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Abstract

Background—Women younger than 45 years old have lower rates of breast cancer, but higher
risk of recurrence and mortality after a cancer diagnosis. African American women are at risk for
early onset and increased mortality; Ashkenazi Jewish women are at risk for genetic mutations
leading to breast and ovarian cancer. Although younger women are encouraged to talk to doctors
about their family history, little is known about these discussions.

Materials and Methods—In 2015, 167 women aged 18-44 years participated in 20 focus
groups segmented by geographic location, age, race/ethnicity, and family history of breast and
ovarian cancer. Transcript data were analyzed using NVivo 10 software.

Results—Although the majority of women talked to their doctor about breast and ovarian cancer,
these conversations were brief and unsatisfying due to a lack of detail. Topics included family
history, breast cancer screening, and breast self-examination. Some women with and without
family history reported that healthcare providers offered screening and early detection advice
based on their inquiries. However, few women took action or changed lifestyle behaviors with the
intent to reduce risk as a result of the conversations.

Conclusions—Conversations with young women revealed missed opportunities to: enhance
patient-provider communication and increase knowledge about breast cancer screening and
surveillance for higher risk patients. Physicians, allied health professionals, and the public health
community can better assist women in getting accurate and timely information about breast and
ovarian cancer, understanding their family history to determine risk, and increasing healthy
behaviors.
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Breast cancer affects women of all ages, with most cases diagnosed in women older than 50
years.! While women younger than 45 years only account for <10% of all cases,! their
occurrences are often accompanied by higher risk of recurrence and death, compared to
older women.23 This is true for African American women who have been identified as
having increased prevalence at younger ages and increased mortality rates from breast
cancer.4-8 Breast cancer at younger ages could be indicative of genetic mutations like
BRCA1/2 which are associated with increased susceptibility to hereditary breast and
ovarian cancer (HBOC).”:8 While the risk of having these mutations occurs in about 1 in 400
people in the general population, women of Ashkenazi Jewish descent are at higher risk.10
Recent studies have also reported higher-than-expected frequencies of BRCA mutations
among young (<45 years) African American women living with breast cancer.11

Younger women can talk to their doctors about their family history of breast and ovarian
cancer and associated risk, ways to reduce risk (e.g., breast feeding, limiting alcohol,
maintaining a healthy weight, and avoiding exposure to carcinogens and radiation), and
recommendations for genetic counseling and/or testing. Genetic counseling can help women
understand their hereditary breast cancer risk and determine whether genetic testing is
warranted to identify genetic mutations with hereditary links.12 Younger women determined
to be at higher risk may also benefit from discussions of early detection strategies through
advanced screening or other medical interventions.

Unfortunately, existing research has identified several challenges to effective patient and
provider communication about breast and ovarian cancer and poor uptake of action-oriented
outcomes, including referral to genetic counseling and testing. These challenges include the
following: lack of primary care providers (PCPs) knowledge about HBOC and limited
experience in referring women for genetic counseling3-15; poor systematic collection of
family history datal6-17; provider difficulty in communicating genetic risk18-20; and poor
patient understanding regarding HBOC, the genetic counseling and testing process, and the
meaning of genetic testing results.21-24 Some interventions to address these challenges
include continuing medical education for providers and the inclusion of nurses, allied health
professionals, and patient navigators in the delivery of communication. However, the
evidence regarding effectiveness of these interventions has not been widely examined
regarding breast cancer communication between young women and their providers.

While the aforementioned challenges have been examined, limited information exists
regarding aspects of communication between providers and patients, including the types of
healthcare providers (HCPs) with whom young women are talking about breast and ovarian
cancer; catalysts for these conversations; topics discussed; tone and satisfaction of the
conversations; and actions taken as a result. In addition, these factors have not been
evaluated and compared across groups of women with and without a family history of breast
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and ovarian cancer or those from specific racial/ethnic backgrounds which may predispose
them to higher risk of breast cancer occurrence or breast cancer-related mortality. Our study
examines these underexplored factors regarding patient and HCP communication about
breast and ovarian cancer, related risk, and actions that can be taken to lower risk or detect
breast cancer earlier in women at higher risk.

Materials and Methods

Analysis

The Centers for Disease Control and Prevention’s (CDC) “Bring Your Brave” (BYB)
campaign?® provides information and resources about breast cancer and related risk for
women younger than age 45 by sharing real stories about young women affected by breast
cancer. As part of a larger qualitative study for this campaign,2® data from young women
were collected during focus groups conducted in five U.S. cities over 1 month (Chicago,
New York City, Birmingham, Sacramento, and Phoenix). Twenty focus groups were
conducted, in part, to explore beliefs and perceptions regarding communication with HCPs
about breast and ovarian cancer. Focus groups were conducted with women aged 18-44
years and segmented by race/ethnicity (Ashkenazi Jewish, African American, or other
“general population/other racial or ethnic groups™), age (18-29 years vs. 30-44 years), and
by any reported first or second degree relative, maternal, and/or paternal family history of
breast or ovarian cancer (history vs. no history; Table 1).

