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Family History of Cancer

Is It an Accurate Indicator of Cancer Risk in the Immigrant Population?
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BACKGROUND. Patients’ self-reports of family history of cancer influence physi-
cian cancer screening recommendations. Little is known about rates of reporting
a family history of cancer in the immigrant population.

METHODS. The study used a nationally representative probability sample of
adults, 18 years of age and older, living in the United States (N = 5010) who had
responded to the 2005 Health Information Trends Survey (HINTS). Likelihood of
reporting a family history of cancer was examined as a function of nativity status
(foreign-born vs US-born) and control variables.

RESULTS. Immigrants were approximately one-third as likely as nonimmigrants
to report a family history of cancer (odds ratio [OR], 0.35; 95% confidence index
[95% CI], 0.25-0.48) after controlling for sociodemographic and cancer knowledge
variables.

CONCLUSIONS. When healthcare providers are assessing cancer risk and making
screening recommendations, they should take into account that among foreign-
born patients, and especially nonwhite foreign-born patients, self-reported family
history of cancer (FHC) may misrepresent their cancer risk. Failure to account
for low rates of reporting FHC among immigrants could inadvertently contribute
to existing disparities in cancer screening and use of genetic testing by immi-
grants and ethnic minorities. Cancer 2008;112:399-406. © 2007 American Cancer
Society.

KEYWORDS: neoplasm, prevention and control, risk factor, emigration, immigra-
tion, ethnic group.

uidelines recommend earlier and/or more frequent screening

for individuals with a family history of breast, ovarian, colorec-
tal, prostate, and skin (melanoma) cancers.' Consequently, self-
reported family history of cancer (FHC) is associated with screening
recommendations by providers®* and screening behavior.>”’
Furthermore, with advances in genetic medicine, patients’ FHC is
becoming increasingly consequential to the allocation of healthcare
services, including genetic testing and prophylactic interventions
offered to high-risk individuals. In short, a person’s knowledge and
reporting of FHC impacts access to cancer prevention and screening
services.

There is considerable variability in the accuracy with which
individuals report FHC. Under-reporting is far more common than
over-reporting, with sensitivities ranging from less than 50% to as
high as 98% depending on cancer site.® The gold standard for evalu-
ating the accuracy of family history reports has been to verify self-
reports with tumor registries, hospital records, or personal contact
with affected relatives. Studies that use this approach have typically
been limited to small, convenience samples not well suited to exam-
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ining population-level predictors such as sociodemo-
graphic characteristics.”"'*'3 Consequently, little is
known about the characteristics of subpopulations
more or less likely to know their FHC.

One group known to face numerous barriers to
healthcare, including low rates of cancer screening,
is immigrants."*'® More than 12% of the documen-
ted US population is foreign-born.'” To date, little is
known about FHC reporting by immigrants living
in the United States. To address this gap, we in-
vestigated the likelihood of reporting an FHC by
immigrants and nonimmigrants in a nationally repre-
sentative sample.

MATERIALS AND METHODS

Sample

Data for this study were obtained from the 2005
Health Information Trends Survey (HINTS). HINTS
was conducted to survey patterns in health informa-
tion seeking, cancer knowledge, and health beha-
vior.'® The survey was administered to a nationally
representative probability sample of 5586 households
who had telephones. Response rates were 34.0% for
the screener questionnaire and 61.2% for the full
interview. Although not optimal, the response rates
were consistent with those of other recent studies
that have used random-digit dialing.'® After the ini-
tial telephone screening, the survey was conducted
either via telephone or the Internet. Respondents
elected to complete the survey in English or Spanish
(5.3%). Respondents were excluded from the present
study if they were missing data on any of the study
variables; the final sample included 5010 (90.0%)
respondents.

