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Abstract
The burden and experiences that come with a breast cancer diagnosis in a family impact how women perceive
personal cancer risk and pursue preventive strategies and/or early detection screening. Hence, this study sought to
understand how Filipino women incorporate their experiences living with a sister diagnosed with early-onset breast
cancer to their personal perceived risk and screening behavior. Guided by phenomenological approach of inquiry, a
face-to-face, semi-structured interview was conducted with 12 purposively sampled women with a female sibling
diagnosed with breast cancer before age 50. Transcripts were analyzed using thematic analysis. Results revealed that
the respondents tend to compare themselves with their sister when constructing views of personal cancer vulnera-
bility. The subjective risk is also shaped by their beliefs regarding cancer causation such as personalistic causes,
personal theory of inheritance, and locus of control. Their sisters’ cancer diagnoses serve as a motivation for them to
perform breast self-examination. However, clinical breast examination and screening mammography are underutilized
due to perceived barriers such as difficulty allotting time to medical consultation, fear, and lack of finances. Overall,
cancer risk perception and screening behavior are important factors that must be addressed during cancer genetic
counseling consultations. Better understanding of these factors will aid in the formulation of an effective manage-
ment plan for at-risk women.
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Introduction

Breast cancer is the most common cancer diagnosed among
women in 140 of 184 countries (IARC 2013). According to
the 2012 report of the GLOBOCAN Project, breast cancer
accounts for 25% (1.67 million) of all new cancer cases. Its
prevalence has been increasing in both developing and devel-
oped countries (Bray et al. 2013). Specifically in the
Philippines, breast cancer is the leading cancer site in females.
The Department of Health and the Philippine Cancer Society
Inc. population-based cancer registries reported an age-
standardized incidence rate of 55.1 per 100,000, the highest
recorded incidence rate in any Asian population (Ngelangel
et al. 1994; Gibson et al. 2009). Parallel to its high incidence is
high mortality rate. Twenty-eight percent of cancer deaths
among Filipino women are attributed to breast cancer. The
national age-standardized mortality rate was estimated at
11.9 per 100,000 women or for every three new cases there
was one death (Laudico et al. 2010). It is predicted that breast
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cancer will continue to be the topmost cancer diagnosis in the
majority of countries in the upcoming years. The
GLOBOCAN Project further predicted that in 2020, there will
be an 18.5% and 18.4% increase in the estimated number of
new breast cancer cases in the Philippines and worldwide,
respectively (IARC 2013). This indicates the need for improv-
ing care and service provision targeted at managing diagnosed
patients (Bray et al. 2013).

Several risk factors are involved in the etiology and devel-
opment of breast cancer. Among these, genetic factors are of
particular importance (Kleibl and Kristensen 2016). Several
epidemiological studies have indicated an increased risk for
breast cancer among relatives of an affected individual
(NCCN 2017). Furthermore, potential genetic contribution is
indicated when there are multiple family members affected,
and the pattern is compatible with autosomal dominant inher-
itance. This is especially concerning when a female presents
with clinical features such as early disease onset, tumor recur-
rence, bilateral tumor development, and presence of rare or
minor histopathological diagnoses (Kleibl and Kristensen
2016). These manifestations are potentially due to causative
germline mutations in breast cancer susceptibility genes, like
the BRCA1 and BRCA2, in hereditary breast cancer syn-
dromes that account for up to 5–10% of all breast cancer cases
(Kleibl and Kristensen 2016). The cancer risk in mutation
carriers is significantly elevated in comparison to the general
population (Berliner et al. 2012; Riley et al. 2011; NCCN
2017).

