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Abstract

Purpose—Black breast cancer survivors have high rates of obesity and low physical activity 

levels. Little is known about the acceptability and feasibility of interventions in this population.

Objective—A two-arm RCT was launched to assess the efficacy of a culturally targeted 12-week 

multimodal lifestyle intervention in overweight and obese black survivors.

Methods—Intervention components included nutrition education, exercise groups, and survivor-

led motivational interviewing phone sessions. The analytic sample included women who 

completed the trial (intervention n = 10; control n = 12). Anthropometric measures, physical 

activity, and VO2max were assessed at baseline and follow-up. Change scores (intervention vs. 

control) were assessed with Wilcoxon rank-sum tests. A process evaluation assessed intervention 

acceptability.

Results—Overall adherence was 70% and overall satisfaction was high (86%). Despite the 5% 

weight loss target, the intervention group lost 0.8% but BMI improved. Total physical activity 
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levels increased in the intervention vs. control arm (+3501 MET min/week vs. +965 MET min/

week, respectively). VO2max improved in the intervention group (+0.10 ± 1.03 kg/L/min). 

Intervention participants reduced energy intake (−207.3 ± 31.5 kcals) and showed improvements 

in fat intake (−15.5 ± 3.8 g), fiber (+3.2 ± 1.2 g) and % energy from fat (−4.8 ± 3.1%). Survivors 

suggested providing diet/exercise information within a cancer context.

Conclusions—Group and individualized intervention strategies are acceptable to black 

survivors. Observed differences between self-report and objective outcomes may suggest reporting 

bias or changes in body composition. Increasing supervised intervention components and 

assessment of body composition will be important for future trials.
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1. Introduction

Worldwide, breast cancer survivors comprise the largest group of cancer survivors [1]. Being 

overweight or obese is associated with a higher risk of secondary tumors, recurrence, and 

mortality [2–5]. Physical activity is associated with improved outcomes in breast cancer 

survivors [6,7]. National guidelines for breast cancer survivors include maintaining a healthy 

weight, limiting consumption of high calorie foods, and engaging in physical activity [8,9]. 

Unfortunately, up to 71% of cancer survivors are overweight or obese, and 68–80% do not 

meet the above guidelines [10–12].

Black breast cancer survivors are 70% more likely to be obese than their white counterparts 

[13]. Though limited, data from these reports suggest that they may be more likely to gain 

weight after diagnosis [14] and during treatment [15], and are less likely to meet physical 

activity or nutrition recommendations [16–19]. In a recent review of 82 physical activity 

trials, Speck and colleagues (2010) [20] concluded that 76% of reviewed studies did not 

properly describe the sample characteristics and race was the factor most commonly 

overlooked.

To date, there have been only four small studies of weight loss/physical activity 

interventions focused on black breast cancer survivors [21–24]. While findings seem 

promising, only two studies incorporated physical activity and diet [21,24], only one 

employed randomization [24], and none integrated survivorship support. Findings from a 

recent large multicenter trial of survivors (N = 692; blacks = 71) suggest that a behavioral 

intervention may support clinically meaningful weight loss. [25,26]. Empirical data from 

studies with white survivors suggest that interventions are more effective when they are 

multifaceted, personalized, teach behavioral skills, provide social support, and increase self-

efficacy [27,28]. This is also likely true for black survivors, but documentation of successful 

strategies for them are lacking. Guided by tenets from the Theory of Planned Behavior 

(TPB), [29,30] we developed and piloted an innovative intervention, Stepping STONE 
(Survivors Taking on Nutrition and Exercise) to begin to fill these gaps. This report expands 

existing knowledge about black survivors' experiences with a lifestyle intervention and 

describes outcomes (physical activity levels, adiposity, cardiovascular outcomes, dietary 
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intake, and satisfaction). As black survivors have lower levels of physical activity post 

diagnosis compared to their white counterparts, study data will be used to inform the 

delivery of trials in this group.

2. Methods

The MedStar Georgetown Joint Oncology Institutional Review Board approved this study. 

