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Transgender and gender diverse (TGD) people experience health disparities, and many avoid necessary medical care because of 
fears of discrimination or mistreatment. Disparate care is further compounded by limited understanding of gender-affirming hor-
mone therapy (GAHT) and gender-affirming surgery among the medical community. Specific to radiology, TGD patients report 
more negative imaging experiences than negative general health encounters, highlighting the need for guidance and best practices 
for inclusive imaging care. A patient’s imaging journey provides numerous opportunities for improvement. Inclusive practice in a 
radiology department starts with ordering and scheduling the examination, facilitated by staff education on appropriate use of a pa-
tient’s chosen name, gender identity, and pronouns. Contemporary electronic health record systems have the capacity for recording 
detailed sexual orientation and gender identity data, but staff must be trained to solicit and use this information. A welcoming en-
vironment can help TGD patients to feel safe during the imaging experience and may include institutional nondiscrimination poli-
cies, gender-neutral signage, and all-gender single-user dressing rooms and bathrooms. Image acquisition should be performed us-
ing trauma-informed and patient-centered care. Finally, radiologists should be aware of reporting considerations for TGD patients, 
such as avoiding the use of gender in reports when it is not medically relevant and using precise, respectful language for findings 
related to GAHT and gender-affirming surgical procedures. As a field, radiology has a range of opportunities for improving care 
delivery for TGD patients, and the authors summarize recommended best practices.
©RSNA, 2023• radiographics.rsna.org
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Introduction
Transgender and gender diverse (TGD) people are becoming 
more visible as acceptance improves. More than one in 200 
adults and more than one in 100 high school students iden-
tify as TGD (1,2). TGD people are often marginalized and face 
disparities in health care, housing, employment, criminal jus-
tice, and insurance coverage (3).

Twenty-three percent of TGD people avoid seeking neces-
sary medical care because of fears of discrimination or mis-
treatment (3). Health care discrimination includes refusal of 
service, provider inexperience, verbal harassment, and even 
violence (3). Diagnostic errors can result from lack of knowl-
edge about TGD health, such as overlooking pregnancy as 
a cause of abdominal pain in a transgender man (4). When 
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medical professionals receive even short educational sessions 
about issues faced by TGD people, provider transphobia is 
reduced (5). Moreover, patient perception of provider knowl-
edge affects health care engagement; TGD patients who be-
lieve providers are knowledgeable about TGD care are more 
likely to seek medical attention (6). The cultural view of gen-
der as a binary system not only degrades care for individual 
patients but also stifles research by obscuring TGD people in 
public health records.

TGD patients experience disparities specific to radiology. 
Physician and staff ignorance about TGD health is a barrier 
to effective care and unfairly transfers responsibility to the 
patient. One-third of TGD patients report having to educate 
imaging staff to receive appropriate care (7). More than 70% 
of TGD patients have had at least one negative imaging ex-
perience (7). This compares unfavorably to the results of a 
2015 survey (3), in which only 33% of respondents reported 
at least one negative general health care encounter. This dis-
crepancy suggests that radiology may be less likely than other 
specialties to provide inclusive TGD care, highlighting a clear 
opportunity for improvement (7). US, mammography, and 
image-guided procedures are particularly linked to emotional 
discomfort. Use of incorrect terminology, staff discomfort in 
caring for TGD people, and the lack of an inclusive environ-
ment are other negative contributors.

Radiologists are an integral part of the medical team and 
share responsibility for patient experiences and outcomes. A 
road map of the patient’s imaging journey is depicted in Fig-
ure 1, which provides a framework for this article and iden-
tifies opportunities for improvement. Through four specific 
patient vignettes, common scenarios that TGD patients face 
are presented to provide context and illustrate the importance 
of this topic. Recommendations of best practices are provided 
throughout this article to guide radiology departments in pro-
viding inclusive imaging care.

Review of Appropriate Language
When caring for TGD people, it is important to use proper ter-
minology (Table 1) (8,9). TGD people have a gender identity 
that is discordant with their assigned sex at birth. Transgender 
women were assigned male at birth and identify as women. 
Transgender men were assigned female at birth and identify 
as men. Some gender diverse individuals may not conform to 
a traditional binary gender construct and may describe their 
gender identity as nonbinary, genderqueer, genderfluid, or 
agender, among many others. Transfeminine and transmas-
culine are adjectives that may be used for gender diverse per-
sons to localize their gender identity along an axis of mascu-
line and feminine. The patient’s chosen name and personal 
pronouns should always be used. Some TGD people may not 
legally change their name because of personal or legal barri-
ers; thus it is important to ask patients what they prefer to be 
called. Honorifics such as Mr, Mrs, and Ms should be avoided 
unless otherwise stated by the patient. Sexual orientation and 
gender identity (SOGI) are distinct entities, and one should 
not make assumptions about a person’s sexual orientation 
on the basis of their gender identity. Furthermore, questions 
about a patient’s sex assigned at birth, genitals, or transition 
status (social, medical, or surgical) should be avoided unless 
they are relevant to the medical encounter (Table 2).

Terminology related to TGD people continues to evolve; 
terms that have been used previously in medical literature may 
be seen as outdated or even offensive today. Transgender is an 
adjective, not a noun or a verb (eg, a patient is a transgender 
woman, not “a transgender” or “transgendered”). Each person’s 
pronouns are personal and not “preferred.” Some TGD individ-
uals may use nongendered they/them pronouns, used gram-
matically as singular pronouns, or other neopronouns such as 
ze/zir. Other individuals may use names instead of pronouns. 
A patient’s chosen name and pronouns should never be placed 
in quotation marks because this can be invalidating. Misgen-
dering is when the wrong pronouns are used when referring 
to someone. If misgendering occurs, the appropriate response 
is to apologize briefly, use the correct pronouns, and move on. 
Lengthy explanations and excuses only increase awkwardness 
and may make TGD patients feel more uncomfortable.

Health care that respects and supports TGD patients is 
termed gender-affirming care; this term includes but is not 
limited to care related to medical and surgical gender tran-
sition. Although not all TGD people need or seek gender-af-
firming hormone therapy (GAHT) or surgery, gender-affirm-
ing interventions have been proven to be effective in treating 
gender dysphoria and improving quality of life for those who 
seek them (10–13). The World Professional Association for 
Transgender Health and medical societies such as the Ameri-
can Medical Association agree that gender-affirming surgical 
procedures are medically necessary and not cosmetic or elec-
tive surgery (14–16).

