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Abstract

Purpose: Health-related quality of life (HRQoL) and health behaviors contribute to cancer morbidity and mor-
tality, which are elevated in lesbian and bisexual women (LBW). The purpose of this study was to assess differ-
ences in HRQoL and health behaviors between heterosexual and lesbian women and heterosexual and bisexual
women cancer survivors.
Methods: We pooled 2013–2018 National Health Interview Survey data. HRQoL comprised physical, mental,
financial, and social health domains. Health behaviors included tobacco and alcohol use, physical activity,
and preventive health care. Weighted, multivariable logistic regression models estimated odds ratios (ORs)
with 95% confidence intervals (CIs).
Results: The sample included 10,830 heterosexual, 141 lesbian, and 95 bisexual cancer survivors. Lesbian
women reported higher odds of fair/poor self-rated health (OR: 1.68, 95% CI 1.02–2.78), chronic obstructive
pulmonary disease (OR: 1.98, 95% CI 1.09–3.56), and heart conditions (OR: 1.90, 95% CI 1.16–3.12) than het-
erosexual women. Bisexual women reported higher odds of severe psychological distress (OR: 3.03, 95% CI
1.36–6.76), heart conditions (OR: 1.98, 95% CI 1.12–3.53), and food insecurity (OR: 2.89, 95% CI 1.29–
6.50) than heterosexual women. For health behaviors, lesbian women reported greater odds of current (OR:
2.34, 95% CI 1.26–4.34) and former tobacco use (OR: 1.89, 95% CI 1.21–2.96), and bisexual women had
lower odds of a recent mammogram (OR: 0.42, 95% CI 0.23–0.78) than heterosexual women.
Conclusions: LBW cancer survivors reported disparities in HRQoL and health behaviors. In cancer care settings,
identification of LBW patients requiring physical and mental health promotion, financial services, and supported
tobacco cessation may improve health and survival.
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Introduction

The number of cancer survivors in the United States is
expected to increase from *16.9 million in 2019 to

over 22 million by 2030.1 More women than men are diag-
nosed with and survive cancer annually.1,2 Population esti-
mates indicate that self-identified lesbian and bisexual

women (LBW) are 40%–70% more likely than heterosexual
women to be diagnosed with cancer,3,4 and a growing body
of literature documents their experiences. Cancer survivors
demonstrate negative long-term sequelae from diagnosis
and treatment, including physical (e.g., pain, fatigue), psy-
chological, (e.g., anxiety, depression, fear of recurrence),
and social (e.g., financial changes, feelings of isolation)
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problems.5 Compared to heterosexual women, LBW in
general demonstrate disparate health risks (e.g., psycho-
logical distress, chronic disease burden, and tobacco and
alcohol use),4,6,7 and these may be exacerbated in cancer
survivorship.

Health-related quality of life (HRQoL) is a multidimen-
sional construct that measures patients’ perceptions of the ef-
fect of illness and treatment on psychological, physical,
financial, and social health domains.8–10 HRQoL is associ-
ated with morbidity and mortality during and after cancer
treatment.11,12 Cancer survivors are twice as likely to report
worse physical and mental HRQoL than adults without can-
cer13 due to physical health problems,13,14 psychological dis-
tress,14,15 financial hardship,16 and financial distress.17

No nationally representative studies have comprehen-
sively investigated HRQoL in LBW surviving cancer, and
results from convenience and regional studies are mixed.
In a convenience sample of breast cancer survivors, Jabson
et al. found no quality of life differences between heterosex-
ual and lesbian women across physical, psychological, so-
cial, and spiritual domains.18 Yet, a study using state-level
Behavioral Risk Factor Surveillance System data found
that nonheterosexual, or sexual minority women (SMW),
survivors with less health care access reported poorer phys-
ical and mental quality of life than heterosexual women.19

Other studies have demonstrated differences in specific com-
ponents of HRQoL, including perceived stress20 and self-
reported health21,22; however, no published studies have
assessed differences in financial or social quality of life
between heterosexual and LBW cancer survivors.