All research staff were trained in the protection of human subjects and the study protocol. A 

detailed intervention-manual was developed for use in all group and individual sessions. 

Interventionists (i.e., nutritionists, exercise physiologists, survivor-coaches) received an 

overview of breast cancer and training in motivational interviewing techniques. Survivor 

coaches were required to be at least two years post-primary treatment.

Study recruitment lasted 14 months (December 2010 through January 2012). Eligible 

survivors self-identified as African American and were overweight or obese (BMI ≥ 25 

kg/m2 and ≤40 kg/m2), but not morbidly obese, sedentary (exercised less than 60 min/week 

for the previous six months), with early stage/localized breast cancer. Additional eligibility 

criteria included being 6 months to 5 years post-active treatment, ability to read and speak 

English, and to provide informed consent. The exclusion criteria were: a history of other 

cancers (exception: basal or squamous cell carcinoma), a recurrence of breast cancer, current 

enrollment in another physical activity and/or dietary clinical trial or commercial programs 

like Weight Watchers ®, etc., inability to commit to the intervention schedule, telephone 

inaccessibility, pre-existing condition(s) that precluded adherence to an unsupervised 

exercise program, and failure to provide medical clearance.

Written consent was obtained for all participants. Breast cancer survivors were recruited 

from two local hospitals and through outreach efforts that included flyers at community 

events and study notices in local newspapers in the Washington, DC metropolitan area. 

Clinical research assistants (CRA) approached survivors from hospitals, completed the 

eligibility screening, and consented participants. After, the CRA conducted a phone 

interview and mailed additional materials to be completed by participants. Similar 

procedures were followed for women contacted through outreach. Participants received 

$25.00 gift cards at baseline and study completion.

3. Study design and intervention arms

The design was a two-arm randomized controlled trial (RCT) with 31 women randomized to 

usual care (n = 16) or intervention (n = 15) arms (see Consort diagram in Fig. 1). 

Participants in the control arm received general health information for cancer survivors, i.e., 

the NCI booklet “Facing Forward Life After Cancer Treatment,” [31] and were offered the 

intervention at the end of the study. Stepping Stone was targeted toward black survivors 

using several culturally adaptation strategies [26]. For example when developing and 

refining activities and tenets, constituent-involving strategies were used to plan and 

implement the intervention. Socio-cultural strategies were used enhance delivery with the 

use of themes and content relevant to many survivors such as faith and spirituality, barriers 

and traditional/cultural foods and body image perceptions. Finally, program materials (e.g., 
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survivor toolkit) were adapted to include risk-related information relevant to black survivors 

versus the general population.

The Stepping STONE intervention was based on the Theory of Planned Behavior (TPB) and 

Social Cognitive Theory (SCT). The TPB posits that the intention to perform a behavior is 

the most proximal determinant of behavior. Table 1 summarizes key intervention features 

relevant to the primary constructs. Attitudes, subjective norms, and perceived control are 

influenced by beliefs and independently impact behavioral intentions [30]. Thus, 

individualized sessions were tailored to baseline intentions, attitudes, and subjective norms. 

For example, if a woman reported high ratings of negative subjective norms and/or lack of 

support within her social network to making dietary changes, the interventionist would help 

her develop a strategy of actionable steps within her personal implementation plan. Example 

of actionable steps would include helpful language and/or discussion points to share with 

family members and identification of meal options with the nutritionist. The nutritionist 

would assist her in identifying healthier meal options that her family may also be willing to 

try.

Key aspects of SCT that were integrated into intervention strategies were increasing self-

efficacy, role modeling, and addressing environmental influences on behavior (e.g., barriers 

to exercise) [29]. The interventionists incorporated MI techniques to elicit participant's 

internal motivation to pursue behavioral change and to assist them in making changes [28]. 

