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Women often seek reassurance from oncologists regarding their risk of developing breast cancer. Patient-perceived risk 
frequently is higher than calculated estimates of risk. We assessed perceived breast cancer risk, perceived BRCA1/2 
mutation carriage risk, and anxiety measured by the Brief Symptom Inventory-18 in 81 high-risk clinic patients before 
and immediately after risk counseling by an oncologist. Pre-counseling risk perceptions were much higher than 
calculated risk estimates. Perceived risk decreased significantly after counseling but continued to exceed calculated 
estimates and was correlated with pre-counseling perception. Post-counseling anxiety scores also declined but remained 
strongly correlated with pre-counseling anxiety scores and patient risk perceptions. Change in risk perceptions after 
counseling differed among physicians; change in anxiety levels did not. We conclude that oncologist-based counseling 
is effective in reducing anxiety despite persistent inaccuracy in patients’ perceived risk of developing breast cancer.

A 
lthough one out of eight women 
will receive a breast cancer diagnosis 
over the course of her life,1 this risk 
is distributed unevenly in the pop-
ulation, with higher risk being evi-

dent in women with clinically important mutations 
of tumor suppressor genes, a family history of breast 
cancer, or benign pathology known to predispose to 
future breast cancer development.2–8 Since the publi-
cation of the National Surgical Adjuvant Breast and 
Bowel Project (NSABP) P-1 study,9 there has been 
considerable interest in identifying patients at risk 
to assess prevention and early-detection options.

Increased public awareness of the risk of breast 
cancer development and the need for early detection 
does appear to motivate patients to undertake ap-
propriate clinical evaluations.10–12 Although anxiety 
can function as a motivator for women to seek these 
services,12,13 excess anxiety or emotional distress may 
interfere with adherence to appropriate screening 
recommendations, as well as with quality of life.1,14 

The well-described overestimation of personal risk 
of breast cancer development by women15–19 is compli-
cated by an associated increase in psychologic distress 
in patients receiving high-risk counseling.18–20 One 
overview indicated that such counseling results in in-
creased accuracy in patient perception of risk of breast 

cancer development and reduced anxiety.21 However, 
most studies evaluating high-risk counseling have 
been conducted in clinic settings employing genetic 
counselors, with the primary goal of the counseling 
often being to inform patients of BRCA1/2 mutation 
risk in preparation for formal genetic testing. Little 
has been published regarding the counseling that on-
cologists or other physicians provide concerning more 
broadly defined risk of breast cancer development, 
such as risk meeting the eligibility requirements of the 
NSABP P-1 study in women considered at high risk 
on the basis of factors other than BRCA1/2 mutation 
status.9 In this study, we attempted to ascertain the 
degree of effectiveness of oncologist-based counseling 
in improving the accuracy of patient risk perception  
and in reducing patient psychologic distress.
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Methods
Patients eligible for entry into the 

study were those referred for assess-
ment of breast cancer development 
risk at a high-risk clinic at an ambu-
latory comprehensive breast center. 
Patients with a personal history of 
invasive breast cancer or ductal car-
cinoma in situ (DCIS) were exclud-
ed. Patients with lobular carcinoma 
in situ (LCIS) were eligible for par-
ticipation. Patients were required to 
have a command of English sufficient 
to complete the study questionnaires. 
Breast center nursing staff explained 
the study to all eligible patients and 
obtained written informed consent 
from all patients prior to study entry. 
The study was reviewed and approved 
by the Institutional Review Board of 
Baystate Medical Center.

