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Abstract
Background Breast imaging clinics in the United States (U.S.) are increasingly implementing breast cancer risk 
assessment (BCRA) to align with evolving guideline recommendations but with limited uptake of risk-reduction care. 
Effectively communicating risk information to women is central to implementation efforts, but remains understudied 
in the U.S. This study aims to characterize, and identify factors associated with women’s interest in and preferences for 
breast cancer risk communication.

Methods This is a cross-sectional survey study of U.S. women presenting for a mammogram between January and 
March of 2021 at a large, tertiary breast imaging clinic. Survey items assessed women’s interest in knowing their risk 
and preferences for risk communication if considered to be at high risk in hypothetical situations. Multivariable logistic 
regression modeling assessed factors associated with women’s interest in knowing their personal risk and preferences 
for details around exact risk estimates.

Results Among 1119 women, 72.7% were interested in knowing their breast cancer risk. If at high risk, 77% preferred 
to receive their exact risk estimate and preferred verbal (52.9% phone/47% in-person) vs. written (26.5% online/19.5% 
letter) communications. Adjusted regression analyses found that those with a primary family history of breast cancer 
were significantly more interested in knowing their risk (OR 1.5, 95% CI 1.0, 2.1, p = 0.04), while those categorized as 
“more than one race or other” were significantly less interested in knowing their risk (OR 0.4, 95% CI 0.2, 0.9, p = 0.02). 
Women 60 + years of age were significantly less likely to prefer exact estimates of their risk (OR 0.6, 95% CI 0.5, 0.98, 
p < 0.01), while women with greater than a high school education were significantly more likely to prefer exact risk 
estimates (OR 2.5, 95% CI 1.5, 4.2, p < 0.001).

Conclusion U.S. women in this study expressed strong interest in knowing their risk and preferred to receive exact 
risk estimates verbally if found to be at high risk. Sociodemographic and family history influenced women’s interest 
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Background
Breast cancer remains the most common malignancy in 
the United States (U.S.) with wide variation in incidence 
and mortality. This variation is attributable to a myriad 
of factors such as biological sex, age, reproductive his-
tory, hormone use, family history, genetic mutations, 
breast density, obesity, and alcohol intake, each alone 
explaining a modest proportion in variation in risk [1–4]. 
Evolving guideline organizations [5–7], including the 
National Comprehensive Cancer Network, American 
College of Radiology, and American Cancer Society, rec-
ommend formal breast cancer risk assessment (BCRA) 
starting between 25 and 30 years of age to guide those at 
increased risk to appropriate risk-reduction care. Risk-
based approaches to breast cancer screening have the 
potential to decrease harms (i.e., false-positive, overdiag-
nosis) associated with current age-based approaches and 
may improve early detection in high-risk women lead-
ing to improvements in survival rates and quality of life 
[8–10].

Several validated models exist that utilize a combina-
tion of women’s patient-reported information and medi-
cal records data to accurately quantify a woman’s lifetime, 
10-year or 5-year risk of developing breast cancer [11], 
and are increasingly used at mammography screening 
facilities to facilitate guideline-recommended risk-reduc-
tion care. Implementation of these models in clinical set-
tings has shown to significantly improve identification 
of individuals at high-risk for breast cancer [12–15]; but 
have not led to the uptake guideline recommended pre-
ventive care including supplemental screening, genetic 
testing/counseling, or risk reducing medications for 
those at increased risk [13, 15–20] While multifaceted, 
these findings may be partially explained by ineffec-
tive risk communication. Integration of BCRAs into 
electronic health records lend itself to delivering writ-
ten communication to clinicians and women via clinical 
reports or patient portals. Yet, these communications 
of breast cancer risk results have not led to changes to 
women’s risk perceptions or uptake of recommended 
care [21, 22] Moreover, implementation of risk-based 
approaches should be accepted and supported by women 
[23]. Limited prior studies suggest that women welcome 
risk-based screening [24, 25], but few include perspec-
tives of women in the U.S.

As efforts to implement BCRAs increase, several ques-
tions remain regarding women’s interest in knowing their 
risk and how best to communicate breast cancer risk 
estimates in a manner that aligns with their preferences. 