Professional recruiting service firms arranged logistics and participants for the focus groups.
All participants were screened to ensure respondents met inclusion criteria and to ensure
heterogeneous demographic parameters (Table 2). Groups were then stratified by age, race/
ethnicity, and family history (Table 1). Institutional Review Board exemption and Office of
Management and Budget approval were received from the CDC and Oak Ridge Associated
Universities. Written and verbal consent were obtained from participants during the
screening process and before focus groups. Participants who met inclusion criteria were
enrolled in the study and received an incentive ($75).

Focus groups lasted 2 hours and were conducted by professional female moderators with
relevant experience in cancer/chronic disease. All moderators used semistructured
moderator’s guides developed by the study team. Moderators were matched to focus groups
for which they self-identified as the same race/ethnicity as participants. Trained research
staff observed focus groups in person, viaa two-way mirror, and through online streaming.
Focus group discussions were audio recorded and transcribed.

Two team members (B.S. and B.W.) reviewed transcripts for accuracy and completeness
against discussion notes and audio recordings. Final transcripts were uploaded to QSR
International’s NVivo 10 software for analysis. Reviewers trained in qualitative thematic
analysis reviewed the data and developed a codebook. Using the codebook, three researchers
coded transcripts independently. A coding comparison query was run to determine
agreement between coders and to test for quality assurance and accuracy (reliability rate
>75%). Researchers analyzed coded responses to identify thematic differences and
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similarities in perceived participant and HCP communication between ethnic and racial
groups, those with presence or absence of family history, and younger and older age groups.

Sample characteristics

Of 167 total participants, 41% lived in the western census26 region (7= 69); 30% lived in
the midwest (7= 50), 19% lived in the south (7= 32), and 10% lived in the northeast (17 =
16) of the United States. Forty-one percent self-identified as being from racial/ethnic groups
other than African American and Ashkenazi Jewish (“general population”; 7=69), 39%
were African American (/7=65), and 20% described being of Ashkenazi Jewish descent (n=
33). About half were under 29 years old (7 = 84) and the majority of participants reported
having one or more relatives diagnosed with breast and/or ovarian cancer (7=89; Table 1).
While participants in family history groups were not required to have an affected relative
diagnosed at a young age (under 50 years), several family history group participants did self-
disclose having a female relative who was diagnosed with breast cancer at a young age.

Occurrence of patient-provider communication regarding breast and ovarian cancer and

related risk

Responses are outlined below. Select responses (transcribed quotations) are available in
Table 3. Alphanumeric designations in the text refer to relevant quotation numbers.

Across all segments (age, ethnicity, and family history), most women reported
communicating with their HCPs about breast and ovarian cancer. Independent of race/
ethnicity, women with and without a family history mentioned that women without a family
history of breast or ovarian cancer would be less likely to need or want to talk to HCPs about
breast or ovarian cancer (Table 3, c1, c2). While not the majority, some women in general
population groups with a family history endorsed not wanting to discuss breast and ovarian
cancer with their HCPs, despite possible risk.

Most women, across all focus group segments, reported having regular annual appointments
with a HCP at which conversations about breast and ovarian cancer were most likely to
occur. Conversations about breast and ovarian cancer were more likely to occur with
obstetricians and gynecologists (OB/GYN) than with other types of PCPs. In addition to
OB/GYNs and PCPs, women also reported speaking with nurses, herbalists, midwives,
medical staff working for health insurance companies, and counseling specialists working at
doctor’s offices.

Women with a family history described being the primary initiators of conversations
regarding breast and ovarian cancer, but agreed that HCPs also initiated these conversations.
Women without a family history reported that they did not routinely initiate communication
as “it was not something they needed or wanted to talk about,” given that no close relative
had been diagnosed. Differences in being the primary initiator were also seen based on age
and race/ethnicity. Women aged 30-44 years were more likely to report HCPs initiated
conversation, while women 18-29 years endorsed being initiators. African American women
were slightly more likely to report initiating conversations with their HCPs compared to
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respondents who identified as Ashkenazi Jewish or were part of other racial and ethnic
groups.

Catalysts and barriers for patient-provider communication

Catalysts for communication. While most women, across all segments, communicated with
their HCPs about breast cancer and ovarian cancer, the majority described these
conversations as brief and lacking detail. Several women initiated conversations with HCPs
after experiencing symptoms or health concerns they perceived to be related to breast and
ovarian cancer, including lumps, uneven breast development, back pain, and chest acne.
Most women with a family history of breast or ovarian cancer, independent of race/ethnicity,
agreed that having a family history prompted them to speak with their HCPs (Table 3, c3, c4,
c5). The majority of women across group segments agreed that they answer questions about
family history of any medical illness on appointment intake forms. However, most women
with and without family history of breast and ovarian cancer agreed that the forms did not
prompt much in-depth conversation with their HCP about breast or ovarian cancer or related
risk. Instead, women with a family history mentioned that more in-depth discussion with a
provider might occur only after a woman is referred for screening by their HCP and if she
receives an abnormal screening test result.