Consenting eligible subjects com-
pleted a standardized history intake 
form and specified their estimate of 
risk of developing an invasive or wor-
risome breast cancer. Patients then 
completed the Brief Symptom In-
ventory-18 (BSI-18); the BSI-18 
is an 18-question self-reporting in-
ventory that explores psychologic 
health employing a 5-point Likert 
scale designed to evaluate symptoms 
in three dimensions (depression, so-
matization, and anxiety), with results 
summed to report a Global Severity 
Index (GSI).22

Each patient then met with the 
counseling oncologist, who complet-
ed the history-taking and performed 
a relevant physical examination. The 
session included a discussion of the 
oncologist’s assessment of the pa-
tient’s risk of breast cancer develop-
ment and the general likelihood of 
risk of patient carriage of a critical 
BRCA1/2 mutation. For patients with 
a risk of invasive breast cancer devel-
opment of at least 1.7% over 5 years 
based on the modified Gail model, a 
validated risk-assessment tool based 
on personal and family characteristics 
and available as a computer program,4 
a discussion of the value and possible 

complications of hormone preven-
tion (including participation in the 
Study of Tamoxifen and Raloxifene 
[STAR]) was undertaken.

Patients were told of their risks 
of developing breast cancer, as as-
sessed by the modified Gail model, 
by phrasing similar to the following: 
“Your personal chances of developing 
a breast cancer over the next 5 years 

are _____%, or one  in _____, and for 
a lifetime, _____%, or one  in _____. 
Put another way, your chance of not 
getting breast cancer over the next 
5 years is _____%. These figures are 
based on a statistical model that cre-
ates estimates of risk, based on wom-
en with your risk factors.”

For patients with LCIS, the quoted 
risks of invasive breast cancer were 5% 

TABLE 1

Patient characteristics
Characteristic Value

Mean age, years (range) 44.6 (21–75)

Mean weight, kg (range) 73.9 (47–129)

Mean body mass index, kg/m2 (range) 27.7 (18.6–44.0)

Mean age at menarche, yr (range) 12.4 (9–17)

Patients with children, n (%) 55 (68)

Mean age at first birth, yr (range) 24.7 (16–40)

Patients with first-degree relatives with breast cancer, n (%) 55 (68)

Mean number of first-degree relatives with breast cancer  1.23 
(per patient with involved first-degree relative) 

Race, n (%)

 White 70 (86.4)

 Black  4 (5)

 Hispanic  4 (5)

 Asian  2 (2.5)

 American Indian  1 (1.2)

Past psychiatric history, n (%) 13 (16.0)

 Depression 10 (12.3)

 Bipolar disorder  2 (2.5)

 Psychosis  2 (2.5)

Postmenopausal, n (%) 28 (34.5)

Current tobacco use, n (%) 11 (13.6)

Current alcohol use, n (%) 47 (58)

Health insurance, n (%)

 Commercial 61 (75.6)

 Medicaid 10 (12.2)

 Medicare  5 (6)

 No insurance/free care  5 (6)

Patients with breast biopsies, n (%) 43 (53) 

Mean number of biopsies (per patient undergoing biopsy)  1.49  

Patients with a history of risk-associated histology, n (%)  25 (31)

 Atypical hyperplasia 21 (26)

 Lobular carcinoma in situ  8 (9.9)

Mean BRCA1/2 mutation probability, % (range)  8.4 (0–99)

Mean Gail model 5-year breast cancer risk, % (range)  2.7 (0–11.2) 

Mean Gail model lifetime breast cancer risk, % (range) 23.2 (3.9–57.3)
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over 5 years and 15% over a lifetime.23 
Information regarding the probability 
of a critical BRCA1/2 mutation, based 
on published tabular estimates,24 was 
shared with the patient in a similar 
fashion. Prior to departing the breast 
center, patients again provided their 
assessment of risk of breast cancer 
development and BRCA1/2 mutation 
carriage, as well as repeated BSI-18.