Stepping STONE was designed to facilitate a 5% gradual and sustained weight control 

through modification of physical activity and diet to promote approximately 1 lb of weight 

loss per week. Intervention content was based on the ACS Guide for Diet and Physical 

Activity for Cancer Survivors [32], which included physical activity recommendations 

(moderate intensity exercise of 30+ min/day, ≥5 days/week) and dietary recommendations 

(>5 fruits and vegetables/ day; <35% kcal from total fat).

The intervention lasted for 12 weeks. During this time, participants met once every two 

weeks for 90-min group sessions (30min of supervised group physical activity and 60-min 

education sessions) that were co-led by an exercise physiologist and a nutritionist. On weeks 

when participants did not meet as a group they have individual telephone coaching sessions 

led by a trained survivor coach. The nutrition education component included sessions about 

fiber, calories, cooking demonstrations to help women meet their dietary goals, and 

integration of MI techniques. A certified survivor coach delivered six individualized phone 

MI sessions (15 min every other week) to encourage women to express their concerns and 

motivations around physical activity, make individualized physical activity changes, 

overcome barriers, and to examine discrepancies between current behaviors and core values 

or personal goals [28]. The survivor coach also addressed survivorship issues (e.g., concerns 

about recurrence) and/or made resource referrals as necessary. Interventionists were trained 

by study PIs and were given detailed manuals that included session objectives, tasks, scripts, 

activities, and resources. Participants were given pedometers, notebooks, individualized step 

goals that gradually increased toward meeting and maintaining a goal of 10,000 steps/day 

for 12 weeks, tools to monitor and track their daily food intake, and binders to store 

resources and session materials.
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3.1. Data collection and measurements

A trained CRA administered a standardized survey and an exercise physiologist took 

anthropometric measures and facilitated the maximal oxygen treadmill (VO2max) test. 

VO2max testing is a well-established and validated measure to determine cardiovascular 

fitness, especially in breast cancer survivors [33]. The following criteria was used to 

determine VO2max during the graded exercise test: [1] volitional fatigue, [2] maximal 

respiratory exchange ratio (RER) >1.1, or [3] maximal HR within 10 b/min of the age-

predicted maximum (220 — age).

Intervention outcomes included physical activity, anthropometric measures, cardiovascular 

fitness, and intervention satisfaction (intervention arm only). Intermediate outcomes were 

self-efficacy regarding performing physical activity/diet behaviors and intentions toward 

physical activity/dietary behaviors.

Physical activity was measured using the International Physical Activity Questionnaire Short 

Form (IPAQ-SF) [34], which assessed the amount of physical activity performed during the 

previous seven days in three different intensity levels activities: 1) vigorous-intensity (e.g., 

aerobics); 2) moderate-intensity (e.g., cycling); and 3) walking. Energy requirements of each 

type of activity are defined by metabolic equivalents (METs) to yield a score in MET-

minutes. Each MET-minute is computed by multiplying the MET score of an activity (8.0, 

4.0, and 3.3 for vigorous-intensity, moderate intensity, and walking, respectively) by the 

total minutes performed per week. MET-minutes per week are then given a categorical score 

to determine overall activity level (i.e., moderate activity level equals at least 600 MET-

minutes per week). Individuals who do not meet criteria for vigorous/moderate activity 

levels are considered to have ‘low’ physical activity [34].

3.1.1. Anthropometric measures—Weight, height, BMI (kg/m2), and waist and hip 

circumference were measured [35].

3.1.2. Dietary intake—Intervention participants were instructed to record their daily food/

beverage intake. No dietary data were collected in the control group. Dietary intake, 

including daily energy intake, percentage of energy from fat, and grams of fat and fiber, was 

assessed using 4-day food intake records that were reviewed for accuracy and completeness 

prior to analysis using the NDS-R nutritional analysis software (NDS-R, University of 

Minnesota, Minneapolis, MN).

3.1.3. Cardiovascular fitness—Resting heart rate and blood pressure were determined 

using a standard Dinamap blood pressure monitor. Cardiovascular fitness was determined by 

a graded exercise test using the multistage treadmill Bruce Protocol. In this protocol, 

changing the treadmill speed increases the workload and percent grade every 3 min until 

voluntary fatigue is reported.