Variables

Respondents were classified according to whether
they reported 1 or more family members with a his-
tory of cancer or no family members with a history
of cancer. To ascertain family history of cancer,
respondents were asked, “Have any of your family
members ever had cancer?” The main independent
variable was nativity, that is, whether a participant
was born in the United States or in a foreign country.
Two sets of explanatory variables were included in
our analyses. First, we included sociodemographic
variables found in previous research to be associated
with differences in FHC reporting (race/ethnicity,
sex, age, education).'»?**? We included marital sta-
tus, reasoning that unmarried individuals may inter-
act less with family members than married
individuals and, thus, be less knowledgeable of their
family history of disease. We also included healthcare

coverage, as individuals with a regular source of care
may be more aware of the importance of familial risk
and more likely to seek information about their FHC.
Respondents were asked to identify themselves as
non-Hispanic white, non-Hispanic black, Hispanic,
Asian, or Pacific Islander. For the sake of simplicity,
respondents will hereafter be described as white,
black, Hispanic, or Asian/Pacific Islander. Income
was correlated with education (Spearman r = 0.50;
P <.001). A sizeable proportion (14.1%) of the sam-
ple did not have a response for income; therefore,
education rather than income was included in the
analyses. Second, we included explanatory variables
potentially associated with differences in a person’s
knowledge of family history or knowledge of the im-
portance of family history as a risk factor for cancer
(whether the participant had been diagnosed with
cancer her/himself, whether the participant had ever
sought out information about cancer, and whether
the participant has family and friends with whom
he/she talks about his/her health).

Data Analysis

All analyses were weighted to produce nationally
representative estimates; however, it should be noted
that because of small sample size, results for the
Asian/Pacific Islander group may not be gener-
alizable to the US population. Differences in the
distribution of categorical explanatory variables by
nativity status (US-born vs foreign-born) were as-
sessed for statistical significance by chi-square tests,
generating 2-sided P-values (Table 1). Differences in
the continuous variable, age, were assessed for statis-
tical significance by Student ¢ test. For descriptive
purposes, bivariate logistic regression analyses were
conducted to assess associations between each of
the independent variables and reporting family his-
tory of cancer. Next, we tested 3 nested multiple
logistic regression models. Model 1 contained nativ-
ity status and race/ethnicity. Model 2 contained
Model 1 variables and sociodemographic variables.
Model 3 contained Model 2 variables and knowledge
variables. The inclusion of explanatory variables was
staged in this manner to assess the contribution of
each category of variables to the association between
nativity status and reporting an FHC. Finally, analy-
ses were performed within the foreign-born group to
determine whether several variables frequently used
as indices of acculturation were associated with
reporting an FHC (age at immigration, years in the
United States, comfort with English).**** Another as-
pect of acculturation is integration into American
institutions, including the healthcare system. Immi-



Nativity and Family History Reporting/Orom et al. 401

TABLE 1
Weighted Estimates of Characteristics of US-born and Foreign-born Respondents
% Total Sample % US-born % Foreign-born

Characteristics No.* (95% CI), N = 5010 (95% CI), n = 4468 (95% CI), n = 542 P
Race <.001

White 3987 729 (71.0-74.8) 82.0 (80.2-83.8) 16.9 (13.1-20.8)

Black 424 10.5 (9.2-11.8) 11 4 (9.9-12.9) 5.0 (2.5-7.5)

Hispanic 484 13 6 (12.1-15.1) .5 (4.4-6.6) 63.4 (5.8-6.9)

Asian and Pacific Islander 115 .0 (2.3-3.6) .1 (0.6-1.5) 14.7 (11.0-18.5)
Mean age 45 3 (44.6-46.0) 46 1 (45.4-46.9) 40.4 (38.6-42.1) <.001
% Female 3301 52.5 (50.4-54.5) 52.5 (50.3-54.6) 52.5 (46.7-58.3) .99
Marital status .08

% Married 2928 64.9 (62.9-66.9) 64.1 (62.0-66.2) 69.6 (63.9-75.3)

% Previously married 1398 15.4 (14.2-16.6) 16.1 (14.9-17.4) 10.9 (7.9-14.0)

% Never married 684 19.7 (17.7-21.7) 19.8 (17.7-21.9) 19.4 (13.9-25.0)
Education <.001

