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ES is a 41-year-old transgender male who presented to medical oncology
as a referral from surgical oncology for T2NOMO right breast cancer. At
that time, he was receiving weekly testosterone injections intramuscularly
at 0.25 mg, and had been on this regimen for 7 months. He was planning
bilateral mastectomies in the spring. That winter, he palpated a mass in his
right breast, and imaging revealed a 2.5-cmn hypoechoic mass. A biopsy
of the mass revealed invasive ductal carcinoma, with a nuclear grade of 3.
His tumor was estrogen receptor positive (H-score of 180), progesterone
receptor positive (H-score of 90), androgen receptor positive (H-score of
220), and HER-2/neu positive by FISH, with a Ki-67 of 90%.

The clinical experience of ES illustrates challenges common to the
sexual and gender minority population. ES presented to the clinic with
a female friend. At that time, his name and gender in the electronic
medical record (EMR) matched his driver’s license, and not his pre-
ferred name or gender. Consequently, when he was called from the
waiting room, he was called by his former name.

The staff had not been notified of the appropriate name or pro-
noun to use prior to ES’s arrival, and consequently was associating
ES with a female gender, as indicated in the EMR. When the question
about menstrual status was addressed, he stated that he had not had a
period in 7 months since beginning testosterone treatment. The medi-
cal assistant questioned the use of testosterone, and ES had to explain
his gender reassignment journey.

By the time the physician assistant (PA) entered the room to per-
form the first part of the shared visit, ES was visibly upset, expressing
anger with nonverbal cues. During the conversation, the PA did not
acknowledge or establish the relationship of ES’s female friend. The PA
did not address the issue of gender identity, the use of testosterone, or
plans for reassignment surgery. The physician also deferred discussion
of gender reassignment during his portion of the visit and, without ask-
ing about gender reassignment, recommended cessation of testoster-
one therapy. Neoadjuvant docetaxel/cyclophosphamide/trastuzumab/
pertuzumab was ordered, and ES agreed to treatment, but declined
following the suggestion to stop testosterone.

Vol 10 = No 4 = May/Jun 2019



FEHL et al.

At each treatment visit, ES had to check in at the desk with his former name, resulting in
confusion from the staff. With each lab draw, his name and birthdate were confirmed using the
former name. With every administration of chemotherapy, double-nurse verification at the chair-
side was performed by reading his arm band and comparing it to the drug label. For each visit,
ES had to use his old name six times. With new staff assigned to him each week, he felt pres-
sured to explain his gender identity to several new people at each visit. At one particular visit, a
patient’s family in the next cubicle overheard this conversation, and ES overheard them discuss-
ing and laughing about his gender identity. ES dreaded his chemotherapy appointments not
just due to the expected toxicity, but also because of the insensitivity toward his chosen gender.

ES tolerated chemotherapy and proceeded to surgery. He underwent bilateral mastectomies
by the surgical oncologist, who had discussed his gender reassignment with him and had re-
ferred him to plastic surgery for co-management of the surgical intervention. The plastic surgery
team planned for reconstruction to include skin and soft-tissue rearrangement to give an inci-
sion line along the lower border of the pectoralis for better male cosmetic outcomes. Together,
they performed bilateral mastectomies with right sentinel lymph node biopsy, horizontal masto-
pexy, and nipple-areolar grafting. Ultimately, the pathology revealed a complete response, and
ES was pleased with the cosmetic outcome.

