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Barriers and Facilitators

to Cancer Screening Among
LGBTQ Individuals With Cancer

Kelly S. Haviland, PhD, Shannon Swette, PhD, Teresa Kelechi, PhD, and Martina Mueller, PhD

PROBLEM IDENTIFICATION: Cancer screening

may reduce mortality and frequency of the disease.
Lesbian, gay, bisexual, transgender, or queer (LGBTQ)
individuals are less likely than non-LGBTQ individuals
to present for cancer screening.

LITERATURE SEARCH: A literature search was
performed using CINAHL®, PsycINFO®, and PubMed®.
Articles were included if they were published in
English from 2008 to 2018 and addressed barriers or
facilitators to cancer screening in LGBTQ populations.

DATA EVALUATION: Data were organized by thematic
matrix and classified according to the multilevel
influences on the cancer care continuum framework:
individual patient, family and social supports,
provider/team, organization and/or practice setting,
local community environment, state health policy
environment, and national health policy environment.

SYNTHESIS: This integrative review found that the
lack of cancer screening data and knowledge about
screening guidelines by LGBTQ populations and
providers were major barriers to cancer screening
adherence. Provider-created welcoming environments
and caregiver inclusion were facilitators.

IMPLICATIONS FOR PRACTICE: Determinants of
health-seeking behavior included patients’ and
providers’ lack of cancer screening knowledge, as well
as perceived discrimination. Nurses are in a unique
position to provide cancer screening information and
culturally sensitive care for LGBTQ populations with
adequate education.
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ccording to 2017 Gallup poll results,

11 million Americans, or 4.5% of the

U.S. population, identify as lesbian,

gay, bisexual, transgender, or queer

(LGBTQ); this is an increase from
3.5% in 2012, when Gallup began tracking LGBTQ
populations-based data (Newport, 2018). Despite this
increase, the Centers for Disease Control and Preven-
tion’s National Program of Cancer Registries, the Na-
tional Cancer Institute’s Surveillance, Epidemiology,
and End Results Program, and the American College
of Surgeons and the American Cancer Society’s Na-
tional Cancer Data Base do not collect sexual orienta-
tion or gender identification (SOGI) data in regard to
cancer surveillance. Therefore, limited cancer screen-
ing data exist for LGBTQ populations.

Research has shown that LGBTQ populations
have the highest rates of tobacco and alcohol use,
both of which are known contributors to elevated
cancer risk, compared to non-LGBTQ populations
(Daniel & Butkus, 2015). These elevated risks lead
to a disproportionate number of LGBTQ individuals
living with cancers, including anal, breast, cervical,
colorectal, endometrial, lung, and prostate (Bristowe
et al.,, 2018; Burkhalter et al., 2016; Gonzales &
Zinone, 2018; Gruskin, Hart, Gordon, & Ackerson,
2001; Institute of Medicine, 2011; McCabe, West,
Hughes, & Boyd, 2013; McComiskey et al., 2018; Tang
et al., 2004). However, reasons for participation in
cancer screening are not largely documented and
can only be speculative without collection of cancer-
specific SOGI data (Burkhalter et al., 2016; Quinn
et al., 2015). Therefore, a literature review was con-
ducted to provide a better understanding of the
barriers and facilitators to LGBTQ populations’
cancer screening behavior.

The integrative review framework by Whittemore
and Knafl (2005) guided this review and was
implemented using the following steps: problem
identification, literature search, data evaluation, data
analysis, and presentation. Current literature was
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explored using the multilevel influences on the cancer
care continuum (MICCC) framework (Taplin et al.,
2012) through the lens of queer theory. The MICCC, an
adapted social ecological model, was used to categorize
barriers and facilitators identified during the literature
review (Taplin et al., 2012). This framework posits that
health behavior is a product of seven levels of influ-
ence: individual patient, family and social supports,
provider/team, organization and/or practice setting,
local community environment, state health policy
environment, and national health policy environment.
An individual’s experience with the healthcare system
is complex and influenced between and across levels.
Changes at single levels may not have a trickle-down
effect, so health behavior changes should be targeted at
multiple levels (Taplin et al., 2012).

Queer theory suggests that the binary nature of
heteronormativity, through institutional practices,
creates systematic discrimination against those
who do not conform to traditional gender roles.
Heteronormativity refers to “the assumption that
heterosexuality is the default, preferred, ‘normal’
state for human beings due to the belief that people
fall into one category of a strict gender binary”
(Harris & White, 2018, p. 249). These assumptions
create systems ostracizing individuals whose SOGI
status is nonheteronormative or gender noncon-
forming (Giffney, 2004) and lead to “prejudiced
attitudes, mistreatment and discriminatory practices
that are directed at people who are disadvantaged by
imbalances of power in society on the basis of their
sexuality” (Harris & White, 2018, p. 241). First coined
by Italian sociologist Annmarie Jagose (1997), queer
theory has its roots in writings by scholars Michel
Foucault (1995), Eve Kosofsky Sedgwick (2005),
Lauren Berlant (2006), Leo Bersani (Tuhkanen,
2014), Judith Butler (2008), Lee Edelman (2004), and
Jack Halberstam (2005).