Barriers to communication—Some women reported avoiding communication with
HCPs regarding breast and ovarian cancer. Ashkenazi Jewish women also reported not
initiating conversations during annual doctors’ visits due to lack of concern about the
diseases, an assumption that the “HCP would bring it up if it was important,” and limited
consultation time with the doctor (Table 3, ¢6, c7). Some women from general population
groups also described not wanting to discuss concerns about breast and ovarian cancer with
their HCPs despite understanding risk, due to fear of getting tested and diagnosed with these
cancers (Table 3, c8).

Topics discussed during patient-provider conversations

Breast health topics women most frequently mentioned discussing with their HCPs were
related to clinical breast examination and recommended mammography screening ages,
family history, and breast self-examination (BSE).

Clinical breast examination and recommended screening ages—Most women
with a family history of breast and/ or ovarian cancer and a few without reported speaking
with their HCPs about clinical breast examinations and the recommended age to begin
mammography. The reported HCP recommended age of initiation among women with a
family history varied by race/ethnicity (African American women = 23-42 years; Ashkenazi
Jewish women = 30-35 years; and women in the general population groups = 40-50 years).

Several 30- to 44-year-old African American women with a family history endorsed talking
to their HCP about mammography and receiving a mammogram before age 40 years.
Women in this group who received a mammogram expressed feeling “happy” with their
decision to get screened. Most women in this group, who did not receive a mammogram,
reported frustration when they were advised to wait, even after expressing a strong desire to
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have a mammogram. Some women in this group felt they were being prevented from doing
what would be best for their health (Table 3, 9, c10). In some cases, they acknowledged
questioning their HCPs judgment or concern for them as a patient. Reasons they were
advised to wait ranged from being too young, the procedure not being covered by insurance
(at their age), and being informed that they “did not need one.”

Family history and health concerns—Few women with a family history reported
having conversations pertaining to counseling about the BRCA gene and/or genetic testing.
Some Ashkenazi Jewish women without a family history mentioned that providers inquired
about their ethnicity, informed them of associated risk for genetic diseases (e.g., Tay-Sachs),
and suggested genetic testing to identify genetic mutations for diseases other than breast and
ovarian cancer. Overall, HBOC risk was not usually brought up during these discussions
(Table 3, c11). While the majority of Ashkenazi Jewish women stated that their HCPs were
aware of their ethnic background, some 30-44 years old without a family history expressed
frustration or concern that their HCPs never discussed HBOC risks specific to their
Ashkenazi Jewish heritage. Women in this group felt that their HCPs should be aware of
their increased risk of HBOC and discuss these concerns with them (Table 3, c12, ¢13).

Breast self-examination—Many women, across all groups, reported that their HCPs
regularly taught and encouraged them to conduct BSE.

Other discussion topics—A few women mentioned discussing ovarian cancer risk and
insurance coverage for breast cancer screening with their HCPs. Notably, few women in any
of the focus group segments reported discussing preventive health behaviors related to breast
or ovarian cancers with their HCPs.

Tone of conversations and related patient satisfaction

Several women across focus group segments described the tone of conversations with HCPs
as “pleasant,” “comfortable,” “easy,” “reassuring,” and “casual/laid back.” While a positive
tone to conversations with their HCPs was reported, women, especially those who were aged
30-44 years and those with a family history, regularly reported dissatisfaction with the
content or outcomes of HCP conversations describing communication as “matter of fact”
and “surface/basic.”

Family history—Many women with a family history (independent of race/ethnicity) felt
their concerns were not always appropriately addressed by HCPs because of their young age
(Table 3, c14, c15). In addition, some women with a family history felt that they did not get
credible or satisfactory information or explanation of test results from their HCPs, which left
them “frustrated” and/or “looking to other HCPs or sources for health information” (Table 3,
cl6, c17).

Age—The amount of time allocated for patient visits was commonly discussed as a reason
for dissatisfaction, among 30-to 44-year-old women. These women felt the time constraints
on HCP visits prevented them from having their health concerns addressed in a thorough and
timely manner (Table 3, ¢18, ¢19). Only a few women expressed that their HCPs took time
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to answer all their questions and address any concerns they had regarding breast and ovarian
cancer-related topics.

Actions taken based on conversations with HCPs and reasons for inaction

Overall, few women mentioned actions they had taken as a result of breast cancer and
ovarian cancer discussions with their HCPs. Some women, including those without a family
history, reported that their HCPs offered screening and early detection advice based on their
inquiries, but advice regarding age of screening initiation varied by race/ethnicity. Some
women also described getting a mammogram or doing BSE, as recommended by their HCPs
(Table 3, c20, c21, c22). Few women reported engaging in preventive behaviors (e.g.,
exercise and healthy eating), researching health topics, and initiating conversations with
family members after discussing breast and/or ovarian cancer with their HCP.

Ashkenazi Jewish women aged 30-44 years discussed actions they had not taken or would
not take due to inability or unwillingness. Some women in this group mentioned that they
had not received a mammogram because they were breastfeeding. Others who were advised
to get genetic testing did not do so because they were only given pamphlets and educational
materials by their provider without a more robust conversation about testing details and
rationale, or they did not see the purpose in getting genetic testing if they were not willing to
take surgical preventive measures, including prophylactic mastectomy (Table 3, ¢23).