ES was then started on tamoxifen. Again it was suggested that he discontinue testosterone
therapy. He determined that he was more comfortable with an increased risk of recurrence than
he was with feminine physical characteristics and chose to continue testosterone. After 6 weeks
of tamoxifen, his menses resumed. He elected to discontinue tamoxifen. He had no more vaginal
bleeding after that episode. He was referred for bilateral salpingo-oopherectomy (BSO), with
the intent to treat with an aromatase inhibitor. He proceeded with BSO and opted against the
aromatase inhibitor, citing concerns about unknown interactions with gender-affirming medica-

tion. He completed 1 year of trastuzumab (Herceptin) and continued surveillance visits.

exual and gender minorities (SGM) rep-
resent a population of individuals who ex-
perience disparities in health care that put
them at risk for poor health-care outcomes.
Sexual and gender minority is an umbrella term that
encompasses lesbian, gay, two-spirit, bisexual, and
transgender populations, as well as those whose
sexual orientation, gender identity and expressions,
or reproductive development vary from traditional,
societal, cultural, or physiological norms. This in-
cludes individuals with disorders or differences of
sex development, sometimes known as intersex
(National Institutes of Health [NIH], 2017). As our
society becomes more inclusive of gender minority
individuals, recognizing that a patient’s gender may
be nonbinary can help the health-care provider
understand new terminology (see Table 1) and the
specific stressors encountered by patients in gender
transition, with which they may not be familiar.

In health care overall, SGM populations face is-
sues of access and inclusion, including poor in-
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surance coverage and less access to traditional
medical services than the population at large.
Sexual and gender minority populations may
perceive judgment from health-care providers
about their lifestyle and experience estrange-
ment from traditional sources of emotional and
financial support, such as their family of origin
(Blosnich, Farmer, Lee, Silenzio, & Bowen, 2014;
Diamant, Wold, Spritzer, & Gelberg, 2000).

These same issues are theoretically pres-
ent in access to cancer care. Although dispar-
ity may exist across the cancer care continuum,
the documented cancer care disparity to date is
in cancer screening. Sexual and gender minor-
ity populations are less likely to have recom-
mended cancer screening as per national guide-
lines, which may result in later-stage diagnosis
(Quinn et al., 2015).

In the national discussion of SGM patients
and cancer care, one specific group that has been
increasingly recognized but understudied is the
transgender population (Joint, Chen, & Camer-
on, 2018). A cisgender person refers to a person
whose gender identity corresponds with their
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Gender Identity and Sexual Orientation Terms

Term Definition Associated terms
Sexual and Sexual orientation, gender identity and expressions, or Includes lesbian, gay, two-spirit,
gender minorities reproductive development varies from traditional, societal, bisexual, and transgender

cultural, or physiological norms?
Transgender male Female genotype, identifies as male Female-to-male

Transgender female Male genotype, identifies as female Male-to-female

Cis- Prefix meaning gender identity corresponds with birth sex Straight
Trans- Prefix meaning gender identity does not correspond with
birth sex
Lesbian Identifies as female and attracted to females
Gay Identifies as birth gender and attracted to same sex
Two-spirit Combined male and female traits; considered neither male
nor female, but a third gender
Bisexual Identifies as birth gender and attracted to opposite and
same sex

Note. 2National Institutes of Health (2017).

birth sex, while a transgender person refers to a
person whose gender identity is different from
that of their birth sex. A transgender woman is a
female who was assigned male anatomy at birth,
while a transgender male is a male who was as-
signed female anatomy at birth. It is the purpose
of this paper to elucidate the real and potential
disparities in the delivery of cancer care by il-
lustrating the experience of one SGM patient re-
ceiving breast cancer care.

It is important to know that gender transition
has many steps. Social transition of gender can
start before or after initiation of gender-affirm-
ing medical treatment. Patients can present for
medical care at any point along this continuum.
One may have a gender identity that differs
from the sex assigned at one’s birth, but not be
in this process of transition because of finan-
cial, social, or medical reasons. The steps in-
volved in gender-affirming medical treatment
are as follows.

1. A trained mental health professional veri-
fies that an individual meets diagnostic cri-
teria of gender dysphoria (GD) or gender
incongruence

2. Endocrine treatment begins
a. Transgender males: intramuscular or

transdermal testosterone
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b. Transgender females: intramuscular,
oral or transdermal estradiol with ei-
ther an antiandrogen or gonadotropin-
releasing hormone (GnRH) agonist

3. Gender-affirming surgery can be per-

formed after at least 1 year of hormone
treatment and after the social role is sat-
isfactorily changed. If hormone therapy is
contraindicated or not desired by the indi-
vidual, surgery can proceed after diagnosis
of GD is confirmed, and may entail the fol-
lowing procedures:
c. Surgery that directly affects fertility
i. Penectomy and gonadectomy, with
creation of neovagina
ii. Oophorectomy, vaginectomy, com-
plete hysterectomy, with or without
creation of neopenis
d. Surgery that does not directly affect
fertility
i. Transgender males: mastectomy
(usually after androgen therapy is
initiated)
ii. Transgender females: breast aug-
mentation (can be performed after
at least 2 years of estrogen therapy)

. After successful transition, the individual

is maintained on endocrine treatment with
periodic monitoring of sex steroid hormone
levels (Hembree et al., 2017)
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Breast cancer is the most common cancer among
women in the United States. In 2019 alone, there
will be an estimated 271,270 new cases of inva-
sive breast cancer diagnosed in cisgender women,
with 42,260 expected deaths. In cisgender men,
there will be an estimated 2,670 new cases of inva-
sive breast cancer diagnosed, with 500 expected
deaths. (American Cancer Society, 2019).

It is estimated that 0.6% of United States
adults, or 1.4 million individuals, identify as trans-
gender (Flores, Herman, Gates, & Brown, 2016).
While there is insufficient evidence to estimate
breast cancer prevalence in the transgender popu-
lation (Joint et al., 2018), it has been shown that the
stage and kind of medical transition undergone by
a trans person can influence their risk of develop-
ing breast cancer. For example, gender confirma-
tion surgery involving the removal of breast tissue
can greatly reduce the risk of developing breast
cancer. Exogenous hormones are known to play a
role in breast cancer development in the cisgender
population, as shown by the Women’s Health Ini-
tiative study where hormone replacement therapy
demonstrated an increased risk of breast cancer
(Writing Group for the Women’s Health Initiative
Investigators, 2002). The role of exogenous hor-
mones in breast cancer pathogenesis in the trans
population is uncertain. In addition, the impact of
gender-affirming hormones on breast cancer risk
is unclear. Breast cancer statistics, risk factors,
screening recommendations, and treatment con-
siderations for the transgender population require
further investigation.

Breast Cancer in Transgender Men

Female-to-male transgender individuals, or trans-
gender men, are defined as those born with a female
genotype, but who psychosocially identify as male.
Transgender men have lower age-specific rates of
breast cancer as compared to cisgender women,
which may be accounted for by the high rates of
mastectomy and the effects of testosterone therapy
(Irwig, 2017). The risk of breast cancer in transgen-
der males is related to their age, completion of mas-
tectomy, and the length of exposure to testosterone
therapy, if applicable. The limitations to studying
lifetime risk of breast cancer in transgender men is
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the young age of subjects in many studies, the high
rate of mastectomy in some populations, and the
loss to follow-up (Quinn et al., 2015).

Many transgender males take exogenous tes-
tosterone to induce and maintain masculine sec-
ondary sex characteristics. Testosterone therapy
in transgender men alters the composition of
breast tissue by reducing the amount of glandu-
lar tissue and increasing the amount of fibrous
connective tissue (Grynberg et al., 2010; Slagter,
Gooren, Scorilas, Petraki, & Diamandis, 2006).
Testosterone administered to transgender men
undergoes aromatization to estradiol, producing
serum estradiol levels in transgender men compa-
rable to that of the follicular phase of the menstru-
al cycle (Gooren & T’Sjoen, 2018). Serum estradiol
levels do not decrease substantially as a result of
testosterone treatment. Prolonged and unopposed
estrogen and androgen stimulation increases the
risk for breast cancer.