Only a scant number of studies have examined the risk
perception and breast screening behavior of Filipino women
who belong in families with a significant history of breast
cancer diagnosis. Breast cancer cases among Filipino women
are generally diagnosed at later stage because they usually
practice therapeutic and diagnostic visits to health care sources
rather than preventive health care consultations (Ngelangel
and Wang 2002). Hence, this study explores how Filipino
women incorporate their experiences living with a sister diag-
nosed with early-onset breast cancer to their personal per-
ceived risk and screening behavior. Better understanding of
the current gap in knowledge can aid in formulating cancer
genetic programs and improve services in the Philippines.

Methods

This study utilized phenomenological research design. In this
qualitative approach of inquiry, the research process focuses
on deciphering the meaning that the respondents have about
the phenomenon by enabling them to express their views in
ways that are meaningful to them (Brunstrom et al. 2015). The
researcher explored the risk perception and screening behavior
of the respondents through in-depth and detailed narrations of
their experiences living with a sister diagnosed with early-

onset breast cancer. The design and the protocol of the study
were approved by the University of the Philippines Manila
Research Ethics Board (UPMREB 2016-449-01).

Recruitment

The outpatient Breast Care Center (BCC) of the Philippine
General Hospital (PGH) was the study recruitment site. The
hospital provides oncology services to 20–25% of the popu-
lation of metropolitan Manila and Rizal province. As a prima-
ry government-sponsored tertiary care facility, the BCC PGH
also receives referrals from various regions in the Philippines
(Matsuda et al. 2002).

The purposive selection and recruitment of the respondents
were guided by the following eligibility criteria: (1) female
aged 18–50 years old with Filipino ancestry; (2) has a living
biological female sibling diagnosed with early stage (stages I–
II) breast cancer before age 50, who underwent mastectomy
and was undergoing adjuvant chemotherapy during the time
of research; (3) no personal history of breast cancer; and (4)
can speak Filipino and able to give consent.

The researcher initially wrote a letter to the director of BCC
PGH to request access to the list of pre-selected patients. The
BCC PGH clinical staff conducted the initial review of pa-
tients meeting inclusion criteria. Once access was permitted,
the researcher had a daily logbook review to determine the
scheduled patients who meet recruitment criteria. The re-
searcher then approached prospective patients during the con-
sultation, and additional assessment and verification regarding
their sister’s eligibility was conducted. If eligible, the patient’s
sister was contacted and invited to participate. They were in-
formed about the study information, objectives, and methods.
When they gave verbal agreement to participate, the research-
er set up an interview date and confirmed the venue that is
most convenient for them. The informed consent form was
reviewed with a potential respondent, and the signed informed
consent was obtained on the day of the interview.

Phenomenological research typically regards three to ten
respondents as the sample size until reaching theoretical satu-
ration (Creswell 2014). Thus, the researcher initially recruited
six individuals who met the criteria. Additional potential re-
spondents were recruited until the categories or themes were
deemed saturated.

Data collection and analysis

Respondents were interviewed in person using a semi-
structured interview guide (Table 1). The key interview ques-
tions were open-ended, neutral, and sensitive. To establish
clear, coherent, and answerable set of questions, pilot testing
was conducted initially with two respondents, and the content
validation with a genetic counselor, psychologist, and qualita-
tive research method expert.
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Each interview was conducted in areas free from distrac-
tions and the respondents were assured of their anonymity,
privacy, and confidentiality. The respondents were informed
that the study did not intend to provide a breast cancer risk
assessment nor promote screening or any procedures.
However, if they wished to know about their risk, the re-
searcher would refer them to a genetic counselor for a
consultation.

Following informed consent, all the interviews were tape
recorded and transcribed. Each transcript was assigned with a
pseudonym and stored in a password-protected desktop com-
puter to ensure privacy and confidentiality. For data analysis,
the simplified version of Hycner’s explication process (as
cited in Groenewald 2004) was adapted.

As a validity strategy for qualitative research (Creswell
2014), the thematic analysis started with bracketing the study
researcher’s subjectivity to clarify preconceptions and pre-
judgments toward the phenomenon being studied. The study
researcher coded each interview for common themes, and re-
dundant units were eliminated. Significant themes were iden-
tified using the techniques by Ryan and Bernard (2003).