Patient Imaging Journey: Before Examination

Vignette 1 
A 42-year-old transgender man referred for screening mam-
mography before chest masculinization surgery has a 10-year 
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history of taking masculinizing GAHT and a family history of 
breast cancer. Scheduling is confusing and awkward, he receives 
a pink informational guide all about breasts, and he is directed 
to the “Women’s Imaging” department for his appointment.

Electronic Health Records, Ordering, and Scheduling
In 2015, the U.S. Centers for Medicare and Medicaid Services 
(CMS) and the Office of the National Coordinator for Health 
Information Technology announced that electronic health re-
cord (EHR) systems must have the ability to collect SOGI data 

(17–19). Both the Institute of Medicine and The Joint Com-
mission recommend routine collection of SOGI information 
and inclusion of it in the EHR (8,19,20). Thus, practitioners at 
most medical centers can distinguish gender identity from sex 
assigned at birth through the EHR (Fig 2).

Collection of SOGI data is designed to help address health 
disparities. EHR software from all the major vendors has 
the capacity to store SOGI information, but health system 
personnel must activate this feature and train staff to col-
lect and use these data. Patients recognize the importance 

Figure 1. Road map of the patient imaging journey. PACS = picture archiving and communication system.
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of discussing SOGI with providers (21–26). Chosen name, 
pronouns, and legal name may be asked at initial intake, but 
sensitive questions regarding SOGI should be asked privately 
during the clinical encounter (27). Although data collection 
is largely dependent on clinicians, radiology departments 
should encourage staff to solicit and use this information in 
guiding patient interactions.

The workflow for ordering and scheduling examinations 
varies among health systems. For most EHRs, any imaging 
study can be ordered for patients of any gender. Ordering clini-
cians may communicate directly with the radiology call center 
or scheduling team, or patients may call to schedule appoint-
ments. When scheduling the examination, staff should be 
trained to ask patients what they prefer to be called and to en-
sure that their chosen name and pronouns are available in the 
EHR. If there are questions about the appropriateness of the 
study, clerical staff should address discrepancies with their su-
pervisor or the ordering provider rather than with the patient.

Preauthorization
Insurance coverage for general health care and transition-re-
lated care for TGD people is slowly improving through Medi-

care, state Medicaid programs, and private insurers. However, 
10% of TGD patients still experience exclusions in coverage 
for imaging studies on the basis of their gender identity (7). 
Medicare coverage decisions for transition-related care are 
made on a case-by-case basis, making TGD patients vulnera-
ble to coverage gaps in the absence of a national standard (28). 
Thus, practitioners should be aware that coverage is variable, 
even within the same state, where gender nondiscrimination 
policies may vary between public and private insurers.

Preauthorization from insurance payers is usually not re-
quired for mammography or US but may be needed for ad-
vanced imaging such as CT, MRI, and PET/CT. If imaging is 
not preauthorized, patients may be asked to sign a form ac-
cepting that they may be financially responsible for the exam-
ination. Preauthorization coordinators obtain approval from 
insurance companies by supplying the patient name, date of 
birth, examination requested, and indication. Sex and gender 
are usually not required fields in the preauthorization process 
(personal communication, Lauren Esch, University of Mich-
igan Department of Radiology, 4/11/2022). However, each 
health system or insurance payer is different, and this process 
may be problematic for patients in some centers. For example, 

Table 1: Terminology

Term Definition

Gender A social and legal status; may include societal expectations for men and women, including roles, behaviors, 
characteristics, and standards; can be described as feminine, masculine, androgynous, and much more

Sex (sex assigned at birth) Assigned or identified at birth primarily on the basis of phenotypes including reproductive anatomy and 
secondary sex characteristics

Outdated terms: birth sex, natal sex, biologic sex
Gender identity A person’s internal, deeply felt sense of gender, which may or may not align with one’s sex assigned at birth
Transgender (trans) Umbrella term for people whose gender identity does not align with assigned sex at birth

Transgender man: assigned female at birth, identifies as male
Transgender woman: assigned male at birth, identifies as female
Outdated or offensive terms: transsexual, transvestite, transgenders, transgendered

Cisgender (cis) Gender identity aligns with assigned sex at birth
Gender diverse Gender identity does not exclusively align with a binary male or female gender; may identify as nonbinary, 

genderqueer, genderfluid, or agender among others
Pronouns Words used to refer to someone when a noun is not needed (eg, he/him/his, she/her/hers, they/them/theirs, 

ze/hir/hirs, ze/zir/zirs)*
Gender expression Outward manifestations of gender (eg, behavior, dress, grooming, voice, facial or body characteristics)
Gender transition Taking personal, legal, or medical steps to change one’s gender

Personal: telling other people, use of affirmed name and pronouns, dress, grooming
Legal: changing one’s legal name and gender
Medical: gender-affirming hormonal therapy and surgery
Outdated or offensive terms: sex change, sex reassignment

Gender dysphoria DSM-V term describing psychologic distress due to incongruence between one’s experienced gender and 
one’s assigned gender, lasting at least 6 months and requiring societal, occupational, or functional impair-
ment for diagnosis

Note that not all transgender people have gender dysphoria
Outdated terms: gender identity disorder, transsexualism

Gender-affirming care “Holistically attends to transgender people’s physical, mental, and social health needs and well-being while 
respectfully affirming their gender identity” (72)

Note.—For more information, visit the National Center for Transgender Equality (www.transequality.org) or GLAAD (www.glaad.org).
* Or use the patient’s name instead of pronouns.
† DSM-V = Diagnostic and Statistical Manual of Mental Disorders (Fifth Edition).
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transgender women who qualify for screening breast MRI 
may be denied coverage if their legal sex is listed as male. 
Furthermore, insurance may cover surgical or postoperative 
gender-affirming care but not preoperative evaluation (eg, 
CT angiography for phalloplasty planning). When possible, 
the best practice is for coordinators to submit preauthoriza-
tion claims before the patient has incurred costs for any tran-
sition-related imaging care (29).