Discussion

This analysis explored communication between young women and their HCPs regarding
breast and ovarian cancer and hereditary risk. The majority of women in the study reported
annual preventive care doctors’ visits with a PCP or OB/GYN. In comparison, only 41% of
women aged 18-29 years and 45% of women aged 30-49 years attend annual preventive
care visits with PCPs or OB/GYNs.2’

While many women reported discussing breast and/or ovarian cancer during routine
wellness visits, these conversations were often described as containing limited discussion
about hereditary risk or prevention. The lack of detailed information provided may be a
function of factors reported in our study, including women without a family history of breast
and/or ovarian cancer feeling less concerned or having no desire to speak with a HCP about
related topics, limited time during doctors’ visits, and fear of discussing cancer and related
risk. High levels of dissatisfaction were reported regarding the amount of tailored
information shared by HCPs, especially among women with a family history. As several
women in our study reported having a relative diagnosed with breast and/or ovarian cancer
before age 50 years, women in these groups may have elevated risk and a subsequent need
for more intensive discussions regarding screening, genetic counseling, and genetic testing
in accordance with care guidelines and recommendations'2:28 (when indicated).

Across groups, women reported that both they and their providers initiated discussions.
However, family history of breast and ovarian cancer was a catalyst for patient-initiated
communication with a provider. This is consistent with previous research showing women
with a family history are more interested in initiating discussions about risk, genetic
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counseling, and testing.2930 Experiencing symptoms (e.g., lumps and pain) or health
concerns, in addition to having an abnormal screening test, were also reported catalysts for
patient-initiated communication.

African American women and women aged 18-29 years were more likely to be the
initiators, while HCPs primarily initiated conversations with women aged 30-44 years. As
the incidence of breast and ovarian cancer is rare among women who are under the age of 29
years! and many breast cancer recommendations pertain to women who are older, it is
possible that providers do not routinely initiate detailed discussions about breast and ovarian
cancer given a number of other competing topics that are often covered during the standard
medical visit (13-16 minutes).3! The onus for initiating discussions about breast and ovarian
cancer, risk, and prevention may then fall on women who are under the age of 29 years. In
addition, our finding that African American women were slightly more likely to initiate
conversations with their HCPs (compared to respondents from Ashkenazi Jewish or general
population groups) was encouraging given that women in this racial group are at higher risk
for late-stage diagnosis and poorer outcomes when diagnosed.4-6

Discussion topics

Women in our study talked to their HCPs about family history and hereditary health
concerns, clinical breast examinations and recommended screening ages, and BSE. While
completing family history intake forms at doctors’ visits may have prompted women and
their providers to discuss breast and ovarian cancer, these reported conversations largely did
not address hereditary risk or BRCA screening for individuals with a family history of
cancer.12 While providers may be aware of BRCA testing and counseling, research has
shown that few providers consistently recognize family history patterns as appropriate
indications of the need for BRCA testing, leading to poor referral rates and, possibly, limited
communication with patients regarding this topic.32 In the case of hereditary risk among
Ashkenazi Jewish women, providers may also be more aware of genetic risk for diseases
like Tay-Sachs and less aware of risks for HBOC related to BRCA1/2.

Regarding discussions about breast cancer screening, women with family history more often
reported speaking to their HCP about the age they should receive a mammogram, possibly
due to heightened awareness of potential risks for HBOC. Among women with a family
history of breast or ovarian cancer, differences in information provided by HCPs about the
age at which to first receive a mammogram varied by race/ethnicity. It is possible that
African American (vs. those in the general population) women were informed about starting
mammaography at younger ages by their HCP due to heightened awareness or perceived risk
of late-stage diagnosis and BRCA genetic mutations, leading to conversations about
mammography at younger ages. African American women aged 30-44 years with a family
history endorsed feeling happy after receiving a mammogram before age 40 years as a result
of having a conversation with their HCP. However, some women in this group also reported
frustration at not receiving a mammogram after their HCP discouraged them from getting
screened before age 40 years because they were “too young,” the procedure was not covered
by insurance (at their age), or other undisclosed reasons. Consistent with previous literature,
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it is possible that HCPs may discourage patients from voicing their concerns, expectations,
or requests for more information,33 if the HCP does not feel that screening is indicated.

In all focus group segments, many women mentioned that their HCPs taught and encouraged
them to conduct BSE. While existing guidelines do not frame determinations regarding BSE
for high risk women who are not yet recommended to start mammographic screening due to
age, United States Preventive Services Task Force does recommend against teaching BSE
for all women.28

Finally, patient-provider conversations reportedly lacked discussion regarding preventive
health behaviors associated with breast and ovarian cancer risk reduction. This was not
surprising given that research showing 82% of OB/GYN visits and 74% of visits to PCPs
among women is not inclusive of counseling regarding obesity, exercise, tobacco use or
exposure, or diet.2” Health behavior counseling and related interventions are an important
mechanism to address prevalent health-related behaviors in clinical settings. Subsequently,
HCPs serve an important and integral role in providing counseling and motivating their
patients in adopting health behavior changes.34

Satisfaction with conversations and subsequent actions taken

Consistent with previous studies,3® women were largely dissatisfied with their provider
discussions due to lack of time during the visit, feeling discounted due to their young age,
and the perception that information provided by their HCP was not credible or satisfactory.
Women with family history reported feeling discounted due to their age, despite provider
recommendations’2 to screen women with a family history tool designed to identify family
history associated with increased risk BRCA1/2 genetic mutation. Few women took actions
to reduce breast and ovarian cancer risk, engaged in preventive methods, sought additional
knowledge about related topics, or received genetic counseling or testing. HCP
communication and recommendations have been associated with increased interest in and
uptake of genetic counseling and testing among certain groups of women.3%:36 Limited
action taken among women in our study may reflect the dearth of received information about
genetic counseling and testing during their HCP conversations.