Study findings and discussion

Study respondents

From January to February 2017, a total of 16 potential respon-
dents were approached to join the study. Four women who
initially verbally indicated that they would like to participate
had subsequently declined to be interviewed. Their reason for
non-participation was not further explored. Theoretical

saturation occurred at the eighth in-person interview. Among
the 12 respondents who completed their interviews, no one
withdrew from the study.

Table 2 summarized the respondent’s demographics. Their
age ranges from 31 to 50 years old (mean = 44), and the ma-
jority were married, Roman Catholic, and have graduated
from college. Most respondents were housewives living in
an urban area and were earning Php 1000–10,000 (20–200
USD) per month.

Cancer risk perception

Ten out of 12 (83.3%) respondents shared that they are wor-
ried about getting breast cancer. In terms of their risk percep-
tion, nine (75%) respondents shared that they are Blow risk^,
two (16.7%) replied BI don’t know^ or BI’m not sure^, and
one (8.3%) said that she is at Bhigh risk^ of acquiring the

Table 1 Semi-structured interview guide

1. Can you describe or narrate your experiences living with a sister
diagnosed with breast cancer?

Probe:
• What did you feel when you learned that your sister has this
condition?
• Why did you feel this way?

2. How do these experiences affect your view of your own health?
Probe:
• Are you worried that you might have the same condition?
• What do you think is your chance of acquiring breast cancer?
• Why do you say so?

3. What do you feel about this chance of acquiring breast cancer?
Probe:
• Why do you feel this way?
• Is there anything that you can do to lower your risk?

4. What breast cancer screening measures have you already done?
Probe:
• Have you heard of breast self-examination, clinical breast
examination, and mammography?
• When and how did you do this?
• Why did you do (or not do) this?

Table 2 Demographic information of the respondents (n = 12)

Demographic information Respondents

Age (years) Mean age = 44
(range 31–50)

Education

College graduate 8

College undergraduate 1

Vocational graduate 1

High school graduate 2

Civil status

Married 8

Single 4

Religion

Roman Catholic 7

United Methodist Church 2

Born Again Christian 1

Protestant 1

Others 1

Occupation

Housewife 6

Teacher 3

Company secretary 1

Direct selling business 1

None 1

Residence

Urban 9

Rural 3

Monthly income

Php 1000–10,000 7

Php 11,000–20,000 1

Php 20,000 and above 4
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disease during her lifetime. From their succeeding responses,
the basis for their cancer risk perception emerged and there
were two main thematic findings. These are: (1) associating
self to sister with breast cancer, and (2) perception on cancer
etiology.

Associating self to sister with breast cancer

Seven (58.3%) of the respondents believed that they have a
low chance to have breast cancer because they considered
themselves Bhealthier^ when compared to their sister. One
respondent specifically shared:

The way my sister deals with stress is kind of different.
If she’s exhausted, she tends to eat, up to the point where
her diet is no longer balanced. She also likes processed
and instant food. So it’s all about food and fatigue. I am
not surprised why she acquired it…But I’m not like
that… what I mean is, I am aware of my health. I’m
not fond of eating junk foods, unlike her. I seldom eat
unhealthy foods. I take good care of my health. –P9

Similarly, six (50%) other respondents associated the basis
of cancer risk with their sister’s unhealthy food choices, lack
of rest, harmful substances from their vices, and exposure to
stressful work environment. These findings are congruent to
the study findings of Underhill et al. (2012) regarding the risk
perception of women at risk for hereditary breast cancer.
Women viewed their affected relative’s stories as a baseline
foundation of the cancer experience when describing beliefs
about their breast cancer risk. Then, they compare themselves
to the said baseline to conceptualize cancer and form percep-
tions of their own cancer vulnerability.

