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GEN-608: Gender Affirmation Surgery
Chair: Cecile A. Ferrando, MD, MPH
Faculty: Veronica Lerner, MD, Michelle Y. Morrill, MD, Rob R. Pollard, MD, and Bobbie J. Rimel, MD

Course Description
This course is meant for attendees interested in learning about perioperative considerations and management of the
transmasculine patient seeking hysterectomy for gender affirmation. Attendees will learn about the assessment of
patients, preoperative counseling, considerations about concurrent oophorectomy, vaginectomy and pre-surgical
fertility options, as well as the role of vNOTES in performing these procedures. This course is meant for providers
already performing gender affirmation surgery as well as those who are interested in learning more about this patient
population and their surgical needs.

Learning Objectives
At the conclusion of this course, the participants will be able to: 1) Perform perioperative management of patients
seeking hysterectomy for gender affirmation; 2) Recognize that the vNOTES approach to minimally invasive
hysterectomy is an option for providers performing hysterectomy for transgender patients; and 3) Identify the role of
concurrent vaginectomy at the time of gender affirming hysterectomy.

Course Outline

9:45 am Welcome, Introduction and Course Overview C.A. Ferrando

9:50 am Overview of Gender Affirming Care B.J. Rimel

Considerations for the Transgender Patient Seeking

10:15am C.A. Ferrando
Hysterectomy

Transmasculine Hysterectomy: Surgical Technique,

10:40 am R.R. Pollard
Complications and Outcomes

11:05 am Role of vNOTES for Gender Affirming Hysterectomy V. Lerner
Vaginectomy at the Time of Gender Affirming

11:30 am M.Y. Morrill
Hysterectomy

11:55am Questions & Answers All Faculty

12:15 pm Adjourn
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Disclosures

« Advisory Board participant : Merck, GSK, Immunogen, AstraZeneca

Overview of Gender
Affirming care

BJ Rimel MD
Cedars-Sinai Medical Center
Los Angeles, CA
@bjrimelmd

 Consultant: Deep6Al

Learning Objectives

« Sexual and gender minority (SGM) definitions
* Gender dysphoria

|dentity * Gender affirmation

statement « Strategies for inclusion

What is a “sexual and/or gender minority”? Sexual history taking is required
* SGM NIH definition:  Sexual minority status is Non- )
* Two things!! Sexual and %;ender minority visible no one
* Sexual minority = non (SGM) populations include, but . Can’ ;
heterosexual are not limited to, individuals Can't tell by looking . SI]()u Id
« Gender minority = non who identify as lesbian, gay, * Knowledge of sexual Behaviors
cisgender bisexual, asexual, transgender, can help determine appropriate
Two-Spirit, queer, and/or care. |Ue
intersex. Individuals with same- « STI risk ina
Sbee);12\5|é%ggﬂgrtitégaec\t/:/ﬁﬂsaor * HPV screening (not just the cervix) In Se
difference in sex development * Pregnancy risk

are also included.

https://dpcpsi.nih.gov/sgmro
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The Genderbread Person

/ - Identity @ Gender Iden
| R Woman Gendergueer Man

Feminine Androgynous Masculine
" Biological Sex
Female Intersex Male

W Sexual Orientation
Heterosenal Bisexual Homosexual

https://www.genderbread.org/wp-
content/uploads/2017/01/Genderbread-Person. pdf

Gender is expression AND individual identity

* Identity —Invisible!!
* Woman
* Man
* Non-binary
* Genderfluid
* Genderqueer
* Agender
* Expression- visible but highly
variable
* Feminine
* Masculine
* Androgynous

https://www.genderbread.org/wp-
content/uploads/2017/01/Genderbread-Person. pdf

Cis gender vs. trans gender

« Cisgender o ’
. N R Sometimes it's easyto [ o )
. Gender_ presentaFlon aligns with forget how good we have t. [N Verks il
sex assigned at birth 5 . . to do that less often.
* Transgender 3
* Gender presentation does not B Agreed!

align with sex assigned at birth

https://www.itspronouncedmetrosexual.com/2011/11/list-of-
cisgender-privileges/

Other gender identity terms

Genderfiuid Must-Know Gender Genderqueer
Identity Terms 3

=

https: very ind.c | y-of-must-ki gender-identity-terms-5186274

A quick note
on pronouns zim

* Ask for preferred Ze
pronouns/name

. g;emzreferred pronouns X.e they them

« Simply correct yourself if
you make a mistake - Xey ‘ hm

ps://www.them.us/story/coming-out-they-them-pi

What is gender dysphoria?

« “Gender dysphoria describes the distress experienced by those
whose gender identity feels at odds with aspects of their body
and/or the social gender role assigned to them at birth. This can
be experienced as physical discomfort, and psychological and
emotional distress.”

Gender Dysphoria. Gender Identity Clinic, NHS. Available from: https://gic.nhs.uk/info-support/gender-dysphoria/
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What is gender affirmation?

« Social, psychological,
behavioral, and medical 5
interventions “designed to k
support and affirm an a
individual’'s gender identity”
when it conflicts with the
gender they were assigned at
birth.

* World Health Organization
2022

https://www.who.int/europe/health-
topics/gender#tab=tab_1

Limitations of access to gender affirming care

* As of March 2022, 15 states
have restricted access to
gender-affirming care or
are currently considering
laws that would do so.

e e T

https://williamsinstitute.law.ucla.edu/publi Movement Advancement Project. "Equality Maps: Snapshot: LGBTQ
cations/bans-trans-youth-health-care/ gggg%gglzstate. https://www.Igbtmap.org/equality-maps/. Accessed

Gender affirming care

* Care provided affirms the patient’s gender identity
* Medical treatment
* Surgical treatment
* Fertility management

Transition

The process of living as one’s gender identity
Highly variable

May include just a social transition (e.g. clothing) or
some or all surgical/medical options

Make no assumptions

HRT TEST OsSEINERREO N E

Transmasculine

* Assigned female at birth
(AFAB)

* Medical treatment

* Testosterone IM or
transdermal
* Dosing and potential
side effects
* Polycythemia
* HTN

Gender Affirmation Surgery-Transmasculine

* Options:
* Hysterectomy, bilateral salpingoophorectomy, vaginectomy
« Chest surgery (“top surgery”)
« Liposuction of the breast through incisions in the areola
* Mastectomy
* Metoidioplasty
* Phalloplasty
« Several options
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Transfeminine
* Assigned male at birth (AMAB)

* Medical treatment

« Estrogen therapy and/or antiandrogen therapy

* Dosing and potential side effects
* Increase LDL cholesterol
* Decrease hemoglobin

Gender Affirmation surgery - Transfeminine

* Options:
* Breast augmentation
* Orchiectomy
* Vaginoplasty
« Complex options

Fertility Management

* AFAB

* If a uterus and tubes and ovaries
and having male partners who
make sperm—need to discuss
contraception

« If considering future genetic
children —

« Discussion of options:

* Holding on surgery until fertility
complete
« Oocyte preservation

* AMAB

« If having partners who have a
uterus tubes and ovaries —and
patient is making sperm — need to
discuss contraception

« If considering future genetic
children-

* Sperm banking (Ideally done prior to
starting hormone therapy)

How can | avoid causing
dysphoriato my transgender
AFAB patient?

