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BARRIERS TO GENETIC TESTING FOR BREAST CANCER RISK AMONG ETHNIC MINORITY

WOMEN: AN EXPLORATORY STUDY

Beth A. Glenn, PhD; Neetu Chawla, MPH, PhD; Roshan Bastani, PhDBackground/Aims: To assess awareness of

genetic testing for breast cancer risk and iden-

tify influences on the decision-making process

regarding counseling and testing among an

ethnically-diverse sample of women.

Methods: Semi-structured interviews were

conducted with 33 women who were breast

or ovarian cancer survivors or first degree

relatives of survivors. Interviews were audio-

taped, translated, and transcribed. Analysis of

transcripts identified relevant themes and

quotes were extracted for illustration.

Results: Low levels of awareness were ob-

served in minority women, including those

with a significant family history of cancer. A

number of potential influences on the deci-

sion-making process emerged including beliefs

about risk factors for cancer and opinions

about the options following testing. Distinct

issues were identified within ethnic groups that

may function as barriers such as concern about

the misuse of genetic information (African

Americans), unfamiliarity with Western pre-

ventive medicine (Asians), and women prior-

itizing family obligations over personal health

needs (Latinas).

Conclusions: Results suggest there may be a

need for interventions to raise awareness

about genetic counseling and testing among

minorities. Our findings contribute to the

literature by using in-depth interviews to

uncover potential barriers and facilitators

to counseling and testing and by including

Asians and Latinas, groups under-represented

in previous research. (Ethn Dis. 2012;22(3):

267–273)
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INTRODUCTION

Breast cancer is the second most
common cause of cancer-related death
among women in the United States.1

Approximately 5%–10% of all breast
cancers can be attributed to mutations
in the BRCA 1 or 2 genes.2,3 Although
relatively rare, women affected by muta-
tions in these two genes have a substan-
tially elevated risk of developing breast
(50%–85%) or ovarian (14%–40%)
cancer in their lifetime.2 Factors associ-
ated with an increased likelihood of
BRCA mutations include the occurrence
of both breast and ovarian cancer within
a family, multiple cases of breast or
ovarian cancer within a family, bilateral
breast cancer, young age at diagnosis,
and Ashkenazi Jewish heritage.4,5

Prior to testing for BRCA 1/2,
counseling is recommended in order to
assess risk-level, explain the risks and
benefits of testing, and provide psycho-
social support and assistance with
decision-making.6 Genetic counseling
and testing has been shown to influence
decisions regarding follow-up care in-
cluding prophylactic surgery, chemo-
prevention, and screening (i.e. breast
magnetic resonance imaging and mam-
mography).7–9 Identification of the
BRCA 1/2 mutation in one family
member can inform other close family
members about their own cancer risk
and may encourage their use of services
intended to reduce risk, such as in-
creased surveillance or prophylactic
surgery.8,10

While availability and awareness of
genetic counseling and testing services
has grown over time, research has
documented racial/ethnic disparities in
utilization of genetic services.11,12 Most

studies examining the decision-making
process regarding testing and counseling
have been conducted with high risk
populations, such as Ashkenazi Jewish
women.13 Several studies have docu-
mented lower utilization of genetic
testing and counseling services among
ethnic minority women, particularly
African Americans.14,15

A study conducted by Armstrong
et al found that African American women
with a family history of breast or ovarian
cancer were significantly less likely to
undergo genetic counseling for breast
cancer risk compared to White women,
even after adjusting for the socioeconomic
factors, probability of mutation, risk
perception, and communication with
primary care providers.11 Underuse of
counseling and testing services is prob-
lematic, since these services can help
provide women access to cancer preven-
tion research trials, medication to reduce
the risk of cancer and cancer recurrence,
information and referrals for prophylactic
surgery, and increased surveillance to
enhance early detection of breast can-
cer.9,16,17

Limited research has examined up-
take of counseling and testing among
Latinas and Asian Americans or exam-
ined potential barriers and facilitators in
ethnically-diverse samples.18,19 A recent
review conducted by Forman and Hall
specifically highlighted the lack of data
focused on Asian American women and
their potential barriers to genetic servic-
es.20 Available data suggest that poten-
tial barriers to counseling and testing
among minority women may include
lack of awareness of the availability of
testing, barriers to access and differences
in some psychosocial factors.12,21,22

However, few studies have included
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Asian or Latina women or recruited
multiethnic samples to allow for com-
parisons between ethnic groups.

