
Knowledge, Beliefs, and Communication Behavior of Oncology 
Health-care Providers (HCPs) regarding Lesbian, Gay, Bisexual, 
and Transgender (LGBT) Patient Health care

SMITA C BANERJEE1, CHASITY B WALTERS2, JESSICA M STALEY1, KOSHY 
ALEXANDER3, and PATRICIA A PARKER1

1Department of Psychiatry and Behavioral Sciences, Memorial Sloan-Kettering Cancer Center, 
New York, NY, USA

2Office of the Physician-in-Chief, Memorial Sloan-Kettering Cancer Center, New York, NY, USA

3Department of Medicine, Memorial Sloan-Kettering Cancer Center, New York, NY, USA

Abstract

Delivery of culturally competent care toward lesbian, gay, bisexual, and transgender (LGBT) 

patients depends on how health-care providers (HCPs) communicate with them; however, research 

about knowledge, attitude, and behavior of HCPs toward LGBT patients is scant. The objectives of 

our study were to describe oncology HCPs’ knowledge and examine if beliefs about LGB and 

transgender patients mediate the effects of LGBT health-care knowledge on open communication 

behaviors with LGB and transgender patients, respectively. A total of 1253 HCPs (187 physicians, 

153 advance practice professionals (APPs), 828 nurses, and 41 others) at a Comprehensive Cancer 

Center completed an online survey that included the following measures: LGBT health-care 

knowledge, beliefs, communication behaviors, willingness to treat LGBT patients, encouraging 

LGBT disclosure, and perceived importance of LGBT sensitivity training. Only 50 participants 

(5%) correctly answered all 7 knowledge items, and about half the respondents answered 3 (out of 

7) items correctly. Favorable beliefs about LGBT health care mediated the effect of higher LGBT 

health-care knowledge on open communication behaviors with transgender patients, controlling 

for effects of type of profession, religious orientation, gender identity, sexual orientation, and 

having LGBT friends/family. The results of this study demonstrated an overall lack of medical 

knowledge and the need for more education about LGBT health care among oncology HCPs.

Lesbian, gay, bisexual, transgender (LGBT) is an umbrella term that refers to sexual 

minority (e.g., lesbian, gay, bisexual) and gender minority (e.g., transgender, nonbinary, 

genderqueer) populations. While estimates vary, population surveys suggest between 5.2 and 

9.5 million adults in the United States identify as LGBT (Gates, 2014). Barriers to equitable 

health care are multifactorial and include the experiences of these populations with the 

health-care system (Institute of Medicine (IOM), 2011). Evidence suggests that LGBT 

populations are at greater risk for breast, prostate, anal, cervical, colorectal, endometrial, and 

lung cancers when compared to the general population (Quinn et al., 2015), due to higher 
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prevalence of certain cancer risk behaviors. For instance, lesbian and bisexual women are at 

a higher risk for breast cancer because of higher prevalence of risk factors such as nulliparity 

(a condition where the woman has never borne a child or given birth; Russo, Moral, Balogh, 

Mailo, & Russo, 2005), alcohol use, smoking, and obesity (IOM, 2011). As compared to 

heterosexual women, lesbian women are also at a higher risk for cervical cancer because of 

prevalence of risk factors such as higher body mass index scores and smoking history 

(Waterman & Voss, 2015). As well, because of sexual practices such as receptive anal 

intercourse, gay men are at greater risk of anal cancer as a consequence of HPV infection as 

compared with heterosexual men (Machalek et al., 2012). In addition, research indicates that 

approximately 30% of LGBT adults do not seek health-care services or lack a regular health-

care provider (HCP) compared to 10% of age-matched heterosexual (Buchmueller & 

Carpenter, 2010; IOM, 2011; Kamen et al., 2014).

Multiple factors contribute to the underutilization of health-care service by LGBT 

populations, including the high cost of health care and lack of access to health insurance 

coverage, scarceness of health professionals competent in LGBT health (IOM, 2011; 

Qureshi et al., 2017; Snowden, 2013), fear of stigmatization based on sexual orientation or 

gender identity (Bradford, Reisner, Honnold, & Xavier, 2013; Facione & Facione, 2007; 

Whitehead, Shaver, & Stephenson, 2016), and lack of trust in the HCP because many HCPs 

lack knowledge of LGBT persons’ health-care needs, and some have negative attitudes 

toward them (Westerståhl, Segesten, & Björkelund, 2002). The underutilization of health-

care services is highest for transgender patients, who report notably higher rates of 

maltreatment in health-care encounters, including denial of care (James et al., 2016; 

Kosenko, Rintamaki, Raney, & Maness, 2013).