<High school 601 13.8 (12.3-15.2) 10.2 (8.9-11.5) 35.6 (30.1-41.2)

High school 1360 30.1 (28.3-32.0) 31.3 (29.3-33.3) 22,9 (17.9-279)

Some college 1434 31.8 (29.9-33.8) 33.8 (31.7-35.9) 19.5 (14.4-24.6)

College 1615 24.3 (22.7-25.8) 24.7 (21.3-26.3) 21.9 (17.7-26.1)
Has health care coverage 4422 83.6 (82.0-85.3) 88.0 (86.5-89.5) 56.7 (50.8-62.7) <.001
Has family and friends to talk to about health 4166 80.1 (78.4-81.8) 80.3 (78.5-82.1) 78.7 (74.0-83.4) 52
Has sought information about cancer in the past 2692 49.9 (47.9-51.9) 52.8 (50.6-54.9) 32 4 (27.4-375) <.001
Has personal history of cancer 781 114 (10.3-12.4) 12.6 (11.4-13.7) 2 (24-6.0) <.001
Has family history of cancer 71.9 (70.1-73.7) 76.7 (75.0-78.5) 42 3 (36.7-47.9) <.001

* Unweighted numbers.

grants have low rates of healthcare coverage, which
improve with length of time in the United States and
a transition to US citizenship.”* We tested whether,
among immigrants, healthcare coverage was asso-
ciated with likelihood of reporting an FHC. Analyses
were performed using Stata 9.1 (StataCorp, College
Station, Tex).

RESULTS

Univariate and Bivariate Analyses

Characteristics of the sample as a function of nativity
are presented in Table 1. Hispanic and Asian/Pacific
Islander respondents were more likely to be foreign-
born than white or black respondents (P <.001). For-
eign-born respondents were slightly younger,
reported less income, and had less education than
their US-born counterparts (Ps < .001). Compared
with US-born respondents, foreign-born respondents
were less likely to report having insurance, having
sought information about cancer in the past, and
having a personal history of cancer (P; < .001). Ta-
ble 2 presents the bivariate relations between each of
the predictor variables and reporting an FHC. With
the exception of personal history of cancer, all vari-
ables were significant bivariate predictors of report-
ing an FHC.

Multiple Logistic Regression Analyses

Predictors of reporting family history of cancer

Table 2 contains the odds ratios associated with each
of the independent variables included in Models 1-3.
Results for the final, adjusted model (Model 3) indi-
cate that there were several independent predictors
of reporting an FHC. Foreign-born respondents were
almost a third as likely as US-born respondents to
report an FHC (odds ratio [OR], 0.35; 95% confidence
interval [CI], 0.25-0.48). Respondents who had been
previously married but were now single or who had
never been married had slightly lower odds of report-
ing an FHC than respondents who were married (OR,
0.79; 95% CI, 0.62-0.99 and OR, 0.72; 95% CI, 0.55-
0.94, respectively). Female respondents had greater
odds of reporting an FHC than male respondents
(OR, 1.20; 95% CI, 1.00-1.45), and respondents with
healthcare coverage had greater odds of reporting
an FHC than those without healthcare coverage (OR,
1.47; 95% CI, 1.10-1.95). Respondents who reported
having family and friends with whom to talk about
their health had higher odds of reporting an FHC
than people who did not report these relationships
(OR, 1.27; 95% CI, 1.00-1.60). Finally, those who
reported having sought information about cancer
were more likely to report an FHC than people who
had not sought cancer information (OR, 2.41; 95%
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TABLE 2
0dds Ratios (OR) for Reporting Family History of Cancer

Characteristic* Unadjusted OR (95% CI)

Model 1 OR (95% CI) Model 2 OR (95% CI) Model 3 OR (95% CI)

Foreign-born 0.22 (0.17-0.28)"

Race

Black 0.69 (0.51-0.94)*

Hispanic 0.27 (0.21-0.36)°

Asian and Pacific Islander 0.32 (0.20-0.50)"
Age 101 (1.00-1.01)°
Female 135 (1.13-1.61)°
Marital status

