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The advent of medical imaging technology has 
made a huge impact on health care by 
facilitating earlier diagnosis and intervention 
across numerous medical disciplines. In 
psychiatry, for example, imaging technology 
such as MRIs and CT scans can assist with the 
diagnosis of difficult psychiatric disorders. 
Medical imaging technology and the 
subsequent interpretation of results are not 
free from the influence of societal norms. In 
traditional societies, for example, cultural and 
gender biases can influence access to medical 
imaging technology, trust in diagnostic 
interpretation, and use of the findings, 
especially in a psychiatric context. We have 
noticed that the cross-cultural applications of 
new innovation technologies in the medical 
imaging literature, gender norms and biases 
related to trust in imaging technology are 
noticeably missing from the discussion in 
traditional societies. This raises a fundamental 
issue that struggles to draw the attention of 
the medical imaging community and to the 
researchers of this field. It may be 
important to detail this type of phenomenon 
in two different ways. One exaggeration is 
that everyone recognizes the gender 
differences without specifically attending the 
biases to trust and use imaging technology. 
The other problems exist because no 
contributing experience looks at how this bias 
against gender has shaped a trusting 
relationship and therefore has implications for 
interpretation and outcomes in cross-cultural 
practices related to imaging. 
The degree of deviation from cultural norms 
and gender roles is different in different 

societies. And such distinctions limit the 
accessibility of health care services. These 
include, among other things, the treatment 
and diagnosis of imaging. In many societies, 
feelings of anxiety and depression are often 
viewed as a social stigma. This impacts 
negatively on treatment by either making it 
delayed or inadequate. Patients with 
psychological disorders may also avoid 
seeking treatment because they fear social 
stigma. In addition, cultural prejudices against 
psychiatric disorders may further exaggerate 
the stigma attached to radiology equipment. 
This creates more complex situations in 
which people must maintain the 
appropriate care required. 
In our observation, it has been found that 
cultural bias can lead to misdiagnosis. 
Especially in marginalized groups, in one study 
it was revealed that clinical bias combined 
with cultural misunderstandings It can lead to 
overdiagnosis of schizophrenia in the African 
American population. This cultural distrust 
may be misinterpreted as medical dementia. 
This highlights the need for physicians to be 
aware of their own biases and the cultural 
context of their patients. This avoids 
misdiagnosis and guarantees appropriate 
treatment. 
X-rays, MRIs and CT scans are the imaging 
technologies that have clearly improved 
medical care by allowing doctors to see inside 
our bodies and diagnose problems. But the 
intricate web of gender assumptions and 
biases that underpin traditional societies can 
have a huge impact on how much we believe 
and use these imaging technologies. 
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Traditional societies offer a unique lens 
through which to understand the relationship 
between culture and technology. These 
societies are often defined by very 
entrenched gender roles which have an 
impact on attitudes to health, access to 
imaging technology and potential biases in its 
use. 
Although medical imaging is seen as an area of 
objective science, the impact of society and 
cultural norms on its use ŎŀƴΩǘ be ignored. 
Gender norms have a big impact on how much 
we trust imaging technologies. Research 
usually focuses on the gender of the patient 
and their willingness to undergo imaging 
procedures. But the gender of the healthcare 
professional interpreting the images and the 
societal context ς rural or urban ς is often 
overlooked. Because many times it has been 
seen that ǿƻƳŜƴ ŘƻƴΩǘ want to visit a male 
radiologist for their diagnosis. 
Research shows that traditional gender roles 
and expectations can impact both men and 
ǿƻƳŜƴΩǎ willingness to undergo imaging 
procedures by influencing their belief in 
medical technology. Cultural gender norms 
shape how we perceive technological 
advancements in health. These norms can take 
many forms ς men should be strong and calm 
so there is delay in medical imaging for male 
patients or women should put their family 
first, so they delay medical imaging for 
themselves. 
For example, in traditional societies men may 
delay medical imaging services because of the 
norms that associate masculinity with 
stoicism and not showing vulnerability. Men 
in traditional societies have their own set of 
barriers to seeking psychiatric care. Cultural 
norms associate masculinity with traits like 
stoicism and resilience so men are 
discouraged from showing vulnerability or 
seeking help for mental health issues. In 
research it was found that men may 
experience άƳŀǎŎǳƭƛƴŜ discrepancy ǎǘǊŜǎǎέ 
where societal expectations of masculinity 
conflict with their mental health needs and 
they avoid help-seeking behaviors. This 
reluctance can extend to diagnostic imaging 
procedures where the fear of appearing weak 
or vulnerable may delay necessary evaluations 