Health during cancer survivorship is conditional on main-
taining a healthy weight and participating in healthy behav-
iors. In general, lesbian women have higher rates of obesity6

and LBW have higher rates of sedentary behavior,23 which
are risks for cancer24 and medical comorbidities.25 These
disparate risks have not been demonstrated in cancer survi-
vors.26 Tobacco and risky alcohol use influence survival25

and are widely seen in LBW,4,6 possibly explaining cancer
disparities.25 Two population-based studies demonstrate
higher odds of tobacco use in both male and female sexual
minority survivors,21,27 and an exploratory analysis sug-
gested that LBW may be more likely to smoke during cancer
survivorship.27 Although heavy alcohol use is common in the
general SMW population,4,6 differences have not been con-
firmed in the cancer setting.21,26 The goal of this study was
to add to the literature describing LBW’s health during can-
cer survivorship, using population-representative data from
the National Health Interview Survey (NHIS) to examine
disparities in HRQoL and health behaviors between hetero-
sexual women and LBW survivors. We hypothesized that
LBW would report poorer HRQoL and health behaviors
than heterosexual women surviving cancer.

Methods

Data

We used pooled data (2013–2018) from the NHIS, which
is an annual, nationally representative, household interview
survey of the adult U.S. civilian noninstitutionalized popula-
tion. The NHIS assesses demographic, psychosocial, and
physical characteristics and health care utilization using a
probability design that permits the representative sampling

of households and noninstitutional group quarters. Detailed
information about the study design and sampling frame is de-
scribed elsewhere.28,29 We restricted our sample to women
who reported cancer diagnoses. Respondents were excluded
if they did not answer the sexual identity item or responded
as ‘‘something else’’ (n = 360, 0.34%) or ‘‘don’t know’’
(n = 712, 0.68%). The final analytic sample included 11,066
women with cancer diagnoses. This study was a secondary
analysis of deidentified publicly available data and was ex-
empt from Institutional Review Board review at The Ohio
State University.

Measures

Sexual orientation has been reported in the NHIS since 2013
using a single measure of self-reported sexual identity: ‘‘How
do you think of yourself?’’ Responses to this question include:
‘‘lesbian or gay,’’ ‘‘straight, that is, not lesbian or gay,’’ ‘‘bi-
sexual,’’ ‘‘something else,’’ and ‘‘I don’t know the answer.’’
We investigated differences between lesbian or bisexual
women and heterosexual women surviving cancer.

Health-related quality of life

We defined HRQoL using individual indices within physical
health, mental health, financial wellness, and social wellness.
Physical health comprised the following indices: Self-rated
health was rated on a 5-point Likert scale (1 = Poor, 5 = Exc-
ellent). We dichotomized self-rated health per prior studies21,22

as poor health (self-reported fair or poor health) versus good
health (self-reported good, very good, or excellent health).
Body mass index (BMI) was evaluated using standard defini-
tions: obese (BMI ‡30), overweight (25–29.9), and healthy
(18.5–24.9 kg/m2). Respondents reported ever diagnosis of
chronic health conditions: asthma, chronic obstructive pulmo-
nary disease (COPD), diabetes, heart conditions, hypertension,
and/or stroke. Physical disability was assessed with three ques-
tions: currently requiring routine assistance (yes/no), number
of bed days in the past year (<5 vs. ‡5), and current inability
to work due to health problem (yes/no).

We assessed two indices of mental health. Self-reported psy-
chological distress was measured as per the Kessler 6 Psycho-
logical Distress Scale (range: 0–24).30 Kessler 6 was developed
to measure nonspecific psychological distress within the past
30 days.31 The scale demonstrates high internal consistency
and reliability (Cronbach’s alpha = 0.89).31 For this study, re-
sponses were categorized as severe (score ‡13), moderate
(5–12), and low (<5).31,32 These cutoffs permit the identifica-
tion of respondents with serious mental illness (scores ‡13),
which is a diagnosable psychological, behavioral, or emotional
disorder that results in serious functional impairment and limits
major life activities (e.g., activities of daily living).31–33 Mod-
erate psychological distress (scores 5–12) is associated with
impaired functioning across work, social, familial, and physi-
cal ability domains and greater mental health service utilization
in prior validation studies.32 Examining disparities in moderate
and severe psychological distress allows identification of pop-
ulations that may need targeted intervention. We also assessed
current functional limitation due to mental health (yes/no).

Financial wellness included differences in worry about
specific issues (yes/no), including monthly bills, housing
payment, retirement, medical costs of illness/accident, and
health care costs. Food security was assessed using the
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U.S. Department of Agriculture’s Household Food Security
Survey Module over the past 30 days. Variables were recoded
as food insecure (score ‡3) or food secure (£2).34 For sensi-
tivity analyses, we recoded variables as severely food inse-
cure (score ‡6) or food secure (£5).34 Two indices of social
wellness assessed level of difficulty in participating in social
activities and going out to events. Responses were origi-
nally rated on a 5-point Likert scale (0 = not at all difficult,
4 = can’t do at all). We recoded responses as ‘‘none-to-
minimal difficulty’’ (scores 0–1) versus ‘‘difficulty’’ (2–4)
with social participation.