The primary purpose of this study
was to use qualitative methods to
explore potential barriers and facilitators
to genetic testing in an ethnically diverse
community-based sample of women
who were either cancer survivors or
first-degree relatives of breast or ovarian
cancer cases. The study assessed a range
of topics, including beliefs about risk
factors, awareness of testing services,
cultural factors, perceived benefits and
barriers to testing, and opinions about
the options following testing. Given the
lack of available data on minority
women, we utilized qualitative methods
in order to capture contributing factors
that may not have been examined
previously.

METHODS

Study Participants and
Recruitment

Women were considered eligible for
the study if they were a breast or ovarian
cancer survivor or a first-degree relative
of a breast or ovarian cancer case.
Participants were identified through
multiple community-based organiza-

tions and facilities offering cancer

support services. A variety of methods

were used to recruit participants. Flyers

were posted at sites and the study was

advertised through listservs targeting

cancer patients. At some sites, staff

assisted with recruitment by distributing

flyers and providing information to

potential participants. Some partici-

pants were also referred to the study

through word of mouth. Recruitment

sites included: The Wellness Commu-

nity-West Los Angeles, Simms/Mann-

UCLA Center for Integrative Oncology,

Sisters’ Network, Women of Color

Breast Cancer Support Project, Chinese

Herald Cancer Center, Asian Pacific

Health Care Venture, Saath: South

Asian Cancer Foundation, South Asian

Network, and Filipino American Ser-

vices Group, Inc. In addition, a few

women were identified through their

participation in a previous UCLA study.

Women were asked to participate in

individual open-ended semi-structured

interviews that were audiotaped for

transcription and analyses. Interviews

were conducted from March, 2004 to

July, 2006. Although 36 women partic-

ipated in individual interviews, two

were excluded from the analysis sample

due to inaudible audiotapes. One was

excluded because she reported her

racial/ethnic group as ‘‘other.’’ The final

sample included 33 women representing

multiple Asian subgroups, African

Americans, Latinas, and non-Latino

Whites. The study maintained approval

from the UCLA Institutional Review

Board throughout its duration.

Study Interviewers
English interviews were conducted by

the study’s principal investigator. Bilin-

gual research staff assisted with conduct-

ing, transcribing and translating inter-

views conducted with Spanish and

Chinese speaking participants. Bilingual

interviewers received training from the

principal investigator regarding the pur-

pose of the study, general information

about genetic testing and counseling for

breast cancer risk, and the process of
conducting qualitative interviews.

Data Collection and Analysis
A literature review was conducted to

identify factors found to influence
decision-making about genetic counsel-
ing and testing for breast cancer risk.
The final interview guide utilized open-
ended questions to assess the following
domains: beliefs about risk factors for
breast cancer; awareness and knowledge
of genetic testing; interest in genetic
testing; relevant cultural factors and
beliefs; perceived barriers and benefits
to testing; and opinions about options
after a positive result.

Given that some women were learn-
ing about genetic testing for the first
time, basic information was provided to
all women regarding the options fol-
lowing testing (ie, prophylactic surgery
to remove the breasts or ovaries,
participation in a prevention research
trial, or increased surveillance) based on
information contained in the NCI
brochure, Genetic Testing for Breast and
Ovarian Cancer Risk: It’s Your Choice.23

This information was given to partici-
pants after awareness of counseling and
testing was assessed.

On average, participant interviews
were 60 to 90 minutes in duration.
After English transcriptions were com-
pleted for all interviews, separate elec-
tronic documents were created by
compiling participant responses for each
domain. These files were analyzed to
identify any emerging themes. Partici-
pant quotes were then extracted to
illustrate these themes. Potential differ-
ences across racial and ethnic groups
were also explored and highlighted in
the analysis.

RESULTS

Participants’ Characteristics
The characteristics of the partici-

pants are presented in Table 1. The
median age of women interviewed was

The primary purpose of this

study was to use qualitative

methods to explore potential

barriers and facilitators to

genetic testing in an ethnically

diverse community-based

sample of women who were

either cancer survivors or first-

degree relatives of breast or

ovarian cancer cases.
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52 years. The ethnic distribution of the
participants was: 17 Asians (52%; 7
South Asians, 6 Chinese, 2 Koreans, 2

Filipinos); 8 African Americans (24%);
5 Latinas (15%); and 3 non-Latino
White women (9%). The study sample
included 23 breast or ovarian cancer sur-
vivors (70%) and 10 first-degree relatives
of breast or ovarian cancer cases (30%).

