowest statistical
contribution until the optimal model was reached;
demographic factors were not forced into the equation.
Age, ecthnoracial identity, income, education, sexual
orientation, and country of residence served as potential
covariates. This exploratory modeling strategy was
adopted because the study was investigative and because
existing research offers little guidance on which elements
may relate to feeling ready for phalloplasty or
metoidioplasty.

Results and Discussion

Table 1 summarizes the demographic and exposure
characteristics of the sample, broken down by whether
participants felt prepared for surgery. Chi-square
findings are not shown because only a single variable
showed a meaningful difference by preparedness status.
The overwhelming majority of respondents identified
ethnoracially as white (84%). Sexual orientation
distributions were queer (37%), straight (27%), gay
(21%), and bi (24%). Educational backgrounds tended to
be advanced, with 30% having completed graduate-level
schooling or earned a graduate degree. Income levels
were similarly elevated, with 40% reporting earnings
above $80,000 per year (in CAD or USD, depending on
location).
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Table 1. PROGRESS participant demographics by self-report of being prepared or not for surgery (n=203). From:
Promoting trans patient autonomy in surgical preparation for phalloplasty and metoidioplasty: results from a
community-based cross-sectional survey and implications for preoperative assessments

. Total Prepared (n = 186) Not Prepared (n =17)
Variable Category (n) (n (I‘)%), prepared) (n (%), lr)lot prepared)

. Canada 29 24 (12.9) 5(29.4)
Country of residence United States 174 162 (87.1) 12 (70.6)
1824 26 24 (13) 2(11.8)

25-35 107 98 (53) 9(52.9)

Age group (years) 36-50 48 44 (23.8) 4(23.5)
50-65 19 17.(9.2) 2(11.8)

. . Queer (gay, bisexual) 69 60 (32.8) 9(52.9)

Sexual orientation Straight or asexual 131 123 (67.2) 8 (@7.1)
Yes 26 23 (12.4) 3(17.6)
Person of color No 177 163 (87.6) 14 (82.4)
Year of surgery Before 2020 83 74 (39.8) 9(52.9)
2020 or later 120 112 (60.2) 8 (47.1)

High school or less 11 10 (5.4) 1(5.9)

Educational attainment Some college/university 30 29 (15.6) 1(5.9)
College/university degree 98 90 (48.8) 8 (47.1)

Graduate/professional degree 64 57 (30.6) 7 (41.2)

< $49,999 61 56 (32.4) 5(1.3)

Annual personal income $50,000-$79,999 50 44 (26.0) 5(31.3)
> $80,000 78 72 (41.6) 6(37.5)

Use of community No 16 15 (8.1) 1(5.9)
resources before surgery Yes 187 171 (91.9) 16 (94.1)
Self-rated mental health Poor or fair 98 87 (46.8) 9(52.9)
(year before surgery) Good/very good/excellent 102 94 (50.5) 8(47.1)
Active preparation No 86 78 (41.9) 8(47.1)
process Yes 117 108 (58.1) 9(52.9)
Assessment type Two referral letters 105 97 (52.2) 8 (47.1)
Other formats 98 89 (47.8) 9(52.9)
Perceived usefulness of Not useful 105 92 (49.5) 13 (76.5)
assessment Useful 92 89 (47.8) 3(17.6)

Regarding surgeries, roughly half the group (51%,
n=103) underwent phalloplasty alone, 83 individuals
(38%) underwent only metoidioplasty, and 21
participants (9%) underwent both operations. Just 40%
(n=85) of the sample received their procedure before
2020, while nearly 6 in 10 (59%, n=124) had surgery in
the previous 2 years. More than half (54%, n=110) fell
into the ‘active process’ category, which meant they were
either still awaiting further operations or positioned
between planned stages. Most people traveled beyond
their home state or province for the operation (42%,
n=385), yet only 10% (n=20) crossed international

borders. Meanwhile, 14% (n=28) stayed within their
own city for the surgery.

On the whole, the sample reported strong feelings of
readiness, with 86% (n=186) stating they felt prepared
for the procedure. Full details from the Preoperative
Preparedness Questionnaire are shown in Table 2.
Across nearly every item in the instrument, respondents
generally agreed with items reflecting different facets of
readiness. The single statement that received the weakest
endorsement concerned feeling equipped to handle a
catheter independently once discharged from the
hospital.