Female Reproductive System

* By gender-affirmation
* Use of preferred
name/pronouns
* Use of preferred name for
dysphoric body parts

* Ex. Instead of vagina:
“front hole”

Pelvic examination

Ask about prior Have very small
experiences. speculae.

Allow patients to Listen to the patient.
have a distraction; If it is not tolerable,
phone, headphones, stop.

tell jokes, hold hand
of partner etc.
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———— -

CONSIDERATIONS FOR THE INDICATIONS FOR HYSTERECTOMY

TRA NSGEN D ER PATl ENT » Gender dysphoria vs GYN etiology - or is this a mix?
S EEK| N G HYSTER ECTOMY « How do you work-up GYN etiology - this is different than the

cisgender female population
Cecile A. Ferrando, MD MPH; FACOG, FACS Breakthrough bleeding on testosterone is a real thin
Subspecialty Care for Women's Health 9 9 9

Center for LGBTQ+ Care = - * Do you need a preoperative pelvic examination?

Cleveland Clinic Ultrasound?

» Assessment of pelvic floor dysfunction/high tone PFM

—
INDICATIONS FOR HYSTERECTOMY

Indication: GYN efiology

“Hysterectomy is an option for the
treatment of XXX. While XXX is still of
reproductive age, he/they have been « Gender dysphoria vs GYN etiology - or is this a mix?

Indicati der dysphori counseled about their fertility goals and
ndication: gender dysphoria or options and have been offered fertility . Py .,
gender incongruence preservation. Furthermore, altemafive * How do you work-up GYN etiology - this is different than the
. . . e . freatment for XXX is contraindicated in the cisgender female population
Hystel.eclomy Is medically indicated | ""d":‘"ed n case of masculinizing gender affirmation . . .
the setting of gender dysphoria and XXX care as it can lead fo worsening gender + Breakthrough bleeding on testosterone is a real thing
meets criteria for the procedure; he/f'hey dysphoria, which could be harmful to . . : .
understand the consequences and risks XXX * Do you need a preoperative pelvic examination?
associated with hysterectomy and he/they 2
have been counseled about their fertility U"I'USOUnd :

O oy vmsematon e + Assessment of pelvic floor dysfunction/high tone PFM

—
INDICATIONS FOR HYSTERECTOMY INDICATIONS FOR HYSTERECTOMY

» Gender dysphoria vs GYN etiology - or is this a mix? » Gender dysphoria vs GYN etiology - or is this a mix?

* How do you work-up GYN etiology - this is different than the
cisgender female population
; GYNECOLOGY ) ) « Breakthrough bleeding on testosterone is a real thing

Uterine pathology in transmasculine persons on n

testosterone: a retrospective multicenter case series ? * Do you need a preoperative pelvic examination?
BT Famer . otar, MG: Graem Ghapman, WD, Ve Gomoe o, M Moot Grm 0 Ultrasound?

* Shared decision-making important during this discussion

» How do you document need for hysterectomy? . K N
» Assessment of pelvic floor dysfunction/high tone PFM
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WPATH SOC7

Formal diagnosis of gender dysphoria
12 months of continuous GAHT
Lives experience for > 12 months
» Good control of comorbid mental health conditions

« Two letters of referral from mental health providers (one from PhD or MD)

GATEKEEPING???

—

WPATH SOC8

Meets diagnostic criteria for gender incongruence

Understands the effect of gender-affirming surgical intervention on

reproduction
Good control of mental health conditions

At least 6 months of GAHT or longer to achieve the desired surgical result

If written documentation or a letter is required to recommend

gender

affirming medical and surgical freatment (GAMST), only one letter of
assessment from a health care professional who has competencies in the

assessment of TGD people is needed

WPATH GUIDELINES -
IMPLICATIONS

« Less gatekeeping, increasing theoretic access, a victory for
patients

* Lag with insurance companies may lead to a gray zone which
will temporarily reduce access

* Provides institutions with the ability to create SOPs and Carepaths
- highly recommend to remain consistent and transparent -
speaks to the need for multidisciplinary approach/assessment

—

FERTILITY PRESERVATION

« Important part of counseling - avoids risk of regret

« Will soon be required criteria - so important o
document discussion

« Provide patients with written materials to review after
consultation

« Have an affirming fertility specialist designated to
see patients

« Acknowledge the challenges of fertility preservation

for patients but provide space for them to make an
autonomous decision

PERIOP CONSIDERATIONS

* Modality = TVH vs LSC/RA-TLH
« Concurrent Oophorectomy
« Goals of surgery
« Fertility preservation counseling 2> pathways for this are important
« Discussion of risk of GAHT cessation; role of bone health screening
» Concurrent vaginectomy
« Goals of surgery
« Considerations for future metoidioplasty/phalloplasty
« Concurrent masculinizing top surgery

Feasibility of Vaginal Hysterectomy for
Female-to-Male Transgender Men

—
PERIOP CONSIDERATIONS

Juno Obedin-Maliver, mp, P11, Alexis Light, Mp, mpii, Gene de Haan, D, and Rebecca A. Jackson, mp

« Considerations for future metoidioplasty/phalloplasty
« Concurrent masculinizing top surgery
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PERIOP CONSIDERATIONS

Modality - TVH vs LSC/RA-TLH
Concurrent Oophorectomy
« Goals of surgery
« Fertility preservation counseling = pathways for this are important AR
« Discussion of risk of GAHT cessation; role of bone health screening . Disc{v‘
Concurrent vaginectomy « Concurre} «
« Goals of surgery
« Considerations for future metoidioplasty/phalloplasty
Concurrent masculinizing top surgery

