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Figure 3  (A) Attitudes to communication and disclosure for gender-diverse patients. (B) Attitudes to communication and 
disclosure for LGB patients. (C) Comfort with treating LGBTQ+ patients. GP, general practitioner; LGBTQ+, lesbian, gay, 
bisexual, transgender, queer or questioning.
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By contrast, only 16% ‘always’ or ‘often’ made assump-
tions about sexual orientation, though 33% then stated 
they ‘always’ or ‘often’ assumed a patient was heterosexual.

While rates of asking partner status and name of 
partner ‘always’ or ‘often’ were relatively high (72% and 
53%, respectively), rates of asking about sexual orienta-
tion and partner gender were low (figure 4B, C). Rates of 
taking a sexual history were also low with 65% taking one 
‘rarely’ or ‘never’. Though this may reflect its perceived 
relevance to the tumour type being treated, sexual prob-
lems are one of the most commonly reported negative 
consequences of treatment for a range of different 
tumour types.31

Further subgroup analyses
No significant differences were found when responses 
were grouped by: gender identity; experience; specialty 
(medical vs clinical oncology); time since medical school 
graduation (less than vs more than 10 years); and identi-
fying as LGBTQ+ (yes or no). Significant differences were 
found for consultant versus higher specialist trainees, 
only when assessing knowledge of fertility referrals path-
ways as discussed.

DISCUSSION
To our knowledge, this study represents the first assess-
ment of oncologist’s self-perceived knowledge, attitudes 
and behaviours regarding LGBTQ+ patients with cancer 
in a European country. With over 250 respondents, it 
assesses these domains for over 10% of the medical and 
clinical oncology specialist workforce in the UK and is the 
largest worldwide study of oncologist doctors in this area.

Three similar studies have been conducted in the 
USA investigating knowledge, attitudes and behaviours 
of oncologists when treating LGBTQ+ patients. Shetty 
and colleagues32 surveyed 108 oncology professionals 
including medical doctors and specialist nurses at a 
single institution. Banerjee et al collected responses from 
1253 healthcare professionals at a comprehensive cancer 
centre, including 187 of which were physicians (including 
non-oncologists) and 828 nurses. Finally, Schabath et al 
administered a similar study to 149 oncologists in 45 
cancer centres across the USA.

Despite the heterogeneous nature of these studies, and 
the differences in culture and training between the USA 
and the UK, there are many commonalities in the find-
ings. Our study found a high level of comfort in treating 
LGBTQ+ patients at 84%, compared with 94% in Shetty 
et al.32 Schabath and colleagues33 separated comfort 
measurements for treating LGB and trans patients, which 
were 95.3% and 82.5%, respectively. These measure-
ments likely vary due to previous experience of treating 
patients in these groups as well as prior education. High 
levels of comfort are reassuring, although discrimina-
tion or unconscious bias may persist. The NHS Rainbow 
Badge initiative34 has done much to highlight health-
care inequalities for LGBTQ+ patients by providing this 

information to staff of NHS Trusts that sign up to the 
scheme and this may improve the insight of some health-
care professionals. Still, only 5% of respondents in our 
study felt that LGBTQ+ patients were more difficult to 
treat compared with 17% in the study by Shetty and 
colleagues.32

Similarly, 75% of UK oncologist’s surveyed felt they 
would benefit from further education on LGBTQ+ 
patient needs regarding their cancer care, compared with 
78% and 70.4% in the two USA studies mentioned.32 33 
Our study went further, to determine where this educa-
tion might be offered, and found that low levels were 
being offered in both the undergraduate and postgrad-
uate curricula, respectively, with most UK oncologists 
reporting that it should be a mandatory component of 
both. Of note, a staggering 56% of respondents in our 
study strongly disagreed that their undergraduate training 
provided them with an understanding of the healthcare 
needs of LGBTQ+ patients.

