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Cancer Screening and Prevention in 
Lesbian, Gay, Bisexual, and Transgendered 
Community and Asian Lesbian, Gay, 
Bisexual, and Transgendered Members

Introduction
Sexual minority population membership is subject to 

social stressors/stigma that have been associated with 
health disparities, some of  which have been linked to cancer 
risk and development.[1] Little is known regarding various 

minority groups and stress experiences, in this case, the 
Asian lesbian, gay, bisexual, and transgendered (LGBT) 
subpopulation and their participation in cancer screening 
and early detection. Prevention and early detection 
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Participation in cancer screening and prevention (cessation 
of or reduction in modifiable health risk behaviors) are the 
most effective methods of reducing cancer morbidity and 
mortality. Some members of the lesbian, gay, bisexual, and 
transgendered (LGBT) communities have not participated in 
screening for a variety of reasons which have been explored 
in the literature. Common and unique behavioral risks are 
also reviewed. Knowledge about Asian members of the LGBT 
community participation in cancer screening and prevention 
is limited. This paper reviews the current literature on 

participation and barriers to cancer screening and prevention 
for the LGBT community and provides some insights for the 
Asian LGBT subcommunity. Potential interventions that have 
been demonstrated to be effective are presented for potential 
implementation within nursing practice and practice settings. 
Suggestions for future research are also provided to enhance the 
care of the LGBT community.

Key words: Health disparities, health literacy, LGBT, prevention, 
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are cornerstones of  cancer control, but several factors 
influence an individual in seeking screening and reducing 
risky behaviors. Prior research has demonstrated ethnic 
differences which have been used to develop interventions 
to improve rates of  participation in cancer prevention and 
early detection which is a lens exploring sexual minorities.

McConnell et al. reported sexual minority men 
experience stress/stigma independent of  their ethnicity 
within their communities, but Asian sexual minority 
men experience the second highest level of  stigma 
within the LGBT community.[2] This paper reviews 
factors influencing the participation of  the Asian LGBT 
persons in cancer prevention and early detection. There 
is a dearth of  knowledge about Asian sexual minorities’ 
participation in cancer screening and prevention, and as 
such, nonethnicity‑specific reports on the broader LGBT 
community will be reviewed. In addition, reports on factors 
impacting Asian migrants who are not members of  the 
LGBT community will be reviewed. The significance of  
this review is supported by demographics (the expanding 
population of  Asians) which includes LGBT,[3] morbidity, 
and mortality cancer rates within Asian Americans and 
the LGBT community and lower levels of  participation of  
cancer screening in first‑generation Asian Americans and 
the LGBT community. One in seven Asian migrants are 
undocumented[3] which is an identified barrier to screening.

Defining Sexual Minority
The sexual minority population includes a spectrum of  

nomenclature and acronyms with no universally agreed 
upon term to describe this population. The National 
Institutes of  Health (NIH) office of  equity, diversity, 
and inclusion provides an umbrella term of  sexual and 
gender minority that encompasses LGBT populations as 
well as those whose sexual orientation, gender identity, 
and expressions or reproductive development varies from 
traditional societal, cultural, or physiologic norms.[4] The 
acronym of  lesbian, gay, bisexual, transgender/transsexual, 
queer/questioning, intersex, and asexual is the term used 
for inclusiveness and refers to one’s self‑reported gender 
identity and sexual orientation. For purposes of  this 
review, the common acronym and population of  those in 
the group of  LGBT will be discussed as there are nuances 
specific to each of  the other groups that are bigger than the 
scope of  this paper. This acronym is used by the National 
LGBT Cancer Network, National LGBT Cancer Project, 
and the Gay and Lesbian Medical Alliance.[5] There are 
many commonalities shared among each of  the groups 
with the overarching connection that this group is the 
most understudied and underserved population in health 
disparities research.[6] Despite nondiscrimination policies, 

LGBT individuals continue to experience health disparities 
for a variety of  reasons. There are unique challenges which 
include discrimination, reduced access to health care, and 
gaps in patient–provider communication and quality of  
care.[7]