—
PERIOP CONSIDERATIONS PERIOP CONSIDERATIONS

* Modality - TVH vs LSC/RA-TLH « Perioperative use of testosterone therapy
« Concurrent Oophorectomy
+ Goals of surgery *» Need for PAP smear

« Fertility preservation counseling = pathways for this are important . Preoperuﬁve pelvic examination vs pelvic 113

« Discussion of risk of GAHT cessation; role of bone health screening .. .. . - .
. Concurrent vaginectomy + Shared decision-making important during this discussion

* Goals of surgery « Careful history taking and suspicion for endometriosis
« Considerations for future metoidioplasty/phalloplasty

« Concurrent masculinizing top surgery

—
PERIOP CONSIDERATIONS PERIOP CONSIDERATIONS

« Perioperative use of testosterone therapy « Perioperative use of testosterone therapy

Ll \[-Y-YeB{e]§ The Effect of Preoperative Gender-Affirming « Need for PAP smear
Hormone Therapy Use on Perioperative

« Pr r Adverse Events in Transmasculine Individuals * Pri rativ Ivi xXamination v: Ivi
eopera Undergoing Masculinizing Chest Surgery for eoperailve pelvic exd ato s pelvic us

ERUCILLE  Gender Affirmation « Careful history taking and suspicion for endometriosis
* Careful

Shannon S. Wu, BA; Charles A. Raymer, MD; Bram R. Kaufman, MD;
Raymond Isakov, MD; and Cecile A. Ferrando, MD, MPH
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PERIOP CONSIDERATIONS

* Planning overnight stay vs SDD (ERAS protocols are great for We are not gatekeepers to care — we are facilitators — but our
these patients) job is to make sure we take into consideration the unique

« Foley removal in the OR - discussing this ahead of fime nuances that are associated with TGD individuals, and

accommodate these factors and engage in shared decision-

» Counseling about need for preop HCG making with our patients.

» Expectations about postoperative bleeding and risk of
dysphoria
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Transmasculine Hysterectom

Disclosures

* Robert Pollard MD

* FPMRS

« Director GYN Minimally Invasive Surgery
* MetroHealth Medical Center

* Cleveland, OH

« | have no financial relationships to disclose.

Objective

Pre-operatively

* Review surgical techniques in transmasculine hysterectomy
« Complications
* Surgical Outcomes

WPATH criteria

* History

* Menstural history prior to T
* Dysmenorrhea
* Miss school or work

Physical

Pap/Cultures as appropriate

Pelvic exam?
* Imaging

Round ligament division
Develop bladder flap
Take the IP/Cornua down

Surgical

Technique
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Indications for surgery

* Gender Affirmation/Confirmation Surgery
* Abnormal Uterine Bleeding

* Pelvic Pain

* Dysmenorrhea

« Avoid future Gyn visits

* Cancer Risk Reduction

* Decrease Testosterone Dose

Pelvic Pain

* Preop ive Pain Symp and the Incidence of End josis in
Transgender Men Undergoing Hysterectomy for Gender Affirmation

* Cecile A Ferrando %, Graham Chapman 2, Robert Pollard 2

o JMinim Invasive Gynecol

o+ 2021Sep

Pelvic pain

67 patients between 2010-19 Endometriosis
retrospective review Dx’ed in 27% of patients
1 patient desired to keep ovaries-
remaining TLH BSO

90% patients on T for mean of 36
months with/without endo except those with
60% amenorrheic, 43% c/o endo 67% reported h/o HMB and
dysmenorrhea, 50.7% c/o pelvic pain 21%reported irregular menses

33% reported pelvic pain and 22% did
not

NO difference in patients

Unexpected

Findings

Unexpected
Finding

Rt. Paracolic Gutter

Infiltrating
Lesions
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Bladder endometriosis

BladderDeep Endometriasis 5

Uterine Manipulator Challenges

* Small introitus

« Atrophic vagina

TM Hysterectomy

* Small uterus with relatively normal anatomy
* Small pedicles
* Typically easy, straight-forward cases

Post op spotting/bleeding

8 i i young

adults on testosterone

* Danielle T Cipres, Jessica Y Shim?, Frances W Grimstad?

+ I Pediatr Adolesc Gynecol
* 2022 Sep 8;51083-3188(22)00291-1.
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Dehiscence

Cuff Closure

Take Home Points

* Colpotomy
* Cutting current
* Limit coagulation for hemostasis
* Adequate bites
* Interrupted, Figure of 8’s, running
* Barbed vs standard suture

Decreased Incidence of Vaginal Cuff Dehiscence after Laparoscopic
Closure with Bidirectional Barbed Suture

Matthew T, Siedhoff, MD*, Amanda C. Yunker, DO, MSCR, and John F. Steege, MD

From she Univeriy af Novsh Coiin ar Chapet Wil Chpel Wil NC i ks

Cuff Closure Route

* Do what YOU do Best!

TM Hysterectomy

* Always check vagina for lacerations at completion
* Foley not necessary post operatively

* Easy case- don’t mess it up!!

* Obstet Gynecol
« . 2018 Nov;132(5):1265-1273.
 doi: 10.1097/A0G.0000000000002936.

* C lication Rates and O After Hy yinTi jer Men

« C Emi Bretschneider?, David Sheyn, Robert Pollard, Cecile A Ferrando

« Affiliations expand
* PMID: 30303922
« DOI: 10.1097/A0G.0000000000002936
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* J Obstet Gynaecol Can

* . 2020 Jan;42(1):25-30.

+ doi: 10.1016/j.jogc.2019.05.009.Epub 2019 Oct 31.

* Surgical O for Ti der Men Und ing Hyster: y

* Innie Chen?, Vincent Nguyen 2, Meryl Hodge 2, Ranjeeta Mallick 2, Héléne
Gagné 4, Sukhbir S Singh 4, Abdul Jamil Choudhry 2, Rihua Xie %, Yan
Liao 3, Shi-Wu Wen &

£

. of | injury after gender-affirming
laparoscopic hysterectomy: A case report

* Gaku Nakamura %, Akinori Nukui 2, Issei Suzuki 3, Kohei Takei 4, Toshiki
Kijima 2, Takao Kamai

Combined Surgery

p y with sub in trans men: The effect on
safety outcomes

* Lian Elfering2, Tim C van de Grift122, Mark-Bram Bouman 12, Norah M van
Mello?, Freek A Groenman?, Judith A Huirne?, lvo Y W Budiman, Linde D J
Goijen !, Dorothea K G van Loenen 3, Margriet G Mullender12

* IntJ Transgend Health
+ 2020 Apr 25;21(2):138-146.