Table 2. PROGRESS participants’ average Likert rating from Kenton’s preoperative preparedness measure

(n=203). From: Promoting trans patient autonomy in surgical preparation for phalloplasty and metoidioplasty:
results from a community-based cross-sectional survey and implications for preoperative assessments
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Strongly
agree (n

(%))

Agree n

Statement (%)

Somewhat
agree (n (%))

Somewhat
disagree (n

(%))

Strongly
disagree (n

(%))

Disagree (n

(%))

Awareness of

alternative treatment

131 (60.9) 49 (22.8)

options to the planned
surgery

9(4.2)

4(1.9) 5(2.8) 3(1.4)

Understanding of the
purpose of the
planned surgery
(expected outcomes)

161 (74.9)  39(18.1)

4(1.9) - _ _

Understanding of the
benefits of the
planned surgery

161 (74.9)  35(16.3)

7(3.3) - _ _

Understanding of the

risks associated with 123 (57.2) 50 (23.3)

the planned surgery

19 (8.8)

10 (4.7) 2(0.9) -

Understanding of

potential surgical 117 (54.4) 52 (24.2)

complications

25 (11.6)

8(3.7) 2(0.9) -

Preparedness for
postoperative
expectations during
hospital stay

60(27.9)  67(31.2)

30 (14.0)

19 (8.8) 13 (6) 3(1.4)

Preparedness for
postoperative
expectations at home

49 (22.8) 68 (31.6)

51(23.7)

22(10.2) 9 (4.2) 3(1.4)

Preparedness to
manage a catheter
during hospitalization

59(27.4)  53(24.7)

33 (15.3)

14 (6.5) 15 (7.0) 7(3.3)

Preparedness to

manage a catheter at 42 (19.5) 48 (22.3)

home

40 (18.6)

20 (9.3) 17 (7.9) 10 (4.7)

Adequacy of time

health
spent by healthcare 69 (32.1) 60 (27.9)

providers in surgical
preparation

38 (17.7)

15 (7.0) 11 (5.1) 10 (4.7)

Overall sense of

preparedness for the 92 (42.8) 67 (31.2)

planned surgery

27 (12.6)

8(3.7) 7(3.3) 2(0.9)

Regarding the evaluation format, about half the
participants (51.7%, n=105) completed two separate
external reviews, resulting in referral letters from mental
health professionals. This distribution reflects the fact
that data collection occurred before SOC version 8§
eliminated the need for a second letter. The remaining
participants (48.2%, n=98) underwent another form of
evaluation. Overall, slightly more than half the sample
(53%, n=105) indicated that their evaluation process
was not at all useful in helping them get ready. A chi-

squared test with Fisher’s exact adjustment revealed a
clear statistical connection (P <.05) between rating the
readiness evaluation as useful and reporting higher
preparedness. Among those who obtained two letters,
more than half (55%, n = 88) described the process as not
at all useful for preparation purposes. Only 13% (n=26)
felt the two-letter requirement had been very or
extremely useful in preparing them for surgery.

While preparing for the operation, 92.1% (n=187) of
respondents turned to community-based supports or

282
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materials. These included talking with peers, joining
support groups, or using content created by the
community itself. The resources rated most positively
were social media platforms such as Facebook groups
and Reddit forums, with 47% (n=101) describing them
as ‘very helpful” for surgical preparation. Conversations
with peers also received strong marks, rated as very
helpful by 22% (n=48) and helpful by 15% (n=34).
Apart from community-generated materials,
consultations with surgeons stood out as well, with 40%
(n=287) calling them ‘very helpful’ and 24% (n=152)
rating them as ‘helpful’. None of the demographic factors
or other measured variables showed a statistically
significant association with preparedness in the initial

bivariate tests.