Effective risk communication is essential for helping 
women understand their vulnerability to a disease [26, 
27]. Yet, most women are unaware of or misperceive their 
breast cancer risk [28, 29]. These misperceptions can have 
harmful consequences, including emotional distress and 
missed opportunities to utilize guideline recommended 
preventive care for those at increased risk [30, 31] Prior 
efforts to improve risk communication have largely been 
tasked to clinicians to address gaps in clinician and orga-
nizational barriers to implementation [32–34]. While 
important, successful implementation of BCRA requires 
an understanding of women’s preferences for communi-
cation to optimize transfer of risk knowledge and recom-
mendations. This study aims to characterize and identify 
factors associated interest in and preferences for breast 
cancer risk communication among a large cohort of U.S. 
women undergoing mammography screening at a large 
breast imaging clinic.

Methods
This is a cross-sectional, quality improvement, survey 
study on a convenient sample of 1221 women presenting 
for screening mammography at the Mayo Clinic in Ari-
zona (MCA) Breast Imaging Clinic between January 2021 
and March 2021. The Breast Imaging Clinic provides 
approximately 14,000 screening mammograms annu-
ally, including no-cost screening to underserved popula-
tions through community-based partnerships. Informed 
consent was not required for this study as it was deemed 
exempt from ethics approval by the Mayo Clinic Institu-
tional Review Board.

Data collection
A paper survey was administered at the time of wom-
en’s mammography screening appointment. Adapted 
from prior assessments [35, 36], the 18-item survey (see 
Appendix) assessed sociodemographic characteristics, 
known breast cancer risk factors, and included items 
assessing if the women were ever provided a personal risk 
estimate, interest in knowing personal risk, and prefer-
ences for receiving and communicating risk information.

Interest in knowing breast Cancer risk
Interest in knowing one’s personal risk for breast cancer 
is the primary outcome of this analysis. Women indicated 
their level of agreement on a 5-point scale (‘Strongly 
agree’ to ‘Strongly disagree’) to the following item: “I am 
interested in knowing my risk for breast cancer”. For this 
analysis, responses were dichotomized as ‘interested’ 

and preferences for risk communication. Breast imaging centers implementing risk assessment should consider 
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(‘strongly agree’/’agree’) and ‘neutral’/’uninterested’ (‘nei-
ther agree nor disagree’/’disagree’/ ‘strongly disagree’). 
Those who did not respond to this item were excluded 
from the analysis (n = 10).

Preferred mode of risk communicatio
Women were presented with a hypothetical scenario in 
which they were at high risk for breast cancer and asked 
how they prefer to receive this information and in how 
much detail [35, 36]. Women’s preferences for receiving 
information about their breast cancer risk was assessed 
using a single item: “If you are found to be at high risk of 
breast cancer, how would you prefer to receive the result 
of your estimated breast cancer risk?”. Women had the 
ability to select multiple options including ‘Face-to-face 
meeting with the health professional who ordered the 
mammogram’, ‘Telephone call from the health profes-
sional who ordered the mammogram’, ‘Face-to-face 
meeting with the radiologist who interpreted your mam-
mogram’, ‘Telephone call from the radiologist who inter-
preted your mammogram’, ‘Face-to-face meeting with a 
breast risk practitioner’, ‘Telephone call from a breast risk 
practitioner’, ‘Mailed letter accompanying your annual 
mammogram result’, ‘Mailed letter separate from your 
mammogram result’, ‘E-mailed copy separate from your 
mammogram result’, ‘View the result through Patient 
Online Services (MyChart)’, and ‘Referral to a high-risk 
breast center’. For this analysis, responses were catego-
rized as face-to-face with a health care professional, tele-
phone call from a healthcare professional, mailed letter, 
electronic communication, or referral.

Preferred level of detail for risk communication
Women were also asked how much detail they prefer to 
receive if they were considered high risk for breast can-
cer. Response options were ‘less detailed (for example, 
“your calculated breast cancer risk was high and you may 
need further testing”)’, ‘moderate detail (for example, 
“your calculated breast cancer risk was greater than 20% 
and you may need further testing”)’, ‘very detailed (for 
example, “your calculated breast cancer risk was 26%, 
which is considered high risk, and you may need further 
testing”)’, and ‘I would not like my risk to appear in my 
radiology report’. Responses were dichotomized as ‘yes’ 
(‘Very detailed’) or ‘no’ (‘Moderate detail’, ‘Less detail’, ‘No 
detail’) to wanting their exact risk estimate.