A ion o
Bilateral Salpingo-Oophorectomy and
Gender Non-Conforming Individuals

Y y
Chest Surgery in Transgender and

enato Seracchioli 12, Maria Cristina Meriggiola 12
* Int J Environ Res Public Health

 .2021 Jul 3;18(13):7133.

* 23 hour stay/Same Day Discharge

* Foley

* Pelvic Rest?

* Vaginal Spotting

* Communication/Education
* Follow up
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Role of vNOTES for

Veronica Lerner MD, FACOG (pronouns: she, her, hers)
Minimally Invasive Surgery and Urogynecology
Lenox Hill Hospital, Director of Simulation
Associate Professor

Zucker School of Medicine at Hofstra
Mobile: (646) 331-0401

353 :f"g" “i‘":“?fg"ﬂ Email: vlerner@northwell.edu
A vell Ith . -
e s Twitter: @Veronicalerner

Disclosure

* Consultant for Applied Medical

1. Lenox Hill Hospital
333+ Northwell Health

What is vNOTES?

* SILS=Single Incision Laparoscopic Surgery

* LESS=LaparoEndoscopic Single Site Surgery

* NOTES=Natural Orifice Transluminal Endoscopic Surgery

* vNOTES=vaginal Natural Orifice Transluminal Endoscopic Surgery
* VANH=vaginally assisted NOTES hysterectomy

I Lenox Hill Hospital
2 Northwell Healthr

Approach vs. Technique

Open HALS
Multi Port Robotic
Single Port Vaginal

Reduced Port VvNOTES

- —
OPEN HALS MULTI PORT REDUCED PORT SINGLE PORT
- Lenox Hill Hospital

<3 Northwell Health Credit: Dr. Grover May =i States Franklin

Trsrsbdonina m-chan from Appied Midia
1.1 Lenox Hill Hospital
2 Northwell Healthr

Conmurealyovish

Anterior colpotomy: tips and tricks

1 Lenox Hill Hospital
37 Northwell Health https://www.youtube.com/watch?v=j6H4Gmtyqzo
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Posterior colpotomy

+ '+ Lenox Hill Hospital
3337 Northwell Health'

https://www.youtube.com/watch?v=j6H4Gmtyqzo

Colpotomy videos

https://www.youtube.com/watch?v=j6H4Gmtyqzo
https://surgeryu.com/detail/4150
https://surgeryu.com/detail/4148
https://surgeryu.com/detail /4530

5.1+ Lenox Hill Hospital
3337 Northwell Health

Lenox Hill Hospital
=3 Northwell Healthr

Vaginally Assisted NOTES Hysterectomy (VANH)

3.1+ Lenox Hill Hospital
333+ Northwell Health Video courtesy of Jan Baekelandt, MD, PhD

vNOTES Adnexectomy

b Jan Baekelandt, M.D., Ph.D.
Phase A - < . Az imeics Hospral
¢ Trendelenburg — Banheder, Belgium

Animation video courtesy of Applied Medical

Landmark studies: HALON

B B O An International journal of
5 , Obstetrics and Gynaccology
= Gynaecological surgery

Hysterectomy by transvaginal natural orifice
transluminal endoscopic surgery versus
laparoscopy as a day-care procedure:

a randomised controlled trial

Lo Roy." C Mathieu A Lae

Enatin,” § Wayers,' BW1 Mol¥

5. 1- Lenox Hill Hospital
3337 Northwell Health
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Landmark studies: NOTABLE

Adnexectomy by vaginal Natural Orifice
Transluminal Endoscopic Surgery versus
laparoscopy: results of a first randomised
controlled trial (NOTABLE trial)

1 Baskatandt;
5 Wayers" 5w)

D Mulder | La Roy.* C Mathieu. A Laanen” P En
3 1k Bosteeis ™™

+ '+ Lenox Hill Hospital
333+ Northwell Health

Indications

* Practice setting:
* 15 years post-fellowship
* Routes: vaginal and laparoscopic
* Added robotics post-fellowship

* Large urban academic center (residents, fellows)
* Referral center
* Focus on surgical training and simulation

5.1+ Lenox Hill Hospital
3337 Northwell Health Mooy, vear

Goals

* Convert laparoscopic cases to vNOTES

* Teach the next generation of surgeons

* Convert uterosacral ligament suspensions to vVNOTES
* Contained tissue extraction

* Postop pain

* Ergonomics

* Dissemination

* Research

* Innovation

< Lenox Hill Hospital
=3 Northwell Health:

Convert laparoscopic cases to vaginal

* Avoid abdominal wall

* Post-op pain
Injury at entry
Nerve injury
Risk of hernia (esp. with tissue extraction)
Adhesiolysis
Mesh from prior surgery
Rigid abdomen (abdominoplasty, nulliparous)
Cosmesis (gender-affirming as a subcategory)
Obesity
Limited vaginal access

5. 1- Lenox Hill Hospital
3337 Northwell Health

Indications: who is not a candidate?

< Lenox Hill Hospital
=3 Northwell Health:

Surgery Basics

Anatomy
Structures

Tissue planes

, Visualisation
Actions
Sreep Triangulation

Spread
Dessicate
Cut
Approximate

5. 1- Lenox Hill Hospital

333+ Northwell Health Courtesy of Dr. Grover May
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Triangulation and Visualization

o)

A\

>

=]

S

Transabdominal multiport ,
VvNOTES Transabdominal LESS
+ '+ Lenox Hill Hospital .
3337 Northwell Health “iim
Courtesy of Dr. Grover Ma

Indications: who is not a candidate?

* Access for visualization and triangulation
* Need “from above” vs. “bottom-up” view:

* Endometriosis

* Cul-de-sac obliteration (radiation, colorectal surgery)
* Procedures:

* Myomectomy

* Lymph node sampling

* Sacrocolpopexy

5.1+ Lenox Hill Hospital
333+ Northwell Health

Indications: who is a candidate?