Understanding HCPs’ attitudes, beliefs, knowledge, and communication behavior toward 

LGBT patients is integral to the delivery of culturally competent care (Carabez et al., 2015; 

Dorsen, 2012). According to Floyd, Pierce, and Geraci (2016), ‘among the minorities 

underserved by today’s health-care system, the LGB population may be the least studied, 

and the least understood by health-care providersʼ (p. 637). In a systematic review of cancer 

care for transgender patients, findings demonstrated that biomedical components of cancer 

care for transgender patients (such as diagnostic and treatment strategies) have been 

examined, but there is an overall paucity of literature pertaining to the psychosocial and 

spiritual domains of care for transgender cancer patients (Watters, Harsh, & Corbett, 2014). 

Medical education does not routinely encompass LGBT health issues (Brennan, Barnsteiner, 

Siantz, Cotter, & Everet, 2012; Corliss, Shankle, & Moyer, 2007; Obedin-Maliver et al., 

2011). Research informs us that medical school and residency education for physicians 

rarely contains much information about LGBT issues beyond HIV/AIDS (Eliason, Dibble, 

& Robertson, 2011; Obedin-Maliver et al., 2011). Similarly, most nurses have not received 

training on the care of LGBT patients (Carabez et al., 2015), and an integrative review of 

practicing nurses’ attitudes toward LGBT patients demonstrated negative attitudes (Dorsen, 

2012). Even where nurses report they feel comfortable caring for LBGT patients, some 

suggest they ‘treat all patients the same,ʼ suggesting further training is necessary to provide 

culturally competent care (Beagan, Fredericks, & Goldberg, 2012).
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In 2011, the Joint Commission released a field guide for HCPs regarding effective 

communication and inclusivity of the LGBT community to better serve their unique needs. 

These guidelines are suggested to be used as self-assessment tools to inform individuals and 

institutions on how to improve their efforts, as well as an educational resource for providers 

for best practice recommendations. They recommend that HCPs know and understand their 

patients’ sexuality and handle this information sensitively. There are also special sections 

dedicated to transgender individuals, as they may face additional adversity in the field (The 

Joint Commission, 2011). Though the Joint Commission provides these guidelines, the 

adoption of these guidelines in LGBT patient care at health-care institutions is not entirely 

known.

In a recent study assessing knowledge, attitudes, and practice behaviors of oncology HCPs 

regarding LGBT health at a single institution, results indicated significant knowledge gaps 

with less than 50% HCPs answering knowledge questions correctly (Shetty et al., 2016). 

Whereas 94% stated they were comfortable treating LGBT population, only about a quarter 

actively inquired about a patient’s sexual orientation when taking a history, and just over a 

third felt the need for mandatory education on LGBT cultural competency at their 

institutions (Shetty et al., 2016). Although Shetty and colleagues (2016) did not find 

significant differences in knowledge, attitudes, and practice behaviors regarding LGBT 

health by demographic characteristic of HCPs, other studies have demonstrated that some 

demographic characteristics (e.g., personal or professional contact with LGBT persons, 

female, self-identification as LGBT) are associated with more positive attitudes about LGBT 

patient health care (e.g., Banwari, Mistry, Soni, Parikh, & Gandhi, 2015; Dorsen, 2012; 

Grabovac, Abramović, Komlenović, Milosević, & Mustajbegović, 2014; Lapinski, Sexton, 

& Baker, 2014). As well, HCPs with more knowledge about LGBT health care needs have 

more positive attitudes, intentions, and behaviors toward LGBT patients (Banwari et al., 

2015; Dorsen, 2012; Lapinski et al., 2014).

Thus, in the present study, we extended prior studies by examining HCPs’ knowledge, 

beliefs, and communication behaviors regarding LGBT patient health care while also 

assessing willingness to treat, encouraging LGBT disclosure, and perceived importance of 

LGBT sensitivity training for oncology HCPs. The objectives of our study were to (a) 

provide descriptive statistics regarding HCPs’ knowledge responses, (b) explore differences 

in the survey measures by demographic characteristics of HCPs, (c) examine associations 

between study measures, and (d) to examine if beliefs about LGB and transgender patients 

mediate the effect of LGBT health-care knowledge on open communication behaviors with 

LGB and transgender patients, respectively.