This review will examine ways that heteronorma-
tivity influences cancer screening participation and
providers’ treatment of LGBTQ individuals; factors
on various levels of the MICCC framework within the
context of queer theory and their cumulative effect
on individual cancer screening behavior; barriers that
lend to the determinants of health-seeking behav-
ior; and facilitators in adherence to cancer screening
in LGBTQ populations (Stokols, 1996; Taplin et al.,
2012).

Methods
CINAHL®, PsycINFO®, and PubMed® were searched to
identify relevant articles for inclusion. The following
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search terms were used: [ght OR gay OR homosexual
OR lesbian OR bisexual OR transgender OR queer OR
questioning OR men who have sex with men OR msm OR
high risk behaviors AND cancer screening. Articles were
included if they were data-based research studies of
cancer screening barriers and facilitators in LGBTQ
populations, published from 2008 to 2018, written in
English, and conducted in the United States. Articles
were excluded if they focused predominantly on
HIV because additional layers of barrier/facilitator
influence are attributed to HIV that are outside the
realm of this review. The literature search was limited
to articles published from 2008 onward because of
changes in the legal landscape since then, as well as
an increase in acceptance of LGBTQ populations; the
articles selected for inclusion, then, were represen-
tative of the current cultural environment (Brown,
2017).

The initial electronic database search produced
a total of 150 publications; of these, 78 potentially
relevant abstracts were reviewed, 54 abstracts were
excluded, 24 full-text articles were retrieved, and 11
articles met inclusion criteria. One identified article
described the qualitative results of a larger mixed
methods study, so the parent study was included
instead. In addition, a bibliographic hand search that
was performed identified one additional article for a
final sample size of 12.

The 12 articles were critically examined, and a
matrix was created to document each study’s meth-
odology, sample and characteristics, themes, design,
and outcomes. Table 1 presents characteristics of the
reviewed studies. Additional thematic tables outlin-
ing common barriers and facilitators identified in the
studies were created.

Results

The resulting themes were classified into one or more
of the eight MICCC framework levels of influence.
Queer theory was used to highlight the privilege,
unequal power distribution, and oppression that
heteronormativity creates (Giffney, 2004) and the
feelings of marginalization in LGBTQ populations
(Worthen, 2016).

Sample Characteristics

The majority of studies (n = 8) used a quantitative
design with survey or questionnaire administration
(Austin et al., 2013; Bazzi, Whorms, King, & Potter,
2015; Blackwell & Eden, 2011; Polek & Hardie, 2010;
Reed, Reiter, Smith, Palefsky, & Brewer, 2010; Tabaac,
Sutter, Wall, & Baker, 2018; Thompson, Reiter, McRee,
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TABLE 1. Review of Selected Studies

Study Design and Purpose
Agénoretal., Qualitative study to explore cervical cancer screening experi-
2015 ences of 18 Black lesbian, bisexual, and queer women

Austinetal., 2013  Quantitative study to investigate sexual orientation group
patterns in breast and colorectal cancer screening adherence;
involved 388,557 heterosexual participants, 3,328 leshian
participants, and 1,438 bisexual participants

Bazzietal., 2015 Quantitative retrospective review to examine breast cancer
screening among transgender individuals and sexual minority
women in an urban community health center; of the 1,263
patients, 15% were sexual minority women, and 6% were
transgender.

Blackwell & Eden, Quantitative study to determine the knowledge level of

2011 89 men who have sex with men regarding HPV, anorectal
carcinoma, and screening, as well as the level of knowledge
obtained about these topics from HCPs

Butame etal., Qualitative study to assess whether performing SAE/PAE is

2017 an acceptable, self-efficacious, and safe screening test and
whether performing the examination would trigger intentions
to seek subsequent healthcare services in the event of
detection of an anal abnormality; involved 24 men who have
sex with men

Johnson, Mueller, Mixed methods study to examine the cervical cancer

etal., 2016 screening behaviors of lesbian, bisexual, and queer women
(N =226) using American Cancer Society guidelines as
the standard for comparison and to determine factors that
influence participation in cervical cancer screening
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Findings

m HCPs’ communication style and demeanor shaped
patients’ Pap test experience.

m Women preferred when HCPs explained the Pap test
process, had a gentle physical touch, and acknowledged
the possibility of discomfort. They also appreciated when
HCPs followed up with Pap test results.

m HCPs with a position of power and privilege in their
professional background, race/ethnicity, and/or sexual
orientation produced fear in patients.

m Patients preferred diversity among HCPs but instead
encountered a lack of racial and sociodemographic
diversity.

m Breast cancer screening was only slightly lower in sexual
minority women compared to heterosexual women.

m No colorectal cancer screening disparities were found
among participants.

m Transgender patients were less likely than cisgender
patients and bisexual women were less likely than hetero-
sexual and lesbian women to adhere to mammography
screening guidelines.

