
shown that the group of people diagnosed with gender
incongruence have a dramatically worse overall mental
health outcome than the general population, which is, in fact,
the answer to their stated aim and research question, but this
finding is not even referred to in the title or in the Conclusions
section of the article.

In view of the claim that surgery was shown to be an
efficient treatment for gender incongruence, the following
issues have to be raised:

1. Variables, hypotheses, and analytical strategies were not
described pre hoc. Adequate power analyses and cor-
rections for multiple comparisons were not provided.

2. The article is vague or noninformative with respect to key
aspects. Biological sex ratios are not provided. Surgeries
for complications or even unrelated surgeries (e.g., in the
skin or the larynx) may have been included. Lithium and
atypical antipsychotic medications were not included as
treatments for mood disorders, while a histamine blocker
such as hydroxyzine, which ismainly used for non-mental
health problems, was. Outpatient visits for mood and
anxiety disorders were included as “mental health treat-
ment” but not care for sleeping disorders, substance-
related disorders, major mental disorders, or any inpatient
psychiatric treatment.

3. The nonnormal distribution of data, known secular
changes, age effects, or people who left Sweden and
moved abroad, died from suicide or other causes, or had
surgery to desist were not considered in the interpreta-
tion of the analyses.

As the article stands, we actually have no way of knowing
whether the four reported analyses of purported treatment
effects (time elapsed since start of hormones OR since last
surgery BY outpatient mental health treatment OR suicide
attempt–related hospitalization), one of which was statisti-
cally significant by a small margin, were the first analyses
made or the final setup chosen for publication after a “fishing
expedition” in the database.

These methodological shortcomings preclude any state-
ment on the suitability of early surgery in persons seeking
treatment for gender noncongruence based on the results
presented in this article.
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Gender-Affirmation Surgery Conclusion
Lacks Evidence

TO THE EDITOR: We have concerns regarding severe short-
comings in the study byBränströmandPachankis (1) that call
into question the authors’ conclusion that it “provides timely
support for policies that ensure coverage of gender-affirming
treatments.”

This study covered outcomes only for calendar year
2015 for all individuals living in Sweden on December 31,
2014. The retrospective metric of “time since last gender-
affirming surgery” in Figure 1 in the article is easily mis-
interpreted as a prospective 10-year follow-up that did not
occur and leaves open the question of number and type of
prior surgeries.

The 2,679 individuals diagnosedwith gender incongruence
in Sweden is a full order of magnitude below prevalence ex-
pectations from DSM-5. Table 3 in the article indicates that
38% of these individuals had any kind of gender-affirming
surgery, but only 53% of those had surgery of reproductive
organs. Given that such treatment in Sweden is free, ample
loss to follow-up is implied.

Measured outcomes were limited to “mood and anxiety
disorder health care visits, antidepressant and anxiolytic
prescriptions, and hospitalization after a suicide attempt.”
This selection excludes completed suicides, suicide attempts
without subsequent hospitalization, health care visits and
hospitalizations for othermedical or psychological issues still
related to gender-affirming surgeries, individuals refusing
treatment, and individuals choosing self-medication with
alcohol or illicit substances. Again, significant loss to fol-
low-up must be considered before declaring success.

Dhejne’s cohort study of 324 persons in Sweden un-
dergoing sex-reassignment surgery used 30 years of data,
population controls, and matching by birth year, birth sex,
and reassigned sex (2). Through the Hospital Discharge
Register, the authors evaluated discharge diagnoses, external
causes of morbidity and mortality, and surgical procedure
codes. Compared with the general population, patients who
had sex reassignment surgery had 19 times the rate of
completed suicide, almost three times the rate of all-cause
mortality, nearly three times the rate of inpatient psychiatric
care, and close to five times the rate of suicide attempts.

These important findings could have been updated to the
current period, given the sharp rise in adolescent case pre-
sentations, use of puberty blockers, and changes in cross-sex
hormones from agents like ethinyl estradiol to 17b-estradiol.

For those whose last surgery was 10 or more years earlier,
how many completed suicide, died of other causes, or left
Sweden prior to study initiation? A drop in hospitalizations
for suicide attempts aloneprovides avery incompletepicture.
When the data for suchfindings are accessible in the Swedish
national registers, this omission is glaring.

The lack of control subjects, the limited 1-year time frame,
and the avoidance of examining completed suicides and
psychiatric hospitalizations are substantial study shortfalls.
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The study supports onlyweakconclusions about psychiatric
medication usage and nothing decisive about suicidality.
In overlooking so much available data, this study lacks
the evidence to support its progender-affirmation surgery
conclusion.
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Study of Transgender Patients: Conclusions
Are Not Supported by Findings

TO THE EDITOR: The study of transgender individuals by
Bränström and Pachankis claims to demonstrate a reduction
in mental health treatment utilization after gender-affirming
surgery but, in fact, demonstrates no such thing (1).

The only result they present that they claim is statistically
significant is that there is an association between years since
last gender-affirming surgery and recent mental health
treatment (adjusted odds ratio50.92, 95% CI50.87–0.98).
This result makes no sense as it stands because analysis of a
quantitativemeasure against anoutcomedoesnot produce an
odds ratio. Presumably, the authorsmustmean that each year
since surgery is associated with an odds ratio of 0.92. There
are also discrepancies between the data discussed in the text
and in the tables. For example, the authors quote the per-
centage of patients with gender incongruence who received
no treatment as 29% in the textbut 29.6% inTable3 and,more
importantly, the percentage of patients who received surgery
as 48% in the text but only 38.0% in the table. However, the
key statistical criticism is that they have failed to carry out
standard corrections for multiple testing. As they tested two
interventions, hormone treatment and surgery, against two
outcomes, mental health treatment and suicide attempts,
they performed four tests. Because the upper confidence
interval that they quote is very close to 1, it is obvious that if
appropriate correction for multiple testing had been applied,
then none of the results would have been deemed significant.

When one views the data onwhich these analyses are based,
as presented in Figure 1 in the article, some very clear features
emerge. First, there is obviously no general correlation between
the outcomes and time since surgery. Rather, a spike in suicide
attempts is seen in the year after surgery (in 2.8% of the pa-
tients), which falls off over the next 1–2 years, and to a lesser
extent, there is also a spike in the proportion of patients re-
ceiving mental health treatment in the first year, going up to
45.3%. There is also a low rate of mental health treatment
among patients who received surgery 10 or more years
earlier. This may reflect the fact that in the past, patients
with mental health problems would have been less likely to
be offered surgery.

The study confirms the strong association between psy-
chiatricmorbidity and theexperienceof incongruitybetween
gender identity and biological sex. However, the study does
not demonstrate that either hormonal treatment or surgery
has any effect on this morbidity. It seems that the main
message of this article is that the incidence of mental health
problems and suicide attempts is especially high in the year
after the completion of gender-affirming surgery and that
increased support in this period might be indicated.
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Calling Into Question Whether Gender-
Affirming Surgery Relieves Psychological
Distress

TO THE EDITOR: The study by Bränström and Pachankis (1)
shows a reduction in mental health treatments and hospi-
talization after suicide attempts with increased time after
masculinizing or feminizing surgeries.

The data presented in Figure 1 in the article support
findings from previous studies showing that transgender
individuals have baselinemental health distress that is higher
than that of the general population, but it is not possible to
conclude from these data whether gender-affirming surgery
relieves that distress.

According to the study, mental health utilization rates
were highest in the perioperative period. However, the data
also could be interpreted as showing that masculinizing or
feminizing surgeries were the actual cause of increased
mental health utilization. Surgery is a known risk factor for
the development of depression (2) and may have caused a
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