Previously married 0.84 (0.68-1.04)

Never married 0.67 (0.52-0.88)°
Education

High school 1.96 (1.48-2.60)"

Some college 2.29 (1.71-3.07)f

College 2.03 (1.54-2.67)"
Has health care coverage 251 (1.96-3.22)°
Family and friends to talk to about one’s health 1.59 (1.28-1.99)f
Sought information about cancer in the past 1.65 (1.40-1.95)"
Personal history of cancer 1.21 (0.96-1.45)

032 (0.23-0.44)" 0.35 (0.25-0.49)" 0.35 (0.25-0.48)"

0.72 (0.53-0.98)" 0.79 (0.58-1.08) 0.82 (0.59-1.12)
0.55 (0.39-0.76)° 0.63 (0.44-0.89)* 0.71 (0.50-1.01)
0.67 (0.39-1.13) 0.59 (0.34-1.01) 0.57 (0.33-0.98)"
— 1.00 (0.99-1.00) 100 (0.99-1.00)
— 137 (1.14-1.64)" 1.20 (1.00-1.45)*

— 0.73 (0.58-0.91)°
— 0.69 (0.53-0.91)°

0.79 (0.62-0.99)
0.72 (0.55-0.94)

4
b
N
I

— 1.23 (0.91-1.66) 1.10 (0.81-1.50)
— 1.37 (1.00-1.87) 1.10 (0.80-1.52)
— 1.14 (0.83-1.56) 0.85 (0.61-1.18)
— 1.57 (1.19-2.08)° 1.47 (1.10-1.95)°
— — 1.27 (1.00-1.60)*
— — 241 (1.99-2.92)°
— — 0.79 (0.61-1.02)

* The referent groups were white for race; married for marital status, and <high school for education.

T p<0
Fp<os
Sp<ol

CI, 1.99-2.92). The only race/ethnic group that was
significantly less likely to report an FHC than whites
was Asian/Pacific Islander (OR, 0.57; 95% CI, 0.33-
0.98).

On average, immigrants were younger in age
than nonimmigrants (mean = 40.39 years vs 46.14
years). It is possible that an association between
younger age and lower FHC reporting can explain
the effect of nativity on FHC reporting. The effect of
nativity on FHC reporting did vary as a function of
age [F(1, 5009) = 4.24] (P =.04). However, use of a
mean split to divide the sample into a younger (<45
years) and an older (>45 years) group then refitting
the adjusted model to the 2 groups revealed that for-
eign-born respondents in either group were less
likely than their US-born counterparts to report an
FHC. Compared with younger US-born respondents,
the adjusted odds of younger foreign-born respon-
dents reporting an FHC was 0.25 (95% CI, 0.17-0.36).
The odds of older foreign-born respondents reporting
an FHC compared with older US-born respondents
was 0.33 (95% CI, 0.23-0.48).

Do control variables account for the effect of nativity on
reporting family history of cancer?

The nativity effect was attenuated by sociodemo-
graphic factors but not by knowledge factors. With
the addition of race/ethnicity (Model 1), the differ-

ence in odds, compared with US-born individuals, of
foreign-born individuals reporting an FHC was atte-
nuated by 45.3%. When the remaining sociodemo-
graphic variables were added (Model 2), the odds of
foreign-born individuals reporting an FHC, compared
with US-born individuals, were attenuated by an
additional 9.5%. The addition of variables potentially
associated with knowledge of FHC or the importance
of FHC as a risk factor (Model 3) resulted in no
change in the odds ratio associated with nativity.