m 72% adhered to mammography screening guidelines.

m Participants lacked knowledge about the pathophysiology
of HPV, anal Pap testing, risk factors for the acquisition
of HPV and anorectal carcinoma, and HPV prevention
methods.

m PCPs need to educate men who have sex with men about
the pathology of HPV, the relationship between HPV and
anorectal carcinoma, and the need for anal Pap testing.
Many participants had never heard of anal Pap testing or
received education from providers.

m Seven general themes were identified: self-efficacy
regarding SAE/PAE, knowledge of anal cancer and HPV,
and expectations about the SAE/PAE (individual factors);
factors influencing SAE/PAE performance, interactions
with clinician teaching SAE/PAE, and norms affecting
SAE/PAE performance (environmental factors); and
intentions to regularly perform SAE/PAE and seek health
care (behavioral factors).

Most (73%) underwent routine cervical cancer screening.
Many factors influence the use of cervical cancer
screening among lesbian, bisexual, and queer women.
Participants with higher income, health insurance, em-
ployment, and education were more likely to be routine
screeners.

m Lesbian, bisexual, and queer women modify their

health care-seeking behaviors after a negative encounter.

Continued on the next page
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TABLE 1. Review of Selected Studies (Continued)

Study

Peitzmeier et al.,
2017

Polek & Hardie,
2010

Reed etal., 2010

Tabaacetal.,
2018

Thompson et al.,
2015

Tracy etal., 2010

Design and Purpose

Qualitative study to examine the factors influencing Pap
test use among transgender men to inform evidence-based
interventions promoting regular cervical cancer screening in
this medically underserved population; involved interviews
with 32 transgender men

Quantitative study to explore the association between lesbi-
ans’ knowledge of HPV cancer risk with age, education, and
openness with HCP and to explore the relationship between
lesbians’ knowledge of female-to-female HPV transmission
with age, education, and openness with one’s physician;
involved 96 lesbian, bisexual, and transgender women

Quantitative study to examine beliefs of gay (n = 236) and
bisexual (n = 70) men about anal cancer and anal cancer
screening, as well as correlates of willingness to receive anal
Pap testing

Quantitative study using deidentified data from the
2014-2016 Behavioral Risk Factor Surveillance System
surveys to establish rates of cancer screening behaviors by
gender identity (i.e., transgender and gender-nonconforming
adults); involved 192,670 cisgender men; 249,017 cisgen-
der women; 936 transgender women; 593 transgender men;
and 384 gender-nonconforming individuals

Quantitative cross-sectional study to examine gay (n = 545)
and bisexual (n = 51) men’s willingness to self-administer an
anal cancer screening test at home and identify correlates of
willingness to self-administer the screening test

Quantitative cross-sectional study to evaluate cervical
cancer screening practices and barriers to screening among
225 self-identified lesbian women

Findings

m Deciding to undergo cervical cancer screening and Pap
testing is characterized by several processes: negotiating
identity (incongruence between a patient’s masculine
gender identity and their conception of the Pap test as
feminine); bargaining for health (Pap test may be required
to obtain medical transition services or avoid undesired
health outcomes); withstanding acute challenges (to
body, identity, and privacy); and reframing challenges as
affirmation.

m 30% did not know or did not believe that HPV could be
spread by female-to-female contact.

m 30% did not identify HPV as a cancer risk.

m Women who had shared their status as leshian, as com-
pared to those who had not, had increased risks of not
knowing about woman-to-woman transmission of HPV.

m 23% of gay and bisexual men had heard of anal Pap test-
ing, 14% had received it, 31% were willing to get anal Pap
testing if it cost $150, and 83% were willing if it was free.

m Only 33% of HIV-positive gay and bisexual men (N =51)
reported having received an anal Pap test.

m Gay men were more likely than bisexual men to have heard
of anal Pap testing and disclose their sexual orientation to
their PCP; gay men were also more willing to undergo anal
Pap testing regardless of cost versus bisexual men.

m Transgender women and gender-nonconforming individu-
als reported the lowest proportion of up-to-date colorectal
cancer screening.

m Transgender men reported higher or comparable rates of
lifetime blood stool test and sigmoidoscopy/colonoscopy
compared with their cisgender counterparts.

m Transgender men had increased odds of up-to-date
colorectal cancer screening; gender-nonconforming
individuals had lower odds of lifetime endoscopy screening
than cisgender individuals.

m Many gay and bisexual men were willing to self-
administer anal cancer screening tests at home.

m [froutine screening is needed, self-administered home
testing could improve participation.

m Routine screeners were more likely to be older, White,
and college graduates than nonroutine screeners.

m Nonroutine screeners perceived fewer benefits from and
more barriers to Pap testing and were less knowledge-
able about screening guidelines than routine screeners.