Strengths and limitations

This study adds new perspectives to the research in this area, including examining
perceptions regarding how often communication occurs between HCPs and their patients
who are 18 through 44 years, satisfaction with topics discussed, and any actions taken
among those women. The study also uniquely examines respondent communication patterns
segmented by age, race/ethnicity, and existence of family history of breast and ovarian
cancer. The study sample size is larger than average for qualitative studies, and women in the
study represented diversity in economic status, education, marital and parental status, and
geographic location. However, results are still based on a small sample of recruited
respondents under age 45 years and may not represent the views of women over the age of
45 years or those with a personal history of breast and ovarian cancer. This study did not
formally assess participant cancer risk, making actual risk of participants unknown. The
study also excluded women who received genetic testing or counseling and, therefore, may
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have been recognized by a HCP as potentially high risk. However, the study’s intent was to
examine provider communication and informational needs among women who might be at
elevated risk based on their family history and who had not received genetic testing or
counseling. This study, therefore, provides novel findings which can be used to adapt and
develop content for educational interventions such as the CDC’s BYB campaign for this
specific group of women.

Conclusions

Although women access healthcare services regularly, HCPs may be missing opportunities
for providing counseling on breast and ovarian cancer risks and preventive health behaviors.
While interventions3/-39 have been designed to support HCPs in offering evidence-based
care and guidance and improving patient health literacy, their effectiveness has not routinely
been evaluated among young women and those who may be at increased risk for breast and
ovarian cancer. HCPs may benefit from additional training regarding communication with
patients, especially those under 45 years and/or with a family history of breast and ovarian
cancer, about risk, prevention, and genetic counseling and appropriate testing. In addition,
women may benefit from receiving tailored information and educational materials about
these topics from their HCP and/or other trusted sources.2> As HCPs are continually tasked
with addressing several health-related topics during brief medical visits, increased
engagement of nurses, genetic counselors, patient navigators, and other allied health
professionals may be important in providing more robust discussions with patients.
Providing all women, including younger women, high-quality and up-to-date information
about their breast and ovarian cancer risk is imperative. This requires sufficient patient and
provider engagement and communication about overall risk, preventive health behaviors,
and screening and surveillance options for women at increased risk.

CDC’s BYB campaign?® informs young women about their risk for breast and ovarian
cancer and may improve their knowledge and awareness about HBOC and preventive health
behaviors. Results from this study will be used to inform campaign efforts and
communication strategies.
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Focus Group Segmentation Strategy

Table 1

Page 13

Family history of breast or ovarian cancer

Audience segment Yes (n) No (n) Focus group location (one group per location)
Ashkenazi Jewish women ages 18-29 years 9 — New York City

— 9 Chicago
Ashkenazi Jewish women ages 30-44 years 9 — Chicago

— 7 New York City
African American women ages 18-29 years 8 — Birmingham

9 — Chicago

— 7 Birmingham

— 6 Chicago
African American women ages 30-44 years 9 — Birmingham

9 — Chicago

— 8 Birmingham

— 9 Chicago
General population ages 18-29 years 9 — Sacramento

9 — Phoenix

— 9 Sacramento

— 9 Phoenix
General population ages 30-44 years 9 — Sacramento

9 — Phoenix

— 6 Sacramento

— 9 Phoenix
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Focus Group Inclusion and Exclusion Criteria

Table 2

Page 14

Inclusion criteria

Exclusion criteria

Within group characteristics

Female gender
18-44 years of age

No history of breast or ovarian
cancer

No history of undergoing genetic
counseling or testing regarding
cancer-related concerns

Own a smart phone4

Use of Internet for more than 2
hours each week?

African American/Black race for
segmented groups in
Birmingham and Chicago (Table
1)

Ashkenazi Jewish for segmented
groups in New York and Chicago
(Table 1)

Nonfemale gender

45 years of age and older Current or
past diagnosis of breast or ovarian
cancer

Undergone genetic counseling with a
licensed genetic counselor regarding
cancer-related concerns

Undergone genetic testing related to
cancer or your risk for developing
cancer

Did not own a smart phone?

Did not use the Internet for at least 2
hours each week?

Employees or contractors for public
health, like the CDC, local or state
health department, or other public
health organization

Employed or contracted as Medical
professional

Focus group participants had a mix
of heterogeneous characteristics,
including:

. Education level,
. Income,

. Marital status,

. Parental status.

a . . _ . . .
Inclusion and exclusion criteria selected as data collected were also used to inform the “Bring Your Brave” ca\mpa|gn.25

CDC, Centers for Disease Control and Prevention.