Several published studies also reported that experiencing
how a family member dealt with their cancer diagnosis serves
as the core of risk representation for many women (Spector
et al. 2009; Underhill et al. 2012; Pilarski 2009). The theory of
genetic vulnerability, for one, describes the influences of fam-
ily experiences with a hereditary disease on the individual’s
understanding of genetic information. It suggests that individ-
uals may base their subjective risk perception in comparison
to their affected family member’s experiences more than ob-
jective numeric data (Hamilton and Bowers 2007).
Furthermore, living with risk is an ongoing process, initially
through living with a relative’s experience that, over time, led
to a subjective development of one’s sense of risk (Chalmers
et al. 1996). This process involves three phases: (1) living the
breast cancer experience through the affected relative’s expe-
rience, (2) developing risk perception, and (3) putting risk in
its place.

The first phase takes place when a woman indirectly lives
the cancer illness through her relative’s experience. Resolution
allowed the woman to personally separate from her relative’s

experience and begin to shape an articulation of her own vul-
nerability to cancer. In the second phase, the woman attempts
to articulate her personal vulnerability to breast cancer by
assessing the significance of her biological attributes (e.g.,
family history) and by appraising her own threatening experi-
ences with breast lumps or other bodily abnormalities. In the
final phase, the perception of cancer risk is integrated into the
woman’s sense of self. Cancer risk is acknowledged, and man-
aged mentally and practically by exerting control through cog-
nitive processes and self-care practices (Chalmers and
Thomson 1996; Chalmers et al. 1996). On the other hand, d’
Agincourt-Canning (2005) hypothesized that family history
and subjective experiences create Bexperiential knowledge^
that affects perceptions of cancer risk. It has two types: empa-
thetic knowledge and embodied knowledge. This perceived
empathetic knowledge is derived from close association with
others going through an experience, while embodied knowl-
edge is derived from personal experience (d’ Agincourt-
Canning 2005).

Perception on cancer etiology

When respondents were asked about the reasons why they
perceive a low risk of acquiring breast cancer, most of them
anchored their responses within the context of their beliefs.

BBahala na ang Panginoon^ (all are up to God) was one of
the responses. Six (50%) respondents believed that only God
can dictate whether they will have breast cancer or not.

I believe that I have a healthier lifestyle. Whatever hap-
pens [referring to having a cancer], it’s up to him. God
knows everything.–P5

According to McBride (2001), most Filipinos believe that
sickness is caused by mystical, personalistic, and naturalistic
causes. Mystical causes are retribution from ancestors for un-
fulfilled obligations, whereas personalistic causes are due to
Bactive, purposeful intervention^ of another human being, a
spirit, or a supernatural entity (Foster 2014, as in cited Abad
et al. 2014). Hence, the BBahala na ang Panginoon^ shared
by the respondents is classified in this etiology (Abad et al.
2014). It is related to common Filipino beliefKaloob ng Diyos
(God’s will) and to the Filipino fatalistic attitude Bahala na
(come what may).

The belief Kaloob ng Diyos takes place when Filipinos
tend to attribute all events in his or her life as a gift from
God. This core belief promotes coping as it provides personal
empowerment and hope (Abad et al. 2014). Bahala na atti-
tude, on the other hand, occurs when an individual does what-
ever he or she can and then resigns to whatever will happen
(Tan 2008, as cited in Abad et al. 2014). It highlights strong
faith to a higher being as Filipinos commonly resort in surren-
dering their problems to God (Abad et al. 2014).
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Three (25%) of the 12 respondents regarded cancer as a
disease that Bruns in the family^ and further shared that
Bbreast cancer only occurs to one family member per
generation^ For instance, if their sister already Binherited^
breast cancer, chances are, they will not have the disease.