Although ordering clinicians are largely responsible for di-
agnoses in the patient’s EHR, radiologists and administrative 
staff should be aware of ICD (International Classification of 

Diseases) or DSM (Diagnostic and Statistical Manual of Men-
tal Disorders) codes for billing purposes related to gender-af-
firming care. Diagnoses of gender incongruence (ICD-11) 
and gender dysphoria (DSM-V) may be required for insurance 
coverage of corresponding CPT (Current Procedural Termi-
nology) codes. Suggestions for best practices include ensuring 
documentation of relevant diagnostic codes to minimize ob-
stacles to insurance coverage (30). Staff should be prepared to 
work with ordering clinicians as needed to appeal insurance 
claim denials (29).

Patient Instructions
Patient education materials should be concise, patient-cen-
tered, and written in plain language. Patient information 
should be assessed for inherent assumptions and projections 
about sex and gender. For example, breast and pelvic imaging 
should not be called “Women’s Imaging.” When in doubt, use 
the words patient or person rather than woman or man, and 
employ basic anatomic terms. Describing the purpose and use 
of the examination using anatomic and gender-neutral termi-
nology shows respect for both patient autonomy and gender 
identity. Some TGD patients, such as the man in Vignette 1, 
may be uncomfortable with anatomic terms such as breast 
and may prefer chest. Because breast is a nongendered medi-
cal term, it is a reasonable choice to use before meeting a pa-
tient and asking their preferred language. It may be helpful 
to highlight terms such as cancer screening or mammography. 
Research on patient preferences is needed to optimize precise 
medical language that is maximally inclusive for both TGD 
and cisgender patients.

Patient Imaging Journey: Day of Examination

Vignette 2
A 29-year-old transgender woman taking feminizing GAHT 
for 3 years is referred for an outpatient US examination. She 
has not yet legally changed her name. Despite filling out her 
chosen name and gender on the registration form, she is 
called from the waiting room by her legal name. She is very 
embarrassed and considers leaving the radiology department.

Arrival in Radiology Department or Imaging Center
First impressions of the radiology suite are important. An in-
clusive environment signals that the department is welcom-
ing and safe for TGD persons and may alleviate patient anx-
iety. Departments should display affirmative and supportive 
symbols (eg, transgender equality or rainbow flags), diversi-
ty-affirming reading materials, a visible nondiscrimination 
policy, staff badge pronouns, and gender-neutral signage and 
decor that support a culture of acceptance (7,30,31) Outside 
the radiology department, organizational leaders should 
create a welcoming environment, with the same visual cues 
throughout the entire facility (32).

Check-in with Clerical Staff
Ideally, the patient’s chosen name and gender identity are 
available in the EHR at the time of patient registration. Ra-
diology staff should be trained to confirm this information 

Table 2: Do’s and Don’ts in Delivery of Imaging Care for 
TGD Patients

Do
  Greet people using their chosen name and pronouns
  Apologize briefly if you misgender someone, while avoiding 

lengthy explanations
  Prominently display inclusive symbols and an institutional 

or departmental nondiscrimination policy
  Encourage staff to wear pronoun pins or stickers on their 

work badge
  Use chaperones for sensitive examinations
  Use a trauma-informed approach to image acquisition, 

including patient-centered care
  Review the EHR to understand a patient’s expected imaging 

findings (surgical anatomy, GAHT appearance )
  Allow patients’ preferred terminology to guide references to 

sensitive anatomy during the examination
  Use precise, anatomic language throughout the radiology 

dictation
  Establish departmental educational modules on TGD health 

care, implicit bias, and bystander intervention
Don’t
  Use gendered honorifics (Mr, Ms, Mrs), unless otherwise 

specified
  Use “transgenders,” “a transgender,” or “transgendered”; 

transgender is an adjective
  Make gendered assumptions on the basis of outward ap-

pearance, including a patient’s reproductive capacity
  Reveal a person’s transgender status; this is protected by HIPAA 

(Health Insurance Portability and Accountability Act) and 
outing a patient could be potentially dangerous for them

  Ask invasive questions about a person’s gender transition or 
intimate anatomy not related to the visit

  Question patients if there are discrepancies when sched-
uling the imaging study; questions should be addressed 
with the ordering providers

  Use unnecessarily gendered signage (eg, “Women’s Imag-
ing”), decorating schemes, or gowns

  Provide only binary gender‒labeled options for dressing 
rooms and restrooms

  Assume anatomy on the basis of preconceived expectations 
of cisgender patient anatomy

  Auto-populate gender and sex into a dictation, which 
increases the likelihood of misgendering and misinter-
pretation
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to avoid misgendering or “outing” patients (33,34). TGD pa-
tients can feel exposed when their legal name is used rather 
than their chosen name (35). As with the patient in vignette 
2, this can be a source of severe distress or invalidation. Pa-
tients should always be greeted or announced by their cho-
sen name if it is listed in the EHR. If the chosen name is not 
yet known, staff should call patients by their last name, then 
use their date of birth for verification. Alternatively, practices 
could consider assigning a number when patients check in 
for an imaging study and announcing that number when it is 
their turn; this approach eliminates the risk of calling patients 
by nonpreferred names and protects privacy for everyone in 
the waiting area. Additional intake forms should be com-
pleted privately to protect confidentiality (31,36,37). A recom-
mended two-step approach is to ask about a patient’s gender 
identity first and then query for sex assigned at birth (37–39).

Staff should avoid assumptions regarding reproductive ca-
pacity. For studies in which ionizing radiation is used, urine 
pregnancy testing should be considered in any patient with 
the potential to become pregnant. This may include cisgender 
women, transgender men, and gender diverse individuals as-
signed female at birth.

Dressing Rooms and Restrooms
Dressing rooms are often labeled with gender-specific terms 
(eg, men and women) or symbols, which is a potential source of 
patient anxiety. Single-user, gender-neutral dressing rooms are 
the best practice. If a binary structure must be retained for de-

sign or structural purposes, ask patients which dressing room 
they prefer, and ensure that a single-user option is available. 
When hospital gowns or robes are needed, they should be gen-
der-neutral in cut and color, with a range of sizes. There should 
be gender-neutral waiting rooms for gowned patients awaiting 
imaging studies. Single-user, all-gender restrooms with clear la-
bels should also be available throughout the facility.