Statistical analysis
Risk perceptions were evaluated by 

converting patient responses to a per-
centage if reported as a proportion. 
Post-counseling risk perception in ex-
cess of Gail model estimates was used 
to assess the impact of counseling. In-
dividual patient BSI-18 raw scores for 
each of the three dimensions and the 
GSI were converted to T-scores based 
on a linear transformation that yields 
standardized scores while adjust-
ing for sex differences in a normative 
community population.22,25 

Data consisting of continuous 
variables were analyzed using Stu-
dent’s t test (paired or unpaired, as 
appropriate for normally distributed 
data), Wilcoxon’s test, Spearman’s 
correlation, or simple ordinal logistic 
regression. Multivariate models were 
constructed by forward stepwise re-
gression26; all relevant variables were 
considered for inclusion. Analysis was 
assisted by a computer program ( JMP 
version 5.0.1a, SAS, Cary, NC). All P 
values reported are two-sided.

Results
Eighty-one patients were enrolled 

in the study. Their mean age was 44.6 
years, with a range of 21–75 years. 
Other patient characteristics are sum-
marized in Table 1. Table 2 shows the 
P values for univariate and multivari-
ate measures of risk perception, as well 
as univariate measures of anxiety.

Pre-counseling findings

Patient risk perceptions. The mean 
patient perception of 5-year risk of 
developing breast cancer, 33.1%, far 

exceeded the calculated mean Gail 
model estimate of 2.7% (P < 0.0001). 
No correlation was found between 
pre-counseling patients’ perception  
of 5-year risk and their calculated risk 
(rs = – 0.058; P = 0.68). Similar differ-
ences were found for lifetime risk of 
developing breast cancer. Patients also 
overestimated their likelihood of car-
rying a BRCA1/2 mutation  (mean 
difference compared with tabular es-
timates 31.6%; P < 0.0001); however, 
a correlation was found between pre-
counseling patient perceptions and 
clinic estimates (rs = 0.32; P = 0.007).

Current age, age at menarche, post-
menopausal status, tobacco or alcohol 
use, and presence of risk-associated 
histology were not associated with pa-
tient perceptions of their 5-year risk 
of developing breast cancer. However, 
patients with a history of psychiatric 
disorders had a significantly higher 
pre-counseling 5-year risk perception 
than those without such a history 
(52.3% vs 30.0%; P = 0.004), as did 
patients with Medicaid coverage ver-
sus those without (48.3% vs 31.4%; P 
= 0.06). Increased risk perception was 
significantly correlated (rs = 0.30; P = 
0.009) with increased body mass in-
dex (BMI). Patients who were young-
er when their first child was born had 
significantly higher 5-year risk per-
ceptions (rs = – 0.50; P = 0.0003) and 
higher impressions of risk of carrying 
a BRCA1/2 mutation than those who 
were older (rs = – 0.31; P = 0.03). 

Stepwise multivariate analysis re-
vealed that increased pre-counseling 
5-year patient perceptions of risk were 
associated with increased pre-coun-
seling anxiety T-scores (P = 0.0004), 
increased BMI (P = 0.01), and greater 
number of first-degree relatives with 
breast cancer (P = 0.02). 

BSI-18 and GSI results. Similar re-
sults were found on all three subscales 
of the BSI-18 and GSI. Consequently, 
only the findings on the anxiety sub-
scale, which demonstrated higher val-
ues overall compared with the other 
two scales, are reported here.

Younger patients exhibited greater 
anxiety levels (rs = – 0.34; P = 0.002), 
in general and a trend toward greater 
anxiety among those who were young-
er at the birth of their first child (rs = 
– 0.24; P = 0.08). Patients with a past 
psychiatric diagnosis also reported 
significantly more anxiety (mean T-
score, 62.0 vs 52.7 without such a his-
tory; P = 0.001), as did patients diag-
nosed with LCIS (mean T-score, 62.1 
vs 53.4; P = 0.02) and those covered by 
Medicaid (59.9 vs 53.8 for other health 
insurance options; P = 0.06). Patients 
with higher pre-counseling 5-year risk 
perceptions also reported greater pre-
counseling anxiety levels (rs = 0.35; P 
= 0.002); similar results were seen for 
lifetime risk and BRCA1/2 mutation 
carriage perceptions. 