Complexities in Applying Knowledge 
to Asian Populations

Reports on the Asian population are often aggregated 
which is an ongoing weakness in the literature. There are 
extensive differences in health beliefs that impact prevention 
and early detection across the numerous subcultures in 
the Asian community within the United States. Given this 
limitation, some belief  that impact prevention and early 
detection may be present within many of  the subcultures. 
Beliefs include privacy, fatalistic views about cancer 
prevention, and outcomes,[8] and respect of  authority that 
may limit patient participation expected in western cancer 
control.[9] Unlike these cultural similarities, the acceptance 
of  sexual and gender minorities differs greatly from 
intolerance to acceptance with the Asian subcultures.[2] In 
those cultures which are intolerant or have not made care 
settings more acceptant of  sexual and gender minorities, 
there will be lower levels of  participation in screening. For 
those who have migrated from intolerant cultures to the US, 
they are likely to continue to be fearful about sharing their 
sexual status or participating in screening.

Cancer Prevalence within Asians 
and the Lesbian, Gay, Bisexual, and 
Transgendered Community

Cancer is the leading cause of  death in Asian 
Americans despite having lower incidence rates than 
other ethnic groups in some cancers (e.g., breast 
cancer). Previous studies have reported that the sexual 
minority population bear a disproportionate cancer 
burden and are at an elevated risk of  multiple types of  
cancer compared with the non‑LGBT population. This 
increased prevalence is associated with complex factors 
that drive cancer disparities among other underserved 
populations.[10] Decreased cancer screening rates resulting 
in both a higher prevalence of  cancer as well as cancers 
detected at a later stage are reasons for the disparities.[11] 
These cancers include breast, cervical, anal, colorectal, 
endometrial, lung, prostate cancers, and cancers associated 
with HIV/AIDS.[5,12] There is a paucity of  information 
regarding LGBT Asian Americans; however, there is an 
important cavate to consider when discussing LGBT cancer 
prevalence reports. Cancer data in the LGBT community 
have been difficult to quantify and accurately assess as 
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national cancer registries have not collected information 
about sexual orientation or gender identity. As such, there 
has been insufficient research on this community’s risks 
and experiences across the cancer continuum.[13] Studies 
have shown that members of  the LGBT population 
have poorer cancer outcomes and experience poorer 
health‑related quality of  life.[14] These outcomes are in 
part due to decreased cancer screening rates and cancers 
detected at later stages.[14] These outcomes are in part due 
to decreased cancer screening rates and cancers detected 
at a later stage.[11]

Cancer Risk Factors Impacting 
Lesbian, Gay, Bisexual, and 
Transgendered and Asian 
Communities

Some of  the subgroups within the LGBT community 
are more economically challenged and may have been 
exposed to greater environmental risks, poorer nutrition, 
and less access to primary health care [Socioeconomic 
status (SES), insurance, etc.].[10] In addition, many 
undocumented Asian migrants are economically 
challenged and/or subject to cancer risks associated with 
poverty. Factors include behavioral factors that increase 
cancer risks like those seen in the general population which 
include tobacco use, alcohol uses, obesity, and risky sexual 
activities. Some of  these modifiable behaviors have been 
associated to a greater or lesser extent with the varying 
LGBT subgroups.

Increased risk factors for breast and gynecologic cancers 
are found in the lesbian population. These factors are 
related to fewer pregnancies, less total months pregnant, 
fewer children, fewer total months breastfeeding, higher 
body mass indices, exercised fewer times per week, 
and performed fewer breast self‑examinations.[7] An 
increased risk of  anal cancer is noted in Gay men as 
they are more likely to be exposed to human papilloma 
virus (HPV).[7] Increased risk for breast cancer was 
identified in transgender women (male to female gender) 
and a reduced risk in transgender men (female to male 
gender). The risk in transgender women was associated 
with hormone treatment during their transition.[15] Among 
insured transgender individuals, transgender females  
(male to female) had lower prostate cancer risks but 
higher endocrine and viral infection‑induced cancers.[16] 
Insured transgender men had higher risks of  breast cancer, 
smoking, and viral infection‑related cancers (cervical 
cancer).[16] Current knowledge about transgendered 
persons is limited by the small sample sizes of  the studies 
reviewed.