3.1.4. Intervention satisfaction—Satisfaction with the nutritionist, exercise 

physiologist, and survivor coach was assessed with Likert-formatted items respectively that 

captured participants' ratings of their performance, interpersonal, and technical skills [36]. 

Higher scores represented higher levels of satisfaction.
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3.1.5. Process and intermediate outcomes—Using seven Likert-type 5-point items, 

participants were asked to rate their intentions to continue pursuing nutrition and physical 

activity habits and goals as well as engaging with related services. Perceived control in 

achieving weight loss goals was evaluated with an item in both intervention and control 

arms. Additionally, women in the intervention arm were asked to rate their perceived control 

in maintaining their weight loss and their dietary and exercise habits. An item regarding their 

information sharing behavior was also included. Finally, participants completed an overall 

evaluation of the Stepping Stone study.

In-depth perspectives of survivors' experiences were collected via a focus group with 

intervention participants. The focus group guide included semi-structured questions that 

elicited participant's experiences during each phase and component of the project and lasted 

1.5 h. Participants received a $10.00 gift card. The focus group was audiotaped and 

transcribed. Two members of the research team identified main themes (e.g., positive and 

negative aspects of the intervention). Each researcher independently coded the transcripts 

using a directed content analysis approach [37]. Disagreements were solved by consensus. 

Each main theme was summarized and exemplified using quotes from the participants.

3.2. Statistical analysis

In addition to descriptive analysis, continuous baseline characteristics were compared 

between the intervention and control groups using Wilcoxon rank-sum test. Categorical 

baseline characteristics were compared using chi-square test or Fisher's exact test. Change 

scores were computed for anthropometric, physical activity, and cardiovascular fitness 

variables by subtracting the baseline scores from the score at 12 weeks. These change scores 

were compared between the intervention and control groups using Wilcoxon rank-sum test. 

Results were declared significant at the 0.05 level and all analyses were carried out using 

SPSS version 22 for Windows (IBM SPSS Statistics for Windows, Version 22.0. Armonk, 

NY: IBM Corp.).

4. Results

Randomization was successful, as no differences were noted in baseline factors by study 

arm. Women were 54.7 years old on average (SD = 9.8) and 51.6% had education above 

high school. Most survivors were diagnosed with breast cancer stage I (25.8%) or stage II 

(32.3%). On average, survivors were 1.7 years (SD = 0.88) from having completed their 

primary treatment. Most women were obese (80.6%) and had at least one comorbid 

condition (75%). Few women withdrew from the study post-randomization most (70%) 

women completed the study (75% of control; 67% intervention); outcomes were assessed for 

women (n = 22) that completed the study. No differences in baseline factors were noted 

between those who completed or did not complete the study (p > .05).

4.1. Anthropometric, physical activity, and dietary outcomes

Despite the 5% weight loss target, the intervention group only lost 0.8% of their total 

bodyweight. As shown in Table 2, there was a tendency for lower bodyweight, body mass 

index, and lower waist/hip ratio in the intervention group (Δ-mean = −1.7, −0.3, −0.03, 
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respectively). Change was greatest for vigorous activity in the intervention group compared 

to lower levels of activity. Total physical activity levels increased in the intervention group 

3.6-fold when compared to the control group (3501.1 MET min/week vs. 965.3 MET min/

week, respectively). Cardiovascular fitness, as measured by VO2max, improved from 

baseline to study completion in the intervention group by 0.10 kg/L/min but appeared to 

decline in the control group by −0.83 kg/L/min. Compared to baseline, at 12-weeks the 

intervention group also showed trends toward a reduced total energy intake (−207.3±31.5 

kcals; p = .06), total fat (−15.5 ± 3.8 g; p = .08), percent of energy from fat (−4.8 ± 3.1%; p 
= .10), and an increase in fiber intake (+3.2 ± 1.2 g, p = .20) were also noted (p values > .

05).