Methods

Participants and Procedure

This study was a part of a larger project on LGBT patient health care and was deemed 

exempt (Category 2) by the Institutional Review Board. The study was conducted at a 

National Cancer Institute – designated Comprehensive Cancer Center in New York. 

Oncology HCPs (physicians, psychiatrists and psychologists, physician assistants, nurse 

practitioners, and registered nurses) received an email with a web link to complete a 40-item 
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survey that assessed participants’ knowledge, beliefs, and communication behavior 

regarding LGBT populations and also requested demographic information. After the initial 

email, two additional reminders were sent to the HCPs to complete the survey and the 

survey remained open for 6 weeks. To incentivize participation, $50 gift cards were offered 

to every 50th respondent if they provided their email address. The survey was anonymous 

and the participants were informed that their email address would not be linked to their 

survey results.

Of the 3627 participants who received the web link, 1253 (N = 1253; 35%) completed the 

survey. Participants included physicians (e.g., oncologists, cardiologists, geriatricians, and 

other physicians at the cancer center; n = 187; 15%), advanced practice professionals or 

APPs (i.e., physician assistants and nurse practitioners [n = 153; 12%]), registered nurses [n 
= 828, 66%], and others [n = 41, 3%]). A majority of the participants self-identified as 

White (n = 842; 80%) female (n = 927; 74%), Christian (n = 730, 58%) and had friends/

family members that identified as LGBT (n = 1018, 81%). Table 1 presents the demographic 

information of all participants.

Measurement Instruments

The survey was constructed based on prior studies (Arseneau, Grzanka, Miles, & Fassinger, 

2013; Crisp, 2006; Shetty et al., 2016; Walch, Ngamake, Francisco, Stitt, & Shingler, 2012) 

and included the following measures: LGBT health-care knowledge, beliefs, communication 

behaviors, willingness to treat, encouraging LGBT disclosure, and perceived importance of 

LGBT sensitivity training for oncology HCPs.

LGBT Health-Care Knowledge

LGBT health-care knowledge measure was an adapted version of the knowledge measure 

used by Shetty and colleagues (2016), and consisted of 7 items assessing HCP knowledge 

about avoidance of health care (2 items), lesbians and HPV (1 item), lesbians and breast 

cancer (1 item), gay/bisexual men and anal cancer (1 item), LGBT adolescents and suicide 

risk (1 item), and transmen and breast cancer (1 item). Items were scored on a 5-point Likert 

type scale with 1 (strongly disagree) to 5 (strongly agree). All statements were true, so the 

‘agreeʼ and ‘strongly agreeʼ responses were scored as 1 and all other responses were scored 

as 0.

Beliefs about LGBT Oncology Patients

The beliefs measure was adapted from the Sexual Orientation Beliefs Scale (Arseneau et al., 

2013), the Attitudes Toward Transgendered Individuals Scale (Walch et al., 2012), and 

attitudes regarding LGBT health (Shetty et al., 2016) and consisted of 12 statements 

addressing beliefs about sexual orientation, sex, and gender, comfort in treating LGBT 

populations, belief of unique health risks, belief in more medical education, and belief that 

the LGBT population is more difficult to treat. All items were scored on a 5-point Likert 

type scale with 1 (strongly disagree) to 5 (strongly agree).

Exploratory factor analysis indicated a two-factor structure, explaining 44.26% variance: 

Subscale 1: beliefs about sexual orientation and gender identity (5 items; eigenvalue = 4.22, 
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30.13% variance; Cronbach’s alpha = .78) with all items loading greater than .5, and 

Subscale 2: beliefs about LGBT health care (5 items; eigenvalue = 1.98, 14.13% variance; 

Cronbach’s alpha = .80) with all items loading greater than .5 (2 items did not load on any of 

the two scales and were deleted). The respective items on the two subscales were averaged 

to form composite scores with higher scores indicating more favorable beliefs about sexual 

orientation and gender identity (M = 4.09, SD = .71) and more favorable beliefs about 

LGBT health care (M = 4.25, SD = .62).

Open Communication Behaviors

We asked HCPs if they had ever taken care of an LGB or transgender patient in their role. 