Trauma-informed Care
TGD people are more likely to have experienced trauma 
compared with the general population, with approximately 
50% having experienced intimate partner violence or sex-
ual assault in their lifetime (3). Trauma-informed care is an 
approach that enables providers to serve trauma survivors 
better and improve health outcomes. A basic understand-
ing of trauma-informed care should guide interactions with 
all patients and is of particular importance in marginalized 
populations.

Providers should use universal trauma precautions, in-
cluding patient-centered communication, provision of a safe 
environment, and protection of patient privacy (40). Such 
precautions are essential for more potentially traumatizing 
imaging procedures, particularly for US, mammography, and 
image-guided procedures (7). Trauma-specific care further 
uses knowledge of an individual’s trauma history to guide 
care that allows patients to have a sense of control. Radiology 
personnel can help to ease anxiety by thoroughly explaining 
imaging procedures and empowering patients to participate 

Figure 2. Example of sexual orientation and gender identity (SOGI) information that can be stored in the Epic EHR (Verona, Wisconsin). (©2022 Epic Sys-
tems Corporation.)
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in the examination, giving patients control when possible; ex-
amples of these practices are discussed in the next section. 
Patients should be warned when image acquisition will be in-
vasive (eg, endoluminal imaging), constrictive (eg, MRI), or 
weighted (eg, lead apron shielding) (41).

Patient Imaging Journey: During Examination

Vignette 3 
An 18-year-old nonbinary patient (they/them pronouns) as-
signed female at birth is referred for pelvic US. The patient 
is initially misgendered by the sonographer. After the patient 
points out that they have been misgendered, the sonographer 
offers a lengthy apology and explanation. The patient feels 
guilty and remains uncomfortable. During the transvaginal 
portion of the pelvic US, the patient becomes severely anxious 
about exposure to the invasive US probe and the way to which 
their genitals are referred.

Respectful Imaging Acquisition
The process of image acquisition provides several opportu-
nities to improve inclusivity. When obtaining the patient’s 
clinical history, the provider should avoid questions about the 
patient’s genitalia, surgical status, or current point in transi-
tion if they are not directly relevant to the examination (31). 
If knowledge of a patient’s intimate anatomy is integral to 
performing the imaging study, radiology personnel should re-
spectfully ask patients about their anatomy and explain the 
basis for the question (42). Providers should ask patients their 
preferred terminology for anatomic organs (eg, chest instead 
of breast). For TGD and cisgender patients undergoing pel-
vic US or other endoluminal procedures, departments should 
routinely offer chaperones. Inviting patients to manually 
or verbally guide an endoluminal probe, syringe, or dilator 
during initial placement may confer a sense of control over 
the examination and may make the experience less uncom-
fortable; this may have helped the patient in vignette 3. Pa-
tients should be empowered to stop examinations or proce-
dures at any time. 

In addition, radiologists and staff should be aware of 
modality-specific considerations for image acquisition 
(Table 3) (30,43). For radiography, fluoroscopy, and CT, go-
nadal or lead shielding may be used to protect reproductive 
organs. Although the use of gonadal shielding has declined, 
when local policy favors shielding or when patients request 
it, technologists should explain the purpose of shielding and 
respectfully inquire which pelvic organs require protection.

For US, radiologists and sonographers should be aware 
that nearly 50% of TGD patients report emotional discomfort, 
particularly with transvaginal, testicular, and breast or chest 
US (7). This highlights the necessity of a trauma-informed 
approach. Providers must complete a detailed EHR review, 
understand the patient’s surgical history, and communicate 
openly with patients to perform a nontraumatic diagnosti-
cally complete examination. Additional considerations are 
discussed in Table 3.

MRI-specific considerations include choosing and following 
an imaging protocol and interpreting the images. Appropriate 

sequence selection requires understanding the patient’s anat-
omy and the clinical question. For example, in a transgender 
woman with a genetic predisposition to breast cancer who is 
receiving estrogen therapy, hormonal changes in breast tissue 
may affect the sensitivity of screening breast MRI and dynamic 
contrast-enhanced MRI sequences. As another example, in a 
transgender man who underwent metoidioplasty with a con-
cern for a urethral fistula, a pelvic MRI fistula protocol with 
high-spatial-resolution sequences and a small field of view 
would be most appropriate. Depending on the protocol, these 
examinations may be more invasive and uncomfortable for pa-
tients if rectal gel or neovaginal dilators are used (43). In such 
cases, it is necessary to employ a trauma-informed approach. 
For detailed discussion about MRI protocols for TGD patients, 
readers are referred to excellent existing resources (43,44).

Guidelines and Screening Recommendations
Radiology has lagged behind other disciplines in original re-
search and guidelines for the TGD population (45). A survey of 
breast imaging radiologists showed that only one-third follow 
guidelines or provide screening recommendations for trans-
gender women or transgender men with residual breast tis-
sue (46). This may, in part, be responsible for lower screening 
rates in TGD people (range, 2%–50% of TGD patients) when 
compared with those for cisgender women (range, 67%–78% 
of cisgender women) (47). In 2021, the American College of 
Radiology (ACR) took a step toward addressing these dispari-
ties by developing guidelines on the basis of expert consensus, 
retrospective cohort studies, and extrapolation from cisgender 
populations (48). Annual screening is recommended for TGD 
persons assigned male at birth who have been taking feminiz-
ing GAHT for 5 or more years, starting at the age of 40 years. 
Breast cancer screening recommendations for TGD persons 
assigned female at birth who have residual breast tissue are 
the same as those for cisgender women. For TGD people 
who have undergone gender-affirming bilateral mastectomy, 
screening is not recommended (49). Additional recommenda-
tions based on risk profile, age, and gender-affirming thera-
pies are detailed in the ACR Appropriateness Criteria (48).