4.2. Process and intermediate outcomes

Women were highly satisfied with all aspects of the intervention including the 

responsiveness in being contacted, the assessments, the information packets, and the overall 

program. Women who participated in the intervention group positively evaluated 

interventionists' performance and skills (Fig. 2). Perceived control in achieving and 

maintaining dietary and physical activity goals was also high (see Table 2). Participants 

identified a range of 1 to 10 aspects in which Stepping Stones was different from other 

weight programs they had previously participated in (M = 5.23; SD = 2.83). Distinctive 

components endorsed by participants included having a nutritionist (61.5%), an exercise 

physiologist (69.2%), and a survivor coach (61.5%), and the targeted design for African 

American women (53.8%).Most participants strongly agreed or agreed that they intended to 

follow physical activity recommendations (100%), self-monitor their physical activity and 

dietary goals (92.3%), and weigh themselves weekly (77%). However, a lower percentage 

intended to pursue working with a coach (38.5%), joining another weight loss program 

(38.5%), joining a fitness club (23.1%), or hiring a trainer (15.4%). A higher percentage of 

women in the intervention arm agreed or strongly agreed that they could achieve their 

weight loss (69.3% vs. 37.5%). Moreover, most women in the intervention group (61.6%) 

reported trying to encourage family or friends to follow recommendations learned in the 

study.

4.3. Suggestions to improve the intervention trial

Survivors praised the multifaceted nature of the program and the opportunity to engage in a 

healthy lifestyle change program in which they were held accountable. They also valued the 

usefulness of the materials and the prospect of applying their learning more broadly. For 

some women, participating in this project meant “moving to the next step” to continue 

taking care of their health by improving their nutrition and physical activity habits to better 

manage their future cancer risk. Participants suggested including more opportunities to 

enhance interaction with other group members and the study staff and tailoring the program 

to a greater extent to their condition as breast cancer survivors and to their particular context 

and life situations (e.g. employment status, and children). Participants' suggestions and 

exemplary quotes are presented in Table 3.
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5. Discussion

Despite the benefits of maintaining a healthy weight after breast cancer, almost half of breast 

cancer survivors are either overweight or obese and there have been surprisingly few RCTs 

developed for Black survivors [24]. In this RCT feasibility pilot, 80.6% of survivors were 

obese and 75% had at least one comorbid condition. Nevertheless, we found that survivors 

were motivated to make lifestyle changes as evidenced by high uptake, and study completion 

rates. Our innovative multimodal approach that included a trained peer was acceptable to 

women and garnered high ratings of satisfaction with the overall intervention and the group 

and individual formats. The observed improvements in physical activity and dietary 

behaviors suggest that the strategies in the intervention may be useful to impact these 

behaviors and reduce overweight and/or obesity in black survivors. We observed a three-fold 

increase in physical activity levels, as well as improvements in dietary behaviors, suggesting 

feasibility for future studies. Qualitative results revealed that while women were aware of 

the importance of making lifestyle changes, they had not received opportunities to engage in 

a formal structured program to do so. Because few studies have reported on black survivors' 

experiences with a lifestyle intervention, these in-depth data will be useful to improve 

recruitment and adherence in future RCTs.

In concert with other interventions, we found evidence for dietary improvements [21,23] and 

a trend toward a lower BMI, body weight, and waist/hip ratio [21,22,24]. Cardiovascular 

fitness levels improved in the intervention group, but appeared to decline in the control 

group. Given the small sample, a larger sample is needed to confirm this finding. To our 

knowledge, this is the only intervention study that reports cardiovascular fitness in black 

breast cancer patients.

The improvement in cardiovascular fitness supports findings from studies in white breast 

cancer survivors [38–40]. Changes in cardiovascular fitness are typically expected after at 

least 6 months of regular physical activity. Thus, the observed trends in our 12-week pilot 

suggest that a longer intervention might glean significant results that may impact outcomes 

in black survivors. An intervention with a longer duration and observational time frame that 

includes multiple objective measures may also be useful to observe meaningful changes in 

the overall weight loss. Studies of longer interventions and observational times have been 

associated with greater percent loss of body weight. (Rock, et al., 2015). It will also be 

important to observe changes in body composition as this may also confound changes in 

weight alone.

