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Abstract
Physical activity is an effective strategy for mitigating the negative physical and
psychosocial effects of breast cancer treatment. Accordingly, physical activity programs have been
developed to enhance clinical cancer care; however, many communities in Ontario remain without
such programs. Further, it is unclear what factors constitute an optimal physical activity program
for breast cancer survivors. An integrated knowledge translation approach, defined as the
involvement of knowledge users in the co-creation of knowledge, can assist in identifying optimal
aspects of physical activity program delivery for breast cancer survivors. Consequently, the
purpose of this study was to explore optimal physical activity program delivery for breast cancer
survivors across multiple stakeholder groups in the cancer care community, and to develop specific
recommendations that can be used to inform the development of physical activity programs for
breast cancer survivors. Breast cancer survivors, health care professionals (e.g., oncologists,
nurses, and allied health care professionals) and community-based physical activity program
providers participated in four 60-minute heterogeneous focus group discussions. Broad
discussions about an optimal program environment, program delivery team, and core program
practices were encouraged. Focus groups were audio recorded, transcribed verbatim, and subjected
to inductive thematic analysis. Participants recommended that physical activity programs for
breast cancer survivors should improve cancer literacy, provide opportunities to participate with
peers, and foster feelings of self-efficacy. Further, when possible, programs should be delivered in
the community, accessible from an environmental and financial perspective, and integrated within
the regional network of cancer care. These findings can be extended to provide a foundation for
researchers and providers aiming to establish, deliver, and evaluate optimal physical activity
interventions and programming for breast cancer survivors.
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Chapter 1
Introduction
1.1 General Overview
Breast cancer, a cancerous tumor that grows in the cells that line the milk ducts of the
breast, is a common cancer diagnosis for women in Canada. It is the third most common cancer
diagnosis, accounting for 13% of all cancers diagnosed (Canadian Cancer Society, 2017).
However, with improvements in cancer screening and advances in medical treatment, it is
projected that almost 90% of the women diagnosed with breast cancer will live at least five years’
post-diagnosis (Canadian Cancer Society, 2017). Accordingly, there is a large population of
Canadian women who are living with the effects of breast cancer and its treatment.
Breast cancer survivors (i.e., defined from the point of diagnosis until end of life; National
Cancer Institute, 2015) can experience several negative physical and psychosocial effects from
treatment, with some treatment effects persisting five to 30 years after a breast cancer diagnosis.
Physical activity is an effective means of attenuating some of the physical and psychosocial effects
of treatment; it is both safe and beneficial to perform at any point in the survivorship trajectory
(i.e., diagnosis to end-of-life). Indeed, considerable evidence documenting the benefits of physical
activity for cancer survivors has prompted the development and dissemination of physical activity
guidelines for persons with cancer by the American College of Sports Medicine (Schmitz et al.,
2010) and Cancer Care Ontario (Segal, Zwaal, Green, Tomasone, Loblaw, & Patrella, 2017).
Unfortunately, many breast cancer survivors are not sufficiently active to obtain these health
benefits, with some studies reporting that as many as 70% to 90% of breast cancer survivors are
not meeting physical activity guideline recommendations (Bellizzi, Rowland, Jeffery & McNeel,
2005; Lynch, Dunstan, Healy, Winkler, Eakin & Owen, 2010). As a result, researchers are
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exploring avenues to increase the initiation and maintenance of physical activity within this
population (Husebo, Dyrstad, Soreide, & Bru, 2012).
Physical activity programs that are specialized for cancer survivors may assist in mitigating
these low rates of participation (Santa Mina et al., 2015). However, the prevalence of specialized
physical activity programs for breast cancer survivors is limited, suggesting a clear need for the
increased implementation of physical activity programs for breast cancer survivors across Canada.
Further, effective and sustainable physical activity programs cannot be implemented if the factors
that contribute to optimal physical activity program delivery for this population are not well
understood (Gielen & Green, 2015).
Previous research has identified a number of preferences for physical activity program
delivery among breast cancer survivors (e.g., Rogers, Courneya, Shah, Dunnington, & HopkinsPrice, 2007; Rogers, Markwell, Courneya, McAuley, & Verhulst, 2009; Vallance, Lavallee, CulosReed, & Trudeau, 2012); however, these studies were limited in that they only explored
preferences using a quantitative approach, and solely from the perspective of breast cancer
survivors. The use of qualitative methods and a framework (Martin Ginis, Evans, & Noreau., 2017;
Evans et al., 2018) that explores the quality experiences within physical activity programs would
allow for a more nuanced and contextualized perspective of the subjective meanings underpinning
the documented physical activity preferences in this population. Further, as different stakeholders
are involved in the referral to (i.e., oncology care providers), delivery of (i.e., program providers),
and participation in (i.e., breast cancer survivors) community-based physical activity programs
specifically designed for breast cancer survivors (Santa Mina et al., 2015; Santa Mina et al., 2018),
the perceptions of multiple stakeholder groups need to be considered when researching optimal
features of such programs. An integrated knowledge translation (iKT) approach, whereby all
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relevant stakeholders are included at all stages of the research process (Jull, Giles, & Graham,
2017), can be used to fill this gap in the literature.
The South East Local Health Integration Network (LHIN), within which is Kingston,
Ontario, has a breast cancer incidence rate of 155.4 per 100,000 people (Cancer Quality Council
of Ontario, 2017), but is lacking in physical activity supports for breast cancer survivors (Fong,
Faulkner, & Sabiston, in press). Two organizations in Kingston currently provide physical activity
programs to breast cancer survivors (Kauffeldt, Sabiston & Tomasone, in preparation-a; see
Appendix A); however, neither organization offers programming that aligns with the physical
activity preferences of breast cancer survivors (Rogers et al., 2009; Vallance et al., 2013), nor do
they provide opportunities for breast cancer survivors to achieve guideline-level physical activity
(Schmitz et al., 2010; Segal et al., 2017). Further, with a large number of newly-diagnosed breast
cancer survivors each year (Cancer Quality Council of Ontario, 2017), it is unlikely that the
existing breast cancer-specific physical activity programs can adequately support the breast cancer
survivors in the South East LHIN. Thus, it is clear that there is a need for additional physical
activity programs for breast cancer survivors to be implemented in this region.
The current study is part of a larger program of research aiming to establish, implement,
and evaluate a community-based physical activity program for breast cancer survivors in Kingston,
Ontario. As a whole, the program of research is informed by the PRECEDE (Predisposing,
Reinforcing, and Enabling Constructs in Educational Diagnosis and Evaluation) – PROCEED
(Policy, Regulatory, and Organizational Constructs in Educational and Environmental
Development) model (Gielen & Green, 2015). The current study is situated within phase three of
this model.
1.2 Thesis Objectives
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The purpose of this study is to use an iKT approach to (1) explore optimal physical activity
program delivery for breast cancer survivors, and (2) develop specific recommendations that can
be used to inform the development of a physical activity program for breast cancer survivors in
Kingston, Ontario.
1.3 Positionality
Finally, it is necessary to acknowledge my positionality and its influence in shaping the
interpretations of this research. First, I am a young woman who has not experienced breast cancer.
As a result, I cannot fully understand the experiences of breast cancer survivors. However, my
position as a woman in this research has provided me with some insight regarding the experiences
of women with breast cancer and their participation in physical activity. For example, some
participants discussed experiencing changes to their physical appearance after breast cancer
treatment, and their discomfort being physically active in traditional gym environments. As a
woman, I had a deeper understanding of the potential implications of these physical changes, and
their influence on body image perceptions. Finally, I have an educational background in
Kinesiology and currently work as a trainer in a physical activity program for persons with chronic
disease. As such, I have a vested interest in optimizing physical activity participation for breast
cancer survivors in Canada.
1.4 Thesis Organization
This thesis was written in accordance with the Queen’s University School of Graduate
Studies “General Forms of Theses” guidelines and Queen’s University School of Kinesiology and
Health Studies “Traditional Style Thesis Requirement” guidelines. Chapter two provides an
overview of relevant literature. The third chapter contains a description of the study’s methods.
The fourth and fifth chapters include the results and discussion of the thesis, respectively. Finally,
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appendices are located at the end of the document and include copies of all study materials used
for participant recruitment and data collection.
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Chapter 2
Literature Review
2. 1 Breast Cancer Survivorship in Canada
One out of every two Canadians is expected to develop cancer within their lifetime. Breast
cancer, defined as a cancerous (malignant) tumor that grows in the cells that line the milk ducts of
the breast, is the third most common cancer diagnosis in Canada, accounting for 13% of all cancers
diagnosed (Canadian Cancer Society, 2017). Canadian women are more likely to develop breast
cancer than any other type of cancer; yet, for the majority of women in Canada, breast cancer has
become a survivable illness. Further, with improvements in cancer screening and advances in
medical treatment, it is projected that almost 90% of women diagnosed with breast cancer will live
at least five years’ post-diagnosis (Canadian Cancer Society, 2017).
The term ‘cancer survivor’ has had various definitions in cancer literature. The most
widely-used definition describes cancer survivorship as a process that begins at the moment of
diagnosis and continues throughout the balance of life (National Cancer Institute, 2015). In
contrast, the World Health Organization defines cancer survivors using the following criteria: (1)
recovery from all evidence of disease, (2) attainment of a state of minimal risk or no risk of
recurrence or relapse, and (3) restoration of functional health (i.e., physical developmental, and
psychosocial; World Health Organization, 2008). A main critique of the World Health
Organization’s (2008) definition is its inconsistency with evidence stating that after treatment
persons with cancer have a higher risk of recurrence or relapse (Yu, 2011). Further, cancer
treatment can impact the long term health and quality of life in persons with cancer, with some
treatment effects lasting longer than 10 years (Kenyon, Mayer & Owens, 2014). Consequently, for
the purposes of this literature review, the term ‘cancer survivor’ will refer to any individual who
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has received a cancer diagnosis, regardless of where they are in the cancer trajectory (i.e., diagnosis
to end-of-life; Wronski, 2015).
2.2. Breast Cancer Treatment
Breast cancer is staged numerically on a scale of 0 to IV using several characteristics
including the size of the cancer, whether it is in the lymph nodes, and whether the cancer has spread
or metastasized to other areas of the body (Holcomb, 2006). The choice of treatment can depend
on several patient factors including the stage of breast cancer, menopausal status, hormone receptor
status of the cancer, and overall health of the patient. Typical treatment options can include
surgery, chemotherapy, radiation or hormonal therapy (Holcomb, 2006).
Surgical options for breast cancer survivors include a lumpectomy, unilateral mastectomy,
double mastectomy, or potential breast reconstruction. Following surgery, additional therapies
may be applied depending on the stage of cancer diagnosed. Chemotherapy is a chemical agent
that interferes with cell replication, and is used when cancer has a high chance of recurrence. A
typical chemotherapy regimen involves four to six cycles (i.e., a treatment period followed by a
period of rest), occurring once every two to three weeks (Holcomb, 2006). Radiation therapy can
begin following surgery and/or chemotherapy. Radiation uses high energy rays to shrink and kill
cancer cells. Generally, full breast radiation is the standard regimen, with a specific focus on the
tumour area (Holcomb, 2006). Lastly, hormonal therapy is used for hormone receptor-positive
breast cancer, either in survivors diagnosed with early stage cancer with a low risk of recurrence
or when the cancer is locally advanced. The course of hormonal therapy is typically five years
after the completion of systemic treatment for breast cancer (Mrozek & Shapiro, 2005). In general,
a combination of surgery and therapy is required to treat breast cancer survivors. As a result, breast
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cancer survivors must cope with several treatment-related effects (Cella & Fallowfield, 2008;
Hadd, Sabiston, McDonough, & Crocker, 2010; Vivar & McQueen, 2005).
2.3 Effects of Breast Cancer Treatment
Breast cancer survivors can experience negative physical and/or psychosocial effects
following breast cancer treatment. Some treatment effects can persist five to 30 years after a breast
cancer diagnosis, which can negatively affect the quality of life (i.e., a state of complete physical,
mental, and social well-being; World Health Organization, 1997) in long-term breast cancer
survivors (i.e., breast cancer survivors at least five years after acute diagnosis; Kenyon et al., 2014).
2.3.1 Physical Effects of Breast Cancer Treatment
Physical impairments secondary to breast cancer treatment can include limited shoulder
range of motion, pain (Gartner, Jensen, Nielsen, Ewertz, Kroman, & Kehlet, 2009),
musculoskeletal abnormalities (e.g., bone loss, fracture; Burstein et al., 2010), peripheral
neuropathy (i.e., weakness, numbness or pain in peripheral limbs; Chang et al., 2018),
lymphedema (i.e., fluid accumulation from damage to lymphatic vasculature; Hayes, Janda,
Cornish, Battistutta, & Newman 2008; Kenyon et al., 2014), cardiotoxicity (i.e., reduced
cardiovascular function; Ewer & Ewer, 2010; Lenihan & Esteva, 2008), cancer-related fatigue
(Bower, Ganz, Desmond, Rowland, Meyerowitz, & Belin, 2000), and weight gain (Schmitz et al.,
2010; Speck, Courneya, Masse, Duval, & Schmitz, 2010).
Common persistent physical effects experienced by breast cancer survivors after treatment
can include pain, fatigue, and lymphedema (Kenyon et al., 2014). Studies report that pain can still
be experienced by breast cancer survivors who are at least five years’ post-treatment (Ewertz &
Jensen, 2011). It is estimated that chronic pain affects 25% to 60% of breast cancer survivors after
treatment, and is associated with cancer-related fatigue (Bower et al., 2000; Gartner et al., 2009).
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Risk factors for pain include younger age, larger tumour size, obesity, and treatment type (Kenyon
et al., 2014). Similarly, persistent cancer-related fatigue can be experienced by 17% to 26% of
long-term breast cancer survivors (Kenyon et al., 2014). Cancer-related fatigue in breast cancer
survivors is described as a subjective sense of physical, emotional, and/or cognitive tiredness or
exhaustion, that interferes with usual functioning and is not proportional to recent activity (Berger
et al., 2010). Further, fatigue may be related to a variety of factors, such as depression, chronic
pain, and sleep disturbance. Lastly, lymphedema may present in breast cancer survivors
immediately following or years after breast cancer treatment (Hayes et al., 2008). It is estimated
that approximately 30% of breast cancer survivors experience lymphedema after breast cancer
treatment, resulting in pain, altered sensation, and functional disability (Kenyon et al., 2014). Risk
factors for lymphedema include older age, more extensive surgery, and a sedentary lifestyle (Hayes
et al., 2008).
In addition to experiencing physical effects from cancer treatment, breast cancer survivors
may be at risk of developing new chronic diseases or comorbidities (i.e., concurrent, etiologically
independent chronic health conditions; Land, Dalton, Jorgensen, & Ewertz, 2012), as a result of
breast cancer treatment. Prospective cohort studies indicate that breast cancer survivors are at risk
of developing hypertension, cardiovascular disease, and osteoporosis after treatment, with 12.3%,
10.5%, and 10.5% of breast cancer survivors developing these conditions after treatment,
respectively (Obi et al., 2014). Further, the presence of comorbidities is associated with decreased
survival and all-cause mortality in older breast cancer survivors (Patnaik, Byers, DiGuiseppi,
Dablea, & Denberg, 2011).
From this, it is clear that breast cancer treatment can result in various physical effects that
impact the long-term health of breast cancer survivors. Further, these physical effects can persist
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for extended periods of time after breast cancer treatment. Of concern, some physical effects of
treatment have been associated with an increased risk of breast cancer recurrence (e.g., weight
gain) or the development of additional comorbidities and chronic diseases (e.g., osteoporosis or
cardiovascular disease; Obi et al., 2014).
2.3.2 Psychosocial Effects of Breast Cancer Treatment
Women diagnosed with breast cancer report high levels of functioning and psychological
well-being following completion of treatment for breast cancer, suggesting that women may adjust
well following diagnosis (Ganz, 2008). However, some breast cancer survivors may experience