An affirmative response on each of the two items (79.6% HCPs had taken care of an LGB 

patient, 28.1% of HCPs had taken care of a transgender patient) prompted the participants to 

complete additional questions regarding open communication behaviors with their respective 

LGBT patients.

Two subscales were used to examine open communication behaviors with LGBT patients in 

oncology settings. We distinguished the measures by specifically focusing on open 

communication with LGB patients and with transgender patients. The open communication 

behaviors measure was an adapted version of the Gay Affirmative Practice Scale (Crisp, 

2006) that assesses oncology HCPs’ communication behaviors in practice with LGBT 

patients. The measure included nine statements, scored on a 5-point Likert type scale with 1 

(strongly disagree) to 5 (strongly agree). Exploratory factor analysis indicated a single-factor 

structure (eigenvalue = 4.07, 45.23% variance; Cronbach’s alpha = .84), with all items 

loading greater than .5 (1 item did not load and was deleted). The items were averaged to 

form a composite score with higher score indicating more open communication behaviors 

with LGB patients (M = 3.98, SD = .52).

Similarly, nine statements scored on a 5-point Likert-type scale with 1 (strongly disagree) to 

5 (strongly agree) were used to assess open communication with transgender oncology 

patients. Exploratory factor analysis indicated a single-factor structure (eigenvalue = 5.05, 

56.05% variance; Cronbach’s alpha = .90), with all items loading greater than .6 (1 item did 

not load and was deleted). The items were averaged to form a composite score with higher 

score indicating more open communication behaviors with transgender patients (M = 4.04, 

SD = .59).

Willingness to Be Listed as an LGBT-Friendly Provider

Willingness to be listed as an LGBT-friendly provider was adapted from the attitude measure 

used by Shetty and colleagues (2016) and included two items measuring willingness to be 

listed as an LGBT-provider now (M = 3.97, SD = 1.08) or after more training (M = 4.28, SD 

= .91), scored on a 5-point Likert-type scale with 1 (strongly disagree) to 5 (strongly agree). 

A higher score indicated greater willingness to be listed.

When dichotomized (by grouping agree and strongly agree as 1 and disagree and strongly 

disagree as 0), results indicated that 555 (44.29%) of the HCPs were willing to be listed as 

an LGBT-friendly provider now (n = 589 or 47% of the HCPs did not respond to this item). 

Similarly, results indicated that 761 (60.73%) of the HCPs were willing to be listed as an 
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LGBT-friendly provider after more training (n = 424 or 33.8% of the HCPs did not respond 

to this item).

Encouraging LGBT Disclosure

Encouraging LGBT disclosure was a one-item measure, adapted from Chapman, Watkins, 

Zappia, Combs, and Shields (2012). The item asked, ‘When taking a family social history, 

do you specifically encourage disclosure of possible lesbian, gay, bisexual and transgender 

(LGBT) status?ʼ with responses ranging from 1 (never) to 5 (almost always). A higher score 

on the item indicated greater encouragement from the HCP regarding LGBT status 

disclosure (M = 3.43, SD = 1.29).

Perceived Importance

Perceived importance of LGBT sensitivity training for oncology HCPs was a one-item 

measure developed by the authors. The item asked, ‘Do you feel an LGBT sensitivity and 

communication skills training will be helpful to improve oncology healthcare providers’ 

communication with LGBT patients?ʼ with responses ranging from 1 (no; n = 30, 2.4%), to 

2 (not sure; n = 140, 11.2%), to 3 (yes; n = 827; 66%; n = 256 or 20.4% participants did not 

respond to this question). A higher score on the item indicated greater perceived importance 

of LGBT sensitivity and communication skills training (M = 2.80, SD = .47).

Data Analysis

First, descriptive statistics (frequencies and percentages) were used to quantify the 

knowledge response. Second, stratified analyses were performed to explore differences in 

the survey measures by demographic characteristics (profession, age, gender, religious 

affiliation, sexual orientation, and LGBT family/friends) using independent sample t tests 

(with the exception of age, analysis of variance or ANOVA was performed). Third, 

correlations were performed to explore the relations among variables (a zero-order 

correlation matrix is presented in Table 2).

Finally, in order to examine if beliefs about sexual orientation and gender identity and 

beliefs about LGBT health care will mediate the effect of LGBT health-care knowledge on 

open communication behaviors with LGB and transgender patients, respectively, controlling 

for effects of type of profession, religious orientation, gender identity, sexual orientation, 

and LGBT friends/family, we utilized Hayes PROCESS macro (Hayes & Rockwood, 2017). 