Cancer Screening Lesbian, Gay, 
Bisexual, and Transgendered

Cancer screening would be considered a secondary 
prevention effort. Significant strides have been made 
in the proportion of  persons participating in screening 
which has decreased cancer morbidity and mortality over 
the last 25 years.[17,18] LGBT individuals are less likely 
than their heterosexual counterparts to access cancer 
screening services.[11,16] Several factors are associated with 
low screening uptake: lack of  knowledge regarding the 
need for screening, lack of  insurance, limited access to 
(or perception of) healthcare providers knowledge of  the 
specific healthcare needs of  the population, and the general 
perception of  homophobia in health care.[19] It is essential 
to identify those subpopulations that underutilize screening 
and prevention practices; however, this has proven to be a 
challenge as estimates of  screening are difficult to quantify 
as cancer registries do not collect data on sexual orientation.

Several cancer screening guidelines are available to 
direct healthcare providers in determining appropriate 
recommendations. The United States Preventative Task 
Force and American Cancer Society guidelines are 
often used as the standards. The guidelines detail what 
is involved to be examined clinically; however, the 
gynecological recommendations do not include clinical 
considerations unique to patients on the female‑to‑male 
spectrum.[20] Screening guidelines can be a challenge in 
transitioning individuals as traditionally males and females 
are characterized according to their reproductive organs 
assigned by chromosomal complement and not their induced 
anatomical changes.[7] Members of the healthcare team need 
support and guidance on how to equip themselves with 
the knowledge and understanding to reduce the potential 
emotional and physical discomfort during the examination.[20]

A study examining cervical screening among lesbian 
and bisexal (LB) women and transgendered men identified 
factors related to screening. The overarching finding was that 
unwelcoming healthcare environments and discriminatory 
healthcare providers were significant contributing factors. 
Predisposing factors (likely to access screening services) 
were related to stigma, knowledge, peer support, role 
models, distrust in healthcare, and gender dissonance. 
Enabling factors (ability to access screening services) were 
related to healthcare services (regular healthcare provider), 
insurance, and socioeconomic status.[21]

Prevention in Lesbian, Gay, Bisexual, 
and Transgendered

Minimizing risk exposure is a pillar of  cancer primary 
prevention in the general and sexual minority populations. 
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To minimize the risks associated with modifiable behaviors 
and the environment, one must have sufficient health 
literacy (knowledge of  cancer risk) to take effective action. 
The most common modifiable risks are stress, obesity, 
alcohol consumption, tobacco use, drug abuse, and 
unprotected sexual behaviors.[22] Environmental exposures 
include exposure to carcinogenic agents in the water, air, 
or in industrial or agricultural settings.[22] In addition to 
modifiable risks, vaccinations are also and important 
preventive measure. Examples of  a cancer prevention 
immunizations include the HPV vaccine and hepatitis B 
vaccine.[23]

There are over 100 types of  HPV, a common virus 
that may go away on its own. However, some types of  
the virus are riskier than others and can lead to cervical 
cancer, or cancer of  the anus or penis.[22] A vaccine to 
target specific types of  HPV was developed in 2006 and 
has been expanded over the years to cover additional 
types of  the virus. The HPV vaccine is recommended for 
young women through age 26, and young men through 
age 21.[24] The national coverage for HPV vaccine within 
the age range of  19–26, having had one dose is females 
48.5% and males 13.5%. Female Asian Americans ranked 
less than the national average at 42.3%, and for males, the 
number was too small to calculate.[25] Limited data exist 
on information for immunization uptake among LGBT 
Americans. In a study of  LGBT males and females in 
Kentucky completing the HPV series, females in the study 
received the vaccine lower than the national average rate at 
5.4% and males reporting a higher vaccination coverage at 
10.3%.[26] Apaydin et al. examined facilitators and barriers 
to HPV vaccine identifying 3 level factors influencing 
vaccination uptake: patient, provider, and system – patient 
level (low level knowledge and lack of  engagement‑equated 
to lower rate), provider level (knowledge and cultural 
competency of  health care provider [HCP] related to HPV), 
and system level (sexual gender identifying environment) 
associated with increased vaccines.[27]