psychological distress (i.e., a state of emotional suffering) after a breast cancer diagnosis, with as
many as 19% of breast cancer survivors meeting the criteria for post-traumatic stress disorder
(Hoffman, McCarthy, Recklitis, & Ng, 2009). Common psychological effects reported by women
with breast cancer include symptoms of depression (Burgess, Cornelius, Love, Graham, Richards,
& Ramirez, 2005; Fann et al., 2008; Kim et al., 2008), feelings of vulnerability (Ganz, 2008), body
image disruption (Gordon & Smirnoff, 2010; Sackey, Sandelin, Frisell, Wickman & Brandberg,
2010), sexual dysfunction, existential concerns regarding mortality, and fear of cancer recurrence
(Pinto, Dunsiger, & Waldemore, 2013).
To some extent, these psychological effects are experienced by all breast cancer survivors
at varying points in the survivorship trajectory (Ganz, 2008). However, breast cancer survivors
who have completed systemic treatment (i.e., surgery, chemotherapy, and radiation) face unique
emotional challenges such as negotiating a changed body, and feelings of fear and worry (Ganz &
Stanton, 2012). Further, breast cancer survivors in this phase may also perceive a decrease in
support from their medical team as they transition from frequent appointments with their oncology
team, to occasional appointments with their primary health care providers (Hewitt & Ganz, 2006).
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Consequently, cross-sectional data has highlighted that social support (i.e., communication that
reduces uncertainty and enhances perceptions of personal control in one’s experience; Albrecht &
Adelman, 1987) is an essential component for emotional well-being during this period (Fong,
Scarapicchia, McDonough, Wrosch, & Sabiston, 2016). Other factors that may also influence the
psychological well-being of long-term breast cancer survivors include: age, information,
communication, family, and degree of symptom distress (Knobf, 2007). To summarize, many
breast cancer survivors experience the persisting sequelae of breast cancer treatment, which can
be physical and/or psychological in nature.
2.4 Physical Activity and Breast Cancer Survivorship
Physical activity is defined as any bodily movement produced by skeletal muscles that
results in energy expenditure (Caspersen, Powell & Christenson, 1985). The term ‘exercise’
describes a subset of physical activity that is planned, structured, repetitive, and purposive to
improve or maintain one or more components of physical fitness (Caspersen et al., 1985). For the
purposes of this thesis, the term “physical activity” will be used to refer to any bodily movement
produced by skeletal muscle, including exercise.
Physical activity is an effective means of attenuating some of the physical and psychosocial
treatment-related sequelae for breast cancer survivors (Fong et al., 2012; Speck, Courneya, Masse,
Duval & Schmitz, 2010). Furthermore, it is both safe and beneficial to perform at any point in the
survivorship trajectory (Segal, Zwaal, Green, Tomasone, Loblaw, & Patrella, 2017). A team of
researchers performed a systematic review and meta-analysis to summarize the effects of physical
activity on multiple health-related outcomes for breast cancer survivors (McNeely, Campbell,
Rowe, Klassen, Mackey, & Courneya, 2006). This review evaluated 14 randomized controlled
trials (RCT) examining the effect of leisure time physical activity on physical and psychosocial
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outcomes for breast cancer survivors compared to standard or usual care. Physical activity was
shown to produce a clinically meaningful improvement (i.e., a statistically significant increase of
greater than 4.0 on the Functional Assessment of Cancer Therapy questionnaire) in quality of life,
improve cardiorespiratory endurance (i.e., an increase of 3.39mL/kg per minute), and improve
functional capacity (i.e., effect size = 0.84). Inconclusive evidence was observed for fatigue, and
no changes were observed in body weight or body mass index. Importantly, few direct measures
of body composition were observed across RCT data, which may explain the non-significant
findings for body weight in this meta-analysis. While this review was among the first to summarize
the benefits of physical activity for breast cancer survivors, the authors concluded that further
methodologically rigorous studies are required to examine the effect of different physical activity
regimens (i.e., moderate vs low intensity) on physical and psychosocial outcomes for breast cancer
survivors.
In 2014, Brenner, Neilson, Courneya, & Friedenreich provided an updated summary of the
effects of physical activity on patient-reported outcomes and health-related fitness for breast
cancer survivors. Brenner et al. (2014) built upon previous research summarizing the effect of
physical activity for breast cancer survivors by distinguishing between the benefits obtained during
and following treatment. During treatment, physical activity was associated with improvements in
aerobic fitness, fatigue level, body composition, and quality of life on both psychosocial and
physical functioning scales. Post-treatment physical activity for breast cancer survivors was
associated with improvements in muscle strength and endurance, fatigue, depression, quality of
life, and reduced risk of breast cancer-specific and all-cause mortality. Similar findings have also
been reported in reviews investigating the effect of physical activity for survivors with other cancer
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types (Ballard-Barbash, Friedenreich, Courneya, Siddiqi, McTieman, & Alfano, 2012; Battaglini
et al., 2014; Sabiston & Brunet, 2012; Speck et al., 2010).
Although randomized control trial data strongly support physical activity as an effective
intervention for the physical and psychosocial effects of breast cancer treatment, several
knowledge gaps remain. The majority of participants included in previous studies were diagnosed
with stage I to IIIa breast cancer; thus, supportive evidence investigating the effect of physical
activity on breast cancer survivors with stage IV cancer or those in palliative care is limited. In
addition, further research is needed to determine the optimum dose (e.g., intensity, frequency) or
optimal timing of physical activity (e.g., post-diagnosis, post-treatment) to enhance our
understanding of the prescriptive value of physical activity for breast cancer survivors along the
survivorship trajectory (i.e., diagnosis, treatment, recovery). Despite these gaps in the literature,
there is considerable evidence to suggest that physical activity is feasible, safe, and beneficial to
breast cancer survivors at any stage in the survivorship trajectory (Segal et al., 2017).
2.5 Physical Activity Guidelines for Persons with Cancer
Considerable evidence documenting the benefits of physical activity for cancer survivors
has prompted the development and dissemination of physical activity guidelines for persons with
cancer by the American College of Sports Medicine (Schmitz et al., 2010) and Cancer Care Ontario
(Segal et al., 2017). Both guidelines recommend that to obtain improvements in quality of life, and
aerobic and muscular fitness, breast cancer survivors should engage in 150 minutes of moderate
intensity aerobic activity over three to five days per week, and resistance training involving major
muscle groups two days per week either during treatment or following breast cancer treatment
(Schmitz et al., 2010; Segal et al., 2017). Further, it is recommended that when possible, exercise
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be performed in a supervised group setting, as it may provide superior quality of life and physical
fitness outcomes for breast cancer survivors (Segal et al., 2017).
Unfortunately, the majority of breast cancer survivors do not engage in sufficient levels of
activity to obtain these health-related benefits. Physical activity levels of breast cancer survivors
naturally decline in the years following a breast cancer diagnosis, when compared to pre-diagnosis
levels (Sabiston, Brunet, Vallance, & Meterissian, 2014). For example, a multi-ethnic cohort study
followed a sample of 631 breast cancer survivors over a period of 10 years (Mason et al., 2013).
Measures of recreational aerobic activity were collected at pre-diagnosis, 24 months, five years,
and 10 years after enrollment. Over a 10-year period, recreational aerobic activity decreased by
4.3(16.2) MET-hrs/wk, with fewer than 8% of breast cancer survivors meeting the physical activity
guidelines at all follow up periods. Similarly, prospective data suggests that breast cancer survivors
spend less than 2% of their day engaged in moderate-to-vigorous physical activity (Mason et al.,
2013). Overall, 70% to 90% of breast cancer survivors are not meeting the physical activity
guidelines, and this has an impact on their physical and psychological health (Bellizzi, Rowland,
Jeffery, & McNeel, 2005; Lynch, Dunstan, Healy, Winkler, Eakin, & Owen 2010; Sabiston et al.,
2014).
To summarize, physical activity can attenuate the persistent physical and psychosocial
effects of breast cancer treatment. However, the majority of breast cancer survivors are not meeting
the physical activity guidelines. Accordingly, researchers are exploring avenues to increase
initiation and maintenance of physical activity within this population (Hursebo, Dyrstad, Soride,
& Bru, 2013; Santa Mina et al., 2018).
2.6 Physical Activity Program Delivery for Breast Cancer Survivors in Canada
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Physical activity programs that are specialized for cancer survivors may assist in mitigating
these low rates of participation (Santa Mina et al., 2015). Accordingly, cancer-specific physical
activity programs have been included as a critical resource at the end of a patient pathway (i.e.,
from the cancer center to exercise-related resources) developed to enhance accessibility and
engagement in physical activity among cancer survivors (Santa Mina et al., 2018). However, little
is known about the prevalence of physical activity programs for breast cancer survivors in Canada.
To date, only two published studies in Canada have attempted to examine the prevalence and
practice patterns of physical activity programs for persons with any type of cancer. These two
studies have focused on oncology rehabilitation programs (Canestraro et al., 2013), and
community-based physical activity programs for cancer survivors across Canada (Santa Mina et
al., 2015). Notably, oncology rehabilitation programs and community-based physical activity
programs for persons with cancer are not well defined. However, as both rehabilitation and
community-based physical activity programs for persons with cancer incorporate physical activity
as an essential component of program delivery, both types of programming in Canada will be
discussed in this section.
A study by Canestraro et al. (2013) aimed to explore the prevalence and characteristics of
oncology rehabilitation programs in Canada. Oncology rehabilitation programs were defined as
direct rehabilitation services developed and/or administered by a physiotherapist, occupational
therapist, and/or speech language pathologist for people with cancer (Canestraro et al., 2013). As
a result, programs led by qualified exercise professionals, and not developed by one of the above
care disciplines, were excluded. A total of 20 rehabilitation programs were identified for persons
with cancer in Canada. The majority were located in an urban context (i.e., population of >50,000),
and delivered in a hospital setting or a community-based setting. Programs were typically
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delivered by a multi-disciplinary team, consisting of dietitians and nurses (59%), and occupational
therapist and social workers (53%). Government funding was reported as a primary source of
funding by six programs, with three programs using a combination of charitable and private
donations. Providers of oncology rehabilitation programs reported barriers regarding program
sustainability and program implementation, respectively. The most widely cited barrier was lack
of funding. Other barriers included accessibility to space, equipment, and trained health care
professionals.
A similar study by Santa Mina et al. (2015) examined the barriers and facilitators to the
implementation of community-based physical activity programs for persons with any type of
cancer within Canada through interviews with physical activity program coordinators. A total of
20 physical activity programs for cancer survivors were identified, and 13 programs participated
in the study. For the purposes of this study, physical activity programs for persons with cancer
were defined as providing exercise counselling, prescription, or assessment to cancer patients
during or after treatment; had a clinical or research focus; were free or fee for use; and had medical
supervision, referral, or consent. Sole proprietor and personal training services were excluded. The
majority of programs identified were located in an urban context, and were delivered in hospital
settings, community-based settings, rehabilitation clinics, or academic institutions. Program
coordinators were mostly women, with a graduate degree in applied health sciences (e.g.,
kinesiology, rehabilitation sciences or exercise science) with approximately eight years of
experience in their roles. Primary referral sources were health care providers, and in some cases
consent from a physician was required before an individual could participate in a program.
Common barriers to the implementation and sustainability of physical activity programs for cancer
survivors included a lack of funding, a lack of physician support, and deterrents to participation
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for program participants (e.g., fear or shame, program location, or competing interests). Primary
sources of funding for physical activity programs for people with cancer include research grants,
internal or institutional support, and donations or philanthropy. Difficulty securing continued
funding was a significant barrier to program sustainability. Lack of physician support was
attributed to a lack of awareness of the benefits associated with physical activity for cancer
survivors, or a reluctance to refer patients to programming due to safety concerns. Common
facilitators to program implementation included partnership and advocacy support (e.g.,
partnerships with cancer centres or universities, and advocacy by health care providers and
participants), supportive network for participants (e.g., presence of peer support and
encouragement among participants and staff), participant awareness of cancer-specific physical
activity benefits, flexible programming characteristics, and a safe environment.
In addition, a recent study (Kauffeldt, Sabiston & Tomasone, in preparation-a; see
Appendix A) aimed to examine the barriers, facilitators, and characteristics of physical activity
program delivery specifically for breast cancer survivors in Ontario, Canada. A comprehensive
search strategy identified a total of 12 physical activity programs for breast cancer survivors, with
nine programs participating in the study. The majority of eligible programs were located in an
urban context, and delivered in a community-based setting. Program coordinators were primarily
women, with a background in rehabilitation science or kinesiology. Common barriers to the
implementation and sustainability of physical activity programs for breast cancer survivors
included a lack of funding, infrequent physician referral, and patient perceived risk (i.e.,
apprehensive to initiate exercise due to health status). Common facilitators to program
implementation included targeted recruitment and promotion (i.e., program providers used
multiple avenues to raise awareness of their physical activity program to facilitate participant
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intake), program champions and advocacy (i.e., program members or physicians who garner
support for the program), and the formation of multi-disciplinary partnerships with professionals
in the cancer care community.
In sum, physical activity programs may assist in mitigating the low rates of physical
activity participation among breast cancer survivors. Further, the prevalence of specialized
oncology rehabilitation and community-based physical activity programs in Canada is limited,
suggesting a clear need for the increased physical activity program implementation for persons
with any type of cancer across Canada. However, effective and sustainable physical activity
programs cannot be implemented if the factors that contribute to optimal physical activity program
delivery for this population are not well understood (Gielen & Green, 2015).
2.7 Optimizing Physical Activity Programs for Breast Cancer Survivors
In persons with chronic disease, an ‘optimal’ physical activity program can be considered
to be a program that is tailored to the preferences and needs of a specific population (Chong et al.,
2014). Thus, two areas of research can provide insight into factors that contribute to optimal
physical activity programs for breast cancer survivors include: (1) physical activity program
preferences, and (2) subjective experiences in physical activity programs.
2.7.1 Breast Cancer Survivor Preferences for Physical Activity Programs
A series of quantitative studies examined preferences for physical activity program
delivery among breast cancer survivors (Rogers, Courneya, Shah, Dunnington, & Hopkins-Price,
2007; Rogers, Markwell, Courneya, McAuley, & Verhulst, 2009; Vallance, Lavallee, Culos-Reed,
& Trudeau, 2012). These studies used multiple choice items to assess the preferences for exercise
counseling source (e.g., exercise specialist or health care professional), counseling delivery
channel (e.g., in-person or online), and location (e.g., home-based or community-based). Factors
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that might impact preferences, such as comorbidities, fatigue, depression, physical activity selfefficacy (i.e., barrier and task), perceived barriers, and social support were also assessed. These
studies have highlighted that the majority of breast cancer survivors prefer to perform physical
activity alone, in a home-based or outdoor setting, with in-person physical activity guidance from
a qualified exercise professional (Rogers, Courneya, Verhulst, Markwell, & McAuley 2008;
Rogers, Markwell, Verhulst, McAuley, & Courneya, 2009). Further, study results also indicate
that breast cancer survivor physical activity program preferences are associated with a variety of
factors (i.e., self-efficacy, age, education, and current physical activity levels). For example,
Rogers et al. (2008) found that those preferring to exercise indoors at home reported lower social
support, and participants preferring lower intensity exercise were more apt to be sedentary.
Similarly, a study by Vallance, Lavallee, Culos-Reed, & Trudeau (2013) reported that those who