Race/Ethnicity

Previous research has demonstrated lower FHC
reporting among blacks, Hispanics, and Asians com-
pared with whites.?® A critical question is whether
race/ethnicity remains an independent predictor after
statistically controlling for other sociodemographic
variables and, in particular, after controlling for nativ-
ity. With the addition of nativity, the odds of blacks
and Hispanics reporting an FHC were still significantly
lower compared with whites, although the odds were
much attenuated. The differences in the odds of
blacks, Hispanics, and Asians/Pacific Islanders report-
ing an FHC compared with whites were diminished
by 4.1%, 100.2%, and 112.2%, respectively. In the final
model (Model 3), the only race/ethnic group less likely
to report an FHC than whites was Asian/Pacific
Islander (OR, 0.57; 95% CI, 0.33-0.98).



Are nativity effects found in all race/ethnic groups?

We were interested in whether the effect of nativity
on reporting an FHC could be found in each race/
ethnic group. The interaction between race and na-
tivity status was marginally significant after account-
ing for all Model 3 independent variables, f(3,
5007) = 2.22; P =.08. Follow-up analyses revealed
that the adjusted effect of being foreign-born on
family history of cancer reporting was significant for
all categories of race/ethnicity. Odds ratios for the 4
groups by race were as follows: white = 0.58 (95%
CI, 0.35-0.96), black = 0.14 (95% CI, 0.04-0.47),
Hispanic = 0.26 (95% CI, 0.14-0.47), and Asian/Pa-
cific Islander = 0.10 (95% CI, 0.02-0.40). It should be
noted, however, that results for blacks and Asians/
Pacific Islanders are based on extremely small sam-
ples (as few as 28 respondents) and should be inter-
preted with caution.

Acculturation and reporting family history of cancer

We were also interested in whether, among foreign-
born respondents, indices of acculturation (age at
immigration, years in the US, self-reported comfort
with English, and insurance coverage) accounted for
variability in FHC reporting. Neither age at immigra-
tion nor years in the United States was a significant
predictor of FHC reporting (Ps = .15-.52). Comfort
with English was a significant bivariate predictor of
FHC reporting (OR, 1.34; 95% CI, 1.10-1.62); how-
ever, when sociodemographic and knowledge-related
variables were added to the model, comfort with
English no longer predicted likelihood of FHC report-
ing (OR, 1.20; 95% CI, 0.93-1.54). Healthcare cover-
age was not a significant predictor of FHC reporting
by foreign-born respondents (OR, 1.48; 95% CI, 0.91-
2.39).

DISCUSSION

Foreign-born respondents were less likely to report
an FHC than individuals born in the United States.
Even after controlling for race/ethnicity, several other
sociodemographic variables, and cancer knowledge-
related variables, foreign-born respondents were
about one-third as likely to report an FHC as US-
born respondents. In addition, the present study is,
to our knowledge, the first to examine nativity in
conjunction with race/ethnicity. Previous studies
with adequate power to examine race-related differ-
ences in reporting FHC by individuals residing in the
United States have not examined nativity.*>*! Pinsky
and colleagues found that blacks were more likely to
under-report FHC than whites and that Hispanics
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and Asians reported less familial cancer than
whites.”® Ramsey et al. also found that blacks
reported lower rates of FHC than whites, although
the opposite would be expected given cancer inci-
dence rates for the 2 groups.”' Results of the present
study were consistent with this previous research in
that we found that blacks and Hispanics were less
likely to report an FHC than whites; however, both
effects were reduced considerably after accounting
for nativity, and both effects were rendered nonsigni-
ficant after accounting for additional sociodemo-
graphic variables. In the present study, only Asians/
Pacific Islanders were less likely to report an FHC
than whites after adjusting for covariates. These find-
ings are important in that they indicate that nativity
may explain some of the differences in FHC report-
ing previously attributed to race/ethnicity. Results of
the present study also indicate that nativity effects
generalize across whites, Hispanics, blacks, and
Asians/Pacific Islanders; however, further research
using larger samples of foreign-born Asians, Pacific
Islanders, and blacks is needed to corroborate these
results.