TGD people have additional special considerations for bone 
health. Sex hormones are important for osseous metabolism, 
and insufficient hormone replacement therapy increases the 
risk of osteoporosis, particularly after gonadectomy. The In-
ternational Society for Clinical Densitometry (ISCD) issued 
guidelines regarding the use of dual x-ray absorptiometry 
(DXA) in TGD patients (50). Bone mineral density monitoring 
is not indicated for those who are taking standard GAHT reg-
imens. However, baseline DXA is recommended in patients 
who have undergone gonadectomy or hypogonadal patients 
who are not taking GAHT. Serial DXA examinations are sug-
gested for individuals who are suppressing puberty or for 
patients with insufficient hormone replacement therapy. De-
tailed recommendations are provided in published guidelines 
by the ISCD (50).

A lack of longitudinal research and epidemiologic data has 
created uncertainty surrounding other cancer screening in the 
TGD population. In general, if a TGD patient has a body part 
or organ that meets criteria for screening, standard screening 
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Table 3: Considerations in Imaging Acquisition for TGD Patients

Modality Indications Specific to Gender-affirming Care Patient-centered Changes in Technique

US
  Breast or chest Complications after MCS or FCS

Extracapsular rupture of a silicone implant 
US-guided aspiration or drain placement

Invite patients to help with manipulation of breast or chest tissue 
Be sensitive to applied pressure in patients with scarring or less volume 

of residual tissue
  Pelvic Complications after MGS

Postoperative complications in neovagina
Consider alternative approaches for diagnosis (eg, transabdominal over 

transvaginal) or different modalities
Invite patients to insert the endoluminal probe

  Obstetric . . . Avoid gendering pregnant patients (eg, “mommy”)
Use assigned sex rather than gender in discussions about the fetus (73)

  Testicular Complications from feminizing orchiectomy
Postoperative complications in a neoscrotum

Invite patients to help with genital manipulation (eg, dorsal penile or 
neophallus displacement)

Mammography Screening before MCS
Screening in patients with residual breast 

tissue after masculinizing GAHT or MCS
Screening in patients taking feminizing 

GAHT after breast augmentation

Be sensitive to pain in patients with scarring or less residual tissue
Use smaller compression paddles
Include implant-displaced views per standard protocols

Radiography . . . Per standard imaging protocols
Fluoroscopy Neovaginal stenosis or fistula

Rectal fistula
Urethral stenosis or fistula

Administer endoluminal water-soluble contrast material
Invite patients to insert endoluminal syringes themselves
Consider antegrade or retrograde urethrography
Allow additional time for voiding

CT
  Maxillofacial Preoperative planning for facial gender-af-

firming surgery
Postoperative complications

Contrast-enhanced imaging

  Abdominal and 
pelvic

Preoperative planning for phalloplasty flap
Complications after gender-affirming genital 

surgery
CT-guided aspiration or placement of a drain

CT angiography; thin sections with three-dimensional and maximum 
intensity projection reconstructions

Contrast-enhanced CT, with field of view extended to the mid thighs
Consider delayed urography, cystography, and endoluminal injection 

(eg, water-soluble contrast material in the neovagina or rectum)
Invite patients to insert endoluminal syringe

MRI
  Breast Assess silicone implants or injections

Breast cancer screening in patients after 
silicone injections

Silicone-suppression sequences
Consider supine imaging after MCS

  Pelvic
    After FGS Neovaginal stenosis or fistula

Neovaginal prolapse
Assess residual erectile tissue
Prostate cancer in patients assigned male at 

birth

Gadolinium-enhanced MRI
Invite patients to insert dilators and endoluminal syringes and coils
High resolution and small field of view, neovaginal water-based gel
Dynamic maneuvers (eg, rest, Kegel exercises, Valsalva maneuver, or 

rectal evacuation), use neovaginal or rectal water-based gel
Use a silicone or plastic neovaginal dilator

    After MGS Evaluate erectile implants or testicular pros-
theses

Gadolinium-enhanced MRI
Dorsal displacement of the neophallus, z-axis alignment
Invite patients to inflate and deflate devices and manipulate genitalia

Angiography Postoperative vascular compromise Digital subtraction angiography
Protect patient privacy with adequate draping of sensitive areas

Note.—An important patient-centered consideration with all modalities is asking and using patients’ preferred terminology for intimate 
anatomic structures (eg, breast or chest, genitalia, gonads). Radiology personnel should be particularly sensitive to emotional distress in 
patients with these indications, because postoperative complications may be seen as a setback in gender transition. FCS = feminizing 
chest surgery, FGS = feminizing genital surgery, MCS = masculinizing chest surgery, MGS = masculinizing genital surgery.
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should be performed regardless of GAHT (51). For example, 
although imaging procedures are not the primary method of 
screening for cervical cancer or prostate cancer, radiologists 
should be aware that TGD patients are still at risk, and screen-
ing recommendations follow the guidelines used for cisgen-
der women and men with these organs (51,52).

Patient Imaging Journey: Examination Complete

Vignette 4 
A 43-year-old transgender woman presents to the emergency 
department with acute abdominal pain. She has been taking 
feminizing GAHT for 13 years and underwent gender-affirm-
ing genital surgery 5 years ago. On viewing her abdominal 
and pelvic CT report, she notices that the radiologist reported 
that she underwent hysterectomy, which is inaccurate.

Radiologic Reporting
Radiologic reporting provides another important opportu-
nity for inclusive practice. Pitfalls for radiologists include 
limited understanding of gender transition–related changes, 
the absence of a lexicon to report such changes in an inclu-
sive and affirmative manner, unknown individual patient 
history, and apparent sex and gender mismatches among in-
formation in the EHR, PACS (picture archiving and commu-
nication system), and imaged anatomy. As with the patient 
in vignette 4, this apparent mismatch can lead to erroneous 
reporting and confusion. Under the 21st Century Cares Act 
of 2016, electronic radiologic reports are immediately visible 
to patients once they are finalized; thus, radiologists must 
be sensitive to patient experience and perception of their re-
ports. The objective for this section is to provide guidelines 
for patient-centered reports that are anatomically precise 
and inclusive for those who have undergone gender-affirm-
ing interventions. For detailed information on imaging man-
ifestations of gender-affirming surgical procedures or hor-

monal treatments, readers are referred to recent articles in 
the literature (43,44).