Analysis
To align with guideline recommendations for initiating 
breast cancer screening for women at average risk, we 
excluded women under the age of 40 (n = 34). We also 
excluded women with a history or unknown history of 
breast cancer (n = 53) or a known genetic mutation for 
breast cancer (n = 5) since their interest and preferences 

for risk communication likely differ from those without 
a cancer diagnosis. The final sample size for this analysis 
was 1119 women. Summary statistics were calculated to 
describe the distribution of key variables. We examined 
differences in interest in knowing one’s breast cancer 
risk estimate (interested vs. neutral/not interested) by 
sociodemographic, breast cancer risk factors, and mam-
mography screening history using Fisher’s exact test. We 
estimated two multivariable logistic regression models to 
identify sociodemographic and breast cancer risk factors 
predictive of one’s interest in (1) knowing their breast 
cancer risk and (2) knowing their exact breast cancer risk 
estimate. To provide supplemental information, these 
multivariable logistic regression models were also esti-
mated while excluding women who reported ever having 
received an estimate of their breast cancer risk. Results 
from the multivariable logistic regression models are 
reported using adjusted odds ratios (OR) and 95% Wald 
confidence intervals (CI). All analyses were performed 
using SAS 9.4 with p-values < 0.05 considered statistically 
significant.

Results
A summary of patient characteristics is provided in 
Table  1. Most women were 60 years of age or older 
(51.2%), self-identified as white (86.8%) and non-His-
panic (92.7%), with greater than a high school educa-
tion (93.1%). In addition, 81.1% reported no primary 
family history of breast cancer, 77.2% reported no prior 
breast biopsy, and 83.5% report receiving a mammogram 
annually.

Interest in knowing breast cancer risk
Overall, 72.7% of women were interested in knowing 
their risk for breast cancer though only 13.2% reported 
ever being provided their personal breast cancer risk. 
Interest in knowing one’s personal risk differed by mam-
mography frequency, with women receiving mammo-
grams annually reporting higher interest in knowing 
their risk (Fisher’s exact p = 0.01; Table  2). Results from 
the multivariable logistic regression analysis for our 
entire sample (see Fig.  1) show that women with a pri-
mary family history of breast cancer were significantly 
more interested in knowing their risk compared to 
women without a primary family history (OR 1.5; 95% 
CI 1.0, 2.1; p = 0.04), while women categorized as “more 
than one race or other” were significantly less interested 
in knowing their risk compared to women identifying as 
White (OR 0.4; 95% CI 0.2, 0.9; p = 0.02). Mammography 
frequency was not significantly associated with interest 
in knowing one’s breast cancer risk when controlling for 
all other variables in the model. These findings remained 
in supplementary analyses excluding women who were 
ever provided their risk estimates. Additionally, women 
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60 years of age and older were significantly less interested 
in knowing their breast cancer risk compared to women 
under the age of 60 (OR 0.7; 95% CI 0.5, 0.9; p = 0.02) 
after excluding women ever provided their risk estimate.

Preferred mechanism for risk communication
Figure  2 describes preferences for risk communica-
tion for our entire sample. If considered to be at high 
risk for breast cancer, 52.9% would prefer to receive 
the results by telephone with a healthcare professional, 
followed by 47.1% preferring a face-to-face meeting 
with a healthcare professional. Some form of verbal 

Table 1 Summary of participant characteristics (N=1119)
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communication—whether face-to-face or by telephone—
was preferred by 83.4% of women (85.0% when addition-
ally considering that referral to a high-risk breast cancer 
center may lead to a face-to-face discussion). Of the 402 
women who preferred to receive results by mailed letter 
or electronic communication, 245 (60.9%) also wanted 
some form of verbal communication (i.e., face-to-face or 
by telephone; 255 [63.4%] when additionally considering 
referral to a high-risk breast cancer center). Moreover, 
77.2% of women preferred having detailed information 
about their exact risk estimate.

Preferred Level of Detail for Risk Communication
Results from the multivariable logistic regression analy-
ses (see Fig. 3) show that women 60 years of age and older 
were significantly less likely to prefer exact estimates of 

their risk compared to women under the age of 60 (OR 
0, 95% CI 0.5, 0.9; p = 0.003). Women with greater than 
a high school education were significantly more likely 
to prefer exact risk estimates, compared to women 
with a high school degree or less (OR 2.5; 95% CI 1.5, 4, 
p < 0.001). Based on the full sample, we did not observe 
significant differences in preferences for detailed risk 
estimates by race, ethnicity, prior breast biopsy, primary 
family history of breast cancer, or mammography fre-
quency. Results from the supplementary analysis exclud-
ing women who were ever provided their risk estimates 
show similar patterns by age and education, as well as 
women with a history of breast biopsy being significantly 
more likely to prefer detailed risk information compared 
to those with no history of breast biopsy (OR 1.5; 95% CI 
1.0, 2.3; p = 0.05).