Health behaviors

Risk behaviors included cigarette smoking (current, for-
mer, or never smoker), smoking intensity (heavy: ‡20, mod-
erate: 10–19, and light: <10 cigarettes/day), heavy alcohol
drinking (‡8 drinks per week),24 and binge drinking (‡4
drinks in one sitting).35 Protective health behaviors included
meeting minimum physical activity guidelines24 and receipt
of routine preventive health care, including past year receipt
of Pap test, mammogram, obstetrics/gynecology visit, and
ever receipt of human papillomavirus vaccination (yes/no).

Covariates

Covariates were selected a priori as potential confounders
due to their associations with cancer risk and survival.36

These included age, race/ethnicity, and socioeconomic status;
education level and health insurance coverage were utilized
as a proxy for socioeconomic status as per other studies.37–39

As cancer types have different treatments, risk factors, and ef-
fects on quality of life40 and epidemiological studies indicate
that LBW have greater risk for specific cancers,41 we included
cancer site in multivariable analyses as reporting breast cancer
only, gynecological cancer only (i.e., cervical, uterine, ovarian
cancer), or other (including multiple) cancers.

Statistical analysis

We compared weighted differences in sociodemographic
characteristics, HRQoL, and health behaviors between hetero-
sexual and lesbian women and heterosexual and bisexual
women cancer survivors using Rao-Scott chi-square test, a sur-
vey design-adjusted chi-square test. We reported results as
weighted point estimates (percentages) with 95% confidence
intervals (CIs) accompanied by test statistics and p values.
We used binary and multinomial weighted logistic regression
models to estimate odds ratios (ORs) and 95% CIs for the as-
sociations between sexual orientation and the aforementioned
outcomes of interest (i.e., individual indices of HRQoL and
health behaviors). In addition to including covariates that
were identified a priori, all models were adjusted for survey
year to account for unmeasured cohort effects.

We followed NHIS guidance on subsetted data analysis
and variance estimation techniques for pooled analysis on
combined years of data.28 Sampling weights were readjusted
by dividing the original weights by the number of years
pooled. As our pooled data fell into two sample design peri-
ods (2006–2015, 2016–2018), we created new stratum indi-
cators reflecting the unique sampling periods. All analyses
were carried out using SAS version 9.4 (SAS Institute Inc.,
Cary, NC).

Results

Between 2013 and 2018, 100,568 adult females partici-
pated in the NHIS. The full sample included 97,909 hetero-
sexual, 1424 lesbian, and 1235 bisexual women. Of this
sample, 10,830 heterosexual, 141 lesbian, and 95 bisexual
women reported at least one cancer diagnosis.

Demographic variables

Weighted sociodemographic comparisons indicated that the
majority of our sample was non-Hispanic White (Table 1).
Both LBW were younger ( p = 0.002, p < 0.001) and had differ-
ent marital statuses (both p < 0.001) than heterosexual women.
Lesbian women were more educated ( p < 0.001) and more
likely to be employed ( p < 0.001) than heterosexual women.
Bisexual women were more likely to be uninsured ( p < 0.001)
and less likely to report breast cancer diagnoses than heterosex-
ual women ( p < 0.001); however, they reported more cervical
cancer diagnoses ( p < 0.001).

Health-related quality of life

HRQoL outcomes are detailed in Table 2. Multivariable
analyses indicated that lesbian women surviving cancer
had higher odds of poor self-reported health (OR: 1.68,
95% CI 1.02–2.78) and COPD (OR: 1.98, 95% CI 1.09–
3.56) than heterosexual women. Yet, relative to heterosexual
women cancer survivors, increased odds of heart conditions
were demonstrated for both lesbian (OR: 1.90, 95% CI 1.16–
3.12) and bisexual women (OR: 1.98, 95% CI 1.12–3.53).
Bisexual women cancer survivors reported higher odds of se-
vere psychological distress (OR: 3.03, 95% CI 1.36–6.76),
food insecurity (OR: 2.89, 95% CI 1.29–6.50), and severe
food insecurity (OR: 2.59, 95% CI 1.05–6.38) than hetero-
sexual women.