Correlates of surgical preparedness

direct

The final multivariable logistic regression model
identified only two meaningful predictors:
orientation and the usefulness of the assessment process.
More precisely, individuals who described their sexual

sexual

orientation as queer were considerably more likely to
report feeling prepared than those who did not. A
separate  post-hoc explored the
connection between queer identity and reaching out to
community resources before surgery. Queer respondents
were significantly more likely to have engaged with such
community sources in the period leading up to their
operation (p <.05). This difference may partly account
for their higher reported preparedness compared with
non-queer participants. Table 3 summarizes the crude

chi-squared test

and adjusted odds ratios, along with the corresponding
95% confidence intervals, from the regression analysis.

Table 3. PROGRESS participants’ correlates of Surgical preparedness (n =203). From: Promoting trans patient
autonomy in surgical preparation for phalloplasty and metoidioplasty: results from a community-based cross-
sectional survey and implications for preoperative assessments

Variable Adjusted OR (AOR) 95% CI1 Crude OR 95% CI
Country of residence*
Canada - - Reference Reference
United States - - 4.85 0.83-28.35
Age category (years)*

18-24 - - Reference Reference

25-35 - - 1.47 0.22-9.86

36-50 - - 3.89 0.36-39.00

50-65 - - 1.87 0.10-32.96

Sexual orientation

Straight or asexual Reference Reference Reference Reference

Queer (gay, bisexual, pansexual) 3.71 1.02-9.80 5.05 1.24-20.60
Person of color*
Yes - - 1.08 0.14-8.06
No - - Reference Reference
Year of surgery*
Before 2020 - - 2.55 0.51-12.70
2020 or later - - Reference Reference
Educational attainment*
High school diploma or less - - Reference Reference
Some college or university - - 6.67 0.14-31

College or university degree - - 4.28 0.240-76.72

Graduate or professional degree - - 1.68 0.39-7.23

Personal annual income (currency unspecified)*

<$20,000-$49,999 - - Reference Reference

$50,000-$79,999 - - 0.68 0.14-3.10

>$80,000 - - 0.64 0.12-3.39

Access to community support or resources before surgery*
No - - Reference Reference
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Yes - - 1.25 0.08-17.46
Self-perceived mental health during the year before surgery*
Poor or fair - - Reference Reference
Good, very good, or excellent - - 0.84 0.21-3.44
Active process*
No - - Reference Reference
Yes - - 0.80 0.21-2.99
Assessment type*
Two letters - - Reference Reference
Other - - 0.92 0.23-3.71
Perceived usefulness of assessment
Not useful Reference Reference Reference Reference
Useful 7.78 1.64-36.79 10.98 1.93-62.25

1. OR = odds ratio; AOR-adjusted odds ratio; CI = confidence interval.

2. *Item was not included in the final multivariable model built using automatic backward selection.

The present findings contribute to an expanding body of
work examining access to gender-affirming surgery and
the ethical issues surrounding bodily autonomy. This
study found elevated levels of self-reported preparedness
within a community-recruited group of trans adults who
had received phalloplasty and/or metoidioplasty. Those
who viewed their assessment process as helpful were
more likely to report feeling ready for the operation.
However, the specific format of the assessment showed
no statistical connection to preparedness. The discussion
below situates these outcomes within the broader
research on preparation for phalloplasty and
metoidioplasty, with particular emphasis on criticisms of
existing evaluation methods regarding informed consent
and patient autonomy.

Individuals in this sample reported feeling ready for
phalloplasty and/or metoidioplasty, with strong
agreement across items of the Preoperative Preparedness
Questionnaire [14] and the overall readiness question.
The support respondents rated most valuable were
Facebook and Reddit groups. Such online communities
commonly serve as venues where people pose questions
about results or personal journeys,
encouragement from others who have gone through

receive

similar experiences, and exchange accounts of various
surgical providers. It is widely recognized in trans circles
that people preparing for gender-affirming procedures
invest considerable effort in self-education and support-
seeking outside formal clinical relationships, turning to
community sources to build confidence [17, 33].
Additional studies highlight the value of peer assistance
and shared accounts for those recovering from operations
[34], managing health challenges [35], or navigating

cancer therapies [36]. Although reaching out to
community supports or materials did not emerge as a
statistically significant predictor of preparedness in this
analysis, participant feedback strongly underscored their
practical value. The lack of statistical significance likely
stemmed from the very small subset (8%, n=16) who
reported no community engagement.