Table 2 Differences in interest in knowing breast cancer risk by participant characteristics.
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Discussion
This cross-sectional, quality improvement, survey study 
of women receiving a screening mammogram adds to the 
growing empirical evidence supporting women’s inter-
est in and preferences for risk communication. Despite 
evolving guideline recommendations, only 13.2% of 
women in our study reported ever being told their per-
sonal breast cancer risk though nearly 73% of women 
were interested in knowing their breast cancer risk. Dif-
ferences in interest in knowing breast cancer risk were 
observed by family history and race. We also found that 
women, if identified as increased risk, would prefer to 
receive their exact risk estimate verbally (i.e., phone or 
face-to-face) from a health care professional, though 
differences in preferences were observed by age and 
education.

Though multifactorial, women’s interest in knowing 
their breast cancer risk is key to successful implemen-
tation of BCRA programs [23]. Similar to prior stud-
ies [37], the majority of women in our study expressed 
a strong interest in knowing their estimated lifetime 
risk of breast cancer, aligning with the growing empha-
sis on shared decision-making and women’s autonomy 
in modern medicine [38, 39]. However, we also identi-
fied groups who may be less interested in their breast 
cancer risk including women identifying as “more than 
one race or other race” in our study. Not much exists in 
the current literature to explain this phenomenon. One 
potential explanation could be the low proportion of our 
sample identifying as “more than once race or other race” 
(n = 47/1119, 4.3%). However, we did not see differences 
among other race groups with similarly lower propor-
tions. Higher levels of perceived risk have been associated 

with a higher degree of willingness to undergo BCRA in 
prior studies and is consistent with health behavior theo-
ries including the Health Belief Model and Protection 
Motivation Theory [24, 26, 40]. This could also explain 
increased interest among women with a primary fam-
ily history of breast cancer, where their experiences and 
knowledge might influence their perceived breast cancer 
risk.

Contrary a prior study [41], we found that women 60 
years of age or older were less likely to prefer exact infor-
mation about their cancer risk. While breast cancer 
risk increases with age so do complications from other 
chronic conditions, which may explain lower prefer-
ences for exact breast cancer risk estimates. Additionally, 
we found that women with a high school degree or less 
were less likely to prefer exact information about their 
risk. This finding may be attributed to how the response 
options were presented, showing numeric risk estimates 
only. Low numeracy is pervasive, particularly among 
lower educated populations, and can impair risk com-
munication as it is associated with difficulty in under-
standing and assessing risk-related information [42, 43]. 
Existing recommendations for risk communication sug-
gest presenting information using a variety of formats 
including lay language, numerical (e.g., 20%; 1 out of 10) 
and pictorial information [44]. Additionally, decision 
support tools combining these recommendations with 
experience-based dynamic interfaces, such as games, has 
shown to significantly improve accuracy of breast cancer 
risk perceptions among high and low numeracy women 
[45]. However, qualitative analyses suggest that accurate 
risk perceptions alone are insufficient in the adoption of 

Fig. 1 Forest plot of the odds ratio and 95% confidence intervals of factors predicting interest in knowing one’s personal risk for breast cancer for the 
entire sample (N=1058). Abbreviations: FHx, Family History; AA, African American; PI, Pacific Islander; AI/AN, American Indian or Alaskan Native; HS, High 
School

 



Page 7 of 10Austin et al. BMC Women's Health          (2024) 24:359 

risk-appropriate breast cancer prevention strategies [45, 
46].

Healthcare systems are encouraged to allow women to 
view and download their personal health records via elec-
tronic health record portals [47]. While leveraging such 
systems can support access to and personalization of 
care, our results support that women prefer verbal rather 
than written communications about their breast cancer 
risk [35, 37]. Combining written with verbal communica-
tion by clinicians has shown to be associated with greater 
awareness of one’s individual risk and greater adherence 

to guideline recommended care [48]. Yet, tailoring and 
communicating breast cancer risk to each women’s abili-
ties and preferences can present significant challenges 
for clinicians and organizations, particularly in an era of 
increasing work volumes. Moreover, a recent study found 
that tailoring risk presentation formats to women’s pref-
erences does not necessarily translate to improvements 
in risk comprehension [49]. Further research is needed 
to explore the feasibility, workflow challenges, and most 
effective formats for improving risk comprehension while 
aligning with women’s preferences [50].