My mother has 4 siblings and she was the only one who
acquired breast cancer. In our case, we are five, all girls;
so I believe that she [sister with cancer] will be the first
and last among us. –P1

Naturalistic causes include an array of factors from natural
events (e.g., thunder, lightning, drafts), or physiologic mech-
anisms (e.g., excessive stress, incompatible food and drugs,
infection, and familial susceptibility) (McBride 2001). As stat-
ed, cancer as a disease that Bruns in the family^ was empha-
sized. For the perception of Bone cancer case per generation^,
McAllister (2003) stressed that Blay models of inheritance^
are common in the society. It often provides an outline to
explain the transmission of physical and behavioral traits in
the family. If it is linked to the experiences with the disease,
the said lay models become Bpersonal theory of inheritance^
that can influence someone’s risk perception.

Three (25%) of the 12 respondents did not believe that
cancer can be passed through generations. They thought that
breastfeeding reduces their risk for developing breast cancer.
In general, women who have a greater number of menstrual
cycles over their lifetime are generally at higher risk of devel-
oping breast cancer than those with lower number of cycles
(Schneider 2012). Similarly, women who use medical risk-
reducing strategies, such as antiestrogen or prophylactic mas-
tectomy reduces their lifetime breast cancer risk (Spector et al.
2009). Asserting these means as personal control over breast
cancer is an example of Blocus of control^. Bottorff et al.
(1998) explained that it is one of the cognitive biases that
influences risk perception. It occurs when an individual feels
that he or she is actively modifying a situation to overcome
risk.

Breast cancer screening behavior

Screening for women who are at increased risk of breast can-
cer due to a family history suggestive of a known genetic
predisposition, is different from the general population. In this
context, the National Comprehensive Cancer Network
(NCCN) recommends a periodic and consistent breast self-
examination (BSE) starting at age 18, semi-annual clinical
breast examination (CBE) starting at age 25, and a yearly
mammogram beginning at age 30 (NCCN 2017).

All of the respondents reported that they have experienced
checking their breast through BSE. Eight (66.7%) shared that
they conduct BSE occasionally, e.g., Bif it dawns on me^,

whereas three (25%), perform BSE every month, usually
around the time of their menstrual period. One (8.3%) respon-
dent claimed that she does it every day while taking a bath.

Five (41.7%) respondents have not had a CBE performed
by a physician. Six (50%) have had a CBE once, mostly dur-
ing their general check-up. One (8.3%) respondent has had a
CBE every 6 months as part of their company’s health check.

Eleven (91.7%) respondents are yet to pursue a screening
mammography. One (8.3%) had a screening mammogram
when she sought medical consultation after experiencing
breast tenderness. Table 3 summarizes the respondents’ breast
cancer screening practices.

For the respondents meeting criteria to pursue breast cancer
screenings, the study findings indicate that the majority are yet
to pursue this recommendation. In a survey conducted in
Metro Manila, only 54% had ever done BSE, and, of whom,
27% are only performing BSE nine times out of the recom-
mended 12 monthly exams in a year. In addition, only 37% of
the women had ever received a CBE from a physician
(Ngelangel and Wang 2002). Multiple studies have also noted
that the uptake of screening mammography among Filipino
women is between 41 and 71% (Simpson et al. 2015;Maxwell
et al. 1997).

The study findings highlighted that the respondents have
prior knowledge on the personal utility of breast cancer
screening. However, they have inadequate idea on when and
how it should be done. Also, most of them have not received
any recommendations from a health care provider. Several
studies have reported that a major factor of breast cancer
screening underutilization is attributed to insufficient physi-
cian recommendation (George 2000; Maxwell et al. 1997).
Specifically, George (2000) reported that this was a major
identified barrier in more than half of the reviewed studies that
examined the uptake of screening mammography. This said
barrier has also been noted in another study that a physician’s
recommendation is the most important factor for a Filipino
woman in the United States to obtain a mammogram
(Maxwell et al. 1997). And, these women further shared their
preference to receive mammogram from a health care provider
who they regard as the most credible.