The hepatitis B virus (HBV) can cause liver disease that 
can lead to liver cancer. The hepatitis B vaccine became 
commercially available in 1982 and is available for all 
age groups to prevent HBV infection. Administered on 
a 0, 1, and 6‑month schedule. The recommended doses 
depend on the vaccine brand and the person’s age. Rates 
of  hepatitis B immunization for heterosexual females 
were 38.4%, bisexual females 58.5%, and lesbians 
45.4%. Hepatitis B vaccination rates for Gay men was 
53.6% compared to heterosexual males 32.6%.[23] It is 
anticipated that these immunization uptake numbers will 
improve as the hepatitis vaccine has been mandated for 
public school kindergarten entry in 48 states (CDC, 2019). 

The CDC has identified men who have sex with men as a 
high‑risk group for developing hepatitis B.[28]

General Prevention
Social determinants are conditions in the social and 

physical environments that promote good health for all.[29] 
Those associated with health disparities include access to 
care and health literacy. Among the US population, there is 
a wide range in levels of  access to care and experience in the 
quality in the patient–provider communication influencing 
the disparity.[10] In 2016, the Affordable Care Act established 
non nondiscrimination policies and increased access to 
basic health care services for millions of  Americans.[30] 
Despite these policies, sexual minority individuals have 
faced unique and complex challenges in access to care 
and their experiences within the healthcare system served 
as barriers in obtaining services. Transgender individuals 
may have barriers in coverage in assessing body parts that 
do not match the gender listed on their insurance card and 
as such experience limitations in healthcare coverage for 
cancer screening.[5] Sexual minority individuals may avoid 
healthcare interactions in toto as there may are insurance 
obstacles and there is the potential for embarrassing or 
contentious interactions with members of  the healthcare 
team.[5]

In the healthcare system, where LGBT patients may 
see differing providers during their care, they may have to 
choose to repeatedly “come out” with each new health care 
encounter, which can be stressful and anxiety producing.[5] 
This should not be a patient responsibility but systems with 
multiple providers should develop methods to address the 
sharing of  sexual orientation across providers.[5] According 
to a report by Haider et al., LGBT patients reported greater 
comfort and improved communication when their sexual 
orientation and gender identity status were collected 
via nonverbal self‑report.[31] The registration form was 
the optimal patient‑centered method for collecting this 
information.

Discussion
The literature suggest sexual minorities have higher 

rates of  immunizations compared to their heterosexual 
counterparts but less than half  of  the LGBT community 
are vaccinated against cancer related diseases.[23] Portions of  
the LGBT community have higher rates of  obesity, tobacco 
and alcohol use and unsafe sexual practices increasing 
their cancer risk compared to the general population. As 
cancer risks rise, cancer screening becomes increasingly 
important for early detection and reduction of  morbidity. 
The screening rates differ within the subgroups of  the LGBT 
community but are lower than expected. The lower rates 
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of  screening are a function of  structural barriers within the 
healthcare system, and provider and LGBT community 
members’ health literacy.

The literature, while providing insights related to the 
participation of  Asian LGBT persons in cancer prevention 
and detection, is limited in providing information for 
those who are both ethnic and sexual minorities. As such, 
an important future step is more research of  the unique 
communities. Nursing should join with other health 
profession to lobby for enhanced data collection in cancer 
registries and other surveys to understand the needs of  
sexual and other minorities. To assure essential data on 
gender identity and sexual orientation necessary for the 
accurate interpretation and validation of  research findings, 
oncology professional organizations sought increased efforts 
to require LGBT status be a data element in the cancer 
registries, clinical trials data, and component of  health 
research. In addition, the Institutes of  Medicine, NIH, and 
the CDC’s Healthy People 2020 have recommended this 
data be collected for the development of  precision‑based 
medicine with the NIH designating sexual and gender 
minorities an official disparities population.[26,32]