Fig. 2 UpSet plot showing the number of women endorsing each combination of preferences for receivingbreast cancer risk estimates. Notes: 21 pa-
tients made no selection regarding their preferences. F2F=face-to-face.
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This study has limitations. The cross-sectional nature 
of our study limits our ability to determine temporal 
causality of factors influencing interest and preferences 
for risk communication. Our study population was also 
limited to a single academic imaging center serving pre-
dominately educated, non-Hispanic, White women, thus 
limiting our ability to generalize findings to other set-
tings. Despite the relative homogeneity of our sample, 
our large sample size allowed for detecting differences in 
interest and risk communication preferences by sociode-
mographic and clinical factors, critical for hypothesis 
generation. Specifically, we were able to detect lower lev-
els of interest among women identifying as “more than 
one race or other race”, emphasizing the need for future 
studies to understand experiences and preferences of 
diverse populations. It is also important to note that the 
level of interest and preferences for knowing exact risk 
estimates may be overestimations since all women were 
recruited at the time of their screening mammogram and 
women demonstrating high levels of routine screening 
mammography. Future studies should assess acceptability 
of BCRA, including interest and willingness, among pop-
ulations who lack access to or have not initiated screen-
ing, but may benefit from risk assessment and earlier 
screening.

Conclusion
Risk assessment at the time of mammography screening 
has the potential to reach a wide audience, but ineffective 
risk communication may continue to undermine effective 
implementation and uptake of guideline recommended 

care. Our study adds to the growing empirical litera-
ture demonstrating that women are interested in and 
prefer to receive detailed breast cancer risk estimates 
verbally, though these preferences may differ by sociode-
mographic characteristics [35, 37]. These findings sug-
gest that clinicians and organizations implementing risk 
assessment as part of routine mammography screening 
carefully consider methods for incorporating women’s 
communication preferences as part of an integrated, 
standardized workflow [15]. While combining written 
with verbal communication by clinicians was shown to 
be associated with greater awareness of one’s individual 
risk and greater adherence to supplemental MRI screen-
ing [48], presenting and discussing risk alone may not 
improve uptake of guideline recommended care [50, 51]. 
Providing risk information in conjunction with educa-
tion on how to reduce risk has shown promising results 
[52], but education does not address other barriers that 
hinder uptake of recommended care including psycho-
logical distress, cost, transportation, and time [34, 53]. 
To this end, more research is needed to identify effec-
tive approaches to risk communication that also improve 
uptake on guideline recommended care. Additionally, 
our findings emphasize the need for more research to 
understand interest and preferences for risk communica-
tion among racially/ethnically diverse populations under 
the age of 40 who are not eligible for routine mammog-
raphy screening but should undergo risk assessment in 
primary care settings.

Abbreviations

Fig. 3 Forest plot of the odds ratio and 95% confidence intervals of factors predicting for knowing exact breast cancer for the entire sample (N=1037). 
Abbreviations: FHx, Family History; AA, African American; PI, Pacific Islander; AI/AN, American Indian or Alaskan Native; HS, High School

 



Page 9 of 10Austin et al. BMC Women's Health          (2024) 24:359 

MCA  Mayo Clinic Arizona
OR  Odds ratio
CI  Confidence Interval

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12905-024-03197-7.

Supplementary Material 1

Acknowledgements
We would like to thank Jhenitza P. Raygoza Tapia for the preparation of this 
manuscript for submission to BMC Women’s Health.

Author Contributions
J.D.A. and B.K.P. conceived the study. J.D.A., G.M., B.K.P. contributed to data 
collection and analysis. J.D.A., E.J., and R.L.P. drafted the manuscript. G.L.M., 
J.M.K., J.F., L.M., I.B., R.S., and B.K.P. edited and reviewed various versions of 
the manuscript. All authors read and approved the final manuscript and are 
accountable for all aspects of the work. Funding for this study was received 
by B.K.P.

Funding
This study is funded by the Mayo Clinic Transform the Practice Award.

Data Availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics Approval and Consent to Participate
This study was submitted to, approved, and deemed exempt by the Mayo 
Clinic Institutional Review Board. Informed consent was not required for this 
study as it was deemed exempt from ethics approval by the Mayo Clinic 
Institutional Review Board.

Consent for Publication
Not applicable.

Consent to Participate
Participants were not required to complete informed consent for participation 
in research as it was deemed exempt from ethics approval by the Mayo Clinic 
Institutional Review Board. Prospective participants were told the purpose of 
the study when approached for recruitment.

Competing Interests
The authors declare no competing interests.