Transgender status and gender identity should not be in-
cluded in the report unless they are pertinent to the exam-
ination. Misgendering in radiology reports is not uncommon 
and affects one in four TGD patients (7). Gender is usually not 
necessary to include in the report, especially because this infor-
mation has multiple possible sources of inaccuracy. Although 
contemporary EHRs include various SOGI options, the infor-
mation is only valid if a staff member has taken the time to 
solicit and enter it correctly. Many PACS pull the legal sex from 
the EHR SOGI data; if DICOM (Digital Imaging and Commu-
nications in Medicine) data are then used to autopopulate a ra-
diology report, the report may reflect legal sex rather than gen-
der identity. Misgendering can result in errors in interpretation, 
patient distress, and mistrust in report accuracy.

Reporting Lexicon for Gender-affirming Care
TGD patients may take steps to better align their physical 
body with their gender identity through GAHT and gender-af-
firming surgery. Three major categories of gender-affirming 
surgery are genital reconstruction, maxillofacial contouring, 
and body contouring. For the purposes of this article, gen-
der-affirming procedures are classified as masculinizing or 
feminizing (Table 4). Accurate anatomic terminology and 
descriptions of postsurgical changes are essential for all pa-
tients. When possible, radiologists should also use affirming 
language when reporting on sensitive areas for TGD patients 
(eg, breast, genitalia, and reproductive system). It is important 
to note that preferred terminology is constantly evolving, and 
there is no uniform agreement among TGD people. For exam-
ple, although gender-reassignment surgery and gender-confir-
mation surgery have been replaced by gender-affirming surgery 
as the preferred terminology, some TGD individuals still favor 
these older terms. These terms are different from sex reassign-
ment, which is universally outdated. In the next subsections 
we discuss current inclusive terminology that is most widely 
accepted by TGD patients and how to avoid reporting pitfalls.

Feminizing Gender-affirming Interventions.—Feminizing 
GAHT typically includes estradiol and an androgen blocker, 
inducing the development of breast tissue that is histologi-
cally identical to that in cisgender women (53,54). Therefore, 
breast tissue in transfeminine patients who were assigned 
male at birth should not be reported as gynecomastia, which 
is a frequent misconception. The most common feminizing 
body contouring technique is breast augmentation, which can 
be reported in the same manner as for cisgender women who 
have undergone this procedure.

Vaginoplasty and orchiectomy are the two primary femi-
nizing genital reconstruction surgical procedures. Vagino-
plasty is the creation of a functional and cosmetically ac-
ceptable neovagina. Penoscrotal inversion vaginoplasty is the 
most common technique (Fig 3). Preferred terminology for 
transgender women who have undergone vaginoplasty in-
clude vaginoplasty, gender-affirming genital surgery, or fem-
inizing genital reconstruction surgery. The prostate remains 
intact after vaginoplasty or orchiectomy. Radiologists should 

Table 4: Common Gender-affirming Surgical Procedures

Feminizing procedures
  Facial feminization
  Thyroid cartilage shave (chondroplasty)
  Breast augmentation
  Orchiectomy
  Urethroplasty
  Vaginoplasty
  Labiaplasty
Masculinizing procedures
  Facial masculinization
  Thyroid cartilage graft (thyroplasty)
  Mastectomy, nipple grafting
  Hysterectomy, oophorectomy, vaginectomy
  Urethral lengthening
  Phalloplasty versus metoidioplasty
  Scrotoplasty, testicular and erectile prostheses
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use SOGI data and confirm surgical history in the EHR, when 
possible, to avoid misinterpretation, such as reporting unre-
markable ovaries or a prior hysterectomy in a transgender 
woman, as illustrated by vignette 4. The use of standardized 
templates for male or female patients could easily be a source 
of error in TGD patients; heightened attention by the radiolo-
gist is needed to avoid this pitfall.

Facial feminization surgery encompasses gender-affirming 
maxillofacial procedures that transform masculine facial fea-
tures into a more typically feminine appearance. Preoperative 
surgical planning may include imaging with maxillofacial ra-
diography or CT when structural osseous surgical techniques 
are planned. If it is relevant to the clinical context, findings 
should be reported as postoperative changes of facial femini-
zation surgery or facial gender-affirmation surgery.

Masculinizing Gender-affirming Interventions.—Masculin-
izing GAHT consists of testosterone. Bodily changes begin 
within weeks to months of beginning masculinizing GAHT, 
with maximum effect after 2–3 years, including body fat re-
distribution, increased muscle mass, clitoral enlargement, 
and vaginal atrophy (51). Masculinizing chest surgery is the 
most commonly performed gender-affirming surgery (55). 
Its goal is to create a masculine-appearing chest by remov-
ing breast tissue, the inframammary fold, and excess skin and 
repositioning the nipples. Subcutaneous mastectomy, which 
preserves nipple and subareolar tissue, remains susceptible to 
malignant transformation, even for patients taking testoster-
one (56). Although bilateral mastectomy is technically correct, 
the best practice reporting terminology includes chest-mascu-
linization surgery or gender-affirming chest surgery.

Transgender men may undergo masculinizing genital re-
construction surgical procedures including hysterectomy, 
oophorectomy, phalloplasty, metoidioplasty, scrotoplasty, vag-
inectomy, and placement of testicular or penile prostheses. 
Phalloplasty (Fig 4A) is a complex gender-affirming surgery in 
which a multidisciplinary subspecialized team creates a neo-
phallus through donor flap reconstruction. Preoperative CT an-
giography may be performed for surgical planning to evaluate 
the perforating arteries and the flap size (57). Metoidioplasty 
(Fig 4B) is an alternative to phalloplasty, in which a neophallus 
is created by lengthening a hormonally hypertrophied clitoris 
through degloving of the ligamentous attachment (58). Radiol-
ogists should take care to avoid erroneous reporting on organs 
that are not present in transgender men, such as the prostate.

Departmental Inclusivity
Any variation from the dominant binary gender construct is 
associated with workplace discrimination and stigma (59). 
Despite increasing awareness of the challenges faced by the 
TGD population, there is still substantial opportunity to im-
prove workplace inclusivity (60). Patients from underrepre-
sented groups express greater satisfaction with their care and 
better outcomes when they perceive representation among 
physicians and staff (61–63). Therefore, teams must include 
representation from all patient cultures and groups we serve, 
including TGD individuals.