had received chemotherapy were less likely to be interested in participating in a group physical
activity program. Accordingly, physical activity programs offering a range of program options
may better accommodate the physical activity preferences of breast cancer survivors.
To date, researchers have explored breast cancer survivors’ preferences for physical
activity program delivery using a quantitative approach. While this approach may highlight the
preferences and trends for physical activity programming across large samples of breast cancer
survivors, these study designs are unable to contextualize the subjective meaning underpinning
these preferences. Accordingly, qualitative studies exploring preferences for physical activity
programming among breast cancer survivors may build upon this literature, to obtain a more
nuanced perspective of physical activity preferences within this population.
2.7.2 Breast Cancer Survivor Experiences in Physical Activity Programs
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A second area of research that may provide insight regarding optimal physical activity
program delivery for breast cancer survivors are studies that explore their subjective experience in
physical activity programs. A meta-synthesis by Midtgaard, Hammer, Andersen, Larsen, Bruun &
Jarden (2018), explored the experiences for persons with any type of cancer in physical activity
programs, and identified three main themes across eight studies: (1) emergence of continuity (i.e.,
the potential of physical activity to recapture the loss of continuity and consistency after cancer
treatment), which included the subthemes of a new purpose, goal-setting, and positive distraction;
(2) preservation of normality (i.e., physical activity allowed the individual to preserve a normal
identity and escape the role of a patient), which included the subthemes of social support,
autonomy, and affirmation of own health; and (3) reclaiming the body (i.e., physical activity
enabled cancer survivors to re-establish confidence and trust in their own body), which included
the subthemes of enhanced performance, safety through professional supervision, and overcoming
barriers. Key findings from this meta-synthesis indicate that physical activity programs may
provide a sense of structure and routine to cancer survivors after cancer treatment, increase positive
outlook among cancer survivors through goal attainment, and provide opportunities to exercise
with other survivors where limits in physical capacity are non-judgementally accepted and
understood. Similar themes have also been highlighted in other qualitative studies specifically for
breast cancer survivors. An integrative review by Browall, Mijwel, Rundqvist, & Wengstrom
(2018), found that peer support was important for gaining a sense of normality after treatment, and
the instructor-participant relationship was important for physical activity maintenance. Further,
instructors who were educated and knowledgeable regarding recovery after breast cancer treatment
were perceived to be instrumental to breast cancer survivors, as they provided them with a sense
of security.
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Combined, studies examining the physical activity program preferences of breast cancer
survivors and the subjective experience of persons with cancer in physical activity programs have
identified factors that can contribute to an optimal physical activity program for breast cancer
survivors. However, previous studies are limited in that they did not apply a framework to
systematically explore the preferences and subjective experiences of cancer survivors; the
application of a framework may assist in identifying additional factors that contribute to an optimal
physical activity program for breast cancer survivors. One potential framework that has been used
to explore optimal physical activity program delivery for breast cancer survivors is the framework
of quality participation (Martin Ginis, Evans, Mortenson, & Noreau, 2017).
2.7.3 Quality Participation for Breast Cancer Survivors
Participation can be defined as one’s involvement in life’s activities (World Health
Organization, 2001). Further, according to the United Nations (2006), all individuals have the right
to full participation. Imms and Granlund (2014) state that full and effective participation includes
two components: (1) the quantity of participation and (2) the quality of participation. Quantity of
participation is clearly defined as the individual’s amount of participation (e.g., frequency or total
time spent participating in an activity); however, the definition of the quality of participation is
less clear. A team of researchers conducted a configurative review aiming to operationalize the
concept of full and effective participation for persons with physical disabilities (Martin Ginis et
al., 2017). This review included 10 articles primarily within an occupational therapy context.
Across these articles, there were six common experiential elements identified that contributed to
full and effective participation for persons with a physical disability, these included: (1) autonomy,
defined as having choice or control; (2) belongingness, defined as a feeling of belonging or
acceptance; (3) challenge, defined as feeling appropriately challenged; (4) engagement, defined as
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feeling fully engaged and focused; (5) mastery, defined as experiencing achievement and
accomplishment; and (6) meaning, defined as working towards a shared or meaningful goal
(Martin Ginis et al., 2017). Additional studies within Parasport have expanded this framework,
suggesting that there is a certain threshold of participation that must be met before any participation
can occur. More specifically, findings from Evans and colleagues’ (2018) suggest that
preconditions spanning the physical environment (e.g., physical accessibility of facilities and
services, safe places, travel and access), the social environment (e.g., instructor knowledge
learning and skill, group environment, mentorship or role modelling), and activities (e.g.,
sport/activity type, program size) are required for an individual to have a quality participation
experience.
Since the development of the six experiential aspects of quality participation (Martin Ginis
et al., 2017), this framework has been applied within the contexts of Parasport (Evans et al., 2018),
veteran physical activity programs (Shirazipour, Aiken, & Latimer-Cheung, 2017), and
community-based physical activity programs for persons with physical disabilities (Man, Carron,
Latimer-Cheung, & Tomasone, in preparation). This framework appears to hold within these
varied physical activity contexts; however, literature examining the application of Martin Ginis
and colleagues’ (2017) quality participation framework among other populations, such as breast
cancer survivors, in physical activity contexts is in its infancy. While breast cancer survivors are
distinct from persons with physical disabilities, they share several similarities including
experiencing condition-specific barriers to performing physical activity, and the physical and
psychosocial sequelae of a condition or illness. Accordingly, a recent study has explored the
application of this framework among breast cancer survivors who participate in community-based
physical activity programs (Kauffeldt, Sabiston, & Tomasone, in preparation-b; see Appendix A).
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2.7.3.1 Quality Participation in Physical Activity Programs for Breast Cancer Survivors.
A study by Kauffeldt, Sabiston, & Tomasone (in preparation-b; see Appendix A) aimed to
explore the concept of quality participation within the context of community-based physical
activity programs for breast cancer survivors. This study used semi-structured interviews to
explore the elements that contribute to a quality participation experience from the perspective of
program providers and program members. Seventeen program providers, and 12 program members
from nine physical activity programs for breast cancer survivors in Ontario were interviewed.
Study findings indicate that the conceptualization of quality participation in breast cancer survivors
parallels several experiential elements of quality participation identified in literature for persons
with physical disability (Martin Ginis et al., 2017). Specifically, full and effective participation
experiences in physical activity programs for breast cancer survivors are fostered through
experiencing community (i.e., a mutual trust and friendship built with individuals in the program
who have a shared experience), self-efficacy (i.e., a feeling of confidence and belief in one’s ability
to perform physical activity), and meaning (i.e., physical activity is designed and destined for a
particular purpose). These elements of quality participation for breast cancer survivors parallel the
elements of belongingness, mastery, and meaning, respectively in Martin Ginis and colleagues’
(2017) framework; thus, there is preliminary support for the application of the quality participation
framework for breast cancer survivors in a physical activity program context.
As “optimal” physical activity programs would foster full and effective participation,
which would encompass both quantity and quality of participation, Martin Ginis and colleagues’
(2017) quality participation framework can be used to hone in on the subjective factors that
constitute an optimal physical activity program for breast cancer survivors. However, as different
stakeholders are involved in the referral to (i.e., oncology care providers), delivery of (i.e., program
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providers), and participation in (i.e., breast cancer survivors) community-based physical activity
programs specifically designed for breast cancer survivors (Santa Mina et al., 2015; Santa Mina et
al., 2018), the perceptions of multiple stakeholder groups need to be considered when researching
optimal features of such programs. Further, participation of these stakeholder groups in the
research process that informs the development of such programs would improve the translation
and effectiveness of research findings into adoption and practice (Wallerstein, Duran, Oetzel &
Minkler, 2018).
2.8 Using an Integrated Knowledge Translation Approach for Physical Activity Program
Development
Knowledge translation is defined as an iterative process that emphasizes knowledge
synthesis, dissemination, and exchange (Straus, Tetroe, & Graham, 2013). Integrated knowledge
translation (iKT) can be defined as an approach to research that applies the principles of knowledge
translation throughout all stages of the research process. The aim of iKT is to produce findings
that are tailored to knowledge users through the co-creation of knowledge (i.e., using both
researcher and knowledge user expertise; Jull, Giles, & Graham, 2017). A unique strength of iKT
is an emphasis on a collaborative approach, where research methods and outcomes can be matched
using the expertise of multiple stakeholders and end-users (Jull et al., 2017).
An iKT approach specific to physical activity program delivery for breast cancer survivors
should include the perspectives of breast cancer survivors, health care professionals, and
community-based physical activity program providers. First, breast cancer survivors’ perspectives
are invaluable as they are the primary end-users of the physical activity program. Next, health care
professionals play an important role because of their ‘point of care’ presence throughout the
survivorship trajectory. More importantly, health care professionals are considered important
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messengers of health-related physical activity information, and the recommendation or referral to
physical activity supports can increase physical activity behaviour among breast cancer survivors
(Jones, Courneya, Fairey, & Mackey, 2004; Karvinen, DuBose, Carney, & Allison 2010). Finally,
community-based physical activity program providers have been highlighted as essential figures
in physical activity program delivery for breast cancer survivors (Brunet & St-Aubin, 2016).
Further, community-based program providers have experience providing physical activity
programs to special populations, and may provide a pragmatic perspective to discussions regarding
the implementation of an optimal physical activity program for breast cancer survivors.
2.9 Context of the Current Study
The city of Kingston, Ontario is located in the South East Local Health Integration Network
(LHIN). According to recent estimates, the incidence rate of breast cancer within this region is
155.4 per 100,000 people (Cancer Quality Council of Ontario, 2017). A recent environmental scan
performed by Fong, Faulkner, Jones, & Sabiston (in press), indicated that the South East LHIN is
an area that would benefit from the implementation of cancer-specific physical activity
programming. A recent systematic scoping review (Kauffeldt, Sabiston, & Tomasone, in
preparation-a; see Appendix A) identified two organizations in Kingston with the resources to
provide physical activity to breast cancer survivors following a breast cancer diagnosis: Breast
Cancer Action Kingston and Lifemarkä physiotherapy. Although both organizations provide
physical activity opportunities to breast cancer survivors, neither program comprehensively meets
the physical activity preferences of breast cancer survivors, as identified in the literature (e.g.,
customized exercises, participating in group physical activity; Rogers et al., 2009; Vallance et al.,
2013).
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The Lifemarkä is a multi-disciplinary rehabilitation clinic that offers a cancer
rehabilitation program that is available to breast cancer survivors . As the goal of this program is
rehabilitation from cancer treatment, breast cancer survivors do not often receive services
alongside other men/women their age with a breast cancer diagnosis. In addition, breast cancer
survivors must have extended health care coverage or pay out-of-pocket to attend, so it is unlikely
that the average breast cancer survivor has the means to attend frequently enough to achieve the
physical activity guidelines for persons with cancer (Segal et al., 2017). Conversely, while Breast
Cancer Action Kingston provides a variety of physical activity classes (i.e., yoga, urban polling)
exclusive to breast cancer survivors, the instructors are unable to fully customize the class to the
exercise needs and abilities of each participant, as the class structure is group-based (e.g., every
participant performs a similar set of exercises). Further, Breast Cancer Action Kingston
programming is only offered for 60 minutes once per week. As a result, additional physical activity
is required outside of program sessions to meet the physical activity guideline recommendations
for persons with cancer (Segal et al., 2017). Combined, the physical activity options available to
breast cancer survivors in the South East LHIN do not align with physical activity preferences of
breast cancer survivors (Rogers et al., 2009; Vallance et al., 2013), nor do they provide
opportunities for breast cancer survivors to achieve guideline-level physical activity (Schmitz et
al., 2010; Segal et al., 2017). Further, with a large number of newly-diagnosed breast cancer
survivors each year (Cancer Quality Council of Ontario, 2017), it is unlikely that the existing breast
cancer-specific physical activity programs can adequately support the breast cancer survivors in
the South East LHIN. Thus, there is a clear need for additional physical activity programs for
breast cancer survivors to be implemented in this region.
2.10 Summary of Literature Review and Purpose
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To summarize, participation in physical activity following a breast cancer diagnosis
enhances breast cancer survivorship outcomes. Unfortunately, most women with a breast cancer
diagnosis do not meet the current physical activity guidelines for persons with cancer. As a result,
increased efforts are required to assist breast cancer survivors in meeting the physical activity
guidelines following cancer treatment. Specialized physical activity programs for breast cancer
survivors may assist in mitigating the low physical activity participation rates; however, more
information about what constitutes an optimal physical activity program for breast cancer
survivors is required. Examining the perspectives of three stakeholder groups (i.e., breast cancer
survivors, health care professionals, and community-based program providers) would assist in
providing a rich and more nuanced account of how to optimize physical activity programming for
breast cancer survivors in a currently-underserved region (i.e., Kingston, Ontario). Accordingly,
the purposes of this study are to use an iKT approach to (1) explore optimal physical activity
program delivery for breast cancer survivors across multiple stakeholder groups in the cancer care
community, and (2) provide specific recommendations to inform the development of a physical
activity program for breast cancer survivors in Kingston, Ontario.
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Chapter 3
Methods
Ethical approval for this study was obtained from the Health Sciences Research Ethics
Board at Queen’s University (see Appendix B).
3.1 Situating of the Current Study within a Program of Research
The current study represents a piece of the author’s larger program of research aiming to
establish, implement, and evaluate a community-based physical activity program for breast cancer
survivors in Kingston, Ontario. As a whole, the program of research is informed by the PRECEDE
(Predisposing, Reinforcing, and Enabling Constructs in Educational Diagnosis and Evaluation) –
PROCEED (Policy, Regulatory, and Organizational Constructs in Educational and Environmental
Development) model. The PRECEDE-PROCEED model takes a socio-ecological lens to health
promotion program planning by exploring the impact of the physical, social, and political
environments on health (Porter, 2016). More specifically, the PRECEDE-PROCEED model
operationalizes the steps to program development, implementation, and evaluation, with
PRECEDE representing program development, and PROCEED representing program
implementation and evaluation. The PRECEDE-PROCEED model has been empirically tested in
previous research (Porter, 2016), and has been used to successfully plan and evaluate health
interventions in the cancer care context (Tramm, McCarthy, & Yates, 2011) and physical activity
domains (Hu, Wallace, & Tesh, 2003), making it a suitable organizing framework for this research
program. Further, the PRECEDE-PROCEED model is flexible and data driven, allowing for
phases of the model to be omitted when sufficient evidence already exists (Gielen & Green, 2015).
When used for program development, PRECEDE involves four phases: (1) social
assessment, (2) epidemiological, behavioural, and environmental assessment, (3) educational and