HCP—healthcare provider; HPV—human papillomavirus; PAE—partner anal examination; Pap—Papanicolaou; PCP—primary care provider; SAE—self-

anal examination

Note. Cisgender refers to individuals whose gender identity aligns with their sex assigned at birth. Gender nonconforming is not conforming to one
particular gender. Transgender men are those who are assigned female at birth and whose gender identity is male. Transgender women are those who
are assigned male at birth and whose gender identity is female.
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Moss, & Brewer, 2015; Tracy, Lydecker, & Ireland,
2010). Three studies used a qualitative design (Agénor,
Bailey, Krieger, Austin, & Gottlieb, 2015; Butame et al.,
2017; Peitzmeier et al.,, 2017), and one study used a
mixed methods design (Johnson, Mueller, Eliason,
Stuart, & Nemeth, 2016).

Barriers to Cancer Screening Activity

Individual patient: In the studies selected for review,
gender identity and expression, racial and ethnic
identity, socioeconomic status, provider and patient
knowledge gaps, poor psychosocial reactions and emo-
tional coping, and lower educational attainment were
identified as individual patient barriers to screening
activity. Gender identity, gender expression, and sexual
orientation were found to be biological factors that
acted as barriers to cancer screening in the reviewed
studies. Being gender nonconforming (i.e., not con-
forming to one particular gender [Human Rights
Campaign, n.d.]), transgender, or bisexual correlated
with lower likelihood of presentation for screening for
breast, cervical, and colon cancer (Bazzi et al., 2015;
Johnson, Mueller, et al., 2016; Tabaac et al., 2018).

Racial and ethnic identity influenced individuals’
perceptions of provider discrimination (Agénor et al.,
2015; Tracy et al., 2010). Minority status led to overall
lower rates of adherence to cervical cancer screening
for lesbian, gay, bisexual, and transgender individuals
(Tracy et al., 2010). Black lesbian, bisexual, and queer
women reported negative screening experiences in
which they perceived discrimination from their pro-
viders (Agénor et al., 2015).

When lesbian or bisexual women had less edu-
cational attainment, they were more likely to be
nonadherent to cervical cancer screening (Johnson,
Mueller, et al., 2016; Tracy et al., 2010). Compared to
lesbian women with less than or only a high school
education, lesbian women with a college education
but not a graduate degree were less likely to know
of the connection between human papillomavirus
(HPV) and cancer (Polek & Hardie, 2010). However,
lesbian women with less than a college education
were better informed about the HPV-cancer connec-
tion than those with a college degree but did not differ
from those with a graduate degree (Polek & Hardie,
2010). Financial instability was found to be a bar-
rier to mammography and cervical cancer screening
(Bazzi et al., 2015; Johnson, Mueller, et al., 2016).

Lack of knowledge about LGBTQ-specific cancer
screening guidelines in LGBTQ populations and
among providers contributed to poor screening
activity (Blackwell & Eden, 2011; Butame et al., 2017;
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Peitzmeier et al., 2017; Polek & Hardie, 2010; Reed et
al., 2010; Thompson et al., 2015; Tracy et al., 2010).
In addition, lack of knowledge about HPV’s ability to
be transmitted through anal sex or female-to-female
contact and its link to the development of squamous
cell carcinoma was found in gay men and lesbian
women (Butame et al., 2017; Polek & Hardie, 2010).
Of note, women who were open about their sexual
orientation with providers were less likely to know
about HPV spread through female-to-female con-
tact (Polek & Hardie, 2010). This lack of knowledge
intersects with provider- and team-level barriers, sug-
gesting that the women who informed their provider
of their sexual orientation were not told about the
risks of HPV transmission, although reasons for this
are unclear from the reviewed study (Polek & Hardie,
2010).

Psychosocial and coping-related factors, primar-
ily gender incongruence and psychological distress,
negatively affected transgender female to male indi-
viduals (i.e., transgender men) when presenting
for a Papanicolaou (Pap) test to screen for cervical
cancer (Peitzmeier et al., 2017). In addition, they
described experiencing severe emotional distress
when presenting for a Pap test, as it is a procedure
involving female anatomy, which does not align with
their identified gender (Peitzmeier et al., 2017).
When transgender men perceived fewer benefits of
screening for cervical cancer and believed they were
less susceptible to cervical cancer, they were less
likely to present for screening (Tabaac et al., 2018).
Accordingly, gender dysphoria and identity destabili-
zation were identified as pertinent risks to pursuing
cervical cancer screening in transgender women
(Tabaac et al., 2018). Gender dysphoria refers to the
existence of conflict between an individual’s phys-
ical or assigned gender and the gender with which
they identify (Parekh, 2016). Identity destabilization
occurs when an individual’s idea of who they are is
threatened (Tracy et al., 2010).

Family and social supports: Although not statisti-
cally significant, participants in the Johnson, Mueller,
et al. (2016) study described a lack of peer support
and role models as having a negative impact on cervi-
cal cancer screening activity among lesbian, bisexual,
and queer women, as well as transgender men.