Expanding LGBT data in cancer registries and 
national surveys will provide much‑needed information 
for quantitative analysis. Qualitative research and smaller 
local research is also needed for the development of  
focused interventions. The lack of  data for persons who 
are both sexual and ethnic minority members makes the 
development of  risk behavior analysis for targeted for health 
literacy interventions challenging, and as such, more general 
approaches should be considered until research supported 
interventions are available.

Despite the limitation stated above, several interventions 
have shown to be effective in increasing the LGBT 
communities screening and immunization rates. These 
interventions are included in Appendix 1. The Asian 
American Network for Cancer Awareness, Research, and 
Training has demonstrated language and culture Asian 
subgroups in clinical trials to reduce cancer burdens that 
may serve as examples for improving participation in 
screening.[33] Within some Asian subcultures, a lack of  
participation in self‑care, and not questioning HCPs as 
they are viewed as authorities have been identified.[34] It is 
unknown how broadly these issues impact members of  the 
LGBT community but should be assessed and addressed to 
expand cancer health literacy and participation in screening.

What can nursing do to increase cancer prevention 
and screening? First, reflect on one’s own practice to 
become more aware of  behaviors that may be perceived 
as not welcoming to members of  the LGBT community. 
Furthermore, expand one’s knowledge of  the local cancer 

risks experienced by sexual and gender minorities in 
your practice and resources one can provide to assist the 
individuals to reduce their risks. The next level of  influence 
nurses can have would be at the organizational level within 
the institution in which we work. Enhancing participation 
in cancer screening in both the Asian American and LGBT 
communities have been tied to organizational health 
literacy. Making offices friendly and accepting of  sexual 
and gender minorities parallels development of  improved 
linguistic support and modification of  educational 
information for Asians for whom English is a challenge. 
Brega et al. reports 22 quality improvement measures that 
can improve organizational literacy which are likely to 
improve screening, immunizations, and positive behavior 
changes.[35]

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of  interest.

References
1. Kaster TS, Sommer JL, Mota N, Sareen J, El‑Gabalawy R. 

Post‑traumatic stress and cancer: Findings from a 
cross‑sectional nationally representative sample. J Anxiety 
Disord 2019;65:11‑8.

2. McConnell EA, Janulis P, Phillips G 2nd, Truong R, Birkett M. 
Multiple minority stress and LGBT community resilience 
among sexual minority men. Psychol Sex Orientat Gend 
Divers 2018;5:1‑2.

3. Kim SM, Yellow Horse AJ. Undocumented Asians, left in the 
shadows. Contexts 2018;17:70‑1.

4. Office of Equity Diversity and Inclusion. Engaging 
Communities. Influencing Change: National Institutes of 
Health, Office of Equity, Diversity and Inclusion; 2019. 
Available from: https://www.edi.nih.gov/people/sep/lgbti/
research. [Last accessed on 2019 Jul 29].

5. Adams H. Confronting cancer health disparities due to 
sexual orientation and gender identity. ASCO Connect 
2017;8:18‑25.

6. Institute of Medicine Committee on Lesbian Gay, Bisexual, 
Transgender Health Issues, Research Gaps, Opportunities. 
The National Academies Collection: Reports funded by 
National Institutes of Health. The Health of Lesbian, Gay, 
Bisexual, and Transgender People: Building a Foundation for 
Better Understanding. Washington (DC): National Academies 
Press (US) National Academy of Sciences; 2011.

7. Quinn GP, Sanchez JA, Sutton SK, Vadaparampil ST, 
Nguyen GT, Green BL, et al. Cancer and Lesbian, gay, bisexual, 
transgender/transsexual, and queer/questioning (LGBTQ) 
populations. CA Cancer J Clin 2015;65:384‑400.