28

ecological assessment, and (4) administrative policy assessment and intervention alignment. The
research reviewed in Chapter 2 sufficiently fulfills the requirements for phase one (social
assessment) and two (epidemiological, behavioural, and environmental assessment) of the
PRECEDE-PROCEED model. As such, the current study is situated in phase three (educational
and ecological assessment), which examines the broader causal factors of a targeted health
behaviour (e.g., physical activity). For a full overview of the PRECEDE-PROCEED model, and
the literature supporting phases one and two, refer to Appendix C.
3.2 Philosophical Assumptions
The epistemological approach underlying the methods of the current study is constructivist,
with the ontological underpinnings of relativism (Guba & Lincoln, 1994). As such, the perspective
of the author is that multiple context-dependent realities exist, and that knowledge is subjective
and socially ‘constructed’ by human beings (Ritchie, Lewis, McNaughton, Nicholls & Ormston,
2014). Applied to this research, rich depictions of participant perceptions regarding optimal
physical activity program delivery for breast cancer survivors were sought through social
interaction during focus groups. Focus groups included individuals from multiple stakeholder
groups in cancer care, to develop a deeper understanding of multiple contexts and participant
perceptions of optimal physical activity program delivery for breast cancer survivors. Finally,
aligning with our constructivist approach, interpretations of the data are subjective and partial, as
knowledge is co-constructed and dependent on lived experiences and interactions.
3.3 Research Approach
As the aim of this study is to develop recommendations for a physical activity program in
Kingston, Ontario, an iKT approach was used (Jull et al., 2017). Thus, a multi-disciplinary
Advisory Committee comprised of key stakeholders in the cancer care and physical activity