Health behaviors

Table 3 details differences in health behaviors by sexual ori-
entation. Compared to heterosexual women, lesbian women
cancer survivors reported higher odds of current (OR: 2.34,
95% CI 1.26–4.34) and former smoking (OR: 1.89, 95% CI
1.21–2.96). Bisexual women surviving cancer reported lower
odds of receiving a recent mammogram (OR: 0.42, 95% CI
0.23–0.78) than heterosexual women.

Discussion

We investigated differences in HRQoL and health behav-
iors between heterosexual and LBW cancer survivors using
a nationally representative, population-based sample. We
hypothesized that LBW surviving cancer would report
poorer HRQoL across physical, psychological, financial,
and social domains. Our hypothesis was partially sup-
ported: Lesbian women were more likely than heterosexual
women to report COPD, and both LBW were more likely
than heterosexual women to report heart conditions, reflect-
ing known disparities in chronic conditions. In general,
LBW are more likely than heterosexual women to have pul-
monary diseases7,42 and cardiovascular disease risk factors,
including tobacco use, risky alcohol use,4,43–45 and obe-
sity.4,7,43,44,46 Consistent with this existing literature, les-
bian cancer survivors reported greater relative odds of
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tobacco use,21,26,27 which may partially explain differences
in chronic conditions, increase complications from cancer
treatment, and influence survival.47

Lesbian women reported worse self-rated health than het-
erosexual women. This is consistent with existing evidence:
A national study found that sexual minority cancer survivors
were 60% less likely to report their current health status as

good compared to heterosexual survivors.21 Similarly, a
state-level study demonstrated that LBW survivors were
twice as likely to report their current health status as fair or
poor compared with heterosexual female survivors.22

The higher relative odds of severe psychological distress
among bisexual women cancer survivors contradict existing
literature.48,49 In a systematic review, Gordon et al. noted

Table 1. Weighted Sample Characteristics of Women Surviving Cancer by Self-Reported Sexual

Orientation: National Health Interview Survey, 2013–2018 (n = 11,066)

Heterosexual Lesbian

v2 pa

Bisexual

v2 paUnweighted n Unweighted n

Weighted %
Heterosexual

vs. lesbian Weighted %
Heterosexual
vs. bisexual

Total 10,830 (97.9) 141 (1.2) 95 (0.9)
Race/ethnicity 17.8 <0.001 2.5 0.473

White, non-Hispanic 9042 (84.6) 117 (81.0) 77 (83.2)
Black, non-Hispanic 766 (6.0) 6 (1.7) 9 (9.5)
Hispanic 372 (3.4) 2 (2.3) 3 (1.3)
Multiple races 650 (6.0) 16 (15.0) 6 (6.0)

Age (years) 23.3 0.002 283.7 <0.001
18–24 61 (0.8) 1 (1.9) 4 (1.6)
25–34 352 (3.6) 9 (6.3) 31 (36.0)
35–44 650 (7.5) 15 (12.1) 21 (28.6)
45–54 1254 (14.2) 32 (23.7) 12 (10.7)
55–64 2403 (24.6) 37 (26.3) 10 (11.4)
65–74 2933 (25.0) 38 (23.9) 11 (5.9)
75–84 2154 (16.8) 8 (5.5) 4 (4.9)
85+ 1023 (7.6) 1 (0.3) 2 (0.8)

Educational level 34.8 <0.001 4.3 0.119
High school/GED or less 4166 (37.8) 25 (15.7) 32 (28.6)
Some college/AA degree 3532 (32.1) 38 (27.5) 39 (44.9)
College graduate or more 3095 (30.1) 78 (56.8) 24 (26.5)

Marital status 287.9 <0.001 75.1 <0.001
Married 4298 (54.1) 38 (33.8) 23 (31.8)
Living with partner 333 (3.8) 32 (32.6) 15 (19.1)
Widowed 2936 (19.7) 3 (0.9) 5 (5.0)
Divorced/separated 2340 (15.9) 24 (14.0) 28 (20.1)
Never married 876 (6.5) 43 (18.8) 24 (24.0)

Insurance type 5.3 0.072 17.6 <0.001
Private 6436 (62.4) 87 (61.7) 47 (51.2)
Public 3955 (33.5) 8 (29.4) 10 (32.8)
Uninsured 427 (4.1) 46 (8.9) 38 (16.0)