* Hysterectomy

* Large uteri

* Obesity

* Nulliparity

* Adhesions

* Gender-affirming (Testosterone, Leuprolide)
* USLS (uterosacral ligament suspension)
* Adnexal (salpingectomy, BSO)

* Prior hysterectomy
* Repeat VNOTES

< Lenox Hill Hospital
=3 Northwell Health:

Technique: Tips and Tricks

* Efficiency and safety in vNOTES

5. 1- Lenox Hill Hospital
3337 Northwell Health

Getting started

* Take a hands-on vNOTES course

» Engage with a colleague (proctors available)

* Chose low- or moderate complexity case as your first case

» Watch vNOTES videos to prepare for your first case
* SurgeryU, Facebook (VNOTES USA, vNOTES global)

* If you are not confident with colpotomy, consider asking a
colleague who performs vaginal hysterectomies to assist

* Record your cases, engage with a mentor to do a video review

* A low threshold to place the umbilical port to visualize the pelvis

< Lenox Hill Hospital
=3 Northwell Health:

Getting started

Be patient with yourself

5. 1- Lenox Hill Hospital
3337 Northwell Health
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Case 1l
68 yo P3003

Persistent postmenopausal bleeding

h.o breast cancer

3.1 Lenox Hill Hospital
%+ Northwell Healthr

Casel

31 Lenox Hill Hospital
333+ Northwell Healt

Case 2
43 yo P2002

Csx2, appendectomy, abdominoplasty, failed UAE
BMI 32

10 x 8 x 6 cm uterus, fibroids (211 g)

3.1 Lenox Hill Hospital
3337 Northwell Healtt

Case 2

3.1: Lenox Hill Hospital
3337 Northwe Ith

ell Healt

Case 3
41 yo P1

BMI=35
h/o LSC LSO and right salpingectomy for follicular cyst
POP, cervical elongation, C=+1

s Lenox Hill Hospital
33 Northwell Healtt

Case 3

5 - Lenox Hill Hospital
F3: Northwe it

ell Healt
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Draping/Positioning

Preparation

Antibiotics

Vaginal hysterectomy

on technique

Use a drape similar to what is being used for LAVH
or TLH

Patient positioning:

-one arm tucked (to allow tower to be closer)
~dorsal lithotomy (same as for VH)

Abdominal and vaginal anti-septic solution (most
commonly chlorhexidine), same as what is used for
LAVH or TLH

Same as LAVH or TLH, most commonly
cephalosporin and metronidazole
Include a long retractor of choice (right angle,

Rationale

Allows easy placement of umbilical port in
case need to visualize pelvis from above,
or in case conversion from YNOTES to the
laparoscopic route is needed

No change in the standard of care in
comparison to LAVH or TLH

No change in the standard of care in
comparison to LAVH or TLH
Long retractor is used to guide the

ocedure
Vaginal entry and ring
placement
Anterior colpotomy

Posterior colpotomy

Uterosacral ligament
ligation

After ring placement,
prior to port assembly

Place an interrupted suture from anterior
peritoneum to anterior vaginal mucosa

Stretch anterior perineum after sharp entry with
index fingers

Place an interrupted suture from the posterior
peritoneum to the posterior vaginal mucosa
Suture ligate ligaments with double or triple
fixation; tag ligaments

Place a large laparotomy pad or a 4x4 into a
posterior cul-de-sac prior to ring assembly
(“Stockwell sponge™)

Assures that ring fits into an anterior cul-de-sac
with case and peritoneum “curtain” is not hanging
anteriorly, obstructing the view

Assures enough space for the ring to sit properly
in the anterior cul-de-sac

Assures casy ring placement and decreases chance
of it “popping out”

Assures secure suture placement, less likely to
have to secure ligaments again at the end of the
case

Retracts sigmoid during the case;

Aids with sigmoid retraction during uterosacral
ligament suspension;

instruments Briesky, Dolen) introducer for the ring
L ic instr ion Grasper ( ic, “wavy” or a bipolar grasper)
A bipolar sealing device with cutting blade
Avoid ultrasonic energy devices (ex. Harmonic)
L: i I suction irrigation is not needed If suction is needed, use Yankhauer

inserted into one of the ports or
disassemble LESS port and suction pelvis
with ring in place

Serves as a “backdrop” during adnexectomy to aid
with depth perception when looking toward the
pelvic brim, decreasing the risk of small and large
bowel coming too close to the surgical field

Same approach to management as in vaginal  No change in the standard of care in comparison

surgery with vaginal surgery

Complications

Laparoscopy
T during  Cas less than with Less T improves physiolog
laparoscopy laparoscopy parameters and decreases risk

In case of morbid obesity, can tolerate less
Trandelengerg and still get adequate exposure
Lower than during laparoscopy

Insufflation pressure Adequate visualization is easier to achieve than in

transabdominal laparoscopy

Flow rate Lower than during laparoscopy Adequate visualization is easier to achieve than in

transabdominal laparoscopy

Angle of laparoscope 30-degree angled laparoscope Less internal instrument and camera collisions

Length of Less external instrument and camera collisions
laparoscope/instruments
Right angle adapter for
light source

Bariatric (scope, energy device)

Less external instrument and camera collisions

Complications If vaginal or VOTES repair is not possible,

have a low threshold to convert to laparoscopy

Jan Baekeland’s 30 Little Tips for Safe and Efficient vNOTES

about case ingand

. Be extremely
. Check OR set up yourself

. Reduce the number of instruments

. See that the patient's buttocks sit on the edge of the table.
. Ensure that the patient cannot slide cephalad.

. Disinfect and drape for both vNOTES and laparoscopy

. Administer antibiotics before, during, and after surgery.

. Always perform a rectovaginal examination.

© PN @ U A W N R

. Infiltrate the vaginal mucosa surrounding the cervix.
10. Master the 3-phase, 10-step approach in easy cases, and it will be your lifeline in the difficult cases.

5. 1- Lenox Hill Hospital
3337 Northwell Health

Jan’s 30 Little Tips for Safe and Efficient vYNOTES

11.Let the peritoneal fold SMILE at you.

12.Don’t make hesitation cuts.

13.Feel the Foley balloon.

14.Take your time to place the inner ring perfectly.
15.Don’t overtighten the Alexis retractor.

16.Inspect the uterus anteriorly, posteriorly and cranially.
17.Lift all the bowels out of the pelvis.

18.Push medially and cranially.

19.Hemostasis makes you faster.

20.Don’t completely release the first side of the uterus.
21.Avoid using a suction device.

1.1 Lenox Hill Hospital
3337 Northwell Health:

Jan’s 30 Little Tips for Safe and Efficient vNOTES

22.Use two bipolar instruments and advanced energy.

23.Give the assistant only one task: to see that the laparoscope sits between the hand
instruments.

24.Remember: Slow + less = FAST.
25.Remain courteous (this is expected of all OR personnel at all times).
26.The less significant the indication, the greater the complication.

27.Know your limitations, and slowly move beyond them.

28.When encountering problems, go slower, add "please" and "thank you," and follow
routine steps.

29.Remember, conversion is a great save, not a failure.