Qualitative Findings

Beliefs about Risk Factors
An open-ended question was used to

assess personal beliefs about factors that
increase a woman’s risk for breast cancer.
Women were encouraged to answer
based on their own beliefs vs what they
felt was the correct answer. Less than a
third of participants mentioned genetics

or family history when asked, ‘‘What in
your opinion puts women at risk of
getting breast or ovarian cancer?’’ Al-
though a small group of participants
included other known risk factors in

their response (ie, reproductive history),

the most commonly cited risk factor was

stress. Approximately half of the partic-

ipants (16 of 33) cited stress as a risk

factor and most of these women were

either Asian or Latina.

Awareness of Genetic Testing
Out of the total sample, 11 women

said they had heard of genetic counsel-

ing and testing for breast cancer risk

prior to their involvement in the study.

Although only a small number of non-

Latino White women participated in the

study (n53), all had heard of genetic

testing and at least one had participated

in testing. The majority of ethnic

minority participants had never heard

about BRCA 1/2 testing. Only 3 out of

8 African American women, 5 out of 17

Asians, and none of the five Latina

participants reported having heard of

genetic testing. Among the participants

who had heard of counseling and

testing, some knew very little about

the process while others were quite

informed, including a few participants

who had undergone counseling or

testing. In general, awareness about

counseling and testing did not seem to

differ between breast cancer survivors

and first-degree relatives in the sample.

Some of the women that were unaware

of testing had significant family histories

that would make them eligible for

testing. For example, one African Amer-

ican participant who had never heard

about testing prior to being referred to

the study reported that her mother,

several maternal aunts, and several first

cousins had been diagnosed with breast

cancer. There was a tendency for breast

cancer survivors to confuse BRCA 1/2

testing with HER 2/Neu (human epi-

dermal growth factor receptor 2) test-

ing, which is recommended for women

with invasive breast cancer to assess

expression of the HER2/Neu gene in

order to inform treatment decisions. In

one case, a Latina breast cancer survivor

reported that she had undergone ‘‘ge-

netic testing.’’ However, after further

probing it was clear that she was

referring to HER 2/Neu testing.

Interest in Genetic Counseling/Testing
After participants were provided with

basic information about genetic assess-

ment and testing, they were asked if they

would be interested in pursuing genetic

assessment services if they were deter-

mined to be eligible. Most women

expressed interest with some ambivalence.

‘‘I would have to think about it.

Maybe. Sometimes I feel that I don’t

want to know if I have it [the gene] and

sometimes I feel like I want to know.’’

(Asian woman)

‘‘If you are at least armed with the

knowledge, you can make a decision.

But when you don’t know anything,

you just feel like I’m going to have to sit

here and wait for this to happen. Should

I just wait and let a bomb be dropped

on me or should I move? I think the

best thing is to do something.’’ (African

American woman)

Table 1. Participant characteristics (N=33)

Characteristics % (n) Characteristics % (n)

Mean age Marital status

51.9 years (n532) Married/living as 45.5 (15)

Ethnic background Not married 45.5 (15)

Non-Latino White 9.1 (3)
DK/refused/missing 9.1 (3)

Asian 51.5 (17)
Latino 15.2 (5)

Education level

African American 24.2 (8)
,high school 9.1 (3)

Country of birth
High school 45.5 (15)

United States 39.4 (13)
College grad 18.2 (6)

Not United States 60.6 (20)
$Grad school 21.2 (7)

Years lived in United States
(among foreign-born)

DK/refused/missing 6.1 (2)

#9 20.0 (4/20)

Annual income

$10 75.0 (15/20)
,$25,000 39.4 (13)

Missing 5.0 (1/20)
25,000–50,000 12.1 (4)

Health insurance

50,000–75,000 9.1 (3)

Yes 87.9 (29)

$75000 24.2 (8)

No 6.1 (2)

DK/refused/missing 15.2 (5)

DK/refused/missing 6.1 (2)
Cancer status

Language of interview
Survivor 69.7 (23)

English 75.8 (25)
Relative 30.3 (10)

Spanish 12.1 (4)
Chinese 12.1 (4)

DK, don’t know.
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Cultural Factors Involved in Genetic
Testing and Counseling

Women were asked if there was

anything about being [African Ameri-

can, Latina or Asian] that would affect

their opinion about genetic counseling

and testing. Although some partici-

pants did not feel that culture or race

would play a role, a number of potential

influences on the decision-making pro-

cess emerged for each ethnic group.

