Best Cancer Screening Guidance for Sexual and Gender Minorities: What New Data Reveal
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Spotlight rising on gaps in preventive care: new analysis shows sexual orientation and gender identity minorities in the US face mixed screening patterns , higher colorectal uptake in some men but markedly lower cervical and breast screening for many women and transgender people , a finding that matters for early detection and equity.
Essential Takeaways
Different patterns by sex: Sexual orientation minority (SOM) men had slightly higher colorectal screening, while SOM women had lower cervical and breast screening rates. 
Trans and gender-diverse gaps: Gender identity minority (GIM) females showed substantially lower cervical and breast screening adherence. 
Screening vs cancer rates: Despite screening differences, overall cervical and breast cancer prevalence did not differ meaningfully by SOGI status in this cross-sectional sample. 
Access and trust issues matter: Insurance, income, lack of regular clinician, and anticipated discrimination are linked to lower screening. 
Practical fixes exist: Inclusive intake, anatomy-based coverage, and self-sampling HPV tests are practical strategies to boost participation.
What the new national survey-style analysis found and why it matters
A large analysis of Behavioural Risk Factor Surveillance System data from 2018–2022 shows a complicated picture: some sexual minority men are more likely to be up to date with colorectal cancer screening, but women who identify as sexual minorities , and many transgender or gender-diverse people assigned female at birth , are much less likely to be current with cervical and breast screening. The pattern is vivid when you look and feel the numbers: for some groups breast-screening adherence was less than half that of peers. This is important because screening still saves lives, and gaps mean later diagnoses and harder treatment.
Why some groups get screened less , and why not all barriers are the same
Multiple forces likely combine here. The study highlights structural factors , lower income, less often having a usual doctor, and more fractured care access among GIM respondents , alongside interpersonal issues such as stigma or prior negative experiences that can discourage visits. Providers’ discomfort or lack of training also shows up: clinicians often report unease caring for transgender patients, and health records that tie services to administrative gender rather than anatomy can block access. Meanwhile, higher engagement with sexual health clinics among some gay and bisexual men may create extra touchpoints for preventive care, potentially explaining better colorectal uptake in that subgroup.
Practical advice for patients and clinicians
If you’re a clinician: make intake forms gender-inclusive, ask about anatomy and screening needs directly but sensitively, and offer self-sampling HPV tests when appropriate. If you’re a patient: tell your provider about any anatomy-based screening needs even if your gender marker differs on insurance paperwork, ask about self-sampling options for cervical screening, and find a clinician who advertises LGBT+-friendly care. Insurers and services should also align policies so screening eligibility follows anatomy and guideline age windows, not administrative gender.
Policy and data fixes that would help researchers and services
One striking limitation across studies has been patchy data: many registries and surveys don’t collect sexual orientation and gender identity using the recommended two-step approach, so estimates are incomplete. Mandating routine SOGI questions in national surveys and cancer registries, and using a two-step measure (sex assigned at birth plus current gender identity), would let public health teams spot trends earlier and design targeted outreach. Insurers should remove administrative barriers and explicitly cover screening based on anatomy; meanwhile national guidelines could add clear, de-gendered language to reduce confusion.
What this means for future research and for communities
The analysis is cross-sectional and relies on self-report, so it can’t prove causes, but it flags where interventions are most needed: improving cervical and breast screening among sexual- and gender-minority people assigned female at birth, and expanding culturally competent care across the board. Researchers should prioritise larger, longitudinal studies that capture transition status, hormone use, and repeated measures of screening behaviour. Clinicians and campaign designers should test outreach models such as navigation, mobile clinics, and self-sampling to see what actually nudges uptake.
It's a small change in practice and policy that could make every screening encounter more welcoming and effective.
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