Supplement 2. Women’s perceptions of personalised risk-based breast cancer screening and primary prevention 
	Personalised risk-based screening

	Construct*
	Statement
	References 

	Health belief model
	
	

	Perceived 
	Higher perceived risk was associated with more positive attitudes towards more frequent mammography screening
	[14]

	susceptibility
	A hypothetical low risk score for breast cancer does not decrease the sense of threat
	[12,14]

	
	Low risk does not provide reassurance that you will not develop breast cancer in your lifetime
	[12,14]

	Perceived severity
	n/a
	

	Demographics
	Ethnic minority was associated with higher acceptance of increasing screening frequency for high risk women
	[14]

	Psychosocial
	Risk information provides reassurance
	[13]

	
	Insecurity about the impact personal risk information would have on your life
	[11]

	
	Insecurity about whether you are able to manage the consequences of receiving personal risk information
	[11]

	
	Receiving risk information leads to anxiety
	[11,13]

	
	Risk information makes you worry
	[11,13]

	Incentives
	Include lifestyle factors in your risk prediction model to provide a more complete picture of risk
	[11]

	
	Risk information provides the possibility of more efficient screening strategies with a reduced screening burden for low risk women
	[13]

	
	Risk information provides the possibility to detect breast cancer at a younger age
	[13]

	Barriers
	Lack of insurance coverage
	[37]

	
	Potential insurance discrimination/stigmatisation
	[11]

	
	Potential employer discrimination/stigmatisation 
	[11]

	
	Having to collect risk information from relatives 
	[13]

	
	Having to relay risk information to relatives
	[13]

	Cues to action
	Offer specific courses of action based on personal risk, such as increasing the frequency of mammograms, or modifying risk factors, such as diet and exercise
	[11,13]

	Motivation interviewing
	

	Commitment to action
	n/a
	

	Self-determination theory
	

	Autonomy
	Risk information makes you feel empowered through knowledge
	[13]

	
	Risk information on a website increases personal autonomy
	[58]

	Relatedness
	Receiving risk feedback from the appropriate professional
	[12]

	
	Welcoming a support group to cope with consequences of the risk information
	[58]

	Perceived 
	Insecurity about whether you are able to manage the consequences of receiving personal risk information
	[11]

	competence
	Welcoming additional printed materials for information 
	[58]

	
	Welcoming group education sessions
	[58]

	Preventive health model
	

	Preference clarification
	Offer specific courses of action based on personal risk, such as increasing the frequency of mammograms, or modifying risk factors, such as diet and exercise
	[11,13]

	Primary prevention: lifestyle changes

	Construct*
	Statement
	References 

	Health belief model
	
	

	Perceived 
	Increased perception of personal risk was associated with higher acceptance of lifestyle changes
	[16,17]

	susceptibility
	Personal experiences of slim women developing breast cancer does not motivate personal weight loss
	[15]

	Perceived severity
	n/a
	

	Demographics
	High education was associated with higher acceptance of lifestyle changes
	[16]

	
	Having two or more affected first degree relatives was associated with higher acceptance of lifestyle changes
	[16]

	
	Younger age associated with more willingness to change lifestyle
	[17]

	
	Older age associated with more actual lifestyle and diet change
	[17]

	Psychosocial
	Loving yourself and wanting a healthy future was associated with higher acceptance of lifestyle changes
	[47]

	
	Experiencing guilt and self-blame for choosing food over the perceived social obligation to be there for loved-ones 
	[15]

	
	Changing diet and exercise may help overcome depression 
	[33]

	
	Changing diet and exercise will make you feel happier
	[33]

	Incentives
	Changing your lifestyle increases your sense of wellbeing
	[33]

	
	Looking more attractive
	[33]

	
	Changing diet and exercise makes you look more attractive
	[33]

	
	Changing diet and exercise will reduce menopausal symptoms
	[33]

	
	Changing diet and exercise also reduces the risk of other diseases
	[33]

	
	Changing diet and exercise gives also gives you more energy
	[33]

	Barriers
	Too lazy to exercise
	[33]

	
	No enjoyment from exercise
	[33]

	
	Not willing to give up enjoyable foods
	[33]

	
	Not having financial stability
	[47]

	
	Already exercising enough
	[33]

	
	Too busy to change diet and exercise
	[33]

	
	Diet is already healthy enough
	[33]

	
	Work irregular hours
	[33]

