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JSIS MEDICAL FILE – THE GENDER TRANSITION PATHWAY 

Definitions 

- Gender identity is the intimate perception that a person has of their gender. 
- Gender expression is the way in which gender expresses itself through a person's behaviour, 

clothing, voice, body language, etc. 
- Transgender feelings arise in the event of a mismatch between assigned sex and gender 

identity. 
- Gender dysphoria is the feeling of mismatch between assigned sex and gender identity and 

describes the (physical or mental) distress experienced by a transgender person, whereas 
transgender feelings do not necessarily cause suffering. 

- A ‘trans’ or transgender man is a person whose gender identity is male, whereas the gender 
assigned to him at birth on the basis of his genitalia was female. 

- A ‘trans’ or transgender woman is a person whose gender identity is female, whereas the 
gender assigned to her at birth on the basis of her genitalia was male. 

- The gender reassignment or transition pathway includes all medical and surgical care and 
treatment accessible to a transgender person enabling their birth characteristics to be 
modified in order to bring them into line with the gender with which they identify. Each 
journey is unique and does not necessarily lead to surgery. 

The position of the JSIS 

The JSIS recognises the distress that transgender people may experience, and this is reflected in the 
support given to members who embark upon this transition pathway so that it takes place under 
optimum conditions. The JSIS considers that such conditions are found only in approved reference 
centres with a multidisciplinary team, or in university hospitals. A multidisciplinary team means one 
comprising psychologists, sexologists, psychiatrists, child psychiatrists, social workers, 
endocrinologists, paediatricians specialising in endocrinology, speech therapists, surgeons, and ear-
nose-and-throat specialists, all specialising in gender reassignment. 

The JSIS generally reimburses medical and surgical care and treatment at the standard rate of 85%, 
although it may participate at a rate of 100% in the event of a serious illness directly associated with 
gender dysphoria, to be discussed on a case-by-case basis. 

Steps in the transition pathway 

A transition pathway can start at any age. However, some options are only available from a certain 
age. 

1. Psychological support is the essential first step. It can start at any age under the supervision 
of a (child) psychiatrist at an approved reference centre/university hospital. This stage, the 
duration of which varies, is about the questions that a person may have regarding his or her 
gender assigned at birth. It is particularly important to provide the necessary time for 
children aged under 18. It is at the conclusion of this step that the person will confirm their 
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trans-identity (gender assertion) with the support of the (child) psychiatrist and decide 
whether or not to pursue the transition process. Where appropriate, the transgender person 
will then be referred to other specialists by the (child) psychiatrist, always at a reference 
centre/university hospital. Whether or not the psychological support continues beyond this 
stage will depend on the needs expressed by the transgender person. 

2. Gamete cryopreservation will be offered to the transgender person if the decision is taken 
to start hormone treatment, which can irreversibly affect fertility.  

3. Hormone treatments consist of puberty blockers, which prevent the emergence or 
progression of puberty (and thus secondary sexual characteristics), and the hormone 
treatment itself (with oestrogen or testosterone), which induces the secondary sex 
characteristics of the new gender. International guidelines suggest waiting for puberty to 
start before commencing hormone transition, with the most cautious approach being not to 
consider it before the age of 14, 15 or 16, depending on the situation. Puberty blockers are 
reversible, while hormone treatment (with oestrogen or testosterone) is reversible only to a 
limited extent. The only treatment prescribed to transgender adults is hormone treatment 
(with oestrogen or testosterone). This hormone treatment runs in parallel with real-life 
experience living as the gender with which the transgender person identifies, although this 
real-life experience can already start as soon as the transgender person so decides. 
Hormone treatment should last for at least one year before gender reassignment surgery is 
considered. 

4. If the transgender person so desires, speech therapy sessions with a therapist associated 
with the reference centre may be prescribed in order to teach the person how to make their 
voice sound more masculine or feminine.  

5. Permanent hair removal may be undertaken as part of feminising therapy. It is proposed on 
a case-by-case basis after at least one year of hormone therapy. 

6. Surgical options are only available from the age of 18, except for breast reduction which is 
possible from the age of 17, and only after at least one year of hormone therapy. These 
options are mostly irreversible. Here is the list of surgical options and their definitions: 
• Voice surgery: To make the voice higher. Voice surgery may be useful to supplement 

speech therapy if the latter has not yielded satisfactory results. Hormonal testosterone 
treatment is usually sufficient to lower the voice. If the result obtained is not 
satisfactory, it may be supplemented by speech therapy, and as a last resort by voice 
surgery. 

• Chondrolaryngoplasty, i.e. reduction of the Adam’s apple, can take place at the same 
time as surgery to make the voice higher. 

• Breast enlargement: For people born in a male body, even after years of hormone 
therapy, there is generally too little breast tissue to obtain larger breasts. Nevertheless, 
it is recommended that breast enlargement surgery not be performed until at least one 
year of hormone therapy has been undertaken. 

• Removal of breasts or mastectomy: This is a procedure which can be carried out from 
the age of 17. Various techniques can be used, depending on the volume of the breasts, 
the amount of excess skin and its elasticity. 
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• Facial feminisation surgery: Performed on a case-by-case basis, this surgery is carried 
out by a plastic or maxillofacial surgeon. It is mainly concerned with the bones. For 
masculinisation of the face, hormone therapy is generally sufficient to achieve a 
satisfactory result. 

• Removal of ovaries and uterus (ovariotomy and hysterectomy) This intervention 
requires the patient to have received prior hormone therapy for at least one year. 