Similar to work by Banerjee and colleagues,35 our 
specific knowledge questions on cancer risk factors 
received around 25% ‘don’t know’ or neutral responses, 
a figure that was even higher for some of the differing 
knowledge questions posed by Schabath et al33 such as the 
fact that LGBTQ+ have increased healthcare avoidance. 
In our study, the majority of respondents did know that 
there was an increased rate of bloodborne virus infec-
tion in the LGBTQ+ community, which fits with research 
that the undergraduate curriculum on LGBTQ+ health-
care mostly concerns sexual health and HIV, as does the 
amount of research funding this area receives.12 36 37 The 
fact that oncologists who were aware of this had greater 
knowledge of other factors affecting cancer risk, also 
suggests this is a basic piece of field knowledge which 
physicians may or may not build on during their training.

Work by Banerjee et al35 also found that specific knowl-
edge of LGBTQ+ healthcare predicted open commu-
nication behaviours by oncologists. Indeed, improved 
knowledge of reasons why it is important to know a 
patient’s gender identity and sexual orientation may 
result in a change in related attitudes and behaviours. 
Much of the failure to enquire about gender and sexual 
orientation in ours and other studies32 33 likely results 
from the mistaken belief that equality means treating all 
patients in the same way, something that is borne out in 
our own free-text question, as well as those in the Shetty 
study,32 or from a lack of knowledge on the differing risk 
factors or medical considerations. However, in addition, 
failure to identify LGBTQ+ patients in the clinic may 
impair the therapeutic relationship. In a study by Fish 
and colleagues,38 disclosure of sexual orientation by LGB 
patients with cancer allowed a level of authenticity for 
many patients and enabled the provision of more holistic 
care. Partners were an important salutogenic resource 
enabling disclosure and their involvement in subse-
quent decision-making improved patient satisfaction with 
treatment.
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Figure 4  (A) Self-rated behaviours on gender identity and trans status monitoring. (B) Self-rated behaviours on sexual 
orientation monitoring. (C) Self-rated behaviours on patient partner status and support structure.
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A willingness to provide appropriate healthcare for 
LGBTQ+ patients is seen in the fact that almost half of 
respondents would be confident to be listed as an LGBTQ+ 
healthcare provider. This statement was left intentionally 
broad, as in different settings it may be used to suggest 
everything from simply a guaranteed non-discriminatory 
approach to LGBTQ+ patients, to enhanced training on 
LGBTQ+ patient specialist services and/or greater expe-
rience with this population. The majority of respondents 
recognised that such a listing in the UK would require 
enhanced education which is important, given that in the 
USA there are many providers listed as ‘LGBTQ+ friendly’ 
lacking the necessary expertise.39

Importantly, our study highlighted almost no effect 
of specialty, experience, length of practice, gender 
or LGBTQ+ identity on the knowledge, attitudes and 
behaviours assessed. This indicates that universal improve-
ment to LGBTQ+ specific education and training for UK 
oncologists is required. The authors felt that increased 
knowledge of fertility referral pathways by consultants is 
likely due to them having worked in the same locality for 
a longer period of time.

Limitations
Given recruitment to this study was disseminated via 
national specialty organisations and social media, we 
believe that it includes physicians from across the UK. 
However, we acknowledge that regional-level data were 
not collected, in the interests of maintaining anonymity.

This study is the first of its kind in Europe, and, 
although limited to the UK, its results are consistent with 
some of those observed in studies of oncology profes-
sionals in the USA,32 33 35 while also containing unique 
findings. However, in countries across Europe, there 
will be important differences in sociocultural factors, 
equality and diversity legislation and LGBTQ+ healthcare 
provision. We would therefore recommend that studies 
of this kind be undertaken across Europe, and indeed, 
worldwide.

The survey was disseminated via Twitter to ensure non-
members of professional bodies (ACP and RCR) were 
provided the opportunity to participate. All respondents 
were asked to confirm their specialty status during the 
informed consent process and responses that did not 
include specialty confirmation were not included in the 
analysis.