	
	Not able to afford to exercise
	[33]

	
	Not able to afford healthy foods
	[33]

	
	No exercise facilities nearby
	[33]

	
	Little choice of food at work
	[33]

	
	Weight loss is difficult
	[33]

	
	There is no united, clear message available on how physical activity and diet increase breast cancer risk
	[15]

	Cues to action
	Previous bereavement motivates you to reduce your own risk
	[15]

	
	Give the right example to your children
	[15]

	Motivation interviewing
	

	Commitment to action
	Lacking the willpower to change diet and exercise was associated with lower acceptance of lifestyle changes
	[33]

	Self-determination theory
	

	Autonomy
	Perceiving control over your own health was associated with higher acceptance of lifestyle changes
	[55]

	
	Changing your lifestyle gives you a sense of control over your breast cancer risk
	[55]

	
	Accepting responsibility for your own health was associated with higher acceptance of lifestyle changes
	[47]

	Relatedness
	Lack of support from family/friends decreases motivation
	[33,47]

	
	Family does not want to change their diet
	[33]

	
	Instruction by health professional not to eat soy foods
	[34]

	
	Be able to share knowledge on lifestyle factors with your children
	[15]

	Perceived competence
	Having faith in your ability to change health outcomes was associated with higher acceptance of lifestyle changes
	[47]

	
	Not knowing what/how to exercise
	[33]

	
	Not knowing how to change diet
	[33]

	Preventive health model
	

	Preference clarification
	n/a
	

	Primary prevention: chemoprevention

	Construct*
	Statement
	References 

	Health belief model
	
	

	Perceived susceptibility
	Elevated perceived risk was associated with higher chemoprevention intent
	[18-23,25,45,58]

	
	Low perceived personal health was associated with higher acceptance of chemoprevention
	[28]

	
	I feel/am healthy, why would I take such drastic measures?
	[27]

	Perceived severity
	Not interested in primary prevention for breast cancer, because women perceive themselves to be at greater risk of more threatening diseases, e.g. cardiovascular disease or diabetes
	[21,27,31,32] 

	Demographics
	Lower age was associated with higher acceptance
	[20,31]

	
	Lower level of education was associated with higher acceptance
	 [35]

	
	Canadian and British women were more in favour of chemoprevention than French women
	[36]

	
	Low socioeconomic status was associated with higher chemoprevention interest
	[45]

	Psychosocial
	Anxiety (both high and low) was associated with higher acceptance of chemoprevention
	[18,19,21,22,48,49]

	
	High cancer-related distress was associated with higher acceptance of chemoprevention 
	[18]

	
	Extensive intrusive thinking was associated with higher acceptance of chemoprevention
	[18]

	
	Depressive symptoms were associated with higher acceptance of chemoprevention
	[49]

	
	Being proactive gives you peace of mind
	[39,40]

	
	Chemoprevention forces you to think about cancer, I would rather be in denial
	[43]

	
	Taking a drug to prevent cancer would only remind you of your breast cancer risk and increase anxiety
	[31]

	
	Chemoprevention will impact on quality of life and energy levels
	[31]

	
	The word tamoxifen is inextricably linked with cancer (treatment) and provokes painful memories
	[31]

	
	Due to the name ‘chemoprevention’ it can be conceived as having similar effects as chemotherapy
	[31]

	
	Worried about disrupting the current state of health
	[38]

	Incentives
	Information that proves the effectiveness of chemoprevention for breast cancer would be an incentive for acceptance
	[27]

	Barriers
	Lack of health insurance coverage
	[35,42]

	
	Discontinuation of hormone replacement therapy
	[19,21,38,39]

	
	Drug reactions and interactions
	[42]

	
	Inconvenience of taking additional medications
	[42]

	
	Lack of information on chemoprevention
	[19,42,58]

	
	Knowledge on the risks of chemoprevention made women less inclined to seek it out
	[35,48]

	
	Skepticism of primary prevention; belief that only early detection is effective in preventing breast cancer
	[27]

	
	Reliance on prayer and spiritual healing
	[27]

	
	Magnitude and types of side effects of chemoprevention
	[18,19,27,28,31,32,38-46]

	
	Duration of treatment
	[42]

	
	Increased number of visits to physician 
	[39,43]

	
	Dislike of having to take a pill every day
	[27,39,44]

	
	It is better not to take any medication/aversion to medication
	[38,40,44,58]