The mediation analyses consisted of the following steps: (a) investigating the total indirect 

effect of LGBT health-care knowledge on open communication behaviors with LGB patients 

through two mediators, that is, beliefs about sexual orientation and gender identity and 

beliefs about LGBT health care; and (b) testing individual mediators in the context of a 

multiple mediator model, controlling for type of profession, religious orientation, gender 

identity, sexual orientation, and LGBT friends/family. The same model was run twice, 

substituting open communication behavior with LGB patients with open communication 

with transgender patients. For all analyses, level of significance was set at p < .01, to protect 

against type I error.
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Results

Knowledge

The distribution of responses on the knowledge items varied (Table 2), with over a quarter of 

responses on each item (except one item) in the ‘don’t knowʼ category. Only 50 participants 

(4.6%) got all 7 items correct, 110 participants (10.1%) got 6 items correct, 167 participants 

(15.4%) got 5 items correct, 221 participants (20.3%) got 4 items correct, 215 participants 

(19.8%) got 3 items correct, 171 participants (15.7%) got 2 items correct, 94 participants 

(8.6%) got 1 item correct, and 59 participants (5.4%) did not get any correct items.

Differences in Survey Measures by Demographics

Six independent sample t tests were performed to examine differences in study measures by 

demographic factors (for profession, religion, sex at birth, gender identity, sexual 

orientation, and having LGBT friends/family; see Tables 3 and 4). Results indicated that 

physicians had more favorable beliefs about sexual orientation and gender identity, greater 

willingness to be listed as an LGBT-friendly provider now, greater encouragement regarding 

LGBT status disclosure, and lower perceived importance of LGBT sensitivity and 

communication skills training compared with the other HCPs. Non-Christian religious 

affiliation was associated with higher knowledge score, more favorable beliefs about sexual 

orientation and gender identity, more favorable beliefs about LGBT health care, greater 

willingness to be listed as an LGBT-friendly provider now and after more training, and 

greater encouragement regarding LGBT status disclosure. Male participants (male at birth) 

had more favorable beliefs about LGBT health care, greater willingness to be listed as an 

LGBT-friendly provider now. Similarly, male gender identity of participants was associated 

with more favorable beliefs about LGBT health care, greater willingness to be listed as an 

LGBT-friendly provider now, more open communication behaviors with LGB patients, and 

lower perceived importance of LGBT sensitivity and communication skills training. With 

regards to sexual orientation, LGBT participants had higher knowledge score, more 

favorable beliefs about sexual orientation and gender identity, more favorable beliefs about 

LGBT health care, greater willingness to be listed as an LGBT-friendly provider now, more 

open communication behaviors with LGBT and transgender patients, respectively, and 

greater encouragement regarding LGBT status disclosure. Finally, HCPs with LGBT friends/

family were more likely than those without to have a higher knowledge score, more 

favorable beliefs about sexual orientation and gender identity, more favorable beliefs about 

LGBT health care, greater willingness to be listed as an LGBT-friendly provider now and 

later, and more open communication behaviors with LGB patients.

Association between Study Measures

The associations between study measures were tested with bivariate correlations and yielded 

generally positive association between all study measures (Table 5). A higher knowledge 

score was significantly associated with favorable beliefs about sexual orientation and gender 

identity, favorable beliefs about LGBT health care, willingness to be listed as an LGBT-

friendly provider now and later, more open communication behaviors with LGB and 

transgender patients, respectively, greater encouragement regarding LGBT status disclosure, 

and greater perceived importance of LGBT sensitivity and communication skills training.
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Mediation Models

Two mediation analyses were conducted to explore the hypothesis that beliefs about sexual 

orientation and gender identity and beliefs about LGBT health care mediated the effect of 

LGBT health-care knowledge on open communication behaviors with LGB and transgender 

patients, respectively, controlling for effects of type of profession, religious orientation, 

gender identity [gender identity and sex at birth were highly correlated (r = .92, p < .001), so 

only gender identity was used in the regression analyses)], sexual orientation, and LGBT 

friends/family. For open communication behaviors with LGB and transgender patients, the 

bootstrapped estimates for the total and specific indirect effects obtained from the main 

analysis are presented in Table 6.