J Womens Health (Larchmt). Author manuscript; available in PMC 2018 August 03.



Page 15

Lunsford et al.

NIOA MaN

NIOA MaN

NIOA MaN

weybuiwig

obearyn

Ojusweldes

obearyn

obearyn

X1usoyd

NIOA MaN

weybuiwig

obearyn

Oolusweldes

v-0¢€

vv-0€

v-0¢€

vv-0€

vv-0€

6¢-8T

v-0€

6¢-8T

vy-0€

6¢-8T

6¢-8T

6¢-8T

6¢-8T

USIMB[ 1ZeUsYYsY

USIMB( 1ZeUBYysY

USIMB[ 1ZeUsYYsY

UBOLIBWY UBDLIYY

UBOLIBWY UBDLIYY

uonendod |eisusn

USIMB[ 1ZeUsYysY

USIMB( 1ZBeUBYYSY

uonendod |eisusn

USIMB[ 1ZeUsYysY

UBOLIBWY UBDLIYY

USIMS[ 1ZeUdMysy

uoneindod |e1ausn

ON

ON

ON

SOA

SOA

SBA

SaA

ON

SBA

SOA

SOA

ON

ON

. WY1 8ye] pInom | ‘aAielau

10 aAIISOd W | 41 89S 0] S1S3) AW 4340 PIP A3yl 4| “JaYNa SIY} JO pJeay Janau aA, | asnedaq
‘BuiyrAue Aes 1,upIp ays Jey pastidins w,| 0s 001 ysimar si 10100p Aw pue (uoneinw
2118usb 10 DOFH 40 Xsi) 11 uonuaw 3,uop Asy L "BuiyiAue Jo 194 usip|Iyo Jeaq 0}
Buxoo] Jou sem | pue ‘1abunoA sem | asnedaq agAeA “1ayma BuiyiAue 106 Janau |, (ET9)

LUIYD | 31 IN0GEe MOU PINOYS | “‘WE | OYM JO 8Snedaq 103k} XSI JO 1O0S SWOS S, 818U}
31 ueaw | ¢1s160]003uAB Aue Aq s1uy Inoge pjo} 8q Jou | PIN0d MOY aX1| 4O puIy w.l,, (219)

. U0ISSNISIp Jeyl 4o Med Jou ase Muly} | JadUed UBLIBAO pUE 130Ued

158310 INg "} YIM UI0g 8q [|IM P[IYd JNOA Uay} ‘J8LiIed B SI puegsny JNoA pue Iatiied

© 31,n0A J1 Jey saseasip 213auab Jay1o Jo 81dno3 e a1am aJay L 18l SydeS-Ae 8y Joj aw
puUas PIP 8ys 0S ‘SaA pIes | "JUadSaP 1Zeuaxysy 40 sem | J1 yse pip (ueidisAyd) ays,, (T19)

.. (UoneuIWEXa 1SRAIQ [ED1UI[D) PaXI8YD 3]

0] papaau | Aes UaAa 1,UPIP 8Ys INg ‘Jadued Isealq pey Jeyl Ajiwey Aw ui Apogawos pey |
eyl mauy| ays pue ‘Bules w, | Jeym s, ey “welbowwew e paau UaAa 1,uop | pIes ays pue
(4e0ueDd 1SR8.Q J0 Al0ISIY AjIWe) aARY |) Jay pJol | "aJay} Wwol) suop (UoKeUILEXS 1Sealq
1eaiulfd) Bunsal ou 186 1,upip [us | pue (A1oisiy Ajiwey) sw payse 1030p Aw puy,, (0T9)

.. JIem 01 aAey noA ‘oN, pres

11138 A8y puy “1eys ynm auly A1e103 wi, | "auly Wi, | ‘Jo Wyl D ‘Lo Way} ind 0} aAey nok
11 9SNe23g ‘MOUY 0} JUBM | *, 190U ISBaIq] JO AI0ISIY AjIWey e S, )1 ‘AI0ISIY B aney | ‘|19,
‘Wayl pjo} | puy "padojanap 1ou ale sisealq INoA pres Asyp ‘payse | sl 1Sl 3y} puy

"Gz sem | douls welbowwrew e 186 01 BulAn usag Ajjenioe aA,| ‘ge Ajuo w,| ‘welbowwew
B pey Jansu oA, | ‘welbowwew e 186 01 sw 1o} ALres 001 S,)1 pres ueidisAyd A, (69)

<1 SREY [HELY
JAMSUR 3} Jeay euueM 1,Uop | ashed, (10100p Aw 01 ¥jjel 3,uop |) ou Aj3sauoy “* 3|, (89)

' PY23Y9 s, Butyifians
***Jeak e 92u0 10300p 8y 8as | “dn 11 Bulig 1,uop Adyy 41 ajes w, | ainby |,, (29)

Alreal
31 1n0ge ulys 3,uop 1snl | *(J0100p a3 01 [e1) 01 JUBM 1,UOp | eyl 10U S, 1| |98} |,, (99)