Taken together, this study has implications for future interventions and research with black 

survivors. One implication of our findings is that more interventions are needed for black 

survivors who are overweight and obese. Most samples have had few Black survivors and 

only a handful of interventions have tailored approaches to social constructs (e.g., 

spirituality) shown to be relevant to many black survivors.

While breast cancer survivors in general are at increased risk of death from cardiovascular 

disease, black survivors have higher mortality than whites [41]. Not increasing physical 

activity in black survivors after a diagnosis may lead to declines in cardiovascular fitness. 
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While our data are only preliminary, an analysis of more than 26,000 women in the U.S. 

women found that black survivors had a 1.4-fold greater risk of heart failure than white 

survivors [42]. Thus, trends with regard to physical activity in this group have potential to 

reduce disparities in black women diagnosed with breast cancer [43]. In addition to patient 

report, it will be important to collect objective physical activity data using tools such as 

actigraph monitors.

Stepping STONE was acceptable and may provide a platform for engaging black survivors 

in cancer survivorship research. While this study is a feasibility study and hypothesis 

generating, it has several strengths, including a focus on an underrepresented minority 

group, a RCT design, and the use of culturally-sensitive intervention strategies [44,45]. 

Study findings support previous promising results observed by the few studies conducted 

with black survivors [21–24] and provides a unique contribution due to: [1] delivery of 

intervention strategies not previously tested in overweight black survivors (MI to address 

motivators and barriers identified at baseline); [2] inclusion of objective validated measures 

of fitness (VO2max); [3] use of a trained survivor coach; and [4] use of a mixed methods 

approach to evaluate participants' satisfaction with the intervention. Employment of these 

integrated approaches has not been previously reported in black survivors.

Despite several strengths, some limitations should be considered. First, the small sample 

limits statistical power and our ability to conduct multivariate analysis and to detect 

significant differences. Next, group sessions were offered every other week, which may have 

hindered our ability to detect the impact of sequential weeks of exercise. Future studies will 

benefit from sequential groups as suggested by our focus group participants. Also, we found 

that study participants felt that completion of food diaries was cumbersome. Women may 

benefit from the use of computerized tracking of food intake. Because we did not collect 

dietary data beyond baseline in the control group we do not know what dietary changes (if 

any) were made in this group. Future studies would benefit from assessment of dietary 

behaviors in control and/or comparison groups.

Although all women met the sedentary eligibility screening criteria, baseline IPAQ showed 

higher physical activity levels, suggesting that some participants may have been more active 

at baseline. However, there is evidence that physical activity levels tend to be overestimated 

with the IPAQ [46,47] and participant's VO2max levels indicate that all participants were 

sedentary [10,44]. Future intervention trials may benefit from the use of emergent 

technology such as the Fitbit® to facilitate tracking of physical activity and food intake. 

Women in our study were from an urban area and were largely educated so results may not 

be generalizable to women from more rural areas or lower education. Compared to whites, 

black survivors have higher risks of dying from breast cancer, breast cancer recurrence, non-

breast cancer death, comorbid conditions, and cardiovascular risk factors. Reducing obesity 

through increased physical activity and an improved diet has potential to impact many of 

these disparate outcomes. Approaches are needed to improve physical activity, diet, and 

sustain the health benefits of behavior change and many Black survivors appear ready to 

make that change, as one participant stated: “This is the next step in making sure you're 
living a more healthy life.”
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Fig. 1. 
Consort diagram.
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Fig. 2. 
Mean satisfaction ratings scores of study interventionists.
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Table 1

Exemplary of Stepping STONE intervention sessions by module.