The total indirect effect of LGBT health-care knowledge on open communication behaviors 

with LGB patients through beliefs about sexual orientation and gender identity and beliefs 

about LGBT health care was statistically significant, as the confidence intervals (CIs) did not 

contain a zero. Next, we investigated the significance of the specific indirect effects 

associated with the mediators. The results indicated that LGBT health-care knowledge was a 

significant predictor of beliefs about sexual orientation and gender identity, b = .08, SE = .

01, p < .001, and of beliefs about LGBT health care, b = .07, SE = .01, p < .001. Both beliefs 

about sexual orientation and gender identity (b = .05, SE = .02, p < .05) and beliefs about 

LGBT health care (b = .40, SE = .03, p < .001) were significant predictors of open 

communication behaviors with LGB patients. However, LGBT health-care knowledge 

remained a significant predictor of open communication behaviors with LGB patients, b = .

04, SE = .01, p < .001, ruling out mediation (see Figure 1a). Thus, beliefs about sexual 

orientation and gender identity and beliefs about LGBT health care did not mediate the 

effect of LGBT health-care knowledge on open communication behaviors with LGBT 

patients, controlling for effects of type of profession, religious orientation, gender identity, 

sexual orientation, and LGBT friends/family (see Figure 1a).

The total indirect effect of LGBT health-care knowledge on open communication behaviors 

with transgender patients through beliefs about sexual orientation and gender identity and 

beliefs about LGBT health care was statistically significant. The results indicated that LGBT 

health-care knowledge was a significant predictor of beliefs about sexual orientation and 

gender identity, b = .09, SE = .02, p < .001, and of beliefs about LGBT health care, b = .08, 

SE = .02, p < .001. Beliefs about LGBT health care (b = .62, SE = .06, p < .001) were 

significant predictors of open communication behaviors with transgender patients (not 

beliefs about sexual orientation and gender identity). LGBT health-care knowledge was no 

longer a significant predictor of open communication behaviors with transgender patients 

when beliefs about sexual orientation and gender identity and beliefs about LGBT health 

care were included in the model, b = .03, SE = .02, p = .06, consistent with full mediation 

(see Figure 1b). The indirect effect was tested using a bootstrap estimation approach with 

5000 samples (Hayes & Rockwood, 2017). These results indicated the indirect coefficient 

(i.e., beliefs about LGBT health care) was significant, b = .05, SE = .02, 95% CI = .0224, .

0839. Beliefs about sexual orientation and gender identity was not significant, b = −.00, SE 

= .01, 95% CI = −.0149, .0050. Thus, results indicated that favorable beliefs about LGBT 

health care mediated the effect of higher LGBT health-care knowledge on open 
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communication behaviors with transgender patients, controlling for effects of type of 

profession, religious orientation, gender identity, sexual orientation, and LGBT friends/

family (see Figure 1b).

Discussion

Given a paucity of research on the delivery of culturally competent care to LGBT oncology 

patients, we conducted an online survey at a Comprehensive Cancer Center to assess HCPs’ 

knowledge, beliefs, and communication behavior toward LGBT patients care. Overall, our 

study indicated that significant gaps exist in LGBT health-care knowledge among HCPs as 

only 4.6% of the HCPs were able to answer all knowledge items correctly, and about half of 

the respondents correctly answered up to 3 (out of 7) questions. This finding is consistent 

with prior research that shows that HCPs across different medical specialties lack sufficient 

knowledge about LGBT health care (e.g., Abdessamad, Yudin, Tarasoff, Radford, & Ross, 

2013; Kitts, 2010; Shetty et al., 2016). Our findings also demonstrated that demographic 

differences in HCP respondents – non-Christian religious affiliation (compared with 

Christian religious affiliation), self-identification as LGBT (compared with heterosexual 

sexual orientation), and having (compared with not having) LGBT friends/family – were 

associated with higher knowledge scores. In addition, there were two knowledge items that 

focused specifically on transgender patient issues: transgender individuals avoid accessing 

health care due to difficulty communicating with HCPs; and transmen (people born as 

female who identify as men) who have had a mastectomy are at risk for breast cancer; and 

46.4% and 36% of the HCPs were able to answer these questions correctly. These findings 

clearly delineate the need for more education provided to HCPs on specific aspects of LGBT 

health care.