.11 10J paisal 186 01 pasoddns w,| ‘pauonuaw | se pue
*++0s Ajiwey Aw ui si auab siy) mouy| | asneaaq Jo1oop Aw payoeoidde Ajaniuigep aA,|,, (50)

99y 3]1dL} wiay) axew | ) IN0ge Jeak AJana Xse | ‘sawin
9a1U1 11 pey ,Siayjowpuelb Aw pue Jaoued 1sealq 106 wow Aw pue 9T Sem | aduls,, (9)

. 1an8 ey} JeaA 1SE| BU) UI 810W J0JI0P BY} 0} Pad|[e} pue PaliSIA | 81| pue ‘Jeak
1se] 31| ‘pasoubelp 106 wow Aw uaym (10100p Ylim uolesianuod) pauaddey aui,, (€9)

.'UoNLU se 11 IN0ge XUy} 1,uop | 81| |88} | Ing ‘(Jaoued
UBLIBAO 10 1SB31( INOQR 10300 € 0} Y{[el) pInom | agAew ‘A10isiy Ajiwey e pey | 41, (29)

ey Aw ur (18oued UBLIBAO J0 ISE8.q J0) AJ0lSIy ou Isnl s, a18u)
pue 21do) ajgelIojwoouN Ue S,3| "(10100p € 0} Y|el 01) AJLIeSSadau S, 11 quiy) 3,uop |,, (19)

SUI32U0 Ylfeay Aselipaiay pue
Ai03s1y Ajiwey :passnasip soido)

uoleUILEXd
15894 [221UI]D :PassnasIp soido)

uoledlunwwod 0] sisllueg

uoIEIIUNWWOI 0} SisA[ered

190URD URLIBAO pUR ISB3I(
INOQE UOISSNISIP € JO 80U3LINJ00

uollealnT]

s1eah ‘aby

Anoruyiajeoey

ef01s1y Ajiureq

ajonb Hunuoddng

awiay |

Author Manuscript

Author Manuscript

YSIY pare|ay pue 1soue) UBLIBAQ pue 1sealg Buipiefisy uonesiunwiwo) JapiAoid-lusied

€ 9lqeL

Author Manuscript

Author Manuscript

available in PMC 2018 August 03.

J Womens Health (Larchmt). Author manuscript



Page 16

Lunsford et al.

“1apInoid areayijesy ‘dOH ‘480ued UeLIBAO pue Isesiq Arenpalsy ‘D0gH

*J90URD UBLIBAO pUE 1SBalq J0 A101sIy Aue 0] Siajal Aloisiy \A__Emu_w

NIOA MaN

obearyn

weybuiwig

weybuiwig

Ojusweldes

obearyn

olusweldes

obearyn

obearyn

olusweldes

vv-0¢€

vy-0€

6¢-81

vv-0¢€

vy-0€

vy-0€

vv-0¢€

6¢-8T

6¢-8T

vv-0€

USIMB( 1ZeUBYysY

USIMS[ 1ZeUMysY

UBOLIBWY UBOLIYY

UBOLIBWY UBDLIYY

uole|ndod [elauss

UBDLIBWY UL

uoneindod |eJausn

UBDLIBWY UL

UBOLIBWY UBDLIYY

uoneindod |eJaus9

ON

SBA

SOA

SOA

SBA

SBA

SOA

SBA

SOA

SOA

.. JOU 10 11 aAeY | 1 Buimous| Jou 8s00y? |||, 91| W, | *,MOUX

10UUED NOA 10 ‘MOUY UBD NOA, 1] S,8H "YoNnu 001 31 IN0QE YUY} 03 JUBM 3, UpIP | *Sq00Q
Aw o doyo 03 Juem 1,upip | ‘[uoneinw ausb /&g 10} uonisodsipaid ayy pue Ajisy
pauonuaw 18jydwed ay1] ‘1 yum BuiyiAue op 1.upip | *,Bunsal 1oy 06 01 Juem noA j1ino
1114 0 W0y © S, 819K ¢SIY) Buiel ul palsaiaul ag NoA pInop, pres pue 1ajyduwred e aw aned
9H "uayy 21doy 104 © sem 11 ssanb | “obe s1eak Inoy INoge Sem SIY | *,1S8) MaU SIY) S,y
‘pres pue wooJ siy ul aw es isnl Ajjeaiseq (10390p) ay ‘USIA N0 JO pus 8yl 1, (£29)

..’ [190ue0 10§ S1581 Bu1USaIIS] BSAY) JO BWIOS Op A|[ew.ou pjnom
NnoA uey) Ja1jJea sieak us) 0] aAll Ajqeqoad st yoiym ‘ued [s,dOH ay] mojjoy | 0S,, (229)

8w pue (gz s,8uo0
1310 38U} pue ‘€z SI 8U0 ay3) SI81sIS oM] AN [swelbowiwrew paaiaoal] wwy-wip,, (1z9)

. J81SIS AW Y3IM 11 BJeYS | PUB 398U 8} Op 8M 3INS
a)ew am pue puegsny Aw Yiim aleys | pue [1IsiA s Jojoop Jaye] awoy ob sAempe |,, (022)