8. Polek C, Hardie T. In Asian Americans, is having a family 
member diagnosed with cancer associated with fatalistic 
beliefs? Asia Pac J Oncol Nurs 2016;3:192‑8.

9. Im EO, Rendell MO, Chang SJ, Chee E. Predictors of quality of 
life in cancer survivors: White and Asian American women. 
Women Ther 2014;37:282‑300.

10. Matthews AK, Ross N, Lee M, Aranda F. The Needs of 



Polek and Hardie: LGBT Cancer Screening

Asia‑Pacific Journal of Oncology Nursing • Volume 7 • Issue 1 • January‑March 2020 11

Racial/Ethnic LGBT Individuals Across the Cancer Care 
Continuum. Cancer and the LGBT Community. Cham. 
Switzerland: Springer; 2015. p. 261‑72.

11. Boehmer U, Miao X, Ozonoff A. Cancer survivorship and 
sexual orientation. Cancer 2011;117:3796‑804.

12. Damaskos P, Amaya B, Gordon R, Walters CB. Intersectionality 
and the LGBT cancer patient. Semin Oncol Nurs 2018;34:30‑6.

13. Margolies L, Brown CG. Current state of knowledge about 
cancer in lesbians, gay, bisexual, and transgender (LGBT) 
people. Semin Oncol Nurs 2018;34:3‑11.

14. Stagg K. Re: Prostate cancer in gay, bisexual, and other 
men who have sex with men: A Review, by Simon Rosser 
et al. (LGBT health 2016;3:32‑41). LGBT Health 2016;3:243.

15. de Blok CJM, Wiepjes CM, Nota NM, van Engelen K, 
Adank MA, Dreijerink KMA, et al. Breast cancer risk in 
transgender people receiving hormone treatment: Nationwide 
cohort study in the Netherlands. BMJ 2019;365:l1652.

16. Silverberg MJ, Nash R, Becerra‑Culqui TA, Cromwell L, 
Getahun D, Hunkeler E, et al. Cohort study of cancer 
risk among insured transgender people. Ann Epidemiol 
2017;27:499‑501.

17. Smith RA, Andrews KS, Brooks D, Fedewa SA, 
Manassaram‑Baptiste D, Saslow D, et al. Cancer screening in 
the united states, 2019: A review of current American cancer 
society guidelines and current issues in cancer screening. 
CA Cancer J Clin 2019;69:184‑210.

18. American Cancer Society. Cancer Facts & Figures 2019. 
Atlanta GA: American Cancer Society; 2019.

19. Fredriksen‑Goldsen KI, Kim HJ, Barkan SE, Muraco A, 
Hoy‑Ellis CP. Health disparities among lesbian, gay, and 
bisexual older adults: Results from a population‑based study. 
Am J Public Health 2013;103:1802‑9.

20. Potter J, Peitzmeier SM, Bernstein I, Reisner SL, Alizaga NM, 
Agénor M, et al. Cervical cancer screening for patients on 
the female‑to‑male spectrum: A Narrative review and guide 
for clinicians. J Gen Intern Med 2015;30:1857‑64.

21. Johnson MJ, Nemeth LS, Mueller M, Eliason MJ, Stuart GW. 
Qualitative study of cervical cancer screening among lesbian 
and bisexual women and transgender men. Cancer Nurs 
2016;39:455‑63.

22. American Cancer Society. What Causes Cancer? Atlanta 
GA: American Cancer Society; 2019. Available from: https://
www.cancer.org/cancer/cancer‑causes.html. [Last accessed 
on 2019 Jul 29].

23. Srivastav A, O’Halloran A, Lu PJ, Williams WW, Hutchins SS. 
Vaccination differences among U.S. Adults by their 
self‑identified sexual orientation, national health interview 
survey, 2013‑2015. PLoS One 2019;14:e0213431.

24. Meites E, Szilagyi PG, Chesson HW, Unger ER, Romero JR, 
Markowitz LE. Human Papillomavirus Vaccination for Adults: 

Updated Recommendations of the Advisory Committee on 
Immunization Practices. MMWR 2019;68:698‑702.