Knowledge is a strong predictor of screening behavior
(George 2000; Subramanian et al. 2013; Vetter et al. 2016).

Table 3 Breast cancer screening practices of the respondents (n = 12)

Breast self-examination (BSE) Not regular 8

Regular 4

Clinical breast examination (CBE) Not done 5

Once 6

Regular 1

Screening mammography Not done 11

Done 1
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Notwithstanding, discrepancies between knowledge and actual
practice exist. There are other factors that influence screening
utilization (George 2000; Lamyian et al. 2007; Moodi et al.
2012; Obikunle 2016; Subramanian et al. 2013). The second
finding echoes the factors influencing the screening behaviors
of the participating women. The themes are as follows: (1)
sister’s cancer diagnosis as a reminder for breast awareness,
and (2) perceived barriers to breast cancer screening.

Sister’s cancer diagnosis as a reminder for breast
awareness

The respondents were driven to perform BSE because of their
sister’s cancer diagnosis. Eight (66.7%) had recalled how their
sister’s condition constantly reminds them to check for lumps,
masses, or any other abnormal manifestations on their breast.
For one respondent, being aware of her breasts means detect-
ing the disease early.

Since my sister got cancer, I’m more aware to check
myself through palpating my breast. If it is inevitable
to have similar disease in the future, at least, it would
not be as worse as hers because of early detection and
treatment.–P10

In both studies byMaheu (2009) and Underhill et al. (2012)
regarding the screening behaviors of women at risk for hered-
itary breast cancer, they concluded that a breast cancer diag-
nosis in the family served as a reminder for other members to
get screened. In this regard, heuristics has been applied to
health decision-making because it influences how health in-
formation is understood and applied to medical decisions.
Availability heuristics, in particular, was observed in this
study as the judgments made by the respondents are based
on the ease with which associations come to mind
(McDowell et al. 2013). Another example is the pursuit of
genetic testing based on the salience of information brought
about by a recent cancer diagnosis of a relative. This was
apparent in a study by McDowell et al. (2013) about the rela-
tionship of family history on cognitive heuristics, risk percep-
tion, and prostate cancer screening. Their results noted that
men with a family history of prostate cancer had greater access
to information and experience about the disease that contrib-
uted to their judgments about screening.

Perceived barriers to breast cancer screening

This theme enumerates the reasons why most respondents did
not engage in pursuing breast cancer screening such as CBE
and mammography. Primarily, BIt is not a priority^ and BI
have no time^ are the most frequent responses because of their
hectic duties at home. Accounts from the respondents have
disclosed their roles as primary caregivers of their sister with

breast cancer. Thus, taking care of the sister was considered to
be a priority and it consumed most of their time. Difficulty
allotting time is a common barrier for breast cancer screening
(Ngelangel and Wang 2002; Wu and Bancroft 2006). Most
Filipino women find it inconvenient to schedule medical ap-
pointments, especially to those who work 5 to 6 days a week
(Wu and Bancroft 2006). Despite the fact that half of the
respondents are housewives, they tend to work more than full
time because of their family responsibilities. As such, they
perceived screening as a competition for their priority as a
caregiver.

Attitudes toward screening also hindered the uptake of
breast cancer screening services. Fear, especially of mammo-
gram, was evident because it is commonly associated with
unpleasant experiences. According to Wu and Bancroft
(2006), the said screening procedure is always conceived as
a complex medical examination related to discomfort, pain,
and uneasiness. In addition, most Filipino women are not
comfortable being touched or exposing their own bodies.