Author details
1Department of Quantitative Health Sciences, Division of Epidemiology, 
Mayo Clinic, 13400 E. Shea Blvd, Scottsdale, AZ 85259, USA
2Mayo Clinic College of Medicine of Medicine and Science, Mayo Clinic, 
5777 E Mayo Blvd, Phoenix, AZ 85054, USA
3Department of Quantitative Health Sciences, Division of Clinical Trials 
and Biostatistics, Mayo Clinic, 13400 E. Shea Blvd, Scottsdale, AZ  
85259, USA
4Women’s Health Internal Medicine, Department of Internal Medicine, 
Mayo Clinic, 13400 E. Shea Blvd, Scottsdale, AZ 85259, USA
5Department of Internal Medicine, Division of Medical Oncology, Mayo 
Clinic, 5777 E Mayo Blvd, Phoenix, AZ 85054, USA
6Department of Diagnostic Radiology, Mayo Clinic, 5777 E Mayo Blvd, 
Phoenix, AZ 85054, USA

Received: 17 April 2024 / Accepted: 10 June 2024

References
1. Islami F, Goding Sauer A, Miller KD, et al. Proportion and number of cancer 

cases and deaths attributable to potentially modifiable risk factors in the 
United States. CA Cancer J Clin. 2018;68(1):31–54.

2. Madigan MP, Ziegler RG, Benichou J, Byrne C, Hoover RN. Proportion of breast 
cancer cases in the United States explained by well-established risk factors. J 
Natl Cancer Inst. 1995;87(22):1681–5.

3. Tamimi RM, Spiegelman D, Smith-Warner SA, et al. Population attributable 
risk of modifiable and nonmodifiable breast Cancer risk factors in postmeno-
pausal breast Cancer. Am J Epidemiol. 2016;184(12):884–93.

4. Cohen SY, Stoll CR, Anandarajah A, Doering M, Colditz GA. Modifiable risk 
factors in women at high risk of breast cancer: a systematic review. Breast 
Cancer Res. 2023;25(1):45.

5. Daly MB, Pal T, Berry MP, et al. Genetic/Familial High-Risk Assessment: breast, 
ovarian, and pancreatic, Version 2.2021, NCCN Clinical Practice guidelines in 
Oncology. J Natl Compr Canc Netw. 2021;19(1):77–102.

6. Nelson HD, Pappas M, Cantor A, Haney E, Holmes R, Risk, Assessment. Genetic 
counseling, and genetic testing for BRCA-Related Cancer in women: updated 
evidence report and systematic review for the US Preventive Services Task 
Force. JAMA. 2019;322(7):666–85.

7. Monticciolo DL, Newell MS, Moy L, Niell B, Monsees B, Sickles EA. Breast 
Cancer Screening in Women at Higher-Than-average risk: recommendations 
from the ACR. J Am Coll Radiol. 2018;15(3 Pt A):408–14.

8. Kriege M, Brekelmans CT, Boetes C, et al. Efficacy of MRI and mammography 
for breast-cancer screening in women with a familial or genetic predisposi-
tion. N Engl J Med. 2004;351(5):427–37.

9. Kuhl CK, Schrading S, Leutner CC, et al. Mammography, breast ultrasound, 
and magnetic resonance imaging for surveillance of women at high familial 
risk for breast cancer. J Clin Oncol. 2005;23(33):8469–76.

10. Warner E, Plewes DB, Hill KA, et al. Surveillance of BRCA1 and BRCA2 muta-
tion carriers with magnetic resonance imaging, ultrasound, mammography, 
and clinical breast examination. JAMA. 2004;292(11):1317–25.

11. Kim G, Bahl M. Assessing risk of breast Cancer: a review of risk prediction 
models. J Breast Imaging. 2021;3(2):144–55.

12. Allweis TM, Hermann N, Berenstein-Molho R, Guindy M. Personalized screen-
ing for breast Cancer: Rationale, Present practices, and future directions. Ann 
Surg Oncol. 2021;28(8):4306–17.

13. Weiss A, Grossmith S, Cutts D, et al. Customized breast cancer risk assessment 
in an ambulatory clinic: a portal for identifying women at risk. Breast Cancer 
Res Treat. 2019;175(1):229–37.

14. Shah C, Berry S, Dekhne N, Lanni T, Lowry H, Vicini F. Implementation and 
outcomes of a multidisciplinary high-risk breast Cancer Program: the William 
Beaumont Hospital Experience. Clin Breast Cancer. 2012;12(3):215–8.

15. Laws A, Mulvey TM. Implementation of a High-Risk Breast Clinic for Compre-
hensive Care of Women with elevated breast Cancer Risk identified by Risk 
Assessment models in the community. JCO Oncol Pract. 2021;17(2):e217–25.