29

programming communities was established (e.g., breast cancer survivors, health care
professionals, community-based physical activity program providers; see Appendix D). The
Advisory Committee members were recruited through established research collaborations. The
Advisory Committee members did not participate in the current study; however, Advisory
Committee members were asked to provide recommendations and feedback on the methods of
study recruitment, data collection, and research findings.
3.4 Participants and Procedures
3.4.1 Participant Eligibility
Participants were recruited from three stakeholder groups in the cancer care and physical
activity programming communities of Kingston, Ontario. Breast cancer survivor participants were
eligible to participate if they had received a breast cancer diagnosis and were residents of the city
of Kingston. Health care professional participants were eligible if they were currently working in
the South East regional cancer system as a medical health professional (e.g., oncologist, family
physician, or nurse) or allied health professional (e.g., occupational therapist, physiotherapist,
dietitian, or social worker). Community-based physical activity program providers were eligible if
they provided physical activity programming to cancer survivors or other special populations in
Kingston (e.g., disability, cardiac rehabilitation, older adults etc.). The eligibility criteria for
community-based physical activity programs allowed for the inclusion of additional clinical
populations (i.e., not specific to cancer), given Kingston is currently lacking in cancer-specific
physical activity programs.
3.4.2 Participant Recruitment
Breast cancer survivors were recruited through posters displayed in a variety of
community and medical institutions (e.g., public libraries, grocery stores, the Canadian Cancer
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Society chapter in Kingston, and the South East regional cancer centre; see Appendix E), and by
phone through patient lists obtained from oncologists in the cancer centre of Southeastern Ontario.
Medical and allied health care professionals were recruited through presentations delivered at
nursing and oncology grand rounds (see Appendix F). Attendees were given study information
and invited to participate in the study following a presentation that focused on the benefits of
physical activity for cancer survivors, pre-exercise assessments, and the physical activity
guidelines for cancer survivors (Schmitz et al., 2010; Segal et al., 2017). Lastly, program providers
from community-based physical activity programs (e.g., Breast Cancer Action Kingston, The
Victorian Order of Nurses, Seniors Center, Community Care Access Centre, Revved Up, cardiac
rehabilitation at Hotel Dieu, and the YMCA) were recruited by email (see Appendix G).
Participant enrolment for this study occurred on a rolling intake basis, and was guided by data
saturation, defined as the point when no new information emerges from subsequent data collection
(Sparkes & Smith, 2014). Data saturation was reached after three focus groups had been
transcribed and analyzed. A final focus group was then held to confirm data saturation through the
repetition of common themes and quotes. All participants provided informed consent prior to focus
group involvement (see Appendix H)
3.5 Study Tools
3.5.1 Online Survey
Participants were emailed a 15-minute online survey to complete prior to focus group
participation, to gather participant demographics as well as develop an initial understanding of
programming preference trends within each stakeholder group. The online survey was reviewed
by Advisory Committee members, and gathered basic demographic information including: (a) for
breast cancer survivors: sex, age, ethnicity, marital status, highest level of education, annual
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income, current employment status, date of most recent diagnosis, breast cancer stage, and
treatment received; (b) for health care professionals: sex, age, years in practice, primary clinical
role, type of cancer typically treated, and main areas of clinical practice; (c) for program providers:
sex, age, organization of employment, position/role within organization, and the typical population
served by the physical activity program (see Appendix I).
Further, information on current exercise behaviour was collected using the Godin Leisure
Time Physical Activity Questionnaire (Godin & Shepherd, 1985); participants were asked to report
their physical activity levels by indicating how many times a week they had been exercising for at
least 15 minutes at mild, moderate, and strenuous intensities. The number of minutes in each
intensity category is subsequently multiplied by 3, 5, and 9, respectively, to obtain a leisure activity
score which can then be used to determine if participants are sufficiently active (scores > 24) or
insufficiently active (scores < 24), according to physical activity guidelines. Finally, preferences
for physical activity program delivery were gathered using items developed from similar research
(Rogers et al., 2009; Vallance et al., 2013) and program characteristics identified in a previous
research study examining types of physical activity programs for cancer survivors in Ontario
(Kauffeldt et al., in preparation-b; see Appendix A).
3.5.2 Focus Group Protocol
All participants who completed the online survey were invited to participate in a 60-minute
focus group. The focus groups provided context for trends in programming preferences observed
across stakeholder groups in the online survey, and explored optimal physical activity program
delivery for breast cancer survivors in Kingston, Ontario. All focus groups were held in the School
of Kinesiology and Health Studies building at Queen’s University and audio-recorded. Focus
groups were moderated by the author. A research assistant was present during the focus group to
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take copious field notes on speaking order and interesting features of group interaction that were
not captured in the audio recording (e.g., participant body language, who was left out of or
dominated the discussion).
Following each focus group, immediate impressions were discussed between the author
and research assistant (i.e., an undergraduate student trained in kinesiology), and recorded by the
author in reflexive journal entries (Mauthner & Doucet, 2003). These reflections included
information on the common ideas discussed, the timing and flow of questions, moderator
reflections on the facilitation process, and any unexpected interruptions that occurred during the
focus groups.
3.5.3 Focus Group Interview Guide
A semi-structured interview guide was used for all focus groups. The guide was informed
by the trends and preferences noted in the online survey, the six experiential elements of quality
participation (Martin Ginis et al., 2017) and the pre-conditions for quality participation (Evans et
al., 2018), as there is preliminary support for the application of this framework with breast cancer
survivors (Kauffeldt et al., in preparation-b; see Appendix A), and this framework has been used
to identify how to optimize physical activity programs for special populations (Man et al., in
preparation).
The opening question in the interview guide was used to obtain information about how
Martin Ginis and colleagues’ (2017) elements of quality participation may be fostered in a physical
activity program for breast cancer survivors (e.g., “What would an ideal physical activity program
for breast cancer survivors look like?”). Further, specific probing questions were asked to obtain
information on various aspects of programming (Evans et al., 2018), including: (1) the physical
environment (e.g., “What is an ideal physical activity program environment?”); (2) the social
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environment (e.g., “What would an ideal social environment look like in a physical activity
program?”); and (3) core program practices (e.g., “What types of activities would be included in
an ideal physical activity program?”; see Appendix J). The interview guide was reviewed by the
Advisory Committee members, and piloted twice among researchers and graduate students with
expertise in physical activity program delivery, for question clarity and sequence. Minor revisions
were made to the guide following these pilot sessions (e.g., the removal of unclear redundant
questions, re-structuring of questions for clarity). For example, a concluding question asking
“What would be the least important feature of a physical activity program for breast cancer
survivors?” was removed from the focus group guide, as it was perceived to be unclear. The guide
was then piloted a final time in a ‘real world’ scenario with a heterogeneous group of participants
(e.g., public health administration, family physicians, nurses, etc.) from a health collaborative in
Kingston, Ontario. The data collected from the pilot testing was not included in the data analysis.
3.6 Data Analysis
Descriptive statistics including means, standard deviations (e.g., continuous variables) and
frequencies (e.g., categorical variables) were calculated for demographic data, as the remaining
data collected in the survey was used to inform focus group discussion. Focus groups were
transcribed verbatim immediately following data collection. Transcripts were checked against the
audio recording to verify accuracy. Braun, Clarke, & Weate’s (2016) inductive thematic analysis
approach was used to analyze the transcribed data. Specifically, the author familiarized herself
with the transcript data prior to generating initial codes. This familiarization process involved
listening to the audio recordings to ensure transcript accuracy, and making notes of preliminary
thoughts and patterns while re-reading the transcripts. Initial codes were then generated from the
transcripts using NVivo qualitative analysis software. The initial codes relevant to the research
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question were then grouped into overarching themes and sub-themes. These themes were then
reviewed and refined by collapsing, separating, or deleting. During this phase, the author returned
to her reflexive journal entries to promote self-reflection and check researcher bias. Next, the
author met with a second coder (i.e., a research assistant trained in psychology) who had also
reviewed the transcripts and generated initial themes independently. Any thematic discrepancies
between the author and the second coder were resolved through discussion. Finally, an external
reviewer (i.e., a researcher with expertise in knowledge translation and physical activity
programming for special populations), who did not participate in the data collection or analysis,
reviewed the potential themes and acted as a critical friend (i.e., a trusted colleague who acts as a
‘theoretical sounding board’ and challenges interpretations of data through asking provocative
questions and examining the data with an alternate lens; Sparkes & Smith, 2014, p.182). Following
iterative discussions with a critical friend, the author returned to the original transcripts to ensure
that the themes accurately represented meaningful elements of the focus group discussions. The
resulting themes were then defined and named.
3.7 Study Rigor
Aligning with the philosophical assumptions of this research, a flexible list of quality
criteria was chosen for this study (Sparkes & Smith, 2014). More specifically, the criteria selected
to ensure rigor in this research include, meaningful coherence, credibility, and reflexivity (Tracy,
2010; Zitomer & Goodwin, 2014). Meaningful coherence can be described as the compatibility
between the study purpose, methods, results, and interpretation (Tracy, 2010). Meaningful
coherence was established in this study using a collaborative (i.e., iKT) research process through
the involvement of multiple stakeholder groups (e.g., breast cancer survivors, health care
professionals, and community-based program providers) to develop a comprehensive and coherent
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research study, where the study aims match the approach and methods used (Tracy, 2010).
Credibility, defined as the fit between participant views and the researcher’s representation of them
(Tracy, 2010; Zitomer & Goodwin, 2014), was met using a second coder who independently
reviewed each transcript and generated initial themes, to reduce the effect of researcher bias.
Further, credibility was also sought using an external reviewer or critical friend with expert
knowledge in the field, who encouraged the author to theorize alternative explanations or
interpretations of the resulting themes, ensuring the cohesiveness and the development of distinct
themes. Finally, reflexivity can be described as involving self-awareness and honesty in the
research process (Zitomer & Goodwin, 2014). The author used a reflexive journal as a method of
self-reflection following the completion of each focus group, which provided a critical lens during
data analysis.
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Chapter 4
Results
4.1 Participant Characteristics
A total of 10 breast cancer survivors, seven health care professionals, and five communitybased program providers completed the online survey. Of these, seven breast cancer survivors,
five health care professionals, and four community-based physical activity program providers
participated in focus groups. The primary reason participants had for not participating in the focus
groups was due to scheduling conflicts (e.g., work schedule, vacation, special events). The number
of participants per focus group ranged from three to five, with at least one participant representing
each stakeholder group at each focus group (see Table 1). Focus groups lasted between 61 and 84
minutes (M = 70.2, SD = 10.3).
Table 1
Focus Group Characteristics
Focus Group
Number
1
2
3
4
Totals

BCS

HCP

CBP

1
2
3
1
7

2
1
1
1
5

1
1
1
1
4

Total Number of
Participants
4
4
5
3
--

Duration
(minutes)
61
84
64
71
--

Note. BCS = breast cancer survivor; HCP = health care professional; CBP = community-based program
provider.

Breast cancer survivors had a mean age of 63.4 (SD = 11.3) years and were all female,
diagnosed with a range of cancer stages (i.e., I to IV), and treated with a variety of modalities
(e.g., chemotherapy, radiation, surgery). All breast cancer survivor participants in this study had
completed primary treatment, although some were still experiencing persistent treatment effects,
such as fatigue, nausea, muscle weakness, and limited range of motion. Health care professionals
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had a mean age of 38.2 (SD = 13.3), were all female, and had a variety of clinical roles (e.g.,
oncologists, nurses, or allied health care professionals). Community-based program providers
had a mean age of 37.3 (SD = 10.5) years, were mostly female, and had a variety of training
backgrounds (e.g., yoga instructors, Registered Kinesiologists, personal trainers). All focus
group participants were classified as “active”. Refer to Table 2 for more information about
participants’ demographic characteristics. It should be noted that these focus groups were held
with members of a small cancer care community; as such, two participants knew each other from
previous social groups and three participants previously established professional relationships
with the research team.
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Table 2
Participant Demographic Characteristics

Age: M (SD)
Sex

Female
Male

Physical activity

BCS
(n = 7)
63.4 (11.3)

HCP
(n = 5)
38.2 (13.3)

CBP
(n = 4)
37.3 (10.5)

7

5

4
1

Active

Active

Active

Stage

I
II
III
IV

3
2
1
1

-----

-----

Treatment typea

Surgery
Chemotherapy
Radiation

7
3
6

----

----

Employment status

Part-time
Full-time
Retired

3
1
3

----

----

Marital status

Married or common law
Widowed
Divorced
Never married

3
2
1
1

-----

-----

Education

Completed high school
Some university or college
Completed university or
college
Completed post-graduate
degree

1
2

---

---

3

--

--

1

--

--

Years since program
launch

9.5 (6.0)

Primary role

Instructor
Program coordinator

2
2

Training

Registered kinesiologist
Registered yoga instructor
Certified personal trainer
Bachelor of physical health
and education

1
1
1
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1

Target Population

Clinical role

Cancer survivors
Mobility and cognitive
impairment
Adults with any chronic
condition
Healthy adults
Medical oncologist
Allied health care
professionalb
Registered nurse

Years in practice

1
1
1
1
1

--

3
1

---

6.2 (3.3)

--

Areas of clinical practicec

Radiation oncology
1
-Medical oncology
3
-Hematology/oncology
3
-Symptom management and
palliative care
1
-Physiotherapy
1
-Note. BCS = breast cancer survivor; HCP = health care professional; CBP = community-based program
provider; M = mean; SD = standard deviation; n = number. All values are n except age, years since
program launch and years in practice which are mean (SD). aSome participants received a combination of
treatment options, hence the participant total for this category is greater than seven.
b
Allied health care professionals in focus groups were physiotherapists, physiotherapy assistants, and
dietitians.
c
Some health care professionals were involved in a variety of areas in clinical practice, hence the
participant total for this category is greater than five.