Respondents also gave high marks to surgical
consultations as a helpful component of preparation.
These meetings frequently provide essential patient
education and opportunities to ask questions or express
concerns [23]. In numerous other surgical specialties,
social workers and allied professionals now routinely
assist with developing care plans or guiding pre-
operative readiness [37]. Evidence indicates that when
care teams supply resources judged beneficial by
patients, individuals tend to feel better equipped [38].
While this style of structured planning is emerging in
gender-affirming contexts, it was likely not routine for
most participants here. When surgical teams or external
providers offer limited guidance beyond the consultation
itself, peer networks and self-sourced materials often
become critical pathways to achieving readiness.

A further notable result was a stronger sense of
preparedness among those who judged their assessment
process to be useful. Nevertheless, referral-letter
evaluations received low ratings overall for aiding
preparation. For the majority, these evaluations centered
on obtaining documentation from mental health
professionals confirming mental health stability [18].
Only a small minority (2%) encountered education
sessions or workshops as part of readiness determination.
If many patients receive little coaching or instructional
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materials from surgical teams, the referral letter step may
represent the sole dedicated interaction with a healthcare
professional focused on readiness. Because these
evaluations primarily target mental health status, they
may overlook chances to gauge genuine preparedness
and collaboratively build a care plan.
Consequently, referral letter processes may deliver
minimal practical benefit to those pursuing complex
surgical interventions.

This work reinforces existing critiques that portray
referral-letter assessments as largely unhelpful for people
seeking gender-affirming procedures [19]. One earlier
study described prospective patients worrying they
would be deemed unsuitable if any mental health issues
were present [39], while others characterized the
evaluations as primarily functioning as gatekeeping
mechanisms [40]. Still other research has faulted these
processes for failing to provide the detailed information
patients need to understand postoperative realities [41].
In our sample, the format of assessment did not influence
self-reported preparedness, yet perceived usefulness did.
The latest WPATH SOC calls for only one readiness
letter for genital surgeries [18], which could ease certain
obstacles. Yet, any letter mandate risks sustaining a
process that offers limited support for preparation.
Collectively, these observations suggest that current
assessment practices frequently fall short of advancing
patient autonomy when they bypass thorough informed
consent by failing to assess patient understanding or to
deliver relevant education. The findings also point to
considerable variation in preparation needs across
individuals, implying that personalized strategies may be
required for these operations.

Unlike some previous reports, retrospective accounts of
mental health in the year before surgery showed no
meaningful association with preparedness in this group.
Nonetheless, mental health remains a central element in
evaluations of existing standards of care [18]. Although
mental health status has been linked to surgical results in
various medical fields [42], its specific influence on
whether trans patients feel ready for phalloplasty or
metoidioplasty is uncertain. Gender dysphoria can itself
contribute to poorer mental health, including heightened
anxiety and depression, and surgery may alleviate some
of these effects [43]. Therefore, evaluations or care-
planning approaches that acknowledge mental health
impacts on outcomes while emphasizing other practical
aspects of preparation could foster greater readiness.
Further investigation is warranted to clarify the precise

tailored

role of mental health in supporting preparedness for these
surgeries.

In summary, the data portray individuals who pursue
phalloplasty and/or metoidioplasty as generally well-
prepared, especially when they encounter assessment or
preparation activities they consider worthwhile. Pre-
operative systems appear most effective when built
around resources patients themselves identify as
beneficial. In the absence of structured education or
dedicated  preparation initiatives,
independently prepare themselves for these demanding
procedures. Although traditional assessments have not
always prioritized preparation support, shifts are
occurring as more clinicians adopt surgical care planning
and educational aids. For patients lacking access to
formal programs, reliance on peer networks and online
materials becomes the main route to information and

many  must

confidence. While participants here valued peer-created
resources highly, individuals should not bear primary
responsibility for preparing themselves for complex
surgeries such as phalloplasty or metoidioplasty.