There are two possible pathways that have been
described, suggesting that exogenous testosterone
could stimulate the activity of hormone receptors
in residual breast tissue. In the first pathway, testos-
terone is converted by the enzyme aromatase to es-
tradiol. Estradiol stimulates breast cell proliferation
by activating estrogen receptors found in breast tis-
sue. Thus, testosterone indirectly stimulates estro-
gen receptors. In the second pathway, testosterone
is converted by the enzyme 5o-reductase to dihy-
drotestosterone. This directly affects androgen re-
ceptors in androgen receptor—positive breast can-
cers because dihydrotestosterone has a dissociation
rate from the androgen receptor that is five-fold
slower than that of testosterone (Secreto & Zumofi,
2012; Yager & Davidson, 2006). These pathways are
theoretical and transgender males do not have a
documented greater incidence of breast cancer than
the general population. However, more prospective
research is needed regarding the long-term effects
of testosterone therapy in transgender men.

Breast cancer risk in transgender men is re-
duced by the completion of bilateral mastectomy.
Although a mastectomy removes much of the breast
tissue, a small amount of residual breast tissue is
typically left underneath the nipple-areola com-
plex after subcutaneous mastectomy to prevent a
depression. As case reports have shown, there is
a possibility of this remnant tissue becoming ma-
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lignant, although the exact risk of breast cancer in
residual tissue is unknown (Irwig, 2017). Due to
financial constraints, not all transgender men un-
dergo mastectomy during gender reassignment.

It is important that transgender men still un-
dergo breast cancer screenings. Transgender men
who have not undergone bilateral mastectomy, or
who have only undergone breast reduction sur-
gery, should undergo screening per current guide-
lines for cisgender women. However, no reliable
evidence exists to guide the screening of transgen-
der men who have undergone mastectomy. Some
guidelines recommend annual chest wall exams in
transgender men after mastectomy. However, this
is not based on evidence, and it is contrary to the
movement away from clinician exams in general
for cisgender women. Clinicians should engage
in dialogue with transgender men who have un-
dergone bilateral mastectomy about the unknown
risks associated with residual breast tissue, as well
as the possible technical limitations of mammog-
raphy. In the case of any new complaints, diagnos-
tic physical exams are appropriate. The evaluation
of a palpable lesion may be difficult since most or
nearly all breast tissue is removed, and mammog-
raphy for the evaluation of a palpable lesion may
not be technically feasible. Therefore, alternatives
such as ultrasound or MRI may be necessary.

The approach to the treatment of breast can-
cer in transgender men has several considerations
that are not present in cisgender breast cancers.
The concomitant use of aromatase inhibitors
with testosterone may decrease the effectiveness
of both the breast cancer treatment as well as the
gender reassignment treatment. Since some breast
cancers express androgen receptors, exogenous
testosterone treatments may decrease the effec-
tiveness of breast cancer treatment. Health-care
providers should consider the unclear link be-
tween androgens and breast cancer, as well as the
potential for the aromatization of testosterone to
estrogens. For breast cancer treatment, there are
surgical considerations as well. Unlike cisgender
women, who may elect breast-conserving surgery
or breast reconstruction after mastectomy, trans-
gender men often desire a masculine chest contour.
In this situation, the breast surgery method would
include chest reconstruction for transgender men,
including skin and soft tissue rearrangement to
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give an incision line along the lower border of the
pectoralis for better male cosmetic outcomes.

Breast Cancer in Transgender Women
Male-to-female transgender individuals, or trans-
gender women, are defined as those born with a
male genotype, but who psychosocially identify as
female. The incidence of breast cancer in trans-
gender women is conflicting and poorly reported.
Transgender women have a reduced risk of breast
cancer due to lower lifetime exposure to estrogen
and minimal exposure or the absence of exposure
to progesterone.

