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         February 28, 2017 
Hannah Simpson 
368 West 127th St, apt 1 
NY, NY, 10027 
Date of birth: 11/18/84 
Phone: 201 349 6390 
Email: hannahsimps@gmail.com 
 
Dear	Hannah,	
	
	 This is your consultation report from today at which time you were seen in my  
office, in Henderson, Nevada, at which time you were unaccompanied. You were referred 
to me by Dr. Rachel Bluebond-Langer, at NYU, and she did call me prior to my seeing 
you to discus this.  
 
	 You	were	assigned	male	at	birth.	You	were	raised	as	a	male.	You	knew	when	
you	were	two	years	old	that	you	were	meant	to	be	a	woman.	You	began	the	physical	
process	of	transition	about	5	years	ago.			That	began	with	hormonal	therapy.	In	July	
of	2014	you	had	the	initial	surgery,	but	you	had	complications.	That	was	to	create	
the	vaginal	canal	from	the	penis	and	scrotum.	You	had	necrosis	of	the	labia,	mostly	
on	the	left.	The	glans	survived	but	was	located	to		anterior.	In	March	of	2015	you	
had	the	second	surgery	to	relocate	the	penis,	create	a	clitoral	hood.	That	was	when	
the	clitoris	died.	
	
	 You	now	feel	you	have	body	dysmorphia	instead	of	gender	dysphoria.	
	
	 You	would	like	me	to	help	you	to	reconstruct	a	neoclitoris	that	has	functional	
erotic	sensation	and	has	a	resemblance	to	a	clitoris.	This	would	require	in	your	view	
is	to	excavate	the	remnants	of	the	dorsal	nerves	and	insert	them	into	a	tissue	graft	
that	would	restore	sensation	to	permit	you	to	orgasm.	
	
	 Your	physical	examination	demonstrated	residual	urethral	tissue	attached	in	
the	region	of	the	symphysis	pubis.	This	tissue	has	a	small	fistula.	It	is	not	painful.	It	
has	the	appropriate	color	for	a	clitoris.	There	is	an	extensive	length	of	urethral	
epithelium	that	extends	anterior	from	the	urethra	up	to	this	residual	tissue.	This	is	
the	appropriate	color	vestibular	mucosa.	There	is	a	palpable	mass	anterior	to	the	
residual	urethral	tissue	that	upon	pressure	elicits	now	pain	but	does	give	you	an	
erogenous	sensation,	and	this	represents	the	most	distal	surviving	ends	of	the	glans	
penis	that	became	necrotic.	The	scrotal	tissue	is	appropriate	for	labia	majora	in	
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color.	There	is	residual	bulbospongiosis	tissue	in	the	neovagina.	The	introitus	is	
contracted.	There	is	no	clitoral	hood	present.	
 
 It is my impression, based upon the history and physical examination that it 
would be possible to salvage some of the distal dorsal pudendal nerve from either the 
right or the left side, and to dissect this back to its normal location, where it exists 
around the distal portion of the inferior pubic ramus, and bring those nerves, either 
right or left or both, into a location beneath the present, pink urethral epithelium, into 
the normal location for the clitoris. It is possible, I believe to divide the urethral 
residual tissue through its fistula, creating a clitoral hood. The dorsal nerve can 
regenerate into the overlying epithelium, creating a small clitoral mound, or to better 
simulate tissue that afferent nerves innervate, a dermal graft could be taken from the 
instep of the foot and placed between the urethral epithelium and the nerve endings.  
 
 I do not believe it is necessary to use a microvascular transfer of tissue to create 
the desired sensate clitoris. 
 
 I believe that this can be accomplished in one stage. 
 
 At subsequent stages the labia minora and vaginal adjustments can be made. 
 
 I reviewed the anatomy of this area with you, discussed the risks and benefits of 
the procedure with you, including, but not limited to bleeding, infection, failure to 
achieve the desired result, nerve injury and the need for future surgery.  
 
 I am available to you for further questions at ALDellon@Dellon.com. 
	
	 This new patient comprehensive complex consultation involved 90 minutes of 
face to face time and difficult decision making. 
 
 You may discus this with Dr Bluebond-Langer. You gave me permission to send 
this report to her. It is theoretically possible that she could get permission to scrub in for 
this surgery in Baltimore as she has only just recently left the Johns Hopkins Faculty. 
 
 
A. Lee Dellon, MD, PhD 
 
A. Lee Dellon, MD, PhD 
Professor of Plastic Surgery and Professor of Neurosurgery 
Johns Hopkins University 
 
	
 
 
 
 