African Americans
Concerns about Misuse of Genetics

and Distrust of Medicine and Research.
One of the themes that emerged in

interviews with African American women

was concern about the potential misuse of

genetic information and general distrust of

medicine and research. Women perceived

this issue to be heightened for a health ser-

vice such as genetic counseling and testing,

which utilizes relatively new technology.

‘‘One of my girlfriends who is so

narrow-minded … would say ‘I wouldn’t

let those people experiment [referring to

genetic testing] on me’ …. Some of my

other friends, who are not as narrow-

minded would think, ‘It’s best to find out all

you can’… ‘Go for all the tests you can’ ’’

‘‘I think that for some women

knowing that there might be some

genetic predisposition for it [breast

cancer] will get some antennae to go up.’’

By referring to ‘‘antennae going up’’

this participant was suggesting that some

African American women might be suspi-

cious of genetic counseling and testing and

of providers that wanted to engage women

in the process of counseling and testing.

She felt that some African American

women would be concerned that docu-

mentation of genetic vulnerability could be

used to denigrate African Americans as has

happened in the past.

Lack of Awareness of Family History
Due to Poor Family Communication.
Several African American women men-

tioned that they would have difficulty

tracing their family history of cancer as

would be necessary to fully benefit from

genetic counseling and testing.

‘‘…We [African Americans] are not

always sure [about disease diagnoses]

‘cause we have never gone to the hospital

to follow up, to keep our history. We

don’t have much [health information].

‘‘I think that because … our history

goes down verbal…some women will

[feel] alarm [if they learn about genetic

testing] because there is no family

connection to harvest the information

[about family history]. But for those

who have family connections, it would

probably be an easier process.’’

Asians
Unfamiliarity or Discomfort with

Western Preventive Medicine.
A number of Asian women suggested

that the mismatch between traditional

medicine practiced in their countries of

origin and genetic counseling and testing

may prevent Asian women from pursuing

testing.

‘‘Nobody knows it [genetic testing].

They are so far away [from Western

medicine]. The mammogram is coming

out but this is the first time I heard

about the gene test.’’

‘‘This concept is too advanced for

[people from my country]. They are not

familiar with this concept [of prevention

through medical tests]. They are not so

accepting of preventive medicine [West-

ern medicine].’’

Concerns about Stigma of Having
‘‘Bad Genes.’’ ‘‘I think that in Asian

families it is a big deal that you have a

bad gene in the family. … I think people

were afraid before they had the [genetic]

information and would make a big deal

about family history [medical history]...

when it comes to marriage. The parents

would ask those questions what kinds of

diseases were in your family before their

children would get married.’’

This participant described that fam-

ily history of disease is sometimes taken

into account by Asian families when

determining suitability of a potential
son- or daughter-in-law. She expressed
concern that Asian women might decline
genetic testing because they would not
want this information to affect their
ability to marry in the future.

Feeling it is not Beneficial to Know
about Negative Events in One’s Future.
Several participants suggested that Asian
women may be less interested in testing
because they do not want to learn about
negative future events.

‘‘I think that [women from my
country] may be less accepting of this
procedure than women of other ethnic-
ities. We are pessimistic. They don’t
want to know they are going to get
something. It is a matter of fate to them.’’

‘‘Some people may not want to do
it. They don’t want to know. They are
afraid…[people from my country] are
afraid of knowing.’’

Latinas
Women Prioritizing Family Responsi-

bilities over Personal Health Needs and
Lack of Awareness about Medicine and
Advanced Technologies.

Several Latina participants mentioned
that traditional female roles may lead
Latinas to prioritize their family’s needs
over their own and make them less aware
and accepting of preventive health servic-
es such as genetic counseling and testing.

‘‘I think we [Latinas] tend to be
more concerned about… family loyalty
[vs personal health care needs]…we
become martyrs and we will take the
pain and suffering…Culturally this is
what women do, it is something that is
ingrained in your culture in your
upbringing…You [women] don’t bur-
den the family unnecessary’’

‘‘Now people know what cancer is and
before they knew nothing. The people are
still embarrassed…to do the regular check-
ups like pap and mammogram … They
are lacking in information. ’’

‘‘Well, even when I was living in
[my home country] I never had a
conversation in regards to cancer. I
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was very diligent in keeping up with my
health. Yet there is the lack of informa-
tion that is available out there.’’