Patient post-counseling perceptions

Patient risk perceptions. After coun-
seling, patient 5-year risk perceptions 
decreased significantly (–11.5%; P 
< 0.0001) but remained significant-
ly higher than calculated estimates 
based on the Gail model (mean dif-
ference, 18.7%; P < 0.0001). Despite 
the reduction in risk perception after 
counseling, 5-year risk perceptions be-
fore and after counseling were highly 
correlated (rs = 0.67; P < 0.0001), and 
no association was found between pa-
tient post-counseling risk perceptions 
and modified Gail model estimates (rs 
= 0.02; P = 0.84). Similar data were 
determined for lifetime risk percep-
tions. Patient perceptions of carrying 
a BRCA1/2 mutation were likewise 
significantly reduced by counseling 
(mean difference, 18.9%; P < 0.0001), 
and pre-counseling and post-counsel-
ing perceptions were also correlated (rs 
= 0.54; P < 0.0001). However, post-
counseling perceptions and clinic esti-
mates of the risk of BRCA1/2 muta-
tion carriage were correlated (rs = 0.50; 
P < 0.0001), in line with the pre-coun-
seling findings. 

Patients with a past psychiatric di-
agnosis continued to have significant-
ly greater perceptions of 5-year risk in 
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excess of Gail model estimates (31.6% 
vs 16.2%; P = 0.04), as did those with 
an earlier first childbirth (rs = – 0.43; P 
= 0.002) or greater BMI (rs = 0.26; P = 
0.02). Medicare-covered patients also 
continued to have significantly great-
er excess risk perceptions compared 
with those who had other or no cov-
erage (32.9% vs 16.6%; P = 0.06).

The degree to which patients ex-
hibited differing levels of change in 
risk perception was markedly influ-
enced by the oncologist performing 
the consultation, with mean changes 
in 5-year risk perception from pre- to 
post-counseling ranging from – 4.6% 
to – 29.4% (P = 0.005) among differ-
ent oncologists. Consequently, the 
degree of excess post-counseling 5-
year risk perception also differed con-
siderably among oncologists, ranging 

from a mean of 20.3% to 42.7% (P = 
0.01). Patients’ lifetime breast cancer 
risk perceptions similarly varied from 
one oncologist to the next, but no in-
dividual physician effect was found 
for patient perceptions of BRCA1/2 
mutation carriage. 

Multivariate analysis of excess 5-
year risk perceptions demonstrated 
that pre-counseling risk perception 
(P < 0.0001) and counseling physi-
cian (P = 0.003) were independently 
associated variables.

BSI-18 results. Anxiety T-scores 
decreased significantly after counsel-
ing (mean change, – 4.2; P < 0.0001). 
Despite this decrease, post-counsel-
ing scores were strongly correlated 
with pre-counseling scores (rs = 0.84; 
P < 0.0001) as well as with patient 
perceptions of risk both before (rs = 

0.31; P = 0.008) and after (rs = 0.33; 
P = 0.004) counseling. Patients with 
a psychiatric history continued to 
have much higher anxiety subscale 
T-scores than those without such a 
background (57.9 vs 49.0; P = 0.009), 
but both groups demonstrated the 
same degree of post-counseling im-
provement. Younger age (rs = – 0.32; 
P = 0.003) and younger age at first 
childbirth (rs = – 0.39; P = 0.004) also 
were associated with post-counseling 
anxiety. Race, postmenopausal status, 
type of health insurance, and coun-
seling oncologist were not associated 
with post-counseling anxiety. 