Provider/team:  Healthcare providers and
members of the healthcare team affect LGBTQ pop-
ulations’ care delivery in many ways. Themes that
arose on the provider/team level as barriers to screen-
ing were knowledge and communication, cultural
competency, and teamwork. Lack of knowledge and
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poor communication skills in providers were strong
barriers to screening in many of the reviewed studies.
When healthcare providers assumed that the patients’
SOGI aligned with their sex assigned at birth, appro-
priate cancer screening recommendations did not
occur (Agénor et al., 2015; Polek & Hardie, 2010).
It is theorized that this is because of lack of patient
comfort in disclosure and perceived discrimination
(Agénor et al., 2015; Blackwell & Eden, 2011; Johnson,
Mueller, et al., 2016; Polek & Hardie, 2010; Tabaac
et al., 2018). When discrimination based on gender
identity was reported by transgender men, they were
as much as 3.3 times less likely to have routine cervi-
cal cancer screening (Johnson, Mueller, et al., 2016).
Lower rates of Pap tests among transgender men, col-
orectal cancer screening among transgender women,
and prostate-specific antigen tests for prostate cancer
among gender-nonconforming individuals were
reported (Tabaac et al., 2018). In addition, providers
lacked knowledge that the anal Pap test could be used
for HPV screening and that the test was too expensive
to be afforded by some individuals (Reed et al., 2010).
Providers with higher percentages of female patients
had a higher likelihood of mammography screening
(Bazzi et al., 2015).

Perceived lack of cultural competency by the pro-
vider also limited lesbian, bisexual, and transgender
populations’ comfort with obtaining the appropri-
ate screening (Polek & Hardie, 2010). Transgender
male patients experienced the need to negotiate
gender with their provider when presenting for cer-
vical cancer screening; this existed in the form of
teaching the provider about gender status because of
inappropriate, excessive, or invasive questions about
sexual practices or anatomical surgeries (Peitzmeier
et al,, 2017). It was also noted that when transgender
patients had to negotiate for their own needs to not
feel dehumanized or deindividualized, they developed
negative views regarding screening, which prevented
future screening (Peitzmeier et al., 2017).

When LGBTQ patients did not feel a sense of team-
work with their providers, alack of trust existed and was
associated with negative experiences when present-
ing for cervical cancer screening (Agénor et al., 2015;
Peitzmeier et al., 2017). As previously noted, a negative
relationship between openness with a provider and
knowledge of female-to-female HPV existed in patients
and providers (Polek & Hardie, 2010). Therefore, even
when disclosure was established between the provider
and the LGBTQ patient, providers were not neces-
sarily knowledgeable about screening practices or
recommended them (Agénor et al., 2015; Peitzmeier
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et al., 2017; Polek & Hardie, 2010). Fear of discrimina-
tion from providers was the most frequently reported
barrier to obtaining and presenting for cancer screen-
ing among LGBTQ populations (Agénor et al., 2015;
Peitzmeier et al., 2017; Polek & Hardie, 2010; Tracy et
al,, 2010). In addition, lower healthcare engagement
was found to be an obstacle to routine mammography
among transgender individuals and sexual minority
(i.e., nonheterosexual) women,; this is likely attributed
to discrimination from providers (Bazzi et al., 2015).
Patients were not asked about their SOGI in the clin-
ical setting, leading to lack of cancer risk identification
and resulting in poor rates of cervical cancer screening
(Johnson, Mueller, et al., 2016).

Organization and/or practice setting and local
community environment: LGBTQ populations per-
ceived a lack of acceptance in the current healthcare
delivery system. Most lesbian women were not asked
about their SOGI when presenting for mammogra-
phy screening for breast cancer (Johnson, Mueller, et
al., 2016). The clinical delivery structure and system
design contribute to barriers for cancer screening. In
many studies examined in this review, participants
reported fear of provider discrimination, unwel-
coming environments, and discrimination when
presenting to healthcare providers (Agénor et al.,
2015; Austin et al., 2013; Bazzi et al., 2015; Blackwell
& Eden, 2011; Butame et al., 2017; Johnson,
Mueller, et al., 2016; Peitzmeier et al., 2017; Polek &
Hardie, 2010; Reed et al., 2010; Tabaac et al., 2018;
Thompson et al., 2015; Tracy et al., 2010). Negative
experiences with healthcare providers led to non-
disclosure of SOGI, which prevented the provision
of accurate screening education (Johnson, Mueller,
et al., 2016; Tabaac et al., 2018; Tracy et al., 2010).
Heteronormative assumptions by providers, such as
presuming their own sexuality or gender to be the
norm, was a predominate theme leading to fear of
SOGI disclosure (Agénor et al., 2015). Unwelcoming
environments in healthcare offices and communi-
ties also perpetuated nondisclosure, discrimination,
and poor screening adherence (Johnson, Mueller, et
al., 2016; Tabaac et al., 2018; Tracy et al., 2010). In
addition, regardless of gender, lesbian, bisexual, and
queer patients seen by a gynecologist, as opposed
to a nurse practitioner or a physician assistant,
reported more negative experiences (Agénor et al.,
2015).