16. Owens WL, Gallagher TJ, Kincheloe MJ, Ruetten VL. Implementation in a large 
Health System of a program to identify women at high risk for breast Cancer. 
J Oncol Pract. 2011;7(2):85–8.

17. Smith SG, Sestak I, Forster A, et al. Factors affecting uptake and adherence to 
breast cancer chemoprevention: a systematic review and meta-analysis. Ann 
Oncol. 2016;27(4):575–90.

18. Wehbe A, Gonte MR, O’Neill SC, et al. Predictors of nonadherence to breast 
cancer screening guidelines in a United States urban comprehensive cancer 
center. Cancer Med. 2023;12(14):15482–91.

19. Hill DA, Haas JS, Wellman R, et al. Utilization of breast cancer screening with 
magnetic resonance imaging in community practice. J Gen Intern Med. 
2018;33(3):275–83.

20. Evans DG, Harvie M, Bundred N, Howell A. Uptake of breast cancer preven-
tion and screening trials. J Med Genet. 2010;47(12):853–5.

21. Morman NA, Byrne L, Collins C, Reynolds K, Bell JG. Breast Cancer Risk 
Assessment at the Time of Screening Mammography: perceptions and 
clinical management outcomes for women at high risk. J Genet Couns. 
2017;26(4):776–84.

22. Vaidya AM, Chetlen AL, Schetter SE. Does a high-risk recommendation in 
Mammography reports increase attendance at a breast Cancer Risk Assess-
ment Clinic? J Am Coll Radiol. 2015;12(9):923–9.

23. Haas JS. The complexity of achieving the Promise of Precision breast Cancer 
Screening. J Natl Cancer Inst 2017;109(5).

24. Mbuya Bienge C, Pashayan N, Brooks JD et al. Women’s Views on Multifacto-
rial Breast Cancer Risk Assessment and Risk-Stratified Screening: A Popula-
tion-Based Survey from Four Provinces in Canada. J Pers Med 2021;11(2).

https://doi.org/10.1186/s12905-024-03197-7
https://doi.org/10.1186/s12905-024-03197-7


Page 10 of 10Austin et al. BMC Women's Health          (2024) 24:359 

25. Koitsalu M, Sprangers MA, Eklund M, et al. Public interest in and acceptability 
of the prospect of risk-stratified screening for breast and prostate cancer. 
Acta Oncol. 2016;55(1):45–51.

26. Janz NK, Becker MH. The Health Belief Model: a decade later. Health Educ Q. 
1984;11(1):1–47.

27. Vernon SW. Risk perception and risk communication for cancer screening 
behaviors: a review. J Natl Cancer Inst Monogr. 1999;25:101–19.

28. Fehniger J, Livaudais-Toman J, Karliner L, et al. Perceived versus objec-
tive breast cancer risk in diverse women. J Womens Health (Larchmt). 
2014;23(5):420–7.

29. Orom H, Kiviniemi MT, Underwood W 3rd, Ross L, Shavers VL. Perceived 
cancer risk: why is it lower among nonwhites than whites? Cancer Epidemiol 
Biomarkers Prev. 2010;19(3):746–54.

30. Trask PC, Paterson AG, Wang C, et al. Cancer-specific worry interference in 
women attending a breast and ovarian cancer risk evaluation program: 
impact on emotional distress and health functioning. Psychooncology. 
2001;10(5):349–60.

31. Andersen MR, Smith R, Meischke H, Bowen D, Urban N. Breast cancer 
worry and mammography use by women with and without a family 
history in a population-based sample. Cancer Epidemiol Biomarkers Prev. 
2003;12(4):314–20.

32. Rainey L, van der Waal D, Jervaeus A, et al. Are we ready for the challenge of 
implementing risk-based breast cancer screening and primary prevention? 
Breast. 2018;39:24–32.

33. French DP, Woof VG, Ruane H, Evans DG, Ulph F, Donnelly LS. The feasibility 
of implementing risk stratification into a national breast cancer screening 
programme: a focus group study investigating the perspectives of healthcare 
personnel responsible for delivery. BMC Womens Health. 2022;22(1):142.

34. Spalluto LB, Bonnet K, Sonubi C, et al. Barriers to implementation of breast 
Cancer Risk Assessment: the Health Care Team Perspective. J Am Coll Radiol. 
2023;20(3):342–51.

35. Amornsiripanitch N, Mangano M, Niell BL. Screening Mammography: patient 
perceptions and preferences regarding communication of estimated breast 
Cancer risk. Am J Roentgenol. 2017;208(5):1163–70.