Of note, having a personal history of cancer did
not predict likelihood of reporting an FHC. Epide-
miologists have expressed concern that recall bias
affects the accuracy of reporting family history of
disease and is a function, in part, of respondents’
personal experience with the disease.”® In addition,
persons with a personal history of cancer would pre-
sumably be more motivated to seek information
about family history of the disease and, therefore,
become more knowledgeable about their FHC com-
pared with individuals without a personal history of
cancer. Whereas Chang and colleagues found that
sensitivities were higher for individuals with a perso-
nal history of cancer than controls, other researches
have not.'"'??% In the present study, a personal his-
tory of cancer was not associated with the likelihood
of reporting an FHC. In contrast, a history of cancer
information-seeking was positively associated with
reporting an FHC. Although many individuals
undoubtedly sought cancer information in response
to a family member’s cancer diagnosis,?” others may
have been motivated to collect information about
their personal FHC after seeking cancer information
and learning of familial cancer risk.

Foreign-born respondents were less likely to
report an FHC than US-born respondents. Why
would this be the case? The variables included in the
adjusted model contributed little to the explanation
of this effect. Factors that should be related to
knowledge of family history of cancer (eg, talking
with family and friends about one’s health, personal
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history of cancer) did not attenuate the effect of na-
tivity on FHC reporting, and the inclusion of socio-
demographic variables made only a small impact on
reducing the size of the nativity effect. One exception
was race/ethnicity. The effect of nativity was some-
what attenuated by race/ethnicity, mainly because
white immigrants were more likely to report an FHC
than nonwhite immigrants.

It is possible that as immigrants become more
acculturated, they also are more likely to report an
FHC. This hypothesis was not supported by our anal-
yses. Among immigrants, none of the indices of
acculturation (English-language comfort, age at im-
migration, years in the US, and healthcare coverage)
were independently associated with reporting an
FHC. These results suggest that a low rate of FHC
reporting probably persists even as immigrants
become more integrated into American culture,
including the American medical system. This leaves
2 likely possibilities. 1) Most of the variability in FHC
reporting is because of phenomena associated with
immigrants’ countries of origin. 2) Immigrants con-
tinue to face barriers to knowing their FHC once
they are living in the United States.

Much of the difference between the likelihood of
reporting an FHC by foreign-born respondents com-
pared with US-born respondents may be because of
low cancer incidence rates in immigrants’ countries
of origin®” as well as lower cancer rates among for-
eign-born than US-born residents of the United
States.”® Cancer incidence rates vary considerably by
country and disease site; however, the United States
has some of the highest cancer incidence rates in the
world. With exceptions, including cancers linked to
bacterial and vial infections (eg, cervical, liver, and
stomach cancers), cancer incidence rates in the
United States are often more than double those
found in many developing countries.?”*° Lower inci-
dence rates of cancer outside of the United States
are thought to be attributable to younger age struc-
tures in these countries, behavioral and environmen-
tal exposures,® and a pattern of underdiagnosing
and under-reporting cancers in under-resourced
countries.® To the extent that cancers are undiag-
nosed, foreign-born respondents will under-report
their FHC. In countries where exposures to behav-
ioral or environmental risks, such as cigarette smok-
ing, have been lower historically, cancers that
develop as the result of gene-environment interac-
tions®** should be less common. Low exposure to
environmental and behavioral risk and shorter life
expectancy could obscure a genetic propensity for
cancer that will express itself after families are estab-
lished in the United States and are exposed to the

same risk factors as US-born individuals. In this
case, measures of FHC will fail to represent some
immigrants’ true risk for the disease.

It is possible that immigrants have fewer oppor-
tunities to learn about their FHC than nonimmi-
grants, which also may result in FHC under-
reporting. For one, being separated from extended,
or even immediate family members, should lead to
fewer opportunities to exchange information on
health and illness with their relatives. It is also possi-
ble that there are cultural norms and beliefs that are
more common among immigrants than nonimmi-
grants that inhibit, or have inhibited, family com-
munication about one’s own and relatives’ cancer
diagnoses. Although there is considerable diversity
within ethnic and cultural groups, and there is evi-
dence of cancer guilt, stigma, and taboo in most cul-
tures,> some cultural norms and beliefs may be
particularly powerful barriers to open communica-
tion on the topic of cancer. The belief that cancer
is a punishment has been documented in several
cultural groups including Chinese immigrants,*
Arabs,®® and African Americans.>” It has been noted
that among South Asians, for example, cancer may
tarnish or bring shame on a family.®*® Also, outside of
North America, it is relatively more common to find
a preference for not disclosing cancer diagnosis and
prognosis information to patients themselves.*® This
secrecy may inhibit open communication about can-
cer among family members.