Discussion
As in other studies, patients in the 

current trial expressed perceptions of 
their risk of breast cancer develop-

 TABLE 2

Summary of P values for variables evaluated for patient-perceived 5-year risk and anxiety*
 Before counseling After counseling†

 Patient-perceived risk Anxiety‡ Patient-perceived risk Anxiety‡

Variable Univariate Multivariate Univariate Univariate Multivariate Univariate

Age 0.53  0.002 0.69  0.003
Race 0.30  0.55 0.52  0.09
Non-white race 0.17  0.32 0.47  0.25
Menarche 0.24  0.60 0.60  0.68
Menopausal status 0.39  0.59 0.54  0.43
Number of affected first-degree family members  0.10 0.02 0.13  0.78  0.13
Risk histology§ 0.32  0.46 0.65  0.63
Lobular carcinoma in situ 0.25  0.02 0.36  0.06
Tobacco use 0.32  0.13 0.97  0.51
Alcohol use 0.55  0.62 0.85  0.50
Body mass index 0.009 0.01 0.92 0.02  0.35
Psychiatric diagnosis 0.004  0.001 0.04  0.009
Pre-counseling anxiety‡ 0.002 0.0004 – –  < 0.0001
Post-counseling anxiety‡   –  0.004  –
Age at birth of first child 0.10  0.08 0.002   0.004
Health insurance (all types) 0.23  0.41 0.39  0.23
Medicaid 0.06  0.06 0.06  0.08
Gail model risk estimate 0.68  0.24 0.84  0.18
Patient-perceived risk – – 0.002
Pre-counseling patient-perceived risk    < 0.0001 < 0.0001 0.008
Post-counseling patient-perceived risk    – – 0.004
Counseling oncologist    0.01 0.003 0.38

* Values shown in boldface type are significant at a P value < 0.05 or better.
† Risk is assessed as amount in excess of Gail model estimate.
‡ Brief Symptom Inventory-18 anxiety subscale
§ Lobular carcinoma in situ or atypical hyperplasia
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ment that far exceeded risk estimates 
based on the modified Gail model. 
Immediately after counseling, patient 
estimates were significantly reduced 
but still exceeded the calculated risks. 
Importantly, post-counseling risk 
perceptions did not correlate with the 
Gail model estimates shared during 
the counseling session that had taken 
place a short time before; rather, post-
counseling perceptions were strongly 
associated with pre-counseling risk 
perceptions. Although patients also 
overestimated their risk of carrying a 
BRCA1/2 mutation, patient estimates 
did correlate with the estimated risk 
of carriage calculated by the clinic, 
suggesting that patients did perceive 
a clear link between the number, and 
perhaps age, of family members who 
were affected by breast cancer. 

The fact that the individual coun-
seling oncologist affected the degree 
of reduction in excess risk perception 
is a unique finding. Others have sug-
gested establishing guidelines to cre-
ate counseling consistency among 
genetic counselors after finding that 
differing communication styles led to 
different patient anxiety outcomes.27,28 
No data documenting differences in 
effectiveness among counseling phy-
sicians with presumed differing styles 
have been published. Future work 
should consider not only that dif-
ferent individuals will yield differing 
counseling results but also the de-
velopment of strategies for achieving 
improved performance of those who 
provide counseling. 

Counseling seemed to be effective 
in reducing—although not necessar-
ily eliminating—anxiety irrespective 
of a past psychiatric diagnosis. De-
spite a clear association between the 
degree of improvement in risk per-
ception and the individual oncolo-
gist performing the counseling, sim-
ilar associations between the extent 
of amelioration of anxiety levels and 
counseling physician were not discov-
ered. This finding, coupled with the 
observation that post-counseling risk 

perceptions, albeit improved, bore no 
clear relationship to actual Gail mod-
el estimates, suggests that the coun-
seling goals of patient education and 
reduction of psychologic stress are 
imperfectly linked.

We did not measure the impact of 
counseling according to educational 
level or socioeconomic status of the 
patients (although healthcare insur-
ance did not appear to be an indepen-
dently associated variable in pre- and 
post-counseling changes in perceived 
risk), nor did we attempt to evaluate 
and categorize individual patient cop-
ing styles. Although these factors have 
been shown to be important in deter-
mining the degree of benefit patients 
derive from counseling,29 such factors 
may be less easily ascertained, quan-
tified, and incorporated into routine 
clinical practice. 