The importance of LGBT health-care knowledge was evident; higher knowledge scores were 

associated with all study variables, such as with favorable beliefs about sexual orientation 

and gender identity, favorable beliefs about LGBT health care, willingness to be listed as an 

LGBT-friendly provider now and later, more open communication behaviors with LGB and 

transgender patients, respectively, greater encouragement regarding LGBT status disclosure, 

and greater perceived importance of LGBT sensitivity and communication skills training. 

Additionally, mediation analyses employed in the current study indicated that higher LGBT 

health-care knowledge was significantly associated with open communication behaviors 

with transgender patients via favorable beliefs about LGBT health care, controlling for 

effects of type of profession, religious orientation, gender identity, sexual orientation, and 

LGBT friends/family. These findings consistently place a massive emphasis on LGBT 

health-care knowledge as being a key driver in increasing HCPs awareness and sensitivity 

toward LGBT oncology patients.

We asked HCPs if they had ever taken care of an LGB or transgender patients in their role. 

Results indicated that the majority (80%) HCPs had knowingly taken care of an LGB patient 

and 28% of HCPs had taken care of a transgender patient. Though often combined in the 

same demographic category, transgender patients may be at a more disadvantage than LGB 

patients because of lack of experience that HCPs have had with transgender patients. In our 

study, only 48% of HCPs explicitly encouraged LGBT status disclosure (combining 
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response options – sometimes, often, and almost always), highlighting that a more concerted 

effort to encourage such disclosure might help create an open and safe environment for 

LGBT patients to share their sexual orientation and gender identity. Although some recent 

research indicates that in many instances, patient sexual orientation disclosure may be 

patient initiated and may occur early in the medical visit during introductions, during small 

talk with the provider, and during the history-taking phase of the visit (Venetis et al., 2017), 

a systems-based approach that calls for HCPs to inquire about patient sexual orientation and 

gender identity during history-taking phases of the first/initial meeting will ensure that no 

LGBT patient feels excluded and uncomfortable with sharing about themselves.

Most providers in our study acknowledged that an LGBT sensitivity and communication 

skills training will be helpful to improve oncology HCPs’ communication with LGBT 

patients. As well, a majority of HCPs were willing to be listed as an LGBT-friendly 

provider, but after more training. Healthy People 2020 identified increasing access to quality 

health care for LGBT populations as a priority for further research and intervention (U.S. 

Department of Health and Human Services, 2017). A number of national resources are 

available to HCPs regarding LGBT patent health care. For instance, recognized 

organizations such as the Fenway Institute (https://www.lgbthealtheducation.org/), Gay and 

Lesbian Medical Association Health Professionals Advancing LGBT Equality (http://

www.glma.org/), and the World Professional Association for Transgender Health (http://

www.wpath.org/) provide numerous resources for LGBT health education. Additionally, the 

American Medical Association maintains an LGBT health resource page for practitioners 

seeking information about LGBT health and training (Association of American Medical 

Colleges, 2014). The National LGBT Cancer Network (https://cancer-network.org/) 

specifically addresses the concerns of LGBT people with cancer and trains HCPs on 

LGBTculturally competent care. Thus, there are numerous opportunities for practitioners to 

share best practices in the care of LGBT patients and learn about educational advancements 

in the training of HCPs (Sanchez, 2016).

Limitations

This study had several limitations. First, the study was conducted at a single institution and 

results may not be generalizable to other oncology care settings. Second, as noted by 

Yanovitzky (2005), utilization of survey data to examine pathways of effects limits the 

clarification of temporal precedence (for instance, survey data do clarify if in fact HCPs’ 

beliefs about sexual orientation and gender identity precedes their LGBT health-care 

knowledge or open communication behaviors with LGBT patients act as precursors for 

beliefs about LGBT health care). Also, this study utilized cross-sectional survey data to 

examine pathways of association, which limits the causal interpretation of results. Finally, 

all responses were self-reports from HCPs and there may have been a response bias in 

selecting a socially desirable response. Future research could employ more naturalistic 

approaches to examining HCP-LGBT patient communication such as audio recording of 

consultations or patient interviews or focus groups to understand their perspectives and get a 

more descriptive data on communication interactions with HCPs.
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Conclusions

The results of this study demonstrated an overall lack of medical knowledge regarding 