A third possibility is that medical encounters
experienced by immigrants and their families may
have placed little emphasis on knowing and report-
ing a family history of illness, resulting in less com-
munication about family history of disease between
relatives. Medical care in under-resourced countries
is less likely to emphasize familial cancer risk than in
countries with ample healthcare resources. For exam-
ple, recent guidelines on breast cancer screening for
under-resourced countries make no mention of
inquiring into a patient’s family history of breast can-
cer.** Even in the United States, nonwhite women
were found less likely than white women to have had
a documented family breast cancer history assess-
ment during a visit to a primary care physician.*! In
part because of these patterns in healthcare, immi-
grants may be less knowledgeable about familial can-
cer risk than nonimmigrants. Consistent with this
idea, Honda found that when compared with nonim-
migrants, immigrants were less aware of genetic test-
ing for cancer risk.** Lack of knowledge of family
history as a risk factor for cancer has been associated
with less communication on cancer diagnoses
between family members.*?



Limitations and Future Directions

Although this study provides novel information on
FHC reporting by immigrants, it has several limita-
tions. First, given the wording of the item used to
assess FHC, persons were not restricted from report-
ing cancers in nonbiological relatives. It is presumed
that after controlling for sociodemographic variables
such as marital status, at the aggregate level, the like-
lihood of reports of cancer among all family mem-
bers should be highly correlated with reports of
cancer among biological relatives. Previous research
has used similarly phrased items to assess family his-
tory of cancer.** Second, the gold standard for esti-
mating accuracy in reporting FHC has been to
compare personal reports of family history to records
from cancer registries.”'! Another interesting strategy
has been to compare reports of family history preva-
lence and expected cancer incidence rates from Sur-
veillance, Epidemiology, and End Results (SEER) data
to identify sociodemographic groups for which these
are discrepant.”® An attempt to use either method to
study FHC among immigrants would present size-
able challenges. Many immigrants’ family members
will live or have died abroad, making it nearly impos-
sible to verify cancer status. Although we did not
have information on immigrants’ countries of origin,
future studies should collect information on place of
residence for family members so that studies can
compare reported and expected rates of family his-
tory of cancer. This effort would be further enhanced
by collecting information that could help explain dis-
crepancies between reported and actual family his-
tory such as access to and utilization of healthcare
by relatives, frequency of contact with relatives, and
cultural and family norms concerning appropriate
communication about cancer. Unfortunately, esti-
mating the expected prevalence of cancers for family
members living in immigrants’ countries of origin
will not be possible for some immigrant groups, as
reliable cancer prevalence data are not available for
all countries.*®

Conclusion

The main implication of this study is that FHC may
not be as accurate for indicating risk for foreign-born
patients as it is for US-born patients. When health-
care providers are assessing cancer risk and making
screening recommendations, they should take into
account that it may be possible for immigrants to
have inherited a genetic disposition for cancer but
not to have an FHC, either because their relatives
died of other causes before developing cancer or
because their relatives were protected against devel-
oping cancer by low exposure to environmental and

Nativity and Family History Reporting/Orom et al. 405

behavioral risk factors. In addition, because of under-
diagnosis in countries of origin, lack of awareness of
familial risk, and communication barriers in families,
foreign-born patients, especially nonwhite immi-
grants, may not be aware of their true FHC. Failing
to take these possibilities into account could result
in systematically providing less secondary cancer
prevention to immigrants. This could inadvertently
contribute to existing disparities in cancer screening
and in the use of genetic tests by immigrants and
ethnic minorities.'**°
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