	
	Cost of treatment
	[39,42,46,58]

	Cues to action
	Having relatives or close friends who have suffered or died from the disease
	[20,21,38,40,58]

	Motivation interviewing
	

	Commitment to action
	n/a
	

	Self-determination theory
	

	Autonomy
	Primary prevention offers a sense of control
	[21,58]

	Relatedness
	Having relatives/friends with previous tamoxifen experiences
	[31]

	
	Having to explain to relatives/friends that you have elected to take tamoxifen for prevention
	[31]

	
	Support from friends/family
	[38,38,43,46]

	
	Support from general practitioner
	[38,39,53]

	Perceived competence
	Overwhelming amount of complicated information without a correct choice; puts a lot of responsibility on the woman to make a decision
	[32]

	
	Knowledge (both little and extensive) about chemoprevention was associated with higher acceptance of chemoprevention
	[20,36,44]

	Preventive health model

	Preference clarification
	Chemoprevention is preferred to prophylactic surgery
	[50,56-58]

	
	Desire to use tamoxifen as a treatment option for breast cancer; not a preventive option
	[21]

	Primary prevention: prophylactic surgery

	Construct*
	Statement
	References 

	Health belief model
	
	

	Perceived susceptibility
	High perceived risk was associated with higher acceptance of prophylactic mastectomy
	[24,26]

	
	Identified as above average risk was associated with higher acceptance of prophylactic mastectomy
	[29,36]

	Perceived severity
	Previous experiences with a mother who had a strong emotional response to her own breast cancer trajectory was associated with higher acceptance of prophylactic mastectomy
	[29]

	
	Having family members who survived breast cancer without opting for surgery
	[30]

	Demographics
	Age
	[26]

	
	Canadian and British women were more in favour of prophylactic mastectomy than French women
	[36]

	
	Asian women were more willing to accept chemoprevention than Caucasian women
	[35]

	Psychosocial
	High anxiety/worry was associated with higher acceptance of prophylactic mastectomy
	[26,30,50]

	
	Fear of surgery/anaesthesia
	[24,29,51]

	
	Fear of breast implants 
	[24]

	
	Losing breasts is a threat to your femininity
	[24,29,47,51]

	
	Losing breasts would affect body image and identity
	[24,29]

	Incentives
	Acquiring risk information at consultation
	[36]

	
	Surgical options after removal, e.g. breast augmentation
	[24,29]

	
	Surveillance provides a feeling of security
	[30]

	Barriers
	Removing breasts is radical, because it is a visible measure of prevention
	[24]

	
	Not having health insurance
	[47]

	
	Not having financial stability
	[47]

	
	Questioning the effectiveness of prophylactic surgery
	[24]

	
	Lack of hard data on the effectiveness of prophylactic mastectomy
	[29]

	
	Relying on prayer and spiritual thinking
	[47]

	
	Too drastic, and there are no guarantees of never developing breast cancer
	[30]

	
	Invasive, especially because you are/feel healthy; you are removing healthy tissue; it is a form of self-mutilation
	[24,51]

	
	Lack of financial support
	[24]

	Cues to action
	Having suffered past loss/bereavement due to breast cancer in family
	[51]

	
	Approaching the age when your first degree relative was diagnosed or died of breast cancer
	[51]

	Motivation interviewing
	

	Commitment to action
	n/a
	

	Self-determination theory
	

	Autonomy
	n/a
	

	Relatedness
	Wanting to be there for your children
	[29,30]

	
	Fulfilling social obligation of care to family members and loved ones
	[24]

	
	Support from partner/family/friends
	[30,47]

	
	Guilt that deceased family members did not get the option to reduce their risk through surgery
	[30]

	
	Worry about physical attractiveness to partner
	[24,29]

	
	Worry about the impact on sexual relationship with partner
	[24,29]

	
	Lack of social support discourages 
	[24]

	
	Not being able to fulfill social obligations at work and at home due to consequences of the surgery
	[24]

	
	Breasts are essential in the maternal role, you need to be able to breastfeed your children
	[47]

	
	Advice from a physician
	[50]

	Competence
	A lot of difficult information and conflicting opinions
	[29]

	
	Lack of knowledge on prophylactic mastectomy
	[47]

	Preventive health model
	

	Preference clarification
	A lot of responsibility on the woman to make a choice
	[29]

	
	Increased surveillance preferred to prophylactic surgery
	[30,50]