25. Prevention CfDCa. Vaccination Coverage Among Adults 
in the United States, National Health Interview Survey, 
2016 Atlanta Centers for Disease Control and Prevention; 
2018. Available from: https://www.cdc.gov/vaccines/
imz‑managers/coverage/adultvaxview/pubs‑resources/
NHIS‑2016.html. [Last accessed on 2019 Jul 29].

26. Jones J, Poole A, Lasley‑Bibbs V, Johnson M. LGBT health 
and vaccinations: Findings from a community health survey 
of l\Lexington‑Fayette county, Kentucky, USA. Vaccine 
2016;34:1909‑14.

27. Apaydin KZ, Fontenot HB, Shtasel  D,  Dale SK, 
Borba CPC, Lathan CS, et al. Facilitators of and barriers 
to HPV vaccination among sexual and gender minority 
patients at a Boston community health center. Vaccine 
2018;36:3868‑75.

28. Centers for Disease Control and Prevention. Viral Hepatitis 
and Men Who Have Sex with Men Atlanta GA: Centers 
for Disease Control and Prevention; 2019. Available from: 
https://www.cdc.gov/hepatitis/populations/msm.htm. [Last 
updated on 2019 Aug 02; Last accessed on 2019 Aug 09].

29. Matthews AK, Breen E, Kittiteerasack P. Social determinants 
of LGBT cancer health inequities. Semin Oncol Nurs 
2018;34:12‑20.

30. Sabik LM, Adunlin G. The ACA and cancer screening and 
diagnosis. Cancer J 2017;23:151‑62.

31. Haider A, Adler RR, Schneider E, Uribe Leitz T, Ranjit A, 
Ta C, et al. Assessment of patient‑centered approaches to 
collect sexual orientation and gender identity information 
in the emergency department: The EQUALITY study. JAMA 
Netw Open 2018;1:e186506.

32. Pérez‑S. Appendix E. Sexual and Gender Minorities Formally 
Designated as a Health Disparity Population for Research 
Purposes Bethsda MD: National Institutes of Health; 
2016. Available from: https://www.nimhd.nih.gov/about/
directors‑corner/messages/message_10‑06‑16.html. [Last 
accessed on 2019 Jul 29].

33. Chen MS Jr. ,  Chow EA, Nguyen TT. The Asian 
American network for cancer awareness, research, and 
training (AANCART)’s contributions toward reducing Asian 
American cancer health disparities, 2000‑2017. Cancer 
2018;124 Suppl 7:1527‑34.

34. Leung AY, Bo A, Hsiao HY, Wang SS, Chi I. Health literacy 
issues in the care of Chinese American immigrants with 
diabetes: A qualitative study. BMJ Open 2014;4:e005294.

35. Brega AG, Hamer MK, Albright K, Brach C, Saliba D, 
Abbey D, et al. Organizational health literacy: Quality 
improvement measures with expert consensus. Health Lit 
Res Pract 2019;3:e127‑e146.

Appendix 1: Practice resources
•	 Brega AG, Hamer MK, Albright K, Brach C, Saliba D, Abbey D, et al. Organizational health literacy: Quality improvement measures 

with expert consensus. Health Lit Res Pract 2019;3:e127‑46.
•	 Chen JM, Chow EA, Nguyen TT. The Asian American Network for Cancer Awareness, Research, and Training (AANCART), 

contributions toward reducing Asian American cancer health disparities, 2000‑2017. Cancer 2018;124:1527‑34.
•	 JCAHO Field Guide. Available from: https://www.jointcommission.org/lgbt/.
•	 National LGBT Health Education Center, Fenway Institute. Available from: https://www.lgbthealtheducation.org/.
•	 World Professional Association for Transgender Health (WPATH). Available from: http://www.wpath.org.
•	 UCSF Center of Excellence for Transgender Health. Available from: http: www.transhealth.ucsf.edu.
•	 GLMA: Health Professionals Advancing LGBTQ Equality. Available from: http://glma.org/.