State health policy environment and national
health policy environment: Because most published
screening guidelines are based on cisgender indi-
viduals, or those whose gender identity aligns with
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their sex assigned at birth (Human Rights Campaign,
n.d.), recommendations do not consider the needs
of transgender patients, and a lack of healthcare
provider training in transgender health was identi-
fied (Peitzmeier et al., 2017; Tabaac et al., 2018). As
a result, transgender patients did not have adequate
knowledge of screening guidelines, which contributed
to poor adherence (Blackwell & Eden, 2011; Butame et
al., 2017; Polek & Hardie, 2010; Thompson et al., 2015;
Tracy et al.,, 2010). Transgender male patients often
need providers to advocate for them to insurance
companies for coverage of cervical cancer screening
because of their male gender identity but their need
for what is typically thought of as a female screening
test (Peitzmeier et al., 2017).

Facilitators to Cancer Screening Activity

Individual patient: In the studies reviewed, facilitators
to cancer screening included biological factors, certain
attitudes and behaviors, and socioeconomic factors.
Mixed results regarding age and cancer screening were
found in the reviewed studies. Although older age was
a facilitator for obtaining mammography screening
among individuals in sexual minority groups and
transgender individuals (Bazzi et al., 2015), age was
not correlated with lesbian women’s perceptions of
barriers to being screened for cervical cancer (Tracy
et al., 2010). When ethnicity or race, social position,
life experiences, or gender matched that of their pro-
vider, Black lesbian, bisexual, and queer women were
more likely to be comfortable, feel safe, and trust their
provider (Agénor et al., 2015).

Transgender individuals who exhibited or per-
ceived themselves as having feminine gender
expression were more likely to adhere to routine
cervical cancer screening than those who perceived
themselves as being more masculine (Johnson,
Mueller, et al., 2016). Willingness to pay for anal Pap
tests was higher for gay and bisexual men who per-
ceived or were worried that they had an increased
risk of being diagnosed with anal cancer (Reed et al.,
2010).

Routine cancer screening for patients was higher
in those who placed importance on and kept routine
appointments (Bazzi et al., 2015; Johnson, Mueller,
et al., 2016). Lesbian, bisexual, or queer women who
had a prior history of sexual activity or abnormal Pap
test results were more likely to present for routine
cervical cancer screening (Johnson, Mueller, et al.,
2016). These facilitators are likely attributable to the
younger age that women present for their first gyneco-
logic examination because this becomes routine, with
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KNOWLEDGE TRANSLATION

m The provision of welcoming environments, nonjudgmental ques-
tions about sexual orientation or gender identification status, and
open communication encouraged shared decision making between
lesbian, gay, bisexual, transgender, or queer (LGBTQ) populations
and providers, resulting in improved cancer screening adherence.

m A lack of cancer screening knowledge among LGBTQ populations
is present in cancer screening guidelines, particularly those relat-
ed to tobacco screening, and is compounded by socioeconomic
and racial/ethnic factors.

m Larger population-based epidemiologic studies should be con-
ducted regarding targeted interventions in LGBTQ-specific cancer
screening programs.

annual Pap tests automatically scheduled much of the
time and reminders provided (Johnson, Mueller, et
al., 2016).

Having any type of insurance coverage, higher
income, private insurance, and employment posi-
tively influenced screening practices (Bazzi et al.,
2015; Johnson, Mueller, et al., 2016). More education
and higher income were associated with improved
adherence to anal Pap tests by gay and bisexual men
as well as cervical cancer screening by lesbian and
bisexual women (Johnson, Mueller, et al., 2016; Reed
et al., 2010; Tracy et al., 2010).

Family and social supports: Having a family
history of cancer, positive role models, and peer sup-
port were identified as facilitators to cervical cancer
screening adherence among lesbian and bisexual
women (Johnson, Mueller, et al., 2016).

Provider/team: When providers did not assume
heterosexuality and used open-ended questions
regarding sexual orientation, lesbian and bisexual
women were more comfortable undergoing a Pap test
for cervical cancer screening (Agénor et al., 2015).
Knowledge of same-sex sexual health; shared race,
ethnicity, or socioeconomic status; and congruence
in sexual orientation created increased comfort with
screening in Black lesbian, bisexual, and queer women
(Agénor et al., 2015).

Among transgender men and lesbian, bisex-
ual, and queer women, gentle physical touch and
acknowledgment of the possibility of discomfort
were associated with positive screening experi-
ences and increased adherence to routine screening
(Agénor et al., 2015; Peitzmeier et al., 2017). Active
listening to transgender patients and modification of
the examination for comfort improved satisfaction
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with screening and decreased gender dysphoria
(Peitzmeier et al., 2017).