Clinical features that are easily as-
certained include a history of psychi-
atric disorder. Patients with such a 
history had significantly higher anx-
iety T-scores both before and after 
counseling than did patients without 
such a history, but counseling resulted 
in an equivalent decrease in T-scores 
for both groups. Discovering patients 
with greater levels of anxiety after 
counseling may afford the opportu-
nity for more intensive therapy and 
may support additional counseling 
specifically tailored to patient needs. 
Although the BSI-18 proved to be 
a convenient, unobtrusive data-col-
lection tool that can be easily imple-
mented in the clinic setting, identify-
ing patients with a psychiatric history 
might prove equally effective. 

Many challenges remain in com-
municating the risk of breast cancer 
development to patients. Physicians 
appear to have incomplete success 
in aligning risk perceptions with cal-
culated risk but, nevertheless, seem 
to be reasonably effective in reduc-
ing anxiety. The ability of counseling 
oncologists to alter patient risk per-
ceptions varies, but these differences 
do not appear to have an impact on 

their ability to provide reassurance. 
With the results of the STAR trial30 
resulting in additional therapeutic 
options—and more widely available 
genetic testing leading more women 
to contemplate their breast cancer 
risk and consider seeking physician-
based counseling and risk manage-
ment—more rigorous and uniform 
approaches to patient education on 
breast cancer risk and to identifica-
tion and management of associated 
anxiety are needed.

References

1. Kash KM, Holland JC, Osborne MP, 
Miller DG. Psychological counseling strategies 
for women at risk of breast cancer. Monogr 
Natl Cancer Inst 1995;17:73–79.

2. Gail MH, Brinton LA, Byar DP, et al. 
Projecting individualized probabilities of de-
veloping breast cancer for white females who 
are being examined annually. J Natl Cancer 
Inst 1989;81:1879–1886.

3. Mettlin C, Croghan I, Natarajan N, et 
al. The association of age and familial risk of 
breast cancer in a case-control study of breast 
cancer. Am J Epidemiol 1990;131:973–983.

4. Gail MH, Benichou J. Validation studies 
on a model for breast cancer risk. J Natl Cancer 
Inst 1994;86:573–575.

5. Constantino JP, Gail MH, Pee D, et al. 
Validation studies for models projecting the 
risk of invasive and total breast cancer inci-
dence. J Natl Cancer Inst 1999;91:1541–1548.

6. Miki Y, Swenson J, Shattuck-Eidens 
D, et al. A strong candidate for the breast and 
ovarian cancer susceptibility gene BRCA1. Sci-
ence 1994;266:66–71.

7. Wooster R, Neuhausen SL. Mangion J, 
et al. Localization of a breast cancer suscepti-
bility gene, BRCA2, to chromosome 13q12-13. 
Science 1994;265:2088–2091.

8. Malkin D, Li FP, Strong LC, et al. Germ-
line p53 mutations in a familial syndrome of 
breast cancer, sarcomas, and other neoplasms. 
Science 1994;250:1233–1238.

9. Fisher B, Costantino JP, Wicherham 
DL, et al. Tamoxifen for the prevention of 
breast cancer: report of the National Surgical 
Adjuvant Breast and Bowel Project P-1 Study. 
J Natl Cancer Inst 1998;90:1371–1388.

10. Russell C. Hype, hysteria, and wom-
en’s health risks: the role of the media. Women 
Health Issues 1993;3:191–197.

11. Miller S, Shoda Y, Hurley K. Apply-
ing cognitive-social theory to health-protec-
tive behavior: breast self-examination in cancer 
screening. Psychol Bull 1996;119:70–94.

12. Lerman C, Schwartz M. Adherence 
and psychological adjustment among women at 
high risk for breast cancer. Breast Cancer Res 
Treat 1993;28:145–155.