Physician and Staff Education
Insufficient knowledge of issues faced by TGD people is a bar-
rier to an inclusive workplace culture (31). The Joint Com-
mission and the Association of American Medical Colleges 
have both advocated for incorporating LGBTQ+ (lesbian, 
gay, bisexual, transgender, queer, plus) education in medical 
school curricula. However, only 36% of medical schools in-
clude gender transition–related care in their curricula, high-
lighting the need for pre- and postgraduate physician educa-
tion (64). Furthermore, only 33% of radiographic technologist 
programs include content on imaging considerations for TGD 
people (65), which illustrates that secondary staff education 
is of equal importance. Educational and resource committees 
should include both TGD and cisgender individuals. Gender 
diversity training, even through short learning modules, is ef-
fective at improving comfort for both providers and patients 
and should be required for all radiology staff (5,66). Readers 
are referred to reputable resources with continuing education 
modules about health care for TGD people (35,67).

TGD individuals may encounter microaggressions or overt 
harassment from other patients or staff. When witnessing ha-
rassment, staff should consider interrupting and redirecting 
the behavior, removing the target from the situation, providing 
support, and reporting the event (68). Bystander intervention 
training can be effective by providing personnel with actionable 
plans to intervene (69). Such additional training should also be 
considered and could be applied to other at-risk populations.

Institutional Policies
Including gender identity in institutional nondiscrimination 
policies creates a welcoming, safe culture for TGD colleagues 

Figure 3. Illustration shows penile inversion vaginoplasty, a feminizing sur-
gical procedure in which the penile (purple) and scrotal (lavender) skin are 
used to construct the neovagina. The remaining scrotal skin is used for labi-
aplasty, and a sensate neoclitoris is created using the glans penis and penile 
neurovascular bundle. The prostate and seminal vesicles remain in place.



February 2023	 Iv Kyrazis et al 11 	

Volume 43 Number 2 • radiographics.rsna.org

Figure 4. (A) Illustration shows phalloplasty, a masculinizing surgical procedure to form a neophallus using tube-in-tube flap reconstruction from several 
potential sites, including forearm free flap, anterolateral thigh, abdominal wall, and gracilis. Urethral lengthening is an optional component, in which a 
neourethra using vaginal mucosa (dark green) is anastomosed to the native urethra (light green). Scrotoplasty can be performed using labial skin, and 
additional components of this complex multistage procedure may include testicular or erectile implants, hysterectomy, oophorectomy, and vaginectomy. 
(B) Illustration of metoidioplasty, a masculinizing surgical procedure in which a neophallus is formed from the clitoris, which is enlarged before surgery by 
GAHT. Urethral lengthening may be performed, with the neourethra (dark green) formed from labia minora or vaginal mucosal grafts anastomosed to the 
native urethra (light green). This procedure is less complex and less costly than phalloplasty and has the benefit of physiologic erectile function; note, the 
neophallus is smaller.

and protects their rights (8,59). Dress codes should include 
TGD perspectives and needs, giving employees scope for per-
sonal expression within institutional guidelines. Single-user, 
gender-neutral bathrooms and dressing rooms benefit TGD 
employees as well as patients. Human resources policies re-
garding gender transition should guarantee confidentiality 
and support throughout the process (59). Institutions should 
encourage and facilitate the use of chosen name and pro-
nouns in employee e-mail signatures, business cards, name 
tags, and even hospital records to avoid misgendering (8).

Unconscious implicit bias limits inclusive recruitment of 
trainees, faculty, and staff (70,71), but bias mitigation training 
can improve equity (71). Diverse representation in both selec-
tion committees and applicant pools is essential. Emphasizing 
institutional commitment to the equal employment opportu-
nity policy may attract diverse applicants. Inclusion of minority 
groups, including TGD professionals, is a long-term goal, but 
each step brings our field closer to bridging disparities.

Conclusion
Radiology departments have opportunities to optimize in-
clusive care for TGD patients at every stage in the imaging 
process. Potential sites for intervention include EHRs, regis-
tration and scheduling procedures, patient instructions, the 
physical environment, physician and staff training, language 
and terminology (including radiology reporting), institutional 
policies, and employee recruitment. Radiology is important to 
patient care, and we have the capacity to change TGD patient 
experiences and outcomes for the better. We encourage read-

ers to examine their own personal and local practices and to 
make changes that provide a safe, welcoming, and inclusive 
environment for all.
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Imaging Care for Transgender and Gender Diverse Patients: Best Practices and 
Recommendations 

INSTRUCTIONS 

• Read through the article and answer the multiple-choice questions provided below. 

• Some questions may have more than one correct answer; in which case you must mark all the correct answers. 

Introduction 

Question 1: What percentage of transgender and gender 
diverse (TGD) people avoid seeking necessary medical care 
due to fears of discrimination or mistreatment? 

A: 10% 
B: 23% 
C: 50% 
D: 75% 

Question 2: What is a significant barrier to effective care 
for TGD patients in radiology? 

A: Lack of gender-neutral signage 
B: Physician and staff ignorance about TGD health 
C: Limited access to imaging modalities 
D: Unavailability of patient-centred care 

guidelines 

Question 3: What percentage of TGD patients have had at 
least one negative imaging experience? 

A: 33% 
B: 50% 
C: 70% 
D: 90% 

Question 4:  Is it TRUE that US, mammography and image-
guided procedures are particularly linked to emotional 
discomfort? 

A: YES  
B: NO  

Review of Appropriate Language 

Question 5: If misgendering occurs, the appropriate 
response is to ………………………………..? 

A: Apologise briefly, use the correct pronouns, and 
move on  

B: Apologise and record the apology in the patient 
record  

C: Correct yourself and move on 
D: Excuse yourself and ask another staff member to 

attend to the patient  

 

Patient Imaging Journey: Before Examination 

Question 6: Which of the following is TRUE regarding the 
collection of Sexual Orientation and Gender Identity (SOGI) 
data in electronic health records (EHRs)? 

A: It is unnecessary for radiology departments 
B: Staff must be trained to solicit and use this 

information 
C: It is optional for hospitals to collect this data 
D: It should be collected but not recorded in any 

information retrieval system 

[The Protection of Personal Information Act (POPIA) allows 
health care practitioners to collect and store any personal 
information from the patient as long as it is relevant to 
treatment.]  