30.Follow up no later than six weeks after surgery.

5. 1- Lenox Hill Hospital
3337 Northwell Health
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VNOTES Case Instruments

Protecting and packing the bowel

Conventional Vaginal Instruments

+ Mayo scissors * Long scalpel handle & blade
* Metzenbaum scissors * 2 needle drivers
+ Pickup forceps with teeth * 3 Vieryl® sutures, size 1

* Pickup forceps without teeth
c . .

+ 5 mm or 10 mm laparoscope with 0° or 30° angle
Forcepsand Clamps

+ 2 Pozzi tenacula + 2 Péan clamps
* 2mosquito clamps * 1 Roberts forceps
* 2 Heaney clamps * 1 Kocher clamp
+ 2ring forceps

Reusable Energy Devices

Doyen Vaginal Retractors + 2 laparoscopic bipolar instruments
. * 1 Voyant® 5 mm Fusion device
* 9x35em
+ 12x35em

Access Platforms
* 1GelPOINT® V-Path transvaginal access platform (C2A11, C2A12 or C2A15)

.enox Hill Hospital

+ '+ Lenox Hill Hospital
Northwell Heaith

3337 Northwell Health' Courtesy of Dr. Grover May

3°1: Lenox Hill Hospital ' ! T e Lenox Hill Hospital
3337 Northwell Health® o £ Northwell Health

Goals Innovation

* Convert laparoscopic cases to vNOTES : -
. INDUSTRY EXCLUSIVE WEBINAR SERIES 2 MOMENTIS
* Teach the next generation of surgeons iR -
* Convert uterosacral ligament suspensions to vVNOTES . Robotic Assisted Vaginal Hysterectomy:
. . . . The Next Chapter in Minimally Invasive
Contained tissue extraction Gynecologic Surgery
e Ergonomics .
. — Avdilable for Viewing a!, Erica Stockwell, DO
* Dissemination On Dema > » Al
* Research

AGL

* Innovation

I Lenox Hill Hospital
++- Northwell Health a “
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Gender-affirming vNOTES hysterectomy

Challenges Benefits
Nulliparous = No scar (preference, stigma,
Narrow introitus/vaginal caliper dysphoria)

Limited descent = Less pain

Testosterone: small, non-compliant,® Reconstruction

atrophic vagina = Prior c-section/prior pelvic
Puberty suppression: android pelvis ~ surgery less likely

Desire for BSO = Pathology less likely

= Cuff dehiscence risk

+ 1+ Lenox Hill Hospital

333 Northwell Health

Lee YL, Hsu TF Jiang LY, Chao HT, Wang PH, Chen YJ. Transvaginal Natural
Transgender Men.  Minim Invasive Gynecol. 2019 Jan26(1):135-142.dot. 10,

Gender-affirming vNOTES hysterectomy

i JMIG=*

ELSEVIER

Original Artiele

wnsvaginal Natural Orifice Transluminal Endoscopic Surgery for

Female-to-Male Transgender Men
e, MDD, Teh-Fu Hsu, MD, Ling-Yu Jiang, MD, Hsiang-Tai Chiao, MD, PAD. q
hes. M D

ui Wang, MD, PhD, and Yi-Je

Lenox Hill Hospital
337 Northwell Health:

Gender-affirming vaginal hysterectomy
Original Research

Feasibility of Vaginal Hysterectomy for
Female-to-Male Transgender Men

edin-Maiiver, s, sows, Alexis Light, s, s, Gene de Haon, aun, and

3 11 Lenox Hill Hospital
333 Northwell Health:

Gender-affirming vaginal hysterectomy

Handchir Mikrochir Plast Chir 2011; 43(4): 240-245 ong X
DOI: 10.1055/5-0030-1267241 Oovnload Pt

Originalarbeit

® Georg Thieme Verlag KG Stuttgart - New York
Vaginale Hysterektomie und beidseitige Adnexektomie in
interdisziplindrem Konzept bei Frau zu Mann - Transsexualismus

Vaginal Hysterectomy and Bilateral Adnexectomy for Female to Male Transsexuals in an Interdisciplinary

Concept

C. Kaiser} Eie n
Further Information Aiso availale a¢ [T
Abstract | Full Text | References

Lenox Hill Hospital
337 Northwell Health:

Gender-affirming vaginal hysterectomy

@

Research Artice
Hysterectomy with Bilateral Salpingo-Oaphorectomy in
Femal Gender lion Surgery: Cs ison of

Two Methods

3 11 Lenox Hill Hospital
333 Northwell Health:
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Gender-affirming hysterectomy

Health Care for Transgender and Gender Diverse

Individuals

Lenox Hill Hospital
Northwell Health®

gender dysphoria who desire this procedure. The route
of hysterectomy should be based on clinical findings as
well as surgeon and patient preference. Although
vaginal hysterectomy will allow for recovery without
abdominal scarring, some surgeons may find it to be
technically difficult given likely lack of uterine descent
and severe vaginal atrophy with a narrow introitus;
however, it can be accomplished if desired (24).

Gender-affirming hysterectomy: traditional thinking

= Pain as the leading indication

= Does not correlate with pathology (musculoskeletal
changes, inflammation)
= Possibly helps with insurance coverage

= Androgen therapy
= “small, non-compliant, atrophic vaginal walls”

< Lenox Hill Hospital

i Northwell Health e

* Testosteron

Practical considerations

e

* Similar to nulliparous post-menopausal women

* No testoste

rone/no puberty suppression

* Same approach as for cis-gender

Lenox Hill Hospital
Northwell Health

Innovation: TVNH

® —
TMIG:

Instruments and Techniques

Total Vaginal NOTES Hysterectom,
to Hysterectomy

Jan Baekelandt, MD*

Fromi e Depaetient of Obstetrics and Gynaecalensy. lielda Haspital, Bowheiden. Belgium

A New Approach

« Lenox Hill Hospital
Northwell Health*

Total Vaginal Notes Hysterectomy (TVNH)

imelda

Lenox Hill Hospital
Northwell Health
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Vaginectomy at
Gender Affirming
Hysterectomy

Goals

What is a vaginectomy and why would it be performed
as part of Gender Affirming Surgery

Discuss the anatomy and procedure steps for
vaginectomy and urethral lengthening as part of gender
affirming surgery

Review possible complications of vaginectomy

Vaginectomy?¢

obliteration of the vaginal canal... by total removal of
the vaginal epithelium and suturing together the
fibromuscular layers of the anterior and posterior vaginal
walls to close the vaginal canal’

compare to Colpocleisis : obliteration of the canal to
the hymen with perineal closure vs. obliteration of the
canal to the urethrovesical junction

"Joint Report on Terminology for Surgical Procedures to Treat Pelvic Organ Prolapse. Female Pelvic Medicine & Reconstructive
Surgery: March 2020 - Volume 26 - Issue 3 - p 173-201

Disclosures

No industry associations

Vaginectomy and

genital Gender

Affirming Surgery W etoicioosty
(gGAS) (- lengthening

Phalloplasty
with urethral
lengthening

Illustrations by Dr. Jasmine Tan-Kim

Why vaginectomy?