Module Week Exemplar of issues addressed Strategies

1 Taking control 1–3 TPB components of — perceived control, as 
related to making
lifestyle changes, SCT components of self-
efficacy, goal setting

Review the role of energy balance in relation to weight 
control and
physical activity/diet recommendations Learn to make 
decisions about
food choices

2 New attitudes 4–6 TPB-behavioral attitudes regarding physical 
activity/diet, SCT
expectancies and role modeling of behaviors

Discussion of challenges to physical activity/healthy diet, 
how to enjoy physical
activity/healthy diet and improve attitudes (e.g. use 
positive self-talk)

3 Healthy choices 7–9 TPB — subjective and cultural norms, SCT 
aspects of role modeling
behaviors

Management of beliefs, norms, and perceptions about 
physical activity and
diet, problem solving techniques, and action plans

4 Keeping the faith 10–12 Future maintenance of physical activity/diet 
behaviors, coaching
using MI techniques to address ambivalence

Setting specific short-term goals, create a support system 
to maintain behaviors

Survivor Toolkit: Personalized implementation plan (goals, targets), physical activity tracker, session notebook, recipes, and resources.

Interventionist Toolkit: Implementation manual, baseline parameters (self-efficacy, nutrition, diet information, etc.), contact forms, food and fat 
models, study protocol.

Note: TBP — theory of planned behaviors; SCT — social cognitive theory.
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Table 3

Participants' perspectives: opportunities for improvement.

Intervention component Lessons learned Exemplar quotes

Overall Provide participants opportunities to 
share more about
themselves/experiences via groups 
and through data
collection. Increase the length of the 
study (24 weeks
and follow-up booster sessions) and 
schedule weekly
group sessions.

“The questionnaire did not ask a lot of relative questions…you did
not know I have two children…you did not know me…Some type
of questionnaire needs to ask those questions “tell your story in a
paragraph”
“The program gave you a baseline of information to cherry pick
what was applicable to you….that's what was wonderful about the
program…I go back to it [speaking of the tool-kit] very often.”

Bi-weekly groups
  Co-led: exercise physiologist & 
nutritionist.
  Group-based physical activity 
(e.g., walking)
  Education: physical activity & 
Diet
  Didactic, demonstration

Enhance team-building in groups
Encourage group interactions
Group connections were valued
Women valued opportunities to “tell 
their story”

“Having a one-on-one (session) to find out about my story what
my situation [is]. If you do that with each individual person, it will
help to know more about the dynamics of the participants, the
breast cancer patients, and how we're all connected and how
we're, in some cases, not connected.”
“It would have been nice if you guys encouraged partnerships with
us going forward….accountability partners.”
“Our particular group was exceptional…Great attendance. We
were there on a common basis, interacted very effectively with
everyone as we developed a common basis.”

Individual interventionist — 
participant
  interactions

One-on-one sessions were valued.
One size doesn't fit all.
Data collection tools should serve as 
resources to
support participants rather than be 
too cumbersome
(e.g. food diaries) or stressful 
(treadmill test
equipment).

“One thing I did like about (the nutritionist) is that after we had the
initial meeting and she kind of gave us the basics, then she did
meet with each one of us, and then she went over. And then, the
next time, she brought individual information for each of us.”
“I found it to be very cumbersome (to complete the food diary),
even though they put it in a little folder and said you can carry it…I
don't like carrying a whole bunch of stuff in my purse or paper.”

Biweekly individual coaching
  Phone-based (delivered by 
trained survivor)
  Tailored to baseline intentions 
& psychosocial
  factors
  Integrated MI

Clarifying the role that the survivor 
coach is not
providing mental health.
Meeting the survivor coach in 
person before starting
the calls to build rapport.
Ensure that there is flexibility in MI 
calls.

“It was good to talk to someone who had already gone through it…
So, it was good to talk to someone. I'd say it was helpful.”
“I feel a sense of rigidity that she (the survivor coach) was working
within some confinements or some parameters.”
“The psychology piece — mental health, I think, needs to be
stepped up a little bit…
You have a survivor coach and you have a psychologist who
specialized with people who have gone through these
experiences.”
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