When providers understood risk factors for anal
cancer in men who have sex with men and were able
to teach patients about self-examination, increased
patient adherence to screening guidelines occurred
(Thompson et al., 2015). Providing the option for
self-collected versus physician-collected anal Pap
test samples for rectal HPV improved the willingness
of bisexual and gay men to undergo this screening
(Thompson et al., 2015). Having received contracep-
tion or sexually transmitted infection services from
a healthcare provider, a positive experience with the
Pap test, a provider recommendation for cervical
cancer screening, satisfaction with care, and “out-
ness” to one’s provider were identified as facilitators
to screening (Johnson, Mueller, et al., 2016). Lesbian
and bisexual women and transgender men were found
to be four times more likely to be screened routinely
when such screening was recommended by their
provider compared to those who did not receive a
screening recommendation (Johnson, Mueller, et al.,
2016). Those who reported routine cancer screening
noted having good experiences with screening via Pap
test (Johnson, Mueller, et al., 2016).

Organization and/or practice setting and local
community environment: Lesbian and bisexual women
reported that feeling welcomed by their provider and
having their partner welcomed were key facilitators
to adherence to cervical cancer screening (Johnson,
Mueller, et al., 2016). In addition, when lesbian,
bisexual, and queer women were seen by a physician
assistant or nurse practitioner as opposed to a phy-
sician at a LGBTQ health clinic, they felt that more
time and attention were given to them, resulting in
greater satisfaction with the experience and increased
likelihood to present for screening (Agénor et al.,
2015). Men who have sex with men who were taught
self- or partner anal examination reported that they
had higher intentions of performing self-screening
(Butame et al., 2017).

State health policy environment and national health
policy environment: In states with legal protections
related to sexual orientation, there was an 8% higher
likelihood of having had colorectal cancer screening
among LGBTQ populations, although this finding was
not statistically significant (Austin et al., 2013).

Discussion

This review of 12 articles sought to identify the bar-
riers and facilitators to cancer screening in LGBTQ
populations using Whittemore and Knafl’s (2005)
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framework. Queer theory within the context of the
MICCC framework was used to identify and catego-
rize the themes that occurred frequently. Multiple
barriers and facilitators to cancer screening among
LGBTQ populations were identified and crossed
many levels of influence; these included ways that
heteronormativity influences patients’ adherence to
cancer screening and providers’ treatment of LGBTQ
populations. Determinants of health-seeking behav-
ior included patients’ lack of knowledge regarding
screening; federal, national, and individual discrimi-
nation; and absent cancer screening guidelines.

Patients’ lack of knowledge about screening guide-
lines was the most frequently cited barrier to cancer
screening identified in this review. In a 2015 survey of
352 obstetricians and gynecologists across the United
States by Unger (2015), 60% (n = 82) reported a lack
of knowledge concerning guidelines for breast cancer
screening in transgender populations, and only 29%
(n = 41) reported being comfortable caring for trans-
gender individuals (Pivo et al., 2017). This dearth of
knowledge and feelings of discomfort likely stem
from lack of provider training (Gonzales & Zinone,
2018; Pivo et al., 2017), bias against these populations
(Foglia & Fredriksen-Goldsen, 2014; Fredriksen-
Goldsen, Kim, Barkan, Muraco, & Hoy-Ellis, 2013;
Khan, Plummer, Hussain, & Minichiello, 2008),
and discrimination (Bradford, Reisner, Honnold, &
Xavier, 2013: Braun et al., 2017; Burkhalter et al., 2016;
Cochran et al., 2001). Although some states have laws
banning discrimination based on SOGI, many do not
and actively condone SOGI discrimination (Cabhill,
2018). When LGBTQ patients perceived that provid-
ers created a welcoming environment, asked about
SOGI status in a nonjudgmental way, were commu-
nicative, and encouraged teamwork between patients
and providers, they were more likely to adhere to rou-
tine cancer screening (Agénor et al., 2015; Johnson,
Mueller, et al., 2016; Peitzmeier et al., 2017).

The current political climate, lack of cancer screen-
ing guidelines specific to LGBTQ populations, and
dearth of research and funding for LGBTQ-specific
cancer data have led many in LGBTQ populations to
fear discrimination from healthcare providers (Foglia
& Fredriksen-Goldsen, 2014). This fear was the
second most frequently identified barrier. Reasons
that individuals may fear discrimination from provid-
ers may include provider age or historical context of
the lived experiences of the patient and/or the pro-
vider (Foglia & Fredriksen-Goldsen, 2014), provider
homophobia (Cochran et al., 2001; Tracy et al., 2010),
patient transgender status (Bazzi et al., 2015; Bochmer
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& Elk, 2015; Bonvicini, 2017; Bristowe et al., 2018;
Cahill, 2018; Fredriksen-Goldsen et al., 2013; Gibson,
Radix, Maingi, & Patel, 2017; Peitzmeier et al., 2017;
Tabaac et al., 2018), prior experience with provider or
healthcare discrimination of patient (Cochran et al.,
2001; Tracy et al., 2010), and unwelcoming healthcare
environment (Cahill, 2018). Education regarding the
provision of a safe environment should be required
for providers, and the importance of obtaining a
culturally competent health history should be empha-
sized because outness by LGBTQ populations is
reported as being low (Bristowe et al., 2018; Johnson,
Nemeth, et al., 2016). Additional research using
larger-scale studies to assess cancer screening barriers
and facilitators among LGBTQ populations, as well
as to understand providers’ lack of comfort with and
knowledge of such screening, should be prioritized.
Cancer screening data among LGBTQ populations
would lead to identification of areas to implement
public interventions.