36. Mangano MD, Rahman A, Choy G, Sahani DV, Boland GW, Gunn AJ. 
Radiologists’ role in the communication of imaging examination results to 
patients: perceptions and preferences of patients. AJR Am J Roentgenol. 
2014;203(5):1034–9.

37. Amornsiripanitch N, Ameri SM, Goldberg RJ. Impact of Age, Race, and socio-
economic status on women’s perceptions and preferences regarding com-
munication of estimated breast Cancer risk. Acad Radiol. 2021;28(5):655–63.

38. Chewning B, Bylund CL, Shah B, Arora NK, Gueguen JA, Makoul G. Patient 
preferences for shared decisions: a systematic review. Patient Educ Couns. 
2012;86(1):9–18.

39. Mühlbacher AC, Juhnke C. Patient preferences Versus Physicians’ judgement: 
does it make a difference in Healthcare decision making? Appl Health Econ 
Health Policy. 2013;11(3):163–80.

40. Rogers RW. A Protection Motivation Theory of Fear appeals and attitude 
Change1. J Psychol. 1975;91(1):93–114.

41. Henneman L, van Asperen CJ, Oosterwijk JC, Menko FH, Claassen L, Tim-
mermans DRM. Do Preferred Risk Formats lead to better understanding? A 
Multicenter Controlled Trial on communicating familial breast Cancer risks 
using different risk formats. Patient Prefer Adherence. 2020;14(null):333–42.

42. Reyna VF, Nelson WL, Han PK, Dieckmann NF. How numeracy influ-
ences risk comprehension and medical decision making. Psychol Bull. 
2009;135(6):943–73.

43. Ancker JS, Kaufman D. Rethinking health numeracy: a multidisciplinary 
literature review. J Am Med Inf Assoc. 2007;14(6):713–21.

44. Fagerlin A, Zikmund-Fisher BJ, Ubel PA. Helping patients decide: ten steps to 
better risk communication. J Natl Cancer Inst. 2011;103(19):1436–43.

45. Kukafka R, Yi H, Xiao T, et al. Why breast Cancer risk by the numbers is not 
enough: evaluation of a decision aid in multi-ethnic, low-numerate women. J 
Med Internet Res. 2015;17(7):e165.

46. Henneman L, Timmermans DR, Bouwman CM, Cornel MC, Meijers-Heijboer 
H. A low risk is still a risk’: exploring women’s attitudes towards genetic 
testing for breast cancer susceptibility in order to target disease prevention. 
Public Health Genomics. 2011;14(4–5):238–47.

47. Colicchio TK, Cimino JJ, Del Fiol G. Unintended Consequences of Nationwide 
Electronic Health Record Adoption: challenges and opportunities in the Post-
meaningful Use Era. J Med Internet Res. 2019;21(6):e13313.

48. Brinton JT, Barke LD, Freivogel ME, et al. Informing women and their Physi-
cians about recommendations for adjunct breast MRI screening: a Cohort 
Study. Health Commun. 2018;33(4):489–95.

49. Barnes AJ, Hanoch Y, Miron-Shatz T, Ozanne EM. Tailoring risk communica-
tion to improve comprehension: do patient preferences help or hurt? Health 
Psychol. 2016;35(9):1007–16.

50. Zipkin DA, Umscheid CA, Keating NL, et al. Evidence-based risk communica-
tion: a systematic review. Ann Intern Med. 2014;161(4):270–80.

51. French DP, Cameron E, Benton JS, Deaton C, Harvie M. Can communicating 
personalised Disease Risk promote healthy Behaviour Change? A systematic 
review of systematic reviews. Ann Behav Med. 2017;51(5):718–29.

52. Sheeran P, Harris PR, Epton T. Does heightening risk appraisals change 
people’s intentions and behavior? A meta-analysis of experimental studies. 
Psychol Bull. 2014;140(2):511–43.

53. Guo F, Hirth JM, Fuchs EL, et al. Knowledge, attitudes, willingness to pay, and 
patient preferences about genetic testing and subsequent risk management 
for Cancer Prevention. J Cancer Educ. 2022;37(2):362–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	Factors influencing U.S. women’s interest and preferences for breast cancer risk communication: a cross-sectional study from a large tertiary care breast imaging center
	Abstract
	Background
	Methods
	Data collection
	Interest in knowing breast Cancer risk
	Preferred mode of risk communicatio
	Preferred level of detail for risk communication


	Analysis
	Results
	Interest in knowing breast cancer risk
	Preferred mechanism for risk communication
	Preferred Level of Detail for Risk Communication

	Discussion
	Conclusion
	References