Limitations

The findings presented here are subject to several
limitations. Because this was a cross-sectional survey,
participants were asked to reflect on events and
experiences that, for some, had occurred years earlier.
This raises the possibility of recall bias. That said, more
than half the sample was still in the ‘active process’ or
between surgical stages, and a comparable share had
undergone their procedure within the two years before
data collection. The relatively recent timing of many
surgeries could have shaped the results, potentially
reflecting improved access to care in recent years or
greater adoption of informed consent approaches. On the
positive side, this recency likely reduced the overall
influence of recall bias.

The sample was predominantly white (83.7%, n=170)
and relatively young, with 65% aged 18-24 (n=133).
Most participants were also well educated: 48.3%
(n=098) held a college or university degree, and 31.5%
(n=64) had earned a graduate or professional degree. In
addition, a large proportion (63.1%, n=128) reported
annual incomes of $50,000 or higher. Individuals with
these demographic characteristics may have encountered
fewer obstacles when seeking community support, online
materials, or surgical care, including financial or
insurance hurdles, housing instability, and similar
challenges. Consequently, the experiences of less-
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resourced individuals or those facing greater stigma and
systemic  barriers in  healthcare settings are
underrepresented here. Furthermore, the majority of
respondents resided in the United States, with only a
small number from Canada. The findings may therefore
have limited relevance to Canadian settings, and no
conclusions can be drawn about contexts outside these
two countries.

Most survey items, including those used in the current
analysis, were created by the patient-led research team.
This approach enhanced face validity but meant the
questions lacked formal psychometric testing. Although
Kenton’s Preoperative Preparedness Questionnaire [14]
has not undergone rigorous psychometric evaluation, its
content remains pertinent to the surgeries examined in
this study. It will facilitate comparisons with future
research that employs the same instrument. Finally, the
survey did not include open-ended qualitative questions
that might have provided deeper insight into why
participants rated certain resources as more helpful than
others during preparation.

Implications

The findings reported in this paper are original and carry
broad implications for medicine, counseling, social work,
health policy, academic scholarship, and the
development of standards of care. They indicate that
existing methods of preparing patients for surgery—such
as referral letters or clinical assessments—may fall short
for some patients undergoing these procedures. It is
therefore critical to identify which readiness approaches
patients actually find beneficial. Lessons could be drawn
from other surgical fields that have created
comprehensive programs to support recovery and
preparation. Tailored preparedness initiatives may better
align with individual patient requirements. For
phalloplasty and metoidioplasty, community-based
support clearly extends well beyond what current
assessment processes typically offer. Future studies
should aim to pinpoint the specific elements patients find
most helpful during preparation and provide evidence-
based guidance to policymakers and clinicians on more
effective preparedness programs.

Conclusion

Healthcare providers involved in supporting patients
before surgery should either create new tools or adapt

existing ones to help individuals recognize their personal
preparation needs and successfully reach readiness. The
data favor shifting the focus of assessments toward
surgical care planning instead of primarily measuring the
severity of gender dysphoria. Such a shift would allow
greater flexibility, ensuring that evaluations are grounded
in evidence of what truly benefits patients and,
ultimately, helping uphold patient autonomy through a
thorough informed consent process. While flexibility
remains important to address individual
circumstances, the educational and planning components
of assessments should be standardized across gender-
affirming care to ensure consistent high-quality support
for all patients. Additional research is needed to clarify
exactly what patients require from these evaluations to
feel adequately prepared.

Phalloplasty and metoidioplasty are intricate surgical
procedures that can be difficult for patients to prepare for.
Helping patients achieve a solid state of readiness is vital
for maintaining meaningful informed consent and may
also influence surgical results and long-term satisfaction.
The conventional method of determining readiness—
through meetings with a therapist or mental health
provider and securing two supportive letters—may offer
limited value for some individuals facing these complex
operations. Community resources and surgical
consultations continue to play a crucial role in the
preparation journey. Because what each person finds
helpful can differ, approaches to building preparedness
should remain flexible and individualized. Ultimately,
ensuring patient readiness is a shared duty involving the
entire care team, readiness evaluators, and the patients
themselves. Readiness processes should empower
individuals to identify their specific needs and then
supply the necessary supports or materials. Assessments
must serve to respect autonomy by confirming that
patients are properly equipped to undergo and recover
from surgery through a comprehensive informed consent

unique

process.
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