Employment status 17.4 <0.001 — —
Employed, for pay 3352 (34.3) 70 (50.9) 50 (65.6)
Employed, not for pay 97 (1.0) 2 (0.6) 0 (0)
Unemployed 7377 (64.7) 69 (48.5) 45 (34.4)

Cancer site
Breast 3480 (31.7) 50 (34.4) 0.3 0.556 12 (10.4) 13.6 <0.001
Cervical 1043 (10.0) 16 (10.7) 0.04 0.830 31 (30.0) 28.3 <0.001
Ovarian 437 (4.2) 7 (4.5) 0.02 0.877 7 (4.5) 0.02 0.895
Uterine 804 (7.2) 12 (7.7) 0.02 0.885 4 (6.6) 0.02 0.888
Head and neck 160 (1.4) 1 (0.7) 0.5 0.467 0 (0) — —
Lung 332 (2.8) 3 (2.0) 0.3 0.558 1 (0.5) 0.4 0.512
Colon 557 (4.8) 1 (2.7) 0.4 0.541 3 (3.5) 0.2 0.643
Other 4450 (42.0) 56 (41.1) 0.03 0.853 38 (44.8) 0.2 0.656

Significant ( p £ 0.05) results are bolded. Heterosexual women served as the reference group in all analyses. Column percentages might not
always add up to 100% due to rounding.

ap Value for Rao-Scott Chi-square test for the difference.
AA, associate in arts; GED, general educational development.
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mental health disparities in male, but not female, sexual mi-
nority survivors.48 Many studies assessing psychological
health in females evaluated breast cancer survivors20,50–53

and reported no significant differences50–53; however, Jabson
and Bowen found that SMW breast cancer survivors reported
higher perceived stress than heterosexual women.20 These
studies use varied measures of psychological health (e.g., per-
ceived stress, anxiety, and depression).

Among LBW in the oncologic setting, worse mental health
has been associated with younger age and lower socioeco-
nomic status.51 Our bisexual women cohort was younger
and more likely to be uninsured, a marker of low socioeco-
nomic status, than heterosexual women. This may reflect the
higher risk of poverty endured by bisexual people.51,54 In
the general population, bisexual women report myriad risk
factors for psychological distress. Bisexual women are more
likely than heterosexual and lesbian women to experience
traumatic events, including childhood abuse,55 sexual assault,
stalking, and domestic violence.56 Bisexual women also face
biphobia from the general society and within the LGBT com-
munity.57 This ‘‘dual discrimination’’ may lead to excess
stress and decreased access to social support for bisexual
women, which may exacerbate psychological distress gener-
ally and during cancer survivorship.

Lesbian cancer survivors in our study did not evidence dis-
parities in psychological distress. It is possible that lesbian
cancer survivors experience unique protective factors (e.g.,
social support, resilience, and coping skills),50,53,58 which
may reduce distress. We were unable to fully test this hy-
pothesis using NHIS data. For example, our measures of so-
cial health were limited to challenges participating in social
activities. It is likely that other social factors, including pres-
ence and type of social support, may vary for LBW, thus, ac-
counting for differences in psychological health.

Consistent with existing literature and our a priori hypoth-
esis that LBW would be less likely to engage in preventive
health care, bisexual women reported lower odds of receiv-
ing a recent mammogram.59,60 Given survivors’ risk for re-
currence and developing second primary cancers, regular
preventive screening is needed.25 Our evaluation of financial
health revealed that heterosexual and LBW cancer survivors
were similarly concerned about finances. This finding is sur-
prising as research indicates that sexual minority adults are
more likely to live in poverty than heterosexual adults,54,61

which may be attributed to workplace discrimination, limited
employment opportunities, decreased earning potential, and
less accumulated savings.62–64

This study establishes food insecurity as a critical problem
for bisexual women surviving cancer. This is especially con-
cerning as nutrition influences cancer treatment effects,65

BMI, quality of life, and survival.65,66 Thus, maintaining ade-
quate nutrition is critical for cancer patients. In the general pop-
ulation, LBW demonstrate greater prevalence of food insecurity
and severe food insecurity than heterosexual women.67,68 The
over twice relative odds of food insecurity and severe food in-
security seen in the bisexual cohort may reflect elevated food
insecurity and poverty rates experienced by bisexual adults
more generally,54 as poverty is a primary risk factor for food in-
security.34 One explanation is that biphobia, discrimination, and
destabilized social support result in less social and economic
opportunities for bisexual women, leading to elevated poverty
levels that drive food insecurity.