. ’PIemuo) snow usyy pue Buiyl 81aAss 1sow sy yum of Asy) oS *,8|npayas

awi e uo w,| ‘swuaired Jayio aney | ‘|19, [Aes ybiw 10100p ay1] *,suonsanb Jayio asayy
aney | ‘[1I9M, ‘D11 S.31 " 9B SWO0I UL NOA "8UO SIY} SSNISIP |],8M 0S ‘U0 SIY} 104 a3y
Ajuo a1,aM ‘13, [Aes ybiw Jo100p ay] ‘suonsanb o 1si] e ynum a1y ul 06 noA J1 puy
‘poliad—noA 10} awi} JO JUNOWE UIelad e aney Ajuo Ay si 1eyl yum wejqold ayl,, (6T2)

.’SUyIuoW 831y} Joy
10U S,3] *.PIP | "10300p InoA yum jusuiuiodde ue axey, [Aes [j1m J0100p wool Aoushiawsa
ayy] “BuiyiAue op 03 Buloh jou 1,48y “Jesauab a1, Asy "woos Aousbiaws sy 0}

0f 03 8w [}31 3,u0q ¢0p 01 pasoddns | we JeYAA ‘MoI0wWo} peap doip ued | 'syluow asiy}
ul peap doip ued | ;SYruow a3y} 104 aW 9as 1,ued (10Jo0p) NOA Juswiulodde ue axew

01 10300p AW | | ‘Jansleym Jo ‘awl yum Buoim s, Buiyiswos pue ured e |93y | 41, (8T9)

. S8InuIW GT InoA

ale asoy} 81| S,31 pue ‘JaAsleym 10 suonsanb yse 0} op 01 paau NOA Teym op pue siamsue
186 pue 1IN0 puly 0} 81eIIPAP 0} HIOM JO B} el NoA pue ‘uswiutodde siy} axew

noA pue ‘ur 0f NoA asneasq pew aw apew } ‘Mou| NOA *,MOUY| 3,UpIP ays Aym mouy|
1.U0p | 0s ‘aJay} S,)1 1eyr snoiago Anaid s,11, saob ays pue ‘1 18} ays pue ‘aed Arewnd
Aw ‘Aepo) urebe 10100p JaY10 AW 01 JUaM | UaYL "848y} Bulylou sem alay) aw pjol pue
aw ,p,004-004, 1snl oym 1s160jo1pes 8y} WoJy 106 | uonaeal ayr Aq palooly sem |,, (L19)

. Inoge Bunjel agq Aay) Jeym mou 1,uop Aayy
1] 193} AJ1S8U0y |***S10100P 853U} JO BWOS “J0100P AW YIIM SUOIBSISAUOD pey aA, ], (9T9)

.. I1e4an0 sn paebaisip isnl Asyy oS “Ajjeonsirels

192URD 1Sealq Y dn awod Ajjeas uswom BunoA Auew 00} Jou asneaaq aAisuadxa

aJe Aoy ‘saA :welbowiwew € 3X1] asnedag ‘|e1ol Ul uonenlis ayl prebaisip isnl Aayy pue
‘18BunoA a1,am yeyy isnl s3] *aaurinsul ay) Buiptebas Ajfeal s,31 uiyy 3,uop | 0S,, (GT9)

. J1noge ALiom op |, ‘81| w,] ", 31 Inoge A1Iom 0} 8AeY 3,uop noA ‘Yo, ‘eI Isnl's,aus g
‘NAD/GO 921U € S,8ys 48y ax1| | ueaw | ‘suaddey 11 810jaq 11 Juanaid 01 3|ge aq 03 JueM |
1] S,11 asnesaq JJo aw sessid 1| *,8E [113S 81,N0A MO 81,noA ‘Yo, ‘axf1f 1snl a1, A8y, (¥19)

uo1o.Ul 40§ SUOSEAI pUB
UOISSNISIP dOH Joiye Uaye) suonoy

uonoeysnes
juailed pue SUoISSNISIp 4O BU0L

uol}edon]

s1eak ‘aby

Auoruyrajeoey

efdoisiy Ajiwe

ajonb Buiaoddng

awiay |

Author Manuscript

Author Manuscript Author Manuscript

Author Manuscript

available in PMC 2018 August 03.

J Womens Health (Larchmt). Author manuscript



	Abstract
	Introduction
	Materials and Methods
	Analysis

	Results
	Sample characteristics
	Occurrence of patient-provider communication regarding breast and ovarian cancer and related risk
	Catalysts and barriers for patient-provider communication
	Barriers to communication

	Topics discussed during patient-provider conversations
	Clinical breast examination and recommended screening ages
	Family history and health concerns
	Breast self-examination
	Other discussion topics

	Tone of conversations and related patient satisfaction
	Family history
	Age

	Actions taken based on conversations with HCPs and reasons for inaction

	Discussion
	Discussion topics
	Satisfaction with conversations and subsequent actions taken
	Strengths and limitations

	Conclusions
	References
	Table 1
	Table 2
	Table 3