PSYCHOSOCIAL ONCOLOGY Mertens et al



February 2008 ■ COMMUNITY ONCOLOGY 113 Volume 5/Number 2

13. Kash KM, Holland JC, Halper MS, 
Miller DG. Psychological distress and sur-
veillance behaviors of women with a fami-
ly history of breast cancer. J Natl Cancer Inst 
1992;84:24–30.

14. Coyne JC, Kruus L, Racioppo M, Cal-
zone KA, Armstrong K. What do ratings of 
cancer-specific distress mean among women 
at high risk of breast and ovarian cancer. Am J 

Commentary

Anxiety in high-risk or already diagnosed 
cancer patients: recognizing and treating 
external and internal sources
Susan Carter, PhD, MFT
Marriage and Family Therapist, Claremont, CA; Psychooncology Specialist, Wilshire Oncology Medical  
Group, La Verne, CA

T he paper by Dr. Mertens 
and colleagues demonstrates 
that patients seen for high-

risk breast cancer consultation have 
a significant level of anxiety. This 
study demonstrates that detailed in-
formation alone does not fully ad-
dress patients’ anxieties. 

As a therapist focused on cancer 
counseling for the past 20 years, I am 
often asked by oncologists, why anxi-
ety is so resistant to the clinical data 
provided and reassurances offered by 
physicians and staff. As with depres-
sion, anxiety and worry spring from 
both external and internal sources. The 
external source of anxiety can indeed 
be reduced and managed by oncolo-
gists giving information to a patient 
about her diagnosis and by offering 
reassurances. Successfully progressing 
through treatment, good test results, 
and an optimistic prognosis can allay 
these anxieties for patients by reducing 
the external threat. 

However, the internal sources of 

worry and anxiety are more resistant to 
influence from you and your staff, pre-
cisely because they develop and are fed 
inside by the emotions and experiences 
of the patient. Each patient must learn 
how to manage and address these in-
ternal fears and uncertainties, perhaps 
with the help of a trained psychosocial 
counselor. If these anxieties and fears are 
preexisting and reinforced through past 
experience, or strongly based on close-
ly held beliefs, patients may need help 
acquiring new skills and restructuring 
their cognitive assumptions. In this way, 
they can learn to manage and mitigate 
the internal sources of their fears. 

Making changes
The cognitive-behavioral approach 

to treating anxiety involves chang-
ing both behaviors and ways of think-
ing. To this end, a therapist can help 
teach and support ways to challenge 
and change perceptions, false beliefs, 
undermining behaviors, and unproduc-
tive coping mechanisms. For example, 

a patient who believes that cancer is 
a “death sentence”—even in the face 
of a good prognosis—may not ad-
here to treatment or may even refuse 
it. By changing the message a patient 
gives herself, she can usually effective-
ly relieve her anxiety and make better 
choices. Some patients require medi-
cations to fully benefit from counsel-
ing and commit to change. 

If you see that your patient remains 
anxious, even though she has learned 
the facts about her risk, you should 
refer her to a trained counselor to ef-
fectively relieve the internal sources 
of anxiety. To provide a truly compre-
hensive approach to high-risk cancer 
counseling, care should be coordinat-
ed among the oncologist, primary care 
doctor, therapist, and/or psychiatrist. 
Together, these practitioners can find 
the best type and duration of medica-
tion for the anxious patient.

Dr. Carter can be reached at scarter00@earthlink.
net.

Med Genet 2003;116A:222–228.
15. Evans DG, Burnell LD, Hopwood P, 

Howell A. Perception of risk in women with 
a family history of breast cancer. Br J Cancer 
1993;67:612–614.

16. Lloyd S, Watson M, Waites B, et al. Fa-
milial breast cancer: a controlled study of risk 
perception, psychological morbidity and health 
beliefs in women attending for genetic coun-

selling. Br J Cancer 1996;74:482–487.
17. Watson M, Lloyd S, Meyer L, Eeles R, 

Ebbs S, Murday V. The impact of genetic coun-
seling on risk perception and mental health of 
women with a family history of breast cancer. 
Br J Cancer 1999;79:868–874.