LGBT health care among oncology HCPs in our study. However, the importance of LGBT 

health-care knowledge was underscored in multiple findings that indicated positive 

associations between HCPs’ higher knowledge score with all study variables such as 

favorable beliefs about sexual orientation and gender identity, favorable beliefs about LGBT 

health care, and greater encouragement regarding LGBT status disclosure. These findings 

clearly emphasize that emphasis on LGBT health-care knowledge in HCP education and 

training is important to increase HCP awareness and sensitivity toward LGBT oncology 

patients. As such, a needs assessment survey to understand oncology HCPs’ specific 

challenges of communication with LGBT patients will be an important next step to identify 

specific gaps in LGBT patient– oncology HCP interaction and will aid in the development of 

an LGBT sensitivity training for HCPs to address gaps in knowledge, beliefs, and 

communication behaviors. The overall conclusion from the current is further echoed by the 

Association of American Medical Colleges (2014) outlining the implementation of 

curricular and institutional climate changes to improve the health care of LGBT patients.
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Fig. 1. 
(a) The estimated multiple mediation model (unstandardized B and SE) for open 

communication behavior with LGB patients. (b) The estimated multiple mediation model 

(unstandardized B and SE) for open communication behavior with transgender patients. 

Note: Belief 1 (beliefs about sexual orientation and gender identity); Belief 2 (beliefs about 

LGBT health care). *p < .05; **p < .01; ***p < .001.
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Table 1

Demographic characteristics of all participants (N = 1253).

Characteristic N %

Age group

 18–24 26 2.1

 25–34 326 26.0

 35–44 358 28.6

 45–54 234 18.7

 55–64 136 10.9

 65 and older 30 2.4

 Missing 44 3.5

Gender

 Female 927 74.0

 Male 172 13.7

 Transgender (transsexual man or transsexual woman) 4 0.4

 Gender nonconforming/Gender queer/Non-binary 3 0.2

 Missing 147 11.7

Sex assigned at birth

 Female 947 75.6

 Male 176 14.0

 Intersex 1 0.1

 Missing 129 10.3

Race

 American Indian or Alaskan Native 4 0.4

 Asian 123 11.7

 Black or African-American 73 6.9

 Native Hawaiian or Other Pacific Islander 9 0.9

 White 842 80.1

 Missing 202 16.1

Ethnicity

 Hispanic or Latino 82 6.5

 Not Hispanic or Latino 948 75.7

 Missing 223 17.8

Sexual orientation

 Lesbian 25 2.0

 Gay 55 4.4

 Bisexual 30 2.4

 Heterosexual 991 79.1

 Other 3 0.2

 Missing 149 11.9

Profession

 Physicians 187 14.9
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Characteristic N %

 APPs 153 12.2

 Registered nurses 828 66.1

 Other 41 3.3

 Missing 44 3.5

Religious orientation

 Atheist/Agnostic 213 17.0

 Buddhist 14 1.1

 Christian 730 58.2

 Hindu 8 0.6

 Jewish 103 8.2

 Muslim 11 0.9

 Other 19 1.5

 Missing 155 12.4

Friend or family member who identifies at LGBT

 Yes 1018 81.2

 No 92 7.3

 Not sure 16 1.3

 Missing 127 10.1
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Table 6

Indirect effects of LGBT health-care knowledge on open communication behaviors with LGB patients and 

transgender patients, respectively, through beliefs about sexual orientation and gender identity (Beliefs 1) and 

beliefs about LGBT health care (Beliefs 2), controlling for effects of type of profession, religious orientation, 

gender identity, sexual orientation, and LGBT friends/family.

Mediator Bootstrap estimate SE BCa 95% CI (lower) BCa 95% CI (upper)

Overall open communication behaviors with LGB patients

 Beliefs about sexual orientation and gender identity 
(Beliefs 1)

.0044 .0025 −.0001  .0099

 Beliefs about LGBT health care (Beliefs 2) .0268 .0054 .0174 .0387

 Total indirect effect .0313 .0054 .0214 .0427

Overall open communication behaviors with transgender patients

 Beliefs about sexual orientation and gender identity 
(Beliefs 1)

−.0034  .0049 −.0143  .0055

 Beliefs about LGBT health care (Beliefs 2) .0480 .0149 .0232 .0834

 Total indirect effect .0447 .0139 .0212 .0770

Notes: Based on 5000 bootstrap samples.

BCa: Bias corrected and accelerated; CI: confidence interval.
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