Perceived Benefits of Testing
Women who expressed interest in

pursuing counseling and testing were
asked to provide reasons. Three basic
themes emerged: to provide information
for their families; to inform their own
health, which was particularly impor-
tant for survivors; and for the benefit of
society and scientific research. Below are
illustrative quotes within each theme.

To Provide Information for
Their Families. ‘‘Well, for one, for my
granddaughter I think it is really
important to know and my daughter
too. To know if I have the gene…and
they will be tested and if it comes out
positive they can make an honest choice
about it.’’ (African American woman)

To Inform Their Own Health. ‘‘So I
know what the chances are that I will get
cancer again. Or, if it is clear, it will make
me happy. More relaxed. Especially
because I had it twice.’’ (Asian woman).

‘‘…for prevention and to know what
to do in case it would happen to me
or… to any of my relatives or future
generations.’’ (Latina woman).

To Contribute to Science and Soci-
ety through Participation in Research.
‘‘I would also like to do it to help other
people because it is still experimental. I
would do it for the good of others because
it is research.’’ (Asian woman)

Perceived Barriers to Testing
All women were asked about what

they saw as potential barriers to coun-
seling and testing. Major perceived
barriers were cost, concerns about the
potential effect on family members, and
potential insurance discrimination.

Cost. ‘‘Since I only rely on Medi-
Cal…I would not know what to do if
the test would not be covered.’’(Latina
woman).

‘‘If I had to pay for it I wouldn’t do
it.’’ (Asian woman)

Potential Insurance Discrimination.
‘‘I am already worried about it. I can’t
get insurance…I have tried to get
insurance…I have been looking for ten
years…It’s already a concern…and
yeah! You are discriminated [against].
The people [who] need it the most can’t
get it.’’ (Latina woman)

‘‘They [insurance company] try not
to pay or don’t want to give insurance.
They did not want to give me insurance
for diabetes and high blood pressure.’’
(Latina woman)

Concern about the Effects on
Family Members. ‘‘When you find out
about your diagnosis I think I would get
worried that I’m a carrier and worried
that my children may be carriers as well.
I felt it more after seeing my friends die
from breast cancer.’’ (Latina woman)

‘‘I would be worried about my family
knowing the results….They have seen
me going around bald headed. They do
know how horrible chemo is…I think it
would make them more depressed be-
cause they know what I went through.’’
(African American woman)

Opinions about Options Following
Testing

Participants were then asked their
opinions about the some of the options
to reduce future cancer risk that may be
available to women who receive a
positive test result: prophylactic surgery
to remove the breasts or ovaries;
participation in a research study testing
risk reduction strategies; or increased
surveillance (eg, more frequent mam-
mograms, magnetic resonance imaging
of the breast). Opinions about prophy-
lactic surgery and involvement in a
prevention trial were mixed. However,
women held uniformly positive atti-
tudes towards increased surveillance for
women with a positive test result.

Prophylactic Surgery. Women held a
range of opinions about prophylactic

surgery. Most Asian and Latina partic-

ipants felt that this option was too

extreme, whereas the African American

and non-Latino White women were

more open to the idea. Breast cancer

survivors were generally more open to

prophylactic surgery than were first-

degree relatives in the sample.

‘‘I think it depends how much it’s in

her family. And I think it depends on

her stability… See somebody like me

it’s a different story when you got no

support system and you’re home by

yourself. I mean when there are people

there to help you…It makes it differ-

ent.’’ (non-Latino White woman).

‘‘Among healthy women… I don’t

agree with that. I think it is too

extreme….. among otherwise healthy

survivors….a little different. It would be

more acceptable.’’ (Asian woman).

Joining a Research Study or Clinical
Trial to Evaluate Risk Reduction
Strategies. Women generally had favor-

able opinions about participation in re-

search that evaluated the effect of a change

in lifestyle like a special diet, physical

activity program or a vitamin. However,

most participants, particularly first-degree

relatives, expressed concern about partici-

pating in trials that involved medications

due to concerns about side effects.

‘‘I would love nothing else but for

my daughter to get into a study. I would

volunteer her name, so someone could

call her and ask her if she just wants to

start now to be tracked and be in a

study. (non-Latino White woman)

‘‘My whole thing is side effects.