The transition from male to female may re-
quire the transgender woman to take exogenous
estrogen. There is a risk of breast cancer associ-
ated with estradiol use. Several cases of breast
cancer have been reported in transgender women
(Maglione et al., 2014). Typically, exogenous es-
trogen treatments are taken in conjunction with
an antiandrogen treatment. Antiandrogen treat-
ments include spironolactone, GnRH analogues,
and a 5o-reductase inhibitor, finasteride. Proges-
terone is not typically included in the hormonal
treatment of transgender women secondary to
concerns of the risk of both cardiovascular disease
and venous thromboembolism.

The existing recommendations for cisgen-
der woman vary with respect to the frequency of
screening. As with the age of onset, given the likely
lower incidence in transgender women, it is rec-
ommended that screening mammography be per-
formed every 2 years beginning at the age of 50 and
after 5 to 10 years of feminizing hormone use. Pro-
viders and patients should discuss the risks of over-
screening and perform an assessment of individual
risk factors. Screening mammography is the prima-
ry recommended modality for breast cancer screen-
ing in transgender women. Complicating the issue
of self-awareness of breast changes for transgen-
der women is the “new” experience of living with
breasts in development. This may be associated
with breast pain, tenderness, and nodularity, caus-
ing the transgender woman to perform frequent
self-examinations with concerns about breast find-
ings. However, as with cisgender women, routine
self-breast exams for breast cancer screening are
not recommended in transgender women (Center
of Excellence for Transgender Health, 2016).
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The general treatment approach to breast can-
cer in transgender women undergoing hormone
therapy would include a recommendation to dis-
continue estrogen hormone therapy. However,
since hormone therapy can profoundly improve
quality of life and have a strong impact on one’s
sense of gender affirmation, discontinuation of es-
trogen therapy in a transgender woman diagnosed
with breast cancer is not straightforward. Provid-
ers are advised to engage in informed discussions
with their patients, considering such variables as
the type and stage of breast cancer, hormone re-
ceptor status, and the presence of a deleterious
breast cancer gene mutation.

The inflexibility of the traditional health care deliv-
ery system to accommodate minority gender iden-
tities exposes ES to vulnerability beyond his sexual
minority status. The Model of Health-Care Dispar-
ity, used to delineate aspects of the US health-care
system, can provide an explanatory model for the
health-care experience of ES (Figure 1).

Patient Factors
The identification of ES as a gender that differed
from that which was specified in the medical re-

cord uncovers multiple issues. The infrastructure
within health care that identifies patients, pro-
tects their privacy, and generates invoices is not
adequately flexible to accommodate an individual
identifying with a gender that is different from
what is on the individual’s government-issued
documents, such as birth certificates, driver’s li-
censes, or US passports. Unfortunately, the pro-
cess of changing one’s name and gender on offi-
cial documents requires a complex expenditure
of time, money, and effort. According to the 2015
US Transgender Survey, only 11% of respondents
had their preferred name and gender on all official
identification and documents (James et al., 2016).
This process can cost up to $500, and even if af-
fordable, an individual may discontinue the pro-
cess due to cumbersome requirements or court
denial (James et al., 2016).

For example, in Pennsylvania, the state where
ES resides, a petition must be filed with the Court
of Common Pleas, accompanied by a fingerprint
card and a background check. Finally, a court
hearing is required, prior to which there must be
a notice published in two newspapers as well as a
judgment search in each county of residence for
the past 5 years. At the hearing, the petition will
be granted or denied. If the petition is granted,

Health Care System Factors
Health services organization, financing, and delivery
Health care organizational culture, quality improvement

Patient Factors
Beliefs and preferences
Race/ethnicity, culture,

familial context
Education and resources

Biology

Clinical Encounter
Provider

Provider Factors
Knowledge and

communication attitudes
Cultural competence Competing demands
Bias

Model of Health-Care Disparity. Adapted from Kilbourne, Switzer, Hyman, Crowley-Matoka &

Fine (2006).
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the process of changing legal documents, includ-
ing driver’s license, social security card, passport,
and birth certificate can begin. On top of these re-
quirements, the applications requesting a gender
change must be accompanied by a signed physi-
cian statement indicating that the new gender
documentation reflects the identified gender of
the applicant (Transgender Legal Defense & Edu-
cation Fund, 2018). Due to the expense and com-
plexity of a formal name and gender identification
change, the process of officially changing one’s
name and identified gender may be delayed, lead-
ing to chronic discrepancy of gender identifica-
tion during health-care system encounters.

Psychosocial challenges of sexual minority
status can include estrangement from family and
fear of discrimination. Because of these challeng-
es, individuals with cancer in the SGM community
have an even higher risk of stress, anxiety, and de-
pression (James et al., 2016). The American Soci-
ety of Clinical Oncology (ASCO) position state-
ment on strategies for reducing cancer health
disparities among SGM populations recommends
that the identities of SGM patients are safely dis-
closed and that they receive appropriate referrals
to support networks (Griggs et al. 2017).

The Clinical Encounter

As illustrated in the case study, ES experienced
a multitude of emotions related to breast cancer
diagnosis and treatment, which were perhaps
further complicated and/or exacerbated by his
transgender status. Foremost among these is-
sues is the disclosure of transgender status to
health-care providers, which patients describe
as awkward or embarrassing (National Institutes
of Health, 2017). The ASCO position statement
recommends that clinical practice build a capac-
ity for the safe disclosure of sexual and/or gender
identities (Griggs et al., 2017). This opportunity
for disclosure, perhaps through collection of de-
mographic data and preferred pronouns prior to
thevisit, could preventinsensitivity in the patient-
clinician encounter.

Provider Factors

As illustrated in the case study, the clinical en-
counter and provider factors are critically impor-
tant. A key component to the safe and appropriate
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disclosure of gender identity is cultural compe-
tence on the part of all staff. Clinicians need to be
aware of the appropriate pronouns to be utilized.
ES should have been referred to as “he” in this sce-
nario, determined by the intake questions prior to
the clinical encounter.

It is important that staff members have a
working knowledge of the process and medica-
tions used in gender transition, thus reducing the
possibility of hurtful or poorly informed questions
being posed to the patient or his/her family. All
clinical questions should be posed in a thoughtful
and kind manner.

Evidence-based cancer practice for sexual mi-
nority patients is limited, due to a lack of specific-
ity in cancer registry analysis (Griggs et al., 2017).
Gender identity information is a valuable contri-
bution to the national network of cancer regis-
tries. In order to improve the quality of evidence-
based cancer care, it is crucial that the traditional
variables or data elements capture valuable gen-
der and sexual identity demographics, for both
clinical practice and research. One of the recom-
mendations of the ASCO 2017 position statement
is to begin to capture this important patient infor-
mation in cancer registry information and clinical
trial enrollment. These changes will document
cancer incidence, response to treatment, unique
toxicities, and outcomes incorporating gender
and sexual orientation demographics (Griggs et
al., 2017).

The American Society of Clinical Oncology rec-
ommends that clinicians advocate for policy de-
cisions that ensure health-care equity and ensure
full privacy (Griggs et al., 2017). First, the access
to culturally appropriate care for SGM individuals
can be ensured across the cancer continuum both
by expanding and promoting cultural competen-
cy training and incorporating SGM training into
the curricula of health-care providers’ professio-
nal training. Other recommendations for the im-
proved quality of care include the collection and
use of SGM-relevant data, with prompt follow-up
and continuity of care.

Further research is still needed. There is in-
sufficient knowledge about health-care needs,
health outcomes, lived experiences, and effective
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interventions to improve outcomes for SGM indi-
viduals. To promote further research among SGM
populations, ASCO recommends the inclusion of
SGM status as a required data element in cancer
registries and clinical trials. In addition, they rec-
ommend the development of a research-training
program for current and future scientists that will
raise their awareness of SGM health issues.
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