and treatments. Men are also less likely to 
seek help for somatic symptoms which can 
include mental health issues because of the 
stigma of vulnerability. 
On the other hand, women may put off these 
services because they're expected to put 
family duties  ahead of their own health. Also, 
in some cultures, women might not want to 
go into imaging rooms by themselves if the 
technician is a man. The small tight space of 
MRI machines can make this even worse 
without a family member there. Some people 
think imaging procedures are like taking 
pictures of private areas so many families 
don't allow them. People also worry if  
someone of the opposite sex looks at the 
images making them afraid of being judged. 
This leads many to skip imaging procedures 
altogether. This phenomenon is further 
complicated by the intimate nature of certain 
diagnostic procedures, such as MRI scans, 
which may induce discomfort in women, 
especially when the healthcare provider is 
male. The discomfort arises from cultural 
norms that dictate interactions between 
genders, potentially leading to a reluctance to 
undergo necessary diagnostic imaging. 
Recent studies have shed new light on how 
gender norms and healthcare access work 
together. Research shows that cultural 
elements such as those based on Buddhist 
and Confucian traditions, shape gender roles 
and, as a result, have an impact on mental 
health outcomes in Asian communities. These 
cultural systems can influence how individuals 
perceive mental illness and their willingness 
to seek help. This reinforces gender-specific 
barriers to accessing psychiatric care. 
The negative perception of mental health 
issues can amplify these challenges. 
Numerous research studies highlight how 
cultural beliefs that view mental disorders as 
spiritual or moral failures can discourage 
individuals from seeking psychiatric help. This 
affects men who might fear judgment or 
exclusion. This social stigma often creates a 
cycle where men delay getting assistance. As 
a result, their mental health issues worsen, 
despite the possibility of addressing them 
earlier through      proper diagnostic procedures. 
Trust in medical imaging technologies, 
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especially in psychiatric contexts, is shaped by 
cultural and gender biases. In conservative 
societies where traditional values prevail, 
there can be skepticism towards modern 
medical technologies, as they may seem 
foreign to the cultural norms. Concerns about 
data breaches and privacy are particularly 
pronounced in patriarchal communities, 
where the risk of personal health information 
being exposed is a significant worry. These 
privacy issues often discourage patients from 
pursuing diagnostic imaging, which can lead 
to delays in psychiatric diagnoses. 
Patients dealing with psychiatric distress may 
sometimes express beliefs that they are being 
controlled by external devices, like AI-based 
implants. This perception can create 
considerable anxiety about psychiatric 
imaging procedures, as individuals fear that 
these evaluations might reveal such perceived 
violations of privacy. Additionally, the fear of 
being labeled as mentally ill due to these 
beliefs is intensified by cultural stigmas 
surrounding mental health, which can further 
obstruct access to necessary care. 
The idea of external control goes beyond just 
being a sign of psychosis; it taps into broader 
societal fears regarding technology and 
privacy. Researchers explore how the stories 
we tell about mental illness, especially 
schizophrenia, can be swayed by societal 
views on genetics and technology. This 
suggests that these narratives can influence 
family and social interactions concerning 
mental health. When patients feel they are 
being controlled from the outside, they might 
hesitate to share their symptoms during 
clinical assessments, worried that such 
admissions could result in stigma or incorrect 
diagnoses. 
Clinical psychiatrists have been found to avoid 
recommending imaging technologies for such 
patients. There is a concern that if the 
patient's condition worsens, the psychiatrists 
might be held accountable, with patients 
potentially claiming that the psychiatrists 
interfered with the supposed technology 
within their bodies. This fear further 
complicates the diagnostic process and delays 
appropriate treatment. In such situations, law 
should be framed in such a way that if any 

doctor is performing their duty in good faith 
due-diligence then they should have 
protection under law. 
Recently, with the advancement of medical 
technology such as functional MRI (fMRI), 
diffusion tensor imaging, MR spectroscopy, 
and T2-relaxometry, has helped the 
psychiatric expert in the understanding of 
psychiatric diseases based on their structural, 
functional, and chemical foundations were 
achieved. However, the complex web of 
gender stereotypes and cultural biases can 
significantly impact how much people trust 
and use these technologies. Traditional 
societies often have deeply rooted gender 
roles that influence access to psychiatric care, 
healthcare attitudes, and potential biases in its 
application. 
Furthermore, the contemporary issue of data 
protection also affects trust in imaging 
technology. Families worry about where these 
images are being saved, who has access to 
them, and who might look at them later, 
further discouraging individuals from 
undergoing necessary imaging procedures. In 
conservative societies, cultural norms may 
restrict women's access to specific healthcare 
services, such as mammograms, leading to 
delayed diagnosis and treatment of diseases 
like breast cancer. A study found that women 
in such communities are less likely to undergo 
routine mammograms, significantly impacting 
early detection efforts. 
Gender-based differences in diagnostic 
precision may also arise due to biases in the 
interpretation of imaging results. Research 
suggests that radiologists may unconsciously 
attribute symptoms differently based on the 
patient's gender. For instance, chest pain in 
men is more likely to be interpreted as a 
cardiac issue, while similar symptoms in 
women might be misattributed to anxiety or 
non-cardiac conditions. This can lead to 
delayed and potentially less accurate 
diagnoses for female patients. 
Comparative examination across different 
cultures may reveal significant variations in 
the impact of gender norms on imaging 
technology. Societies with stricter gender 
norms often experience greater inequities and 
more significant errors in the interpretation 
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and utilization of imaging technology. These 
discrepancies underscore the necessity of a 
comparative examination to understand the 
full scope of gendered imaging trust. 
Through this letter, we request researchers to 
consider this critical dimension and explore 
not just gender roles but also the broader 
cultural biases in their studies. By addressing 
these issues, we can work towards a more 
equitable healthcare system where psychiatric 
care and medical imaging technology benefit 
all individuals, regardless of gender or cultural 
background. 
Cultural norms and gender biases have 
significant impacts on the diagnosis of mental 
health conditions as well as on the treatment 
of such conditions, especially in traditional 
societies. A very significant challenge to 
effective treatment is both reluctances to 
seek psychiatric care stemming from stigma 
and the hesitations surrounding the 
application of medical imaging technologies. 
The fear of legal repercussions for clinicians 
also adds to the situation's complexity. Such 
cultural dimensions should be addressed by 
future research. In addition, legal frameworks 
should be employed to protect healthcare 
professionals who act in good faith, thereby 
ensuring equal access to psychiatric care and 
imaging technologies for all. 
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