A major finding of this review was the small
number of LGBTQ populations included in the stud-
ies. Of the participants across the reviewed studies,
1.5% self-reported as a sexual minority, and 0.04%
identified as transgender or queer. The dispropor-
tionate ratios of heterosexual participants to LGBTQ
populations in LGBTQ-specific studies highlight the
need for larger studies with greater numbers of partic-
ipants to determine population-based statistics.

Cancer screening data specifically focused on
SOGI are not well represented in the literature. In a
2002 review of articles addressing health care among
LGBTQ populations, it was found that only 0.1% of
all articles in PubMed specifically addressed LGBTQ
health-related subjects; in 2011, this number slightly
increased to 0.3% (Institute of Medicine, 2011). In
addition, of the LGBTQ healthcare research funded
by the National Institutes of Health, 75% focuses on
HIV, whereas only 1.8% of funding for this population
is devoted to cancer (Gibson et al., 2017). Such find-
ings suggest a need for federal resource allocation and
funding for larger-scale studies to address these gaps
(Agénor et al., 2015; Austin et al., 2013; Bazzi et al,,
2015; Blackwell & Eden, 2011; Burkhalter et al., 2016;
Dibble, Roberts, Robertson, & Paul, 2002; Gibson et
al., 2017; Johnson, Mueller, et al., 2016; Peitzmeier et
al., 2017; Quinn et al., 2015; Reed et al., 2010; Tabaac et
al., 2018; Thompson et al., 2015).

Limitations
This review had several limitations. For example,
findings lack generalizability to all LGBTQ groups or
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other diverse populations. In addition, the selection
of search terms may have led to some applicable stud-
ies not being captured, although this was minimized
by the use of the hand-search method and consulta-
tion of a medical reference librarian. Study samples
also are comprised of individuals who are motivated
to participate in research; therefore, individuals
with increased discomfort or psychological distress
related to disclosing their LGBTQ status might not be
included. Also, themes that were identified through
the review were extrapolated by one reviewer and
may be subject to bias.

Implications for Nursing

The Institute of Medicine (2011), now known as
the Health and Medicine Division of the National
Academies of Sciences, Engineering, and Medicine,
has noted a lack of data to address the health needs of
LGBTQ populations, and the Healthy People 2020 ini-
tiative, of the Office of Disease Prevention and Health
Promotion (2019), has identified the importance of
improving the health of LGBTQ populations. In addi-
tion, the National Institute on Minority Health and
Health Disparities has classified LGBTQ populations
as an area of disparity research (U.S. Department of
Health and Human Services, 2016), and the American
Nurses Association (ANA Ethics Advisory Board,
2019) recommends advocacy and protection for
LGBTQ populations and the provision of culturally
competent and inclusive care to all LGBTQ popula-
tions without discrimination.

With adequate training and knowledge, nurses have
the potential to be pioneers in spearheading a vari-
ety of opportunities to reduce healthcare disparities
among LGBTQ populations and ensure that LGBTQ
individuals feel safe divulging their SOGI status in
the healthcare setting. The Nurses’ Health Education
About LGBTQ Elders cultural competency curriculum
was developed as an institutional training program for
nurses and other healthcare providers; providers who
participated in the program demonstrated an increase
in knowledge and cultural competency regarding the
provision of care for LGBTQ populations (Hardacker,
Rubinstein, Hotton, & Houlberg, 2014).

In addition, nurse-led research in this area aligns
with the National Institute of Nursing Research’s
strategic plan in which supporting wellness and pre-
vention of illness is a priority for reducing disparities
in sexand gender differences (Grady, 2017). Therefore,
nurses are in a unique position to advocate for and
attend to LGBTQ populations with the intention of
improving communication, evaluating individual and
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environmental challenges, and offering education for
all providers caring for this unique population.

Conclusion

Based on the findings of this review, education and
the provision of culturally sensitive health care for
LGBTQ populations when presenting for cancer
screening is imperative for improvement of the
identified disparities. Although some research has
been conducted, larger-scale population-based stud-
ies to understand the demographic and healthcare
characteristics of cancer screening participation
among LGBTQ populations need to be shepherded.
This is essential to identify and address gaps in the
literature, guide public health initiatives and inter-
ventions, and improve adherence to cancer screening
(Johnson, Mueller, et al., 2016). Specifically, lack of
knowledge by LGBTQ patients and providers about
cancer screening guidelines; LGBTQ patients’ fear of
discrimination; and screening discrepancies among
patients of various socioeconomic, racial, and ethnic
statuses should be the foci of future research.
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