It is also possible that bisexual women cancer survivors
experience syndemic disparities. For example, studies of
women in the general population point to a bidirectional rela-
tionship between food insecurity and poor health (i.e., mental69

or physical70). Bisexual women cancer survivors, who
were also more likely to report heart conditions and se-
vere psychological distress than their heterosexual coun-
terparts, may thus experience syndemic food insecurity.
While future longitudinal studies are needed to ascertain
the complex relationships among poverty, mental and
physical health, and food insecurity for bisexual women
surviving cancer, our results underscore the need to com-
prehensively screen cancer survivors—especially bisexual
women—for economic, mental, and physical health needs
to provide appropriate intervention.

Limitations

We acknowledge several limitations; despite the use of a
large, population-based dataset, our sample size of LBW
cancer survivors was relatively small. Use of the NHIS limits
the definition of sexual orientation to identity only. We ex-
cluded participants who responded to the sexual identity
question as ‘‘not sure/other,’’ as studies indicate that these
groups are heterogeneous71,72 and may not solely represent
nonheterosexual people72,73; furthermore, best practices cau-
tion against comparing these respondents to other sexual ori-
entation groups.74 NHIS relies on self-reported data, which
can lead to response and recall bias regarding sociodemo-
graphic data and medical diagnoses. Consequently, cancer
diagnoses may be underreported.75 We cannot estimate dif-
ferences in underreporting in the NHIS by sexual orientation
because sexual orientation data are not collected by cancer
registries.76 Although we included individual indices of
HRQoL, we acknowledge that we may not have fully cap-
tured this construct. For example, we were unable to measure
self-reported pain or fatigue, which are used in other stud-
ies.10 Finally, we could not control for disease-related vari-
ables that may be associated with differences in HRQoL;
patients with late-stage or rapidly progressing cancers may
report worse HRQoL77,78 and be less likely to participate
in national surveys.

Future directions

Our results point to several areas for intervention: First,
screening for sexual orientation in the cancer setting is critical
for identifying LBW who may be at risk for poor health dur-
ing treatment and survivorship. Unfortunately, physicians do
not regularly ask about sexual orientation,79 and LGB people
report feeling unwelcome when accessing health care.80 Rou-
tine assessment of sexual orientation may strengthen the
patient–clinician relationship, create a safe environment for
health care discussions, and foster healthy behaviors.81,82

Inclusive intake forms help standardize sexual orientation
and gender identity assessment.83 Because a majority of on-
cologists do not feel competent to treat LGBT patients79,84,85

and sexual minority patients who do not have an LGBT-
competent oncologist report higher rates of stress,86 we
recommend that oncology practices implement mandatory
training in LGBT competence. Health care providers may
review national guidelines to learn about caring for sexual
minority individuals with cancer.83,87
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The psychological distress reported by bisexual women
cancer survivors warrants attention. Prolonged distress can
negatively affect health behaviors,88 gene and immune func-
tion,89 chronic inflammation,89 tumor progression,89 and sur-
vival.90 Bisexual women’s disparate distress after cancer
diagnosis may be complicated by minority stress,91 which is as-
sociated with worse physical health92 and participation in health
risk behaviors.93,94 Although existing support services may fa-
cilitate minority stress,95 resilience50 and involvement of social
support (e.g., partners, family, and friends)82 may protect LGBT
individuals in the cancer setting.82,96 Especially for lesbian
women, development and testing of culturally congruent in-
terventions to foster resiliency and facilitate smoking cessa-
tion are warranted. Finally, processes for screening patients
for food insecurity and connecting food insecure women to
welcoming and accessible food providers are also critical in-
tervention opportunities. Primary care clinics have estab-
lished community partnerships to increase food access for
food insecure patients.97 Similar solutions may be imple-
mented in the cancer clinic.

Conclusion

LBW cancer survivors report poor indices of HRQoL
and health behaviors. These factors may contribute to ex-
cess morbidity and mortality; however, future longitudinal
studies are needed to assess prospective risk. In the cancer
setting, fostering a culture of LGBT competence and rou-
tine assessment of sexual orientation may identify patients
at risk for poor physical and psychological effects, finan-
cial strain, tobacco use, and risky alcohol use. At the pop-
ulation level, continued fights against discrimination and
for legal protection of sexual minority populations may re-
duce disparities.
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