18. Hopwood P. Genetic risk counsel-
ing for breast cancer families. Eur J Cancer 
1998;35:1477–1479.

Modifiying patient-perceived breast cancer risk   PSYCHOSOCIAL ONCOLOGY



114 COMMUNITY ONCOLOGY ■ February 2008 www.CommunityOncology.net

19. Hopwood P, Shenton A, Lalloo F, Ev-
ans DG, Howell A. Risk perception and can-
cer worry: an exploratory study of the impact of 
genetic risk counseling in women with a family 
history of breast cancer. Psychol Health Med 
2000;38:377–389.

20. van Dooren S, Rijnsburger AJ, Seynaeve 
C, et al. Psychological distress in women at risk 
of breast cancer: the role of risk perception. Eur 
J Cancer 2004;40:2056–2063.

21. Meiser B, Halliday JL. What is the 
impact of genetic counseling in women at in-
creased risk of developing hereditary breast 
cancer? a meta-analytic review. Soc Sci Med 
2002;54:1463–1470.

22. Derogatis LR. BSI-18. Brief Symptom 
Inventory-18—Administration, Scoring and 
Procedures Manual. Minneapolis, Minn: NCS 
Pearson, Inc.; 2000.

23. Chuba PJ, Hamre MR, Yap J, et al. Bi-
lateral risk for subsequent breast cancer after 
lobular carcinoma-in-situ: analysis of surveil-
lance, epidemiology and end results data. J Clin 
Oncol 2005;23:5534–5541.

ABOUT THE AUTHORS

Affiliations: Dr. Mertens is medical director of 
Cancer Services, Baystate Regional Cancer Pro-
gram, Springfield, MA, and associate professor 
of medicine, Tufts University School of Medicine, 
Boston, MA; Dr. Katz is attending oncologist, 
and Dr. Makari-Judson is medical director of the 
Comprehensive Breast Center, Baystate Regional 
Cancer Program; both are assistant professors 
of medicine, Tufts University School of Medicine. 
Ms. Quinlan is a social worker, Ms. Barham is 
a clinical trials coordinator, and Mss. Hubbard, 
Hyder, and Pineau are members of the division 
of nursing with the Comprehensive Breast Cen-
ter, Baystate Regional Cancer Program.
Conflicts of Interest: None disclosed.

24. Frank TS, Deffenbaugh AM, Reid JE, 
et al. Clinical characteristics of individuals with 
germline mutations in BRCA1 and BRCA2: 
analysis of 10,000 individuals. J Clin Oncol 
2002;20:1480–1490.

25. Zebrack BJ, Gurney JG, Oeffinger K, et 
al. Psychological outcomes in long-term survi-
vors of childhood brain cancer: a report from 
the Childhood Cancer Survivor Study. J Clin 
Oncol 2004; 22:999–1006.

26. Akaike H. Factor analysis and AIC. 
Psychometrics 1974; 52:317–332.

27. Lobb EA, Butow PN, Barratt A, et al. 
Communication and information-giving in high-
risk breast cancer consultations: influence on pa-
tient outcomes. Br J Cancer 2004;90:321–327.

28. Butow PN, Lobb EA. Analyzing the 
process and content of genetic counseling in 
familial breast cancer consultations. J Genet 
Couns 2004;13:403–424.

29. Lerman C, Shwartz MD, Miller SM, 
Daly M, Sands C, Rimer BK. A randomized 
trial of breast cancer risk counseling: interact-
ing effects of counseling, educational level, and 

coping style. Health Psychol 1996;15:75–83.
30. Vogel VG, Costantino JP, Wickerham 

DL, et al. Effects of tamoxifen vs raloxifene 
on the risk of developing invasive breast cancer 
and other disease outcomes: the NSABP Study 
of Tamoxifen and Raloxifene (STAR) P-2 trial. 
JAMA 2006;295:2727–2741.

PSYCHOSOCIAL ONCOLOGY Mertens et al