With side effects I could get a whole

different kind of cancer even though it

can’t be detrimental…just the fact that

knowing that I could get it…I wouldn’t

begin to take the medication.’’ (African

American woman)

DISCUSSION

This was one of the first studies to

qualitatively examine potential barriers
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and facilitators to genetic counseling

and testing for breast cancer risk in an

ethnically diverse sample of women

including Asians and Latinas. Most

minority women in our sample were

not aware of the availability of genetic

counseling and testing for breast cancer

risk. This included a number of women

with significant family histories of breast

cancer, such as women with multiple

premenopausal diagnoses on the same

side of the family. Low levels of aware-

ness among ethnic minority women

about genetic services has been observed

in prior population-based studies, par-

ticularly among immigrants.20,24,25 Per-

haps more importantly, our results

revealed a number of potential influ-

ences on the decision-making process

including beliefs about risk factors for

cancer, opinions about the options

following receipt of a positive test result

and cultural factors.

Causal attributions related to the

development of cancer may conceivably

predict interest in cancer genetic servic-

es. Although participants were specifi-

cally recruited for a genetic study most

did not mention genetics or family

history when asked about risk factors.

In contrast, many women, particularly

Latinas and Asians in our sample, cited

stress as the most important risk factor.

These beliefs may underlie, in part,

lower utilization of genetic services for

some women.

Although many participants were

hearing about genetic counseling and

testing for the first time, most were

interested in learning more about the

process. The most commonly perceived

benefits of counseling and testing were

providing information to family mem-

bers, informing one’s own health and

making a contribution to science and

society through research.

Women also voiced a number of

concerns about genetic testing, which

may function as barriers, including cost,

concern about effect on the family, and

concerns about potential insurance dis-

crimination as consistent with prior

research.20 Interest also appeared to be

related to acceptability of options fol-

lowing testing. As might be expected,

we found that women viewed less

invasive measures more favorably such

as enrolling in a prevention trial

evaluating a behavioral strategy or

increased surveillance as compared to

taking a medication to reduce risk or

prophylactic surgery. Immigrant wom-

en in our sample voiced strong objec-

tions to the option of prophylactic

surgery.

Finally, a number of cultural factors

emerged as potential influences on the

decision-making process within each

ethnic group. African American women

cited a lack of awareness of familial

cancer diagnoses due to poor commu-

nication between family members and

concerns about misuse of genetic infor-

mation as has been observed in prior

studies.21 Asian participants expressed

discomfort with Western medicine,

concern about the stigma associated

with ‘‘bad’’ genes, and expressed resis-

tance to learning about negative future

events, especially those out of one’s

control. Resistance to learning about

negative future events may be similar to

prior research that documented Asian

and Latina women to be more likely

than non-Latina Whites to perceive

counseling and testing as interfering

with the natural order of life or fate.26

Themes emerging from interviews with

Latinas revealed a lack of familiarity

with and use of medical care and the

tendency for Latinas women to not

prioritize their own health needs, obser-

vations consistent with prior research.27

Several limitations of this study

should be acknowledged. The sample

size is small, particularly for some ethnic

groups, although we feel that thematic

saturation was reached across most

domains. In addition, some participants

would not be eligible for genetic testing

based on their personal and familial

cancer histories but many would be

eligible for counseling. Due to the

challenging nature of identifying high

risk women in community settings, we
used multiple methods for recruitment,
allowed both cancer survivors and first-
degree relatives to participate, and did

not restrict our sample to women
eligible for genetic testing, which may
have affected the generalizability of our
results.

While there were some limitations
to the study, there were also a number
of strengths. Our results revealed po-
tential influences on decision-making
related to genetic counseling and testing

among Asian and Latina women – two
ethnic groups that are under-represent-
ed in the existing literature. This study
also utilized a qualitative approach
which helped illustrate several themes,
particularly in the areas of cultural

factors, perceived barriers to testing
and opinions about follow-up care that
have not been well-documented in the
quantitative literature. In addition, these
findings are useful in generating hy-
potheses and suggest avenues for future

research. Large-scale studies within eth-
nically-diverse samples of high risk
women are needed to assess the rela-
tive importance of factors in influenc-
ing the decision-making process as well
as to assess predictors of receipt of risk-

appropriate cancer genetics services.
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