Question 7: Which of the following are do’s in delivery of 
imaging care for TGD patients? 

A: Use chaperones for sensitive examinations  
B: Use precise anatomic Ianguage throughout the 

radiology dictation  
C: Use gendered honorifics  
D: Always use humour  

Patient Imaging Journey: Day of Examination 

Question 8: Is the following statement TRUE or FALSE? 

“Staff should avoid assumptions regarding reproductive 
capacity. For studies in which ionizing radiation is used, 
urine pregnancy testing should be considered in any patient 
with the potential to become pregnant”. 
 

A: TRUE  
B: FALSE 

Question 9: How should radiology departments handle 
dressing rooms to accommodate TGD patients? 

A: Label dressing rooms with traditional gender 
symbols 

B: Provide gender-neutral, single-user dressing 
rooms 

C: Ask patients which binary dressing room they 
prefer 

D: None of the above 
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Question 10:  TGD people are more likely to have 
experienced trauma compared with the general population, 
with approximately …………………. % having experienced 
intimate partner violence or sexual assault in their lifetime? 
 

A: 30% 
B: 15% 
C: 50%  
D: 65% 

 

Question 11: Patients should be warned when image 
acquisition will be ………………………………………………...? 
 

A: Invasive (e.g. endoluminal imaging)  
B: Of long duration (longer than 15 minutes) 
C: Constrictive (e.g. MRI)  
D: Weighted (e.g. lead apron shielding)  

 
Patient Imaging Journey: During examination 

Question 12: What is the recommended course of action if 
a TGD patient is uncomfortable with an anatomic term 
used during imaging? 

A: Insist on using standard medical terms 
B: Use the patient's preferred terminology 
C: Avoid discussing the term altogether 
D: Correct the patient on proper terminology 

Question 13: Which of the following is a recommendation 
for improving the imaging experience for TGD patients 
during image acquisition? 

A: Use gendered honourifics like Mr., Ms., or Mrs 
B: Allow patients to guide the insertion of 

endoluminal probes 
C: Avoid explaining the procedure to the patient 
D: Use only male or female chaperones 

Question 14: TRUE or FALSE?  

"Nearly 80% of TGD patients report emotional discomfort 
during transvaginal, testicular, and breast or chest 
ultrasounds, highlighting the need for a trauma-informed 
approach in radiology." 

A: TRUE 
B: FALSE 

 

 

 

 

Question 15: Which of the following statements are TRUE? 

A: In a transgender woman with a genetic 
predisposition to breast cancer who is receiving 
estrogen therapy, hormonal changes in breast 
tissue may affect the sensitivity of screening 
breast MRI and dynamic contrast-enhanced MRI 
sequences  

B: In a transgender man who underwent 
metoidioplasty with a concern for a urethral 
fistula, a pelvic MRI fistula protocol with high-
spatial-resolution sequences and a small field of 
view would be most appropriate  

C: Depending on the protocol, these examinations 
may be more invasive and uncomfortable for 
patients if rectal gel or neovaginal dilators are 
used  

D: None of the above 

 
 
 

THE END 
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Imaging Care for Transgender and Gender Diverse Patients: Best Practices and 
Recommendations 

INSTRUCTIONS 

• Read through the article and answer the multiple-choice questions provided below. 

• Some questions may have more than one correct answer; in which case you must mark all the correct answers. 

 
Question 1: With reference to screening and monitoring 
…………………………………………...? 
 

A: Breast cancer screening recommendations for TGD 
persons assigned female at birth who have residual 
breast tissue are the same as those for cisgender 
women  

B: For TGD people who have undergone gender-
affirming bilateral mastectomy, screening is 
recommended 

C: TGD people have additional special considerations 
for bone health  

D: A lack of longitudinal research and epidemiologic 
data has created uncertainty surrounding other 
cancer screening in the TGD population  
 

Question 2: Is it TRUE that when assessing silicone implants 
or injections through MRI, silicone suppression sequences 
are not necessary? 
 

A: YES 
B: NO  

 
Question 3: Which of the following are feminizing surgical 
procedures? 
 

A: Chondroplasty  
B: Urethroplasty  
C: Orchiectomy  
D: Facial feminization  

 
Question 4: Masculinizing procedures include ………………...? 
 

A: Thyroplasty  
B: Mastectomy  
C: Urethral lengthening  
D: Scrotoplasty  

Patient Imaging Journey: Examination Complete 

Question 5: What is a recommended approach to 
addressing the risk of misgendering in radiology reports? 

A: Always include the patient's legal sex in the report 
B: Avoid mentioning gender unless it is medically 

relevant 
C: Use gender-neutral language throughout the report 
D: Autopopulate gender from the HER 

Question 6: In Vignette 4, was it correct to report that the 
patient underwent hysterectomy?  

A: YES 
B: NO  

Question 7: What is the preferred terminology for 
describing surgery to create a functional and cosmetically 
acceptable neovagina in transgender women? 

A: Sex reassignment surgery 
B: Gender-confirmation surgery 
C: Vaginoplasty 
D: Penile inversion surgery 

Question 8: What is the recommended terminology when 
referring to a transgender man's chest surgery in a 
radiology report? 

A: Bilateral mastectomy 
B: Chest masculinisation surgery 
C: Gender confirmation surgery 
D: Subcutaneous mastectomy 

Departmental Inclusivity 

Question 9: What is the role of gender diversity training in 
radiology departments? 

A: It is optional for staff 
B: It helps to improve comfort for both providers and 

patients 
C: It is only necessary for clinicians, not for 

administrative staff 
D: It should focus solely on medical terminology 
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Conclusion 

Question 10: Which ONE of the following statements is 
TRUE regarding the optimization of inclusive care for TGD 
patients in radiology departments? 

A: Radiology departments have limited opportunities 
to improve care for TGD patients 

B: Inclusive care for TGD patients can be optimized at 
various stages in the imaging process 

C: TGD patients do not require any special 
considerations in radiology departments 

D: The physical environment in radiology has no 
impact on TGD patient experiences 

 

 
 

THE END 
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