4.2 Focus Group Reflections
Field notes and reflexive journal entries were used to document the non-verbal features of
focus group interactions that were not captured on the audio recordings (e.g., agreement over
concepts discussed, participant engagement levels, body language, etc.). The majority participants
were invested during focus group sessions, and willingly contributed by sharing personal
experiences, relaying the experiences of other colleagues’ or survivors, and referring to research
evidence or national physical activity guidelines. While these focus groups were typically
characterized by a supportive atmosphere and equal participation, there were instances where
participants were noticeably reserved. For example, several health care professionals and
community-based program providers allowed breast cancer survivors to initiate focus group
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discussion before building upon what was previously stated. This was especially apparent for
community-based program providers who were inexperienced in physical activity programming
for breast cancer survivors, and potentially unfamiliar with the complex issues that breast cancer
survivors may experience. Although some participants were noticeably reserved during focus
group interactions, the majority of discussions were rich in nature with comprehensive dialogue
between all focus group participants. While the majority of the quotes presented represent the
voices of breast cancer survivors, the results described below are reflective of stakeholder
consensus generated during focus group discussions.
4.3 Focus Group Findings
Five main themes and 10 subthemes developed from focus group discussions as being
factors of optimal of physical activity program delivery for breast cancer survivors. Specifically,
an optimal physical activity program for breast cancer survivors would (1) improve cancer literacy,
(2) provide opportunities to participate with peers, (3) foster feelings of self-efficacy, (4) promote
program access, and (5) be integrated within the network of cancer care. These themes and their
subthemes are described below. To ensure participant confidentiality, pseudonyms were used for
each focus group participant.
4.3.1 Improve Cancer Literacy
One desired feature in a physical activity program for breast cancer survivors which was
discussed in all focus groups was the development of a culture of cancer literacy. That is,
cultivating the knowledge needed to understand cancer treatment, effects of treatment, and how to
safely engage in self-management behaviours after treatment completion. This desire for cancer
literacy may stem from a lack of educational support available to breast cancer survivors following
their discharge at the cancer center, clearly highlighted by one breast cancer survivor who stated,
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“The first time I was diagnosed, there was nothing, there was no support whatsoever . . . and
afterwards it was just like ‘well, see you next year’” (Donna).
This lack of educational support post-treatment prompted breast cancer survivors to selfeducate through seeking other sources of information (e.g., online platforms). However, some
breast cancer survivors found it difficult to find credible survivorship information online. In
contrast, the supportive nature of sharing information with peer breast cancer survivors in the
program was continually highlighted. Two types of breast cancer literacy were discussed:
informal, personal, and non-medical knowledge which can be gained from open discussion with
other breast cancer survivors; and formal knowledge, specialized exercise or medical knowledge,
which can be gained from qualified exercise professionals and oncology professionals.
4.3.1.1 Informal Knowledge. Breast cancer survivors regarded peers as valuable sources
of breast cancer-related information. Specifically, newly diagnosed breast cancer survivors sought
guidance and mentorship from long-term breast cancer survivors on post-surgery management
(e.g., whether to undergo breast reconstruction surgery), and information regarding breast cancer
management resources in the region. One breast cancer survivor described the value of sharing
information with peers, saying that:
[Newly diagnosed breast cancer survivors] are with a group of women who have been
through [breast cancer], you know, and “did you get the tattoos”, “did you do this”, “what
did they do to you”, “which chemo did you have”. So it is exercise, but it’s also good for
mental health, right? Because you can ask these questions, that [breast cancer survivors]
don’t feel they can ask their doctor (Carol).
As illustrated, exposure to peers with a shared experience can provide breast cancer survivors with
an opportunity to ask the “million questions that their health care people don’t know how to
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answer” (Carol, breast cancer survivor), where survivors may find personal assurance in
information about sensitive, not-strictly-medical issues. As one breast cancer survivor (Karen)
explained, “until you experience it you never know what it is like [to be diagnosed with cancer
and go through cancer treatment]”.
4.3.1.2 Formal Knowledge. In addition to desiring informal knowledge from peers, breast
cancer survivors also valued formal knowledge from qualified exercise professionals on safe and
recommended exercise behaviour and the health effects of cancer treatment (e.g., lymphedema or
musculoskeletal pain). Although breast cancer survivors understood the health benefits of
participating in physical activity post-treatment, they were uncertain what type of exercises were
safe to perform given their specific physical considerations. Moreover, breast cancer survivors
highlighted the barriers that they experienced when initiating physical activity after treatment, such
as a fear of injury. To alleviate these concerns, focus group participants felt that exercise
instruction from knowledgeable exercise professionals should be incorporated into physical
activity program delivery for breast cancer survivors. As one breast cancer survivor stated:
[I want] to have somebody say ‘this [exercise] is something you can do, and you can do it
in your home, and get better from doing it’ . . . So you are educating us as well, which is
also what we need (Karen).
Similarly, program providers felt that exercise education should also incorporate instruction on the
meaning and value of each exercise component to increase exercise literacy, as exemplified in the
following quote; “It’s more than just handing out a pamphlet . . . Why is this posture good for you,
why is this exercise good for you, how is it going to benefit you right now and in the long term”
(Amy, program provider). By transferring formal knowledge of how to safely exercise, and
describing the value and meaning of each exercise to breast cancer survivors, program providers
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may facilitate participation in – and long-term adherence to – physical activity programs for breast
cancer survivors.
In combination with a desire for increased exercise literacy, breast cancer survivors also
expressed a desire for knowledge specific to the effects of cancer treatment that they may
experience during recovery. As one breast cancer survivor explained:
Someone who has been through cancer, when their leg hurts they think they have a
metastatic disease . . . So it is good to have someone on hand to say ok, this is the next step,
you don’t have to go right to your oncologist, maybe you’ve just pulled a muscle here
(Linda).
This type of reassurance from program providers with formalized, professional cancer knowledge
may help to alleviate such unnerving concerns for breast cancer survivors during recovery. As one
breast cancer survivor remarked, “People are fragile after treatment, they are scared, they feel like
they have no control, so they need to feel safe or they won’t come [to the program]” (Linda).
To summarize, there is an apparent lack of available informal and formal knowledge for
breast cancer survivors in the current post-treatment climate. These types of knowledge seem to
offer security to breast cancer survivors recovering from cancer treatment. Further, it seems as
though there may be key messengers for sharing informal and formal knowledge with breast cancer
survivors: peers (i.e., other breast cancer survivors), and qualified exercise and cancer
professionals, respectively. By promoting both informal and formal cancer literacy regarding
breast cancer survivorship and physical activity, this important need may be met by physical
activity programs for breast cancer survivors.
4.3.2 Provide Opportunities to Participate with Peers
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For focus group participants, it was important that breast cancer survivors have the
opportunity to participate in physical activity programs with peers who have shared the experience
of breast cancer treatment. Beyond providing an opportunity to share informal knowledge about
breast cancer, participating with peers seemed to provide a feeling of comfort to breast cancer
survivors. This shared group status created a space for them to discuss and normalize their
experiences with one another.
Notably, peers were defined by focus group participants as individuals who had received
any cancer diagnosis, rather than having had breast cancer specifically. As one breast cancer
survivor explained:
It is not just breast cancer, it is any kind of cancer . . . we all kind of experience the same
thing, and we need a place, I think, to be safe, and be able to talk and get well at the same
time through exercising (Karen).
In addition, while focus group participants did not define peers by cancer type, there were
contrasting opinions as to whether female-only or mixed gender physical activity program sessions
would be desirable. As one younger breast cancer survivor said, “There are a lot of women who
are not comfortable with males, and I am thinking [specifically of] seniors” (Karen). However, in
contrast, a different breast cancer survivor explained, “If there is a man that has breast cancer and
wants to do it, from all the women I know that have had breast cancer . . . they would be fine with
that” (Linda). These comments suggest that some women may be uncomfortable performing
physical activity with men, and that this, in part, may be due to age. Despite varying consensus in
terms of certain peer characteristics, there were two consistent subthemes that underpinned the
desire to participate with like others in a physical activity program. These included wanting to
experience camaraderie and a feeling of normalcy.