This study was limited to specialist doctors in oncology; 
however, we acknowledge that cancer care requires expert 
input from a multiprofessional team and subsequent 
studies should also include other specialties involved 
in the cancer pathway (eg, surgeons), allied healthcare 
professionals working in oncology (eg, cancer specialist 
nurses, pharmacists and radiographers) and non-clinical 
staff helping to coordinate care in inpatient, outpatient 
and community settings. The expected level of training of 
a multiprofessional audience will of course vary but it may 
be possible to develop common educational resources 
for these varied groups. Surveying specialist doctors and 

introducing appropriate educational interventions will 
enable this group to lead by example.

Although some of the attitudes and behaviours surveyed 
could be representative of underlying discrimination, as 
identified in similar studies,35 36 we did not evaluate this 
as part of this study. We acknowledge that both direct and 
indirect discrimination continue to persist in the clinical 
environment.7 8 39 However, the purpose of this study was 
to determine where education could improve LGBTQ+ 
cancer care in particular, and it is hoped that better under-
standing of the inequalities faced by this population may 
reduce discrimination. This of course needs to be compli-
mented with equality and diversity and unconscious bias 
training to tackle the underlying beliefs and assumptions 
linked to discrimination. There may also be sociocultural 
factors at play in this and our study lacked the geographic 
data to look at differences between oncologists treating 
patients in rural versus urban settings, or with populations 
of differing socioeconomic status. We also acknowledge 
the greater levels of healthcare inequality and discrimina-
tion that may be faced by a trans person of colour or who 
has a disability, and that we have not examined knowl-
edge of the importance of intersectionality healthcare40 
in this study. Further studies on this topic are warranted, 
but are beyond the scope of this work.

Our study did not address particular issues in cancer 
care for patients with disorders of sexual differentiation 
and or identifying as intersex. We acknowledge that 
studies addressing healthcare inequalities for this popu-
lation are also warranted.

Recommendations
Findings of this and other studies show that further 
education for oncologists on the cancer care needs of 
LGBTQ+ patients is both desired and necessary to end 
the health inequalities faced by this diverse group of 
patients. The authors therefore make several recommen-
dations regarding the future direction of education in 
this area in the UK.

First, any oncology-specific training should be set in the 
context of improved teaching on LGBTQ+ health in UK 
undergraduate medical curricula, similar to work that has 
already been piloted in the UK.41 42

Second, awareness of LGBTQ+ care needs in oncology 
should be incorporated into the postgraduate curricula 
for medical and clinical oncology. This need not be a 
bespoke module, but may be done when considering 
important population-specific knowledge for these 
patients under the relevant curriculum areas, such as 
cancer screening and sex and relationships after cancer. 
An example of this in practice, is the inclusion of two 
LGBTQ+ oncology cases in the ACP’s forthcoming publi-
cation on Cancer and Fertility.43 44

While the Royal College of General Practitioners, UK, 
have developed bespoke modules on LGBTQ+ general 
practice topics in a similar format,45 a differing approach 
in oncology might be to build an online repository of 
existing available educational material, supplemented by 
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some specially designed UK-specific content. This would 
also enable oncologists to be directed to a wealth of 
resources for LGBTQ+ patients that have been produced 
by charities.28 46 47 Many of these have been coproduced 
with LGBTQ+ patients, which would also allow lived 
experience to be heard. Such a repository should also be 
accessible to other healthcare professionals working in 
oncology, as well as to patients themselves.

Finally, the level of education and training in LGBTQ+ 
cancer care needs is only as good as the research from 
which it is derived. High-quality health research in this 
field requires healthcare organisations, registries and 
trials internationally to collect data on sexual orientation 
and gender identity status, in order to detect differing 
cancer risks and outcomes in these populations. It also 
requires support from cancer charities, funding bodies 
and the Royal colleges to research topics specific to 
LGBTQ+ cancer care needs, within which patients 
are involved from study conception. In particular, the 
evidence base for non-transition-related medical care 
for trans patients is lacking, and must be included and 
encouraged to participate in clinical trials.

Progress in clinician education and research has the 
potential to greatly reduce the healthcare inequalities 
experienced by the LGBTQ+ people accessing cancer 
care in the UK and beyond.
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