Lastly, there is a challenge when accessing screening ser-
vices because of the underlying financial burden. As one re-
spondent verbalized BWe don’t have enough money. That’s the
number one reason.^ Filipino women report reasons such as
financial barriers for transport and medical expenses
(Ngelangel and Wang 2002). More often than not, medical
procedures like mammograms are also considered to be a
luxury because of the expensive cost (Wu and Bancroft
2006). Breast mammography typically costs Php 2000.00 to
3500.00 (USD 40.00 to 70.00) and is mostly accessible in
urban or metropolitan areas. The utilization of medical ser-
vices in the Philippines is generally hampered by poverty as
a huge proportion of Filipinos are living below the poverty
line (de Torres 2002). Indeed, government and community
support, such as health insurance coverage and accessible
clinic locations can increase screening utilization (Lamyian
et al. 2007).

Cancer genetic counseling implications

Cancer genetic risk assessment is the process of identifying
and counseling individuals at risk for familial or hereditary
cancer (Trepanier et al. 2004). Cancer genetic risk assessment
determines whether the family history is suggestive of sporad-
ic, familial, or hereditary cancer and quantifies cancer risks in
individuals and their biological relatives. The study respon-
dents have biological female siblings with early-onset breast can-
cer, which according to the latest guidelines of National Society
of Genetic Counselors (Berliner et al. 2012) and National
Comprehensive Cancer Network (2017), are considered to be
at increased risk for acquiring breast cancer due to strong family
history and included among the referral criteria for cancer risk
assessment and genetic counseling.
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Cancer genetic counseling aims to educate individuals and
their family about the chance of developing cancer, and help
them derive personal meaning from cancer genetic informa-
tion. It is important to empower individuals to make educated,
informed decisions about genetic testing, cancer screening and
cancer prevention (Trepanier et al. 2004). Genetic counselors
play a vital role in understanding and integrating genetic, med-
ical, and psychological information to promote informed
decision-making (Geller et al. 2007, as cited in Trepanier
et al. 2004).

The first step of cancer risk assessment and counseling
begins with collection of personal and family medical history
(Trepanier et al. 2004). Taking an accurate and complete fam-
ily history is considered to be one of the most important skills
acquired by genetic counselors (Schneider 2012). Not only do
they uncover cancer diagnoses in one’s family but also explore
other factors that might affect the understanding toward the
genetic information. Schneider (2012) suggested that one of
the essential considerations in this step of genetic counseling
is hearing the patient’s family stories. Genetic counselors
might be enlightened about the family’s insights of the cancer
history, awareness of a genetic etiologies, use of culture and
traditions to explain the cancer in the family, their level of trust
toward the medical system, uptake in cancer screening regi-
mens, and the like. Upon exploring the experiences of the
respondents, it has been noted that women living with a sister
with breast cancer tend to associate their risk perception and
screening behaviors with the encounters they had with their
affected sibling. Moreover, issues relevant for the psychoso-
cial assessment, such as the women’s response to the diagno-
sis, emerging roles and responsibilities, and coping mecha-
nisms as well as the family’s dynamics toward the diagnosis
were also discovered.

After collecting and interpreting medical histories, genetic
counselors convey risks to their patients. Genetic counseling
can provide the numerical risk estimates for women at risk for
hereditary breast cancer; however, the patients still make use
of their own cognitive biases and emotions to determine what
the risk means to them (Pilarski 2009). The study findings
noted that the respondents have a low subjective risk due to
their beliefs on cancer causation. Hence, it is important to
assess a patient’s beliefs about cancer etiology before present-
ing numerical risk information (Trepanier et al. 2004). Abad
(2012) proposed the need for the genetic counselors practicing
in the Philippines to use explanatory models of illness, e.g.,
Kleinman’s framework (Table 4). This will provide an oppor-
tunity for genetic counselors to obtain information about the
patient’s understanding and perception of genetic risks and
overall acceptance of the disease (Abad 2012).

When the beliefs toward the disease are identified and ac-
knowledged, genetic counselors will have an opportunity to
address the misconceptions associated with the breast cancer
diagnosis in the family. Genetic education provides additional

understanding about the natural history and biomedical etiol-
ogies of cancer (i.e., interplay of heredity and environment) in
a language that can be easily understood. Furthermore, this
also calls for health policy-making in the country to improve
the genetic literacy of the general public as there is a minimal
to non-existent understanding of genetic concept among most
Filipinos (Abad 2012).