• Orchiectomy and vaginoplasty: This intervention consists of the removal of the testicles 
and the construction of a vagina. An orchiectomy can take place only after at least one 
year of hormone therapy. Vaginoplasty also requires the patient to have stopped 
smoking at least 6 months before the operation and to have a BMI of between 18 and 
30. Since the skin of the scrotum and of the penis is used to create the wall of the 
vaginal cavity, pre-operative permanent hair removal in the genital area is required. As 
the prostate remains intact, monitoring of that organ is still necessary as the patient 
ages. 

• Metoidioplasty or phalloplasty: This is penis construction surgery. It requires the 
patient to have stopped smoking at least 6 months before the operation and to have a 
BMI of between 18 and 30. In the case of metoidioplasty, the clitoris, which has 
enlarged as a result of hormone treatment, is used to create a small penis. The clitoris is 
moved to the anatomical position of the penis, with the possibility of extending the 
urethra, which is relocated to the extremity of the clitoris, combined with scrotoplasty 
creating an (empty) scrotum. During a subsequent operation, the scrotum can then be 
filled with the patient’s own adipose tissue or implants. Due to the small size of the 
penis, penetration during sexual intercourse and urination standing up will generally be 
impossible; orgasmic and basic erectile capacity are maintained. Metoidioplasty has a 
lower risk of complications than its alternative, phalloplasty, where a penis is 
constructed from tissue from the forearm, thigh or groin. A large scar will be visible at 
the place where this tissue has been removed. The operation is often complicated. After 
phalloplasty, penetration is possible when an erection prosthesis is inserted during a 
subsequent operation, or by using external devices (exocondom, epithesis or Elator©). It 
is possible to fit an erection prosthesis about one year later, but they often have a 
limited lifetime. There is a real risk of further operations being necessary. 

The timing and duration of each step will depend on several factors, as assessed by specialists at the 
centre of reference. The psychological support provided to adolescents will usually be longer than 
that for adults. The French National Health Authority provides for a period of 6 to 9 months for 
psychological support before hormone therapy begins. In any event, hormone therapy must in any 
case be pursued for at least one year before surgical options are considered. In adolescents, in 
addition to the requirement to pursue hormone therapy for a year, surgery is not an option before 
the age of 18 years. Finally, each pathway is unique. It is the transgender person who will determine 
at what stage the desired level of well-being and the match between their gender identity and 
gender expression have been reached and whether further steps are still needed, up to and 
including surgery. 
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OPINION OF THE MEDICAL COUNCIL 

The standard contribution is 85%, with the application of possible ceilings and excesses. 
The establishment carrying out the treatment must be an approved centre or, failing 
that, a university hospital. 
 
- Psychotherapy 

o Above 18 years old:  
 Under the supervision of a (child) psychiatrist specialising in gender issues at 

a reference centre or university hospital.  
 Within the usual JSIS limits (maximum of 30 sessions, and 60 sessions every 

two years).  
 With the exceptional possibility, on a case-by-case basis, of additional 

sessions on the basis of a medical report by the (child) psychiatrist.  
o Below 18 years old: 

 Under the supervision of a (child) psychiatrist specialising in gender issues at 
a reference centre or university hospital.  

 Variant: maximum of 30 sessions spread over 2 years and 60 sessions 
spread over 4 years. (Extended period for minors, to afford them the 
necessary time) 

 With the exceptional possibility, on a case-by-case basis, of additional 
sessions on the basis of a medical report by the (child) psychiatrist.  

- Cryopreservation of gametes 
o Code 261: cryopreservation of sperm 
o Code 260: collection and cryopreservation of ovocytes 
o Prior authorisation based on a report by a specialist before the start of hormone 

treatment.  
- Hormone treatments 

o Code 521: Prior authorisation based on a referral from a (child) psychiatrist to the 
endocrinologist at the approved centre of reference supporting the start of 
hormone therapy. 

- Speech therapy 
o Code 426 or 427 (depending on age): for feminisation of the voice, the same ceiling, 

for a maximum of 2 years (no value beyond 2 years). 
- Permanent hair removal 

o Code 432 or 433: depending on the extent/location, with the application of ceilings, 
for transgender women (and in particular the genital area in the case of planned 
vaginoplasty). 

- Voice surgery 
o Code 203: Microsurgery of the larynx for correction of the voice. 

- Chondrolaryngoplasty  
o Code 203: Removal of Adam’s apple. 
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- Breast reduction  
o Code 205 2X. 

- Breast enlargement 
o After at least one year of hormone treatment. 
o Code 203 2X. 

- Facial feminisation surgery:  
o On a case-by-case basis, as indicated, after consulting the medical officer, and in 

compliance with the ceilings. 
o Code 205 for all operations, including any repeat surgery.  
o Types of surgery:  

 Jaw surgery. 
 Genioplasty. 
 Fronto-orbital surgery. 

o Excluded from reimbursement: 
 Any other aesthetic or facial plastic surgery (rhinoplasty, cheekbone 

enhancement, etc.)  
 All aesthetic medicine treatments. 

- Removal of ovaries and uterus (ovariotomy and hysterectomy)  
o Code 205: 

- Orchiectomy 
o Code 204: 

- Vaginoplasty 
o Code 205: Creation of a neovagina 

- Complete metoidioplasty 
o Code 207: this includes scrotoplasty, testicular prostheses or the addition of adipose 

tissue to fill the newly formed scrotal bag, as well as any surgery. 
- Phalloplasty 

o Code 207: this includes scrotoplasty, testicular prostheses or the addition of adipose 
tissue to fill the newly formed scrotal bag, implantation of a penile prosthesis, as 
well as any surgery. 

 

 