45

4.3.2.1 Camaraderie. A common finding across all focus groups was the depth of genuine
relationship or camaraderie that can develop between individuals who have a shared experience of
breast cancer. Sharing common experiences with other breast cancer survivors allowed
participants to disclose personal information about the effect of breast cancer on their lives. For
example, as one breast cancer survivor stated:
I don’t tell people that I live every day in fear, I don’t tell people . . . really because they
don’t understand, but somebody who has been through it will understand (Karen).
These relationships were discussed by focus group participants as being important for providing
support to breast cancer survivors during treatment and recovery. As one breast cancer survivor
commented, “[Breast cancer survivors] have friendships, they can compare notes, you know when
someone is not there, there is a genuine concern” (Brenda). This sense of camaraderie may enhance
participation and positive social outcomes for many participants. It may also facilitate physical
activity participation and adherence to a physical activity program by providing a sense of
accountability. For example, one breast cancer survivor commented, “Sometimes one person
doesn’t want to disappoint the other and vice versa, so when one doesn’t feel like going, the other
one motivates them” (Laurie).
As demonstrated by these comments, participating with others who have a shared
experience can enhance feelings of camaraderie between breast cancer survivors. Camaraderie
seemed to be a key element when providing a physical activity programs to this population. For
example, when asked which feature would be most important when providing a physical activity
program to breast cancer survivors, a one program provider said, “it’s the sense of community and
support and camaraderie, because that is what is going to get people to come [back to the program]”
(Chad).
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4.3.2.2 Normalcy. Another benefit to participating alongside other breast cancer survivors
was regaining a sense of normalcy after treatment, compared to feelings pre-diagnosis. Participants
discussed the jarring, negative physical and psychological changes that cancer treatment can cause.
Breast cancer survivors described that these changes to their body made them self-conscious when
performing physical activity in public gyms. For example, one breast cancer survivor recounted
her experiences going to a public gym for the first time after treatment:
My hair was everywhere and I couldn’t control it, and I was so self-conscious that
everybody was looking at my hair . . . nobody probably was, but that is what you live with
. . . there are days when I don’t want anybody to see me, and other days I feel more
confident (Karen).
Some breast cancer survivors expressed that participating with others who are seemingly ‘healthy’
or ‘fit’, may in fact decrease their self-esteem and motivation when participating in traditional
fitness environments:
[When] you are sick and you are recovering from whatever, you don’t want to go to a place
where all these buff people are, who can do all these amazing things, and you can barely
walk the stairs because you are so short of breath (Linda).
Although breast cancer survivors may be coping with a ‘changed body’ after cancer treatment,
they described a sense of comfort, acceptance, and ultimately normalization when participating in
physical activity with other breast cancer survivors who were also experiencing the atypical effects
of cancer treatment. As testified by one breast cancer survivor who said:
Because [the exercise program] was just for cancer patients you didn’t feel like you had to
look like the ultimate fitness person. Everybody there had issues, everybody there was
fighting something (Carol).
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The ‘unnatural,’ and profoundly jarring effects of cancer and its treatment are normalized when
participating with peers who are also experiencing the ‘atypical’ effects of cancer treatment.
Taken together, this sense of normalcy, as well as camaraderie found when participating
with peers who share similar experiences, may increase participation and adherence to a physical
activity program. Importantly, peers were described as being any individual who has experienced
treatment for any cancer. However, there may also be a preference for female-only groups among
older breast cancer survivors.
4.3.3 Foster Feelings of Self-Efficacy
Experiencing self-efficacy was another important feature of an optimal physical activity
program for breast cancer survivors. Self-efficacy was described by breast cancer survivors as
having the confidence in their bodies ability to perform day to day tasks (e.g., activities of daily
living or exercise). Breast cancer survivors described having low self-efficacy post-treatment due
to feeling a lack of control over their lives, bodies, and health. For example, one breast cancer
survivor (Karen) commented that “after chemo I was in bed eight straight days . . . I mean it was
all I was doing just to walk around the mall for exercise”. Focus group participants appeared to
desire physical activity programs that renew potentially lost feelings of self-efficacy. The desire
for regaining self-efficacy was represented as two subthemes: goal oriented exercise prescription
and designing participant-centered exercise programs.
4.3.3.1 Goal Oriented Exercise Prescription. The goal oriented aspect of physical activity
programs was discussed as being desirable in terms of increasing feelings of self-efficacy and
facilitating physical activity participation among breast cancer survivors. One breast cancer
survivor highlighted the importance of goal setting, saying that:
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[Reaching your goals] makes you feel alive. It makes you feel that you can do things again.
Because cancer, it doesn’t matter what kind, it takes things away from you, and you don’t
get them back. So you have to build new things (Carol).
This renewal of one’s self-efficacy via goal attainment is undoubtedly important for psychological
well-being. As well, self-efficacy created through goal attainment may also increase participants’
motivation to attend a physical activity program. As one health care professional explained:
Having an outcome from the program I think would be beneficial, so that people can see
like, now I can lift my arm . . . that might help to keep them coming back – So setting some
kind of goal, working towards [it], and actually achieving it. (Pamela).
Given such benefits, it is important that physical activity programs for breast cancer survivors
prioritize developing realistic and attainable goals to increase participants’ self-efficacy after
treatment.
4.3.3.2 Participant-centered Exercise Programs. Another strategy that was suggested by
focus group participants to increase self-efficacy in breast cancer survivors was to adapt exercise
prescription to each participant’s ability post-treatment. Participants highlighted the spectrum of
ability between breast cancer survivors, and the importance of tailoring exercise programs to each
individual’s functional capacity and special exercise considerations after treatment (e.g., limited
range of motion from surgery or ‘chemo brain’). One health care professional suggested that:
[The program] can take an individualized approach to [exercise prescription]. That it’s not
just “here’s your plan, go and do it” . . . You really need to get to know the person, what
their strengths are, what their limitations might be, and work on that (Renee).
Participants agreed that exercise programs that were tailored to the specific physical needs
of breast cancer survivors and adapted to their fluctuating abilities may increase feelings of
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confidence, self-efficacy, and desire to participate in physical activity. In addition, all participants
felt that program expectations should be modified according to a participant’s ability on any
particular day. As one health care professional described:
[For example] ‘if you’re having a bad day today so let’s modify your program, instead of
doing this, we are going to drop your weights and we’re going to drop your sets or
whatever’. So that they can still participate and still have a sense that they’ve done
something (Jennifer).
Such flexible or modifiable exercise programming may encourage self-efficacy and its associated
benefits in breast cancer survivors following cancer treatment.
Thus, self-efficacy, and its generation through clearly set exercise goals, and tailored
exercise prescription both between and within individual participants serves an important role in
an optimal exercise program for breast cancer survivors. As reiterated by one breast cancer
survivor who said, “[it is important] to have something that you can do, and feel like you’re doing
something for yourself, instead of [feeling] that you’re this victim” (Carol).
4.3.4 Increase Program Access
For many participants, the optimal physical activity program would be one that can be
easily accessed by breast cancer survivors. Focus group participants comments clustered into two
subthemes that contributed to program access for breast cancer survivors: program setting and
affordability.
4.3.4.1 Program Setting. There was a general consensus among focus group participants
that a community-based program setting would be most optimal for a physical activity program
for breast cancer survivors. A community-based setting was perceived to have preferable amenities
(e.g., communal spaces or alternative program options), invoke feelings of normalization, and
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foster a sense of ‘community’. One program provider stated a community-based setting “is
normalized, you are not a patient, you are a person” (Lisa). Another suggested that communitybased programs are “programs for a specific community [of breast cancer survivors], but within
the larger community [of Kingston, Ontario]” (Chad), which may help participants to feel like they
are not alone.
However, several advantages to a hospital-based physical activity program were also
discussed by focus group participants, specifically referring to having the program operate within
a cancer centre. As one health care professional (Renee) suggested, “If it was in a cancer centre
you could have that all-encompassing care centre where you had a physician, nurse practitioner,
and exercise program”. Cancer centre access may provide participants with comfort, security, and
higher quality care. In this vein, one health care professional explained:
There is a lot of trust . . . it’s like you walk in there and you almost feel like [it’s] your safe
haven . . . because you have all these questions and symptoms . . . even when you’re into
survivorship and you’re doing follow up, you’re in your place to get taken care of again
(Jennifer).
This sentiment was echoed by a breast cancer survivor (Carol), who said that she sees the cancer
centre as “a place for help”. Further, integration into the cancer centre may be convenient for breast
cancer survivors in treatment and post-treatment, as they are already travelling to the cancer centre
for treatment or follow-up appointments.
Notably, not all breast cancer survivors had positive associations with the cancer centre, as
one breast cancer survivor (Karen) pointed out:
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I still want some of that medical security, but I don’t want to be in a medical environment.
I want people who are educated that I am feeling safe with, but I don’t want to necessarily
be at the cancer centre again.
Likewise, a health care professional said, “I don’t think anybody would want to exercise at the
cancer centre, I think everybody wants to be somewhere else, and not be reminded about
treatment” (Melissa).
Although a hospital-based setting may offer the unique advantage of increased medical
security over a community-based setting, the perception of the hospital as a positive environment
is not consistent across all breast cancer survivors. As well, considering participants were wholly
supportive of community-based settings, it is reasonable to consider that this was the preferred
setting. Ultimately, the varied pros and cons between settings should be considered by program
providers as potentially impacting whether a breast cancer survivor will attend the physical activity
program.
Finally, it is worth noting that participants discussed home-based or online program options
as preferable for participants who live in rural areas, as they might face transportation barriers.
One participant suggested that:
For people that don’t live in town, [it] would be [good] to get them started on a program
and then follow online . . . because . . . convenience is a big thing. If it’s too hard to do,
then no one is going to do it (Linda, breast cancer survivor).
Another suggested that “if you want to have a bigger catchment area, [it could be located] close to
the highway” (Pamela, health care professional). Considering the potential transportation barrier,
program providers should assess whether the majority of clients will be coming from in or out of
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the local region, and prioritize offering variable types of programming (e.g., online, home, or inperson) to accommodate breast cancer survivors accordingly.
4.3.4.2 Affordability. The second component that focus group participants highlighted as
contributing to program accessibility was the affordability of the physical activity program. As
one breast cancer survivor said, “I think whatever program is available in any community, it should
be affordable to those who need it” (Donna). This preference may stem from the direct and/or
indirect expenses related to cancer treatment, as one breast cancer survivor suggested:
Cost is a big thing, cancer is expensive and even if you think your treatment is covered
(most of it) by the government, drugs you have to take at home you have to pay for, but
time off work – nobody pays you for that – people with little kids, you need child care, you
can’t cook because you’re too sick, so all of those things add up to a big cost, so having an
exercise program that doesn’t cost a lot is a big, a big factor for a lot of people (Carol).
In summary, while the majority of focus group participants preferred a community-based
program setting, several advantages were discussed to housing a physical activity program in the
cancer centre. As well, considerations should be made for potential rural participants. Finally, it
was clear that physical activity programs for breast cancer survivors should be provided at a
relatively low cost to minimize out-of-pocket expenses after cancer treatment.
4.3.5 Integrated in the Network of Cancer Care
Finally, there was consensus among focus group participants that a physical activity
program for breast cancer survivors should be integrated into the existing network of cancer care;
that is, connected to and communicative with regional cancer services (e.g., cancer centres and
allied health professionals) without being housed within the cancer centre. Since breast cancer
survivors can present with complex survivorship issues – such as lymphedema or depression post-
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treatment – that can extend beyond the expertise of most physical activity providers, multidisciplinary partnerships with allied healthcare professionals were considered desirable. Further,
the integration of the physical activity program within the cancer care network could also facilitate
the development of a direct referral pathway to the program, another feature desired by breast
cancer survivors.
4.3.5.1 Multi-disciplinary partnerships. Focus group participants emphasized that a
physical activity program should provide participants with access to multi-disciplinary allied
health care professionals to increase the level of support and safety of participants in the program.
As one health care professional suggested:
People in the middle of treatment would benefit from having a physiotherapist on call . . .
because the physiotherapist has a really in-depth understanding of how to read bone scans
and blood counts and those types of things . . . or like if they are having mets [metastases]
somewhere, [the physiotherapist] could assess for more acute things than what would be
unsafe for exercise. (Jennifer).
This sentiment was echoed by a breast cancer survivor, who added “the physio doesn’t have to be
there, the physio has to be available if someone needs it” (Carol). While participant comments
were predominantly regarding physiotherapists, access to other allied health care professionals –
including social workers, dietitians, and counsellors – were also considered desirable by focus
group participants. As these comments suggest, the formation of partnerships with allied health
professionals in the community would serve to integrate a physical activity program into
comprehensive survivorship care geared to the breadth and variety of breast cancer survivorship
concerns.
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4.3.5.2 Direct referral. Lastly, participants felt that more consistent uptake of participation
in a physical activity program could be obtained by establishing a direct referral pathway with
oncologists in the cancer centre (e.g., where upon diagnosis, breast cancer survivors are
automatically referred to a physical activity program for breast cancer survivors). For example,
one health care professional (Jennifer) suggested that this process could mirror the referral pathway
that occurs for cardiac rehabilitation:
I think my ultimate pie in the sky dream, would be like when you have a heart attack and
you have open heart surgery at Kingston General Hospital, you automatically get a referral
to cardiac rehab . . . I think it would be amazing to have this, like as soon as you have breast
cancer you get a referral to this kind of program.
Further, it was suggested that an automatic referral pathway with the cancer centre may reduce
some barriers (e.g., fear) to participating in physical activity for breast cancer survivors. As one
program provider suggested, “an automatic referral would help, maybe [the program] can build
something in so that [survivors] don’t feel as intimidated to take that first step and go” (Chad).
Combined, these two components of integration, multi-disciplinary partnerships and direct
referral, may increase the level of support and safety for breast cancer survivors in a physical
activity program and increase participation and engagement in physical activity post-treatment.
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Chapter 5
Discussion
5.1 Summary of Key Findings
This study aimed to explore optimal physical activity program delivery for breast cancer
survivors across multiple stakeholder groups in the cancer care community, and to provide specific
recommendations to inform the development of a physical activity program for breast cancer
survivors in Kingston, Ontario. A total of five main themes were identified as being optimal
features of physical activity programs for breast cancer survivors. Collectively these themes point
to recommendations for physical activity program delivery discussed below.
5.1.1 Improve Cancer Literacy
Study findings indicate that improving cancer literacy is a desired and essential secondary
outcome of physical activity program delivery for breast cancer survivors. Research has shown
that cancer survivors have a need for ongoing informational support regarding the topics of
nutrition, exercise, and cancer in general (Halbach et al., 2016; Harrison, Young, Price, Butow, &
Soloman, 2009; Hodgkinson, Butow, Hobbs, & Wain, 2007). Unfortunately, these information
needs are often unmet (Hodgkinson et al., 2007). Within the context of physical activity, one
avenue for providing continued informational support to breast cancer survivors may be through
the use of key messengers in physical activity programs, who can provide informal (i.e., personal,
experiential, non-academic) and formal (i.e., specialized exercise or medical information)
knowledge to breast cancer survivor participants. The current study suggests that peers and
qualified exercise professionals are viable key messengers, as they are perceived to be credible
and trustworthy sources of informal and formal information, respectively.
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Interestingly, health care professionals were not highlighted as preferred sources of formal
information during focus groups. This finding is in contrast to cross-sectional studies suggesting
that health care professionals are the most trusted sources of cancer information (Catt, Sheward,
Sheward, & Harder, 2018; Clifford et al., 2018; Shea-Budgell, Kostaras, Myhill, & Hagen, 2014).
One potential explanation for this result may be that the focus of the current study was on
developing an optimal physical activity program, and focus group participants may not have
viewed health care professionals as integral members of program delivery teams. Further, breast
cancer survivors who participated in this study were long-term breast cancer survivors (i.e.,
M=11.4, SD=19.1) without breast cancer recurrence; thus, they may be further removed from
cancer care teams operating in medical settings compared to the participants in the aforementioned
studies.
5.1.2 Provide Opportunities to Participate with Peers
The social environment is another important aspect of physical activity program delivery
for breast cancer survivors, as participants desired opportunities to participate in physical activity
alongside peers with a shared experience (i.e., breast cancer treatment). A recent meta-synthesis
by Mitgaard et al. (2015), highlighted the value of physical activity programs for any type of cancer
survivor for providing continuity to cancer survivors, establishing a feeling of normalcy, and
enabling individuals to regain confidence and trust in their own bodies. The current study echoes
these findings by demonstrating that breast cancer survivors desire opportunities to exercise with
other survivors to experience camaraderie and feelings of normalcy. Further, results from an
integrative review by Browall et al. (2018) identified these experiences as influential for
facilitating the maintenance of physical activity behaviour in breast cancer survivors. Indeed, the
Cancer Care Ontario “Exercise for People with Cancer” guidelines recommend that survivors
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exercise in a group setting with their peers to provide superior quality of life and fitness outcomes
for breast cancer survivors (Segal et al., 2017).
In addition, several qualitative studies have reported that breast cancer survivors value
exercising with others ‘in the same boat’ or ‘in the same situation’ (Adamsen, Rasmussen, &
Pendersen, 2001; Emslie, Whyte, Campbell, Mutrie, Lee, & Ritchie, 2007; Midtgaard, Rorth,
Stelter, & Adamsen, 2006; Parry, 2007). As a result, some researchers have recommended that
exercise programs make exercise groups as homogeneous as possible, grouping participants
according to demographic characteristics such as age or gender (Beauchamp et al., 2007;
Whitehead & Lavelle, 2009). This perspective was reinforced and further developed in the current
study, as it was important that breast cancer survivors had opportunities to participate with peers.
However, focus group participants described peers (i.e., individuals ‘in the same boat’) as persons
who were diagnosed with and/or treated for cancer, suggesting that peers may be defined by age,
gender, or more broadly, those who share the same experience.
5.1.3 Foster Feelings of Self-Efficacy
Self-efficacy, or a conceptually similar construct, (e.g., perceived behavioural control) is
an important determinant of physical activity among breast cancer survivors (Karvinen et al., 2006;
Keats, Culos-Reed, Courneya, & McBride, 2007; Phillips & McAuley, 2013; Speed-Andrews,
Stevinson, Belanger, Mirus, & Courneya, 2010; Trinh, Plotnikoff, Rhodes, North, & Courneya,
2012). Improvements in self-efficacy are associated with increases in physical activity (DemarkWahnefried et al., 2007; Pinto, Frierson, Rabin, Trunzo, & Marcus, 2005), which can result in
greater improvements in health status and global quality of life (Phillips & McAuley, 2013).
Similarly, qualitative studies indicate that goal-attainment can increase positive outlook among
breast cancer survivors (Browall et al., 2018). The current study emphasizes the importance of
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self-efficacy, suggesting that physical activity programs should target sources of self-efficacy in
breast cancer survivors through goal-oriented exercise prescription and participant-centered
exercise programs. Both of these strategies have been shown to increase perceptions of selfefficacy and mastery among cancer survivors (Luoma, Hakamies-Blomqvist, Blomqvist,
Nikander, Gustabsson-Lilius & Saarto, 2014; Phillips & McAuley, 2013). In addition,
participating alongside peers, can provide vicarious experiences, an additional source of selfefficacy (Bandura, 1977), which can further bolster a program’s ability to foster self-efficacy
among program participants.
5.1.4 Increase Program Access
Study results indicate that program setting and program affordability are two important
factors for program providers to consider when developing and implementing physical activity
programs for breast cancer survivors. With regards to program setting, cross-sectional studies
indicate that home-based physical activity programs are preferred by the majority of breast cancer
survivors (Rogers et al., 2009; Vallance et al., 2012); however, these preferences tend to be
associated with lower self-efficacy and social support (Rogers et al., 2008). In contrast, the current
study found that community-based program settings were most preferred by focus group
participants, with hospital-based and home-based physical activity programs suggested as
potential program setting alternatives. One potential explanation for this discrepancy, may be the
varying sample characteristics used between studies. Rogers et al. (2009) and Vallance et al. (2012)
included breast cancer survivors during and after treatment, whereas breast cancer survivors in the
current study had finished treatment and may experience fewer barriers (i.e., treatment schedules,
cancer-related fatigue) to attending a community-based physical activity program. Additionally,
this study included the perspectives of multiple stakeholders in cancer care, which may have