Another key role of genetic counseling is to guide and
influence the patient regarding risk-reducing behaviors
(Pilarski 2009). Findings of this study show the underutiliza-
tion of breast cancer screening due to the perceived barriers.
Genetic counselors can educate women at risk for acquiring
breast cancer about the three recommended modalities of
screening. As mentioned, some perceived screening as an ex-
pensive, painful, and unpleasant procedure thus eliciting fear
and delayed consultation. In partnership with other healthcare
providers, genetic counselors should promote awareness
about the purpose and importance of screening for breast can-
cer for detecting the disease in its early stages. Emphasis can
be given to the benefits of breast self-examination and month-
ly clinical breast examination by a nurse, midwife, or public
health physician because these two preventive measures are
still the most cost-effective strategies in the local setting espe-
cially in rural areas (Ngelangel and Wang 2002).

Nonetheless, high level of anxiety may be introduced to at-
risk women because of the inaccessibility of more standard
screening procedures such as mammography or breast ultra-
sound. Genetic counselors should be aware of other possible
options to address this issue such as referral to social services
of the nearest tertiary government hospital for financial assis-
tance. Free consultation to interpret the results and regular
check-ups can also be availed in the same institution. It is
recommended to implement public health lectures to educate
those residing in rural areas through the local health units.

It is noteworthy to mention that the interviewed respon-
dents did not discuss the possibility of pursuing genetic test-
ing. This might be due to the limited delivery of genetic ser-
vices and testing in the country (Padilla and de la Paz 2012).
Further research about the acceptability as well as the ethical,
legal, and social implications of genetic testing among the
Filipino population should be explored. Promotion of genetic
counseling as a growing medical service in the country is

Table 4 Kleinman’s explanatory framework

1. What do you think has caused your problem?
2. Why do you think it started when it did?
3. What do you think your sickness does to you and how does it work?
4. How severe is your sickness and will it have a short or long course?
5. What kind of treatment do you think you should receive?
6. What are the most important results you hope to receive from this

treatment?
7. What are the chief problems your sickness has caused for you?
8. What do you fear most about your sickness?
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indicated as well. Health care practitioners (e.g., oncologists,
surgeons, oncologic nurses) should be cognizant about the
referral criteria for cancer genetic counseling to address the
needs of those who are at risk for hereditary cancer syndromes.

In summary, understanding risk perception is imperative in
the context of cancer genetic counseling. It is associatedwith the
extent whether someone utilizes preventive services and their
compliance to screening recommendations. It is paramount for
genetic counselors to address these factors in order to be effec-
tive in their genetic counseling consultationswith at-riskwomen
as it influences communication with at-risk family members.

Study limitations

There were only 12 women who provided informed consent to
participate in this study. With recall bias, the results are not gen-
eralizable to all the women with a biological female sibling di-
agnosed with early-onset breast cancer. Variations of the experi-
ences may be observed because of the nature of purposive sam-
pling. This study only included those with no personal history of
breast cancer. There may be different responses from women
who previously had a cancer diagnosis. Furthermore, there is a
limited representation of the experiences from at-risk women
who come from distant rural areas and those who seek consulta-
tion and treatment from a private hospital due to the study setting.
Further research is recommended to explore the risk perception
and screening behavior of Filipino women.

Conclusion

In this study, a woman’s experience of having a sister with
early-onset breast cancer impacts both her risk perception and
engagement in cancer screening. The results demonstrate the
significance to further recognize the factors influencing the
meaning of a woman’s perceived personal breast cancer risk.
Genetic counselors, along with the healthcare team, should
increase efforts in promoting the importance of genetic
counseling and breast cancer screening among at-risk
Filipino women.
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