Gender affirmation

Percent of people who identify as transgender men or non-
binary assigned female at birth have had or want gGAS
1Hysterectomy 52%
IMetoidioplasty or Phalloplasty 28%
2Vaginectomy — 24%

1James SE, Herman JL, Rankin S, et al. The report of the 2015 U.S. Transgender survey. Washington, DC: National Center for Transgender Equality;
2016.

2Crissman, Halley MD, MPH; Fairchild, Pam MD; Randolph, John F. MD; Berger, Mitchell MD, PhD. Opportunities for Obstetrician-Gynecologists in
Transition-Related Care of Transgender Individuals [1M]. Obstetrics & Gynecology: May 2016 - Volume 127 - Issue - p 1065
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Why vaginectomy? Urethral Lengthening (UL)

Gender affirmation . _
People having metoidioplasty or phalloplasty

may choose to have UL or not
Desire to stand to urinate
Decrease UL Complications: fistula, stricture Desire to avoid complications / reoperation
Generally satisfied with personally chosen procedure’

hral lengthening (UL)

o0ij FPW, et al. Patient-Reported Outcomes After Genital Gender-Affirming Surgery With Versus Without Urethral
Lengthening in Transgende . 2021 May:18(5):974-981

Vaginectomy at the time of
Pressurized urine follows the path of Urethral Leng’rhening

least resistance so may flow through

the ventral sutures of the neo-urethra
[ Methods | Ouicomes

refrospectively reviewed charts Urethral fistula

Aterili h Gl Eeeeieniny 294 people underwent gGAS with 21% with vaginectomy
1 i Significantly Reduces the Risk of
A stricture in fhe neo-urethra 'mgy 5 Urothral Fistolo Formation offer urethral lengthening (44% phalloplasty,  48% with vaginal preservation
cause further increased proximal Urefhral Lengthening in Transgender  56% metoidioplasty) at one medical (p <0.01)
Men Undergoing Genital Gender center
pressure Affirming Surgery. J Urol. 2018 232 pati . .
C;200(6):1315-1322. patients with vaginectomy

62 patients with vaginal preservation
Urethral complications

Vaginectomy adds fissue to IOY?" Ay P 4 Massie JP, et al. Phalloplasty with refrospectively reviewed charts 27% with vaginectomy

closure over neo-urethra suture line to Urethral Lengthening: Addition ofa 224 people underwent phalloplasty with  67% with vaginal preservation

decrease the risk of fistula formation N - ngﬁ‘cg;ﬁgjgl:?gggug‘c";“s Flae yrethral lengthening at one medical P=0.02
Postoperative Urefhral Complications.  C€nter Urethral fistula
Plast Reconstr Surg. 2017 215 patients with vaginectomy 14% with vaginectomy patients
Oct;140(4):551e-558e. 9 patients with vaginal preservation 56% with vaginal preservation

=0.004
Hustrations by D2 SIS —p

Hysterectomy may be performed before Hysterectomy may be performed before
(asynchronous) or concomitant with other gGAS (asynchronous) or concomitant with other gGAS

Genital Gender Affirming Genital Gender Affirming P value
Surgery with asynchronous Surgery with concurrent
hysterectomy hysterectomy

n=:

ncision to close (min’ 297 (257-335) 321 (275-347)
254 (150-350) 224 (150-300)

Hospital length of stay (days) 4 (4-5] 4 (4-5)

Neourethral complications (fistula, 28 (9) 3(1)

stricture;]

Morphine equivalents during 125 (98-146) 121 (94-141)

inpatient evaluati mg

Superficial $S1 within 3 months 9(3) 0

Deep incision $SI within 3 months 3(1) 6(2)
Organ space $SI within 3 months 0

Wound disruption $SI within 3 3(1)
months

mean (IQR) and % (n). P-vlues calculated usin s for continuous varia

Ha B, etal. Differences in Surgical Complications for Concurrent Hysterectomy versus Staged Hysterectomy and Gender Affirmation Surgery in
Transmasculine Patients. Perm J 2022;26:22.054

Page 30



Hysterectomy may be performed before Histol
(asynchronous) or concomitant with other gGAS STOIOE

Table 3. Rate of overall neourethral complications, by year of surgery Epidermis - multilayere
Epidermal derivative struc

v : Neourethral complication No neourethral dermis with a lining of epithelial c:
ear of complication P value sweat and sebaceous glands).
surgery Cl

% (n) 95% Cl % (n) 95% Cl .
These structures provide the ba:
30(7) 0.13-0.53 70 (16) 0.47-0.87 003 S k I n epithe tion following the harvest of a split-
thickness skin graft.

4(1) 0.00-0.21 96 (23) 0.79-1.00
Basement membrane - Protein structure separates
“ 11(2) 0.01-0.33 89 (17) 0.67-0.99 the epidermis from the Dermi:
aye rS Dermis - tough fibrous layer that provides the

Data are % (n). P 3 mechanical features of the skin. The mechanical
properties of the dermis allow movement while
providing stability and protection from mechanic
trauma.

Ha B, et al. Differences in Surgical Complications for Concurrent Hysterectomy versus Staged Hysterectomy and Gender Affirmation Surgery in

Transmasculine Patients. Perm J 2022;26:22.054 Jeffrey Weinzweig MD, FACS PLASTIC SURGERY SECRETS, SECOND EDITION, MOSBY ELSEVIER C

Histology Histology

Mucosa - nonkeratinized strafified squc

. 3
epithelium (no glands) and lamina prop!
fibroelastic connective tissue containing arich

vascular supply

il
Adventitia - dense connective tissue with abundant

L O e rS elastic fibers, which gives the vaginaits d g ! .
distensibility. Epithelium

Muscularis

- s
[ oy ssmio leuspie T s

e P. Gartner PhD TEXTBOOK OF HISTOLOGY, FIFTH EDITION Elsevier, Inc Lensen EJ, van den Berg-van Erp SH, Stoutjesdijk JA, Hasaart TH, Withagen MI, Kluivers KB, Dietz V, Vierhout ME. Does the method of dissecting in
78-0-323-67272-6 C anterior colporraphy lead to a difference i thickness of removed vaginal tissue? Eur J Obstet Gynecol Reprod Biol. 2013 May;168(1):112-6.

Vaginectomy as part of Gender Vaginectomy procedure
Affirming Surgery

Approach
\elellgle]]
Laparoscopic (with or without Robotic Assist)

Removing the vaginal lining
Sharp dissection
Contribute to Urethral Lengthening
Fulguration
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Steps
EUA to determine route
of hysterectomy

Marking

Steps.

<Hysterectomy>

Close cuff without epithelium

Second layer closure if
laparoscopic access

Steps
(Removal of
vaginal lining)

Injection for
hemostasis and
hydrodissection

Sharp excision

.

——

Raise paravaginal flaps

Dissect epithelium under
native urethra meatus

Release ventral chordae

Arcus Tendinous Fascia Pelvis (ATFP)

Surgical Impact:

Arenholt LTS
findings, @

Steps

Mid-dissection -
maintain
orientation

Closure A-P
rather than
purse string

Dissecting the vaginal lining
Closing the vagina

Delancey JOL. Paravaginal defect: anatomy, clinical
73.
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Outcomes / complications

Steps
Bladder or ureter injury
Urethral Hematoma
lengthening is " .
created o [ ) Pelvic Floor Muscle spasm
157 Perineal skin separation
Regret

Goals Thank Youl

What is a vaginectomy and why would it be performed
as part of Gender Affirming Surgery

Discuss the anatomy and procedure steps for
vaginectomy and urethral lengthening as part of gender
affirming surgery

Review possible complications of vaginectomy
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CULTURAL AND LINGUISTIC COMPETENCY & IMPLICIT BIAS

The California Medical Association (CMA) announced new standards for Cultural Linguistic Competency
and Implicit Bias in CME. The goal of the standards is to support the role of accredited CME in advancing
diversity, health equity, and inclusion in healthcare. These standards are relevant to ACCME-accredited,
CMA-accredited, and jointly accredited providers located in California. AAGL is ACCME-accredited and
headquartered in California.

CMA developed the standards in response to California legislation (Business and Professions (B&P) Code
Section 2190.1), which directs CMA to draft a set of standards for the inclusion of cultural and linguistic
competency (CLC) and implicit bias (IB) in accredited CME.

The standards are intended to support CME providers in meeting the expectations of the legislation. CME
provider organizations physically located in California and accredited by CMA CME or ACCME, as well as
jointly accredited providers whose target audience includes physicians, are expected to meet these
expectations beginning January 1, 2022. AAGL has been proactively adopting processes that meet and
often exceed the required expectations of the legislation.

CMA CME offers a variety of resources and tools to help providers meet the standards and successfully
incorporate CLC & IB into their CME activities, including FAQ, definitions, a planning worksheet, and best
practices. These resources are available on the CLC and |B standards page on the CMA website.

Important Definitions:

Cultural and Linguistic Competency (CLC) — The ability and readiness of health care providers and
organizations to humbly and respectfully demonstrate, effectively communicate, and tailor delivery of care
to patients with diverse values, beliefs, identities and behaviors, in order to meet social, cultural and linguistic
needs as they relate to patient health.

Implicit Bias (IB) — The attitudes, stereotypes and feelings, either positive or negative, that affect our
understanding, actions and decisions without conscious knowledge or control. Implicit bias is a universal
phenomenon. When negative, implicit bias often contributes to unequal treatment and disparities in
diagnosis, treatment decisions, levels of care and health care outcomes of people based on race, ethnicity,
gender identity, sexual orientation, age, disability and other characteristics.

Diversity — Having many different forms, types or ideas; showing variety. Demographic diversity can mean
a group composed of people of different genders, races/ethnicities, cultures, religions, physical abilities,
sexual orientations or preferences, ages, etc.

Direct links to AB1195 (CLC), AB241 (IB), and the B&P Code 2190.1:

Bill Text — AB-1195 Continuing education: cultural and linguistic competency.
Bill Text — AB-241 Implicit bias: continuing education: requirements.
Business and Professions (B&P) Code Section 2190.1

CLC & IB Online Resources:

Diversity-Wheel-as-used-at-Johns-Hopkins-University-12.png (850x839) (researchgate.net)

Cultural Competence In Health and Human Services | NPIN (cdc.gov)

Cultural Competency — The Office of Minority Health (hhs.gov)

Implicit Bias, Microaggressions, and Stereotypes Resources | NEA

Unconscious Bias Resources | diversity.ucsf.edu

Act, Communicating, Implicit Bias (racialequitytools.org)

https://kirwaninstitute.osu.edu/implicit-bias-training

https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-
role-of-implicitbiases

https://www.contemporaryobgyn.net/view/overcoming-racism-and-unconscious-bias-in-ob-gyn

https://pubmed.ncbi.nlm.nih.gov/34016820/
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https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://www.cmadocs.org/cme-standards?utm_source=newsletter&utm_medium=email&utm_content=CLC%20and%20IB%20standards%20page&utm_campaign=ABP%20Updates%20Email
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=200520060AB1195&search_keywords=%2522Cultural+and+Linguistic+Competency%2522
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://www.researchgate.net/publication/320178286/figure/fig1/AS:614112098787328@1523427142191/Diversity-Wheel-as-used-at-Johns-Hopkins-University-12.png
https://npin.cdc.gov/pages/cultural-competence#:%7E:text=Cultural%20and%20linguistic%20competence%20is%20a%20set%20of,professionals%20that%20enables%20effective%20work%20in%20cross-cultural%20situations.
https://www.minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlid=6
https://www.nea.org/resource-library/implicit-bias-microaggressions-and-stereotypes-resources?gclid=EAIaIQobChMIkuyXhYnB9AIVIhitBh245QJtEAAYASAAEgIqg_D_BwE
https://diversity.ucsf.edu/resources/unconscious-bias-resources
https://www.racialequitytools.org/resources/act/communicating/implicit-bias
https://kirwaninstitute.osu.edu/implicit-bias-training
https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-role-of-implicitbiases
https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-role-of-implicitbiases
https://www.contemporaryobgyn.net/view/overcoming-racism-and-unconscious-bias-in-ob-gyn
https://pubmed.ncbi.nlm.nih.gov/34016820/
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