59

allowed for the identification of other program settings that can be considered optimal for breast
cancer survivors.
This study builds upon cross-sectional studies identifying physical activity preferences for
breast cancer survivors by exploring the meaning behind these trends. For example, there was a
consensus that community-based programs were desirable, as they were perceived to have
preferable amenities (e.g., communal spaces), and foster a sense of community among program
participants. On the other hand, hospital-based programs were perceived to offer increased medical
security to program participants; however, negative associations with the cancer centre may act as
a barrier for participation for some breast cancer survivors. Lastly, home-based programs may
mitigate transportation barriers for breast cancer survivors who reside in rural locations, however
they do not provide breast cancer survivors opportunities to participate with peers. Taken together,
various program settings can be considered optimal for breast cancer survivors depending on their
individual characteristics.
A second factor impacting program access for breast cancer survivors is program
affordability. Breast cancer survivors can face additional treatment-related costs and are more
likely to be unemployed than their healthy counterparts (de Oliveira et al., 2016; Leensen et al.,
2017), making cost a commonly-reported barrier to community-based physical activity program
implementation (Kauffeldt et al., in preparation-a, see Appendix A; Santa Mina et al., 2015). Thus,
it is recommended that program providers investigate alternative means of providing affordable
programming to their participants. One suggested method may be to pursue multiple funding
sources (e.g., applying to grants, fundraising, applying for institutional support, etc.) to ensure
physical activity is affordable to program participants, as is currently done for existing communitybased physical activity programs for breast cancer survivors in Ontario (Kauffeldt et al., in
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preparation-a; see Appendix A). Alternatively, program providers may also consider economic
alternatives to facility-based programs such as home-based/online interventions (Segal et al.,
2001), recognizing the above-mentioned limitations of a home-based approach.
5.1.5 Integrated in the Network of Cancer Care
Lastly, an optimal physical activity program for breast cancer survivors should be situated
within the network of cancer care (i.e., without being implemented in the cancer centre), as breast
cancer survivors can present with complex survivorship care issues that extend beyond the physical
activity domain. Study findings indicate that physical activity programs may enhance participant
intake and overall well-being of breast cancer survivors through the formation of collaborative
multi-disciplinary partnerships with allied health care professionals in the community, and the
development of a direct referral pathway with the cancer centre.
There is a paucity of comparative literature evaluating the advantages of multi-disciplinary
physical activity interventions in cancer care. However, multi-disciplinary partnerships are
commonplace in public health strategies to prevent illness and improve well-being (Willis et al.,
2017). Similarly, they also have been shown to be effective in improving outcomes in patients with
cardiovascular disease (Peterson, Albert, Amin, Patterson, Fonarow, 2008). Further, multidisciplinary patient management during cancer treatment has resulted in increased patient
satisfaction, positive outcomes, and improved coordination of care (Wright, De Vito, Langer, &
Hunger, 2007); as a result, multi-disciplinary cancer care teams are standard practice in hospitals
across Ontario (Wright et al., 2007). Physical activity programs for breast cancer survivors may
draw upon multi-disciplinary approaches used in public health (Willis et al., 2017), cardiac
rehabilitation (Peterson, Albert, Amin, Patterson, & Fonarow, 2015), and cancer care (Wright et
al., 2007) to develop programs that can better accommodate the variety and breadth of breast
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cancer survivorship concerns after treatment. Results indicate that this can include forming multidisciplinary partnerships with physiotherapists, social workers, counsellors, and dietitians to
enhance overall well-being for breast cancer survivors.
Lastly, study findings suggest that the formation of direct referral relationships with
oncologists in the cancer centre may increase program awareness and enhance participant intake.
Referral rates to cancer-specific physical activity programs by health care professionals are low
(Queen et al., 2016). Specific barriers to referral include a lack of exercise knowledge, a lack of
time during clinical appointments, and - most importantly - a lack of knowledge regarding how
or where to refer patients to exercise (Nadler, Baingridge, Tomasone, Cheifetz, Juergens, &
Sussman, 2017). Recently, Santa Mina and colleagues’ (2018) developed a formal patient pathway
from an oncology-directed clinical setting to physical activity programs and resources to enhance
accessibility and engagement in physical activity among persons with cancer (Santa Mina et al.,
2018). Direct referral partnerships with oncologists is suggested to increase the engagement of
breast cancer survivors in physical activity post-treatment. Further, direct referral relationships
may also minimize barriers to physical activity program delivery for breast cancer survivors, such
as infrequent physician referral, or patient perceived risks (i.e., apprehensive to initiate exercise
due to health status; Kauffeldt et al., in preparation-a; see Appendix A). However, increased
knowledge translation efforts are required to raise awareness of the physical activity programs for
cancer survivors among health care professionals and educational sessions may be necessary to
ensure that they have the knowledge and skills required to provide medical clearance and refer a
patient to an appropriate physical activity program.
5.2 Recommendations for Programming
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In line with the iKT approach used in this study, the multidisciplinary Advisory Committee
with knowledge of breast cancer literature and diverse expertise in cancer care was provided with
the study results and asked to generate strategies for physical activity programming for breast
cancer survivors specific to the Kingston setting. The recommendations stemming from the
multidisciplinary Advisory Committee consultations are detailed below.
As cancer literacy is an essential aspect of optimal physical activity program delivery for
breast cancer survivors, physical activity programs should couple physical activity prescription
with education, as a means of providing informational support to breast cancer survivors. Potential
strategies to foster cancer literacy among breast cancer survivors include: (1) holding educational
survivorship workshops with program participants; (2) employing qualified exercise professionals
with knowledge of cancer treatment and survivorship, who can instruct participants on correct
exercise form and describe the value of each exercise; and (3) establishing peer mentorship
opportunities for program participants (i.e., where long-term breast cancer survivors can provide
informational support to breast cancer survivors who have just completed treatment). For many
focus group participants, it was important that breast cancer survivors have the opportunity to
participate with peers. As a result, physical activity programs for breast cancer survivors should:
(1) aim to provide group exercise that is exclusive to cancer survivors, and (2) create opportunities
for socialization between program participants, as a means of facilitating and encouraging breast
cancer survivor involvement in physical activity. To foster the third theme of self-efficacy,
physical activity programs for breast cancer survivors should (1) set functional- and fitness-related
goals with program participants regularly, (2) tailor exercise prescription to program participant
ability/capacity (e.g., limited range of motion), and (3) modify exercise programming when
program participants are experiencing negative treatment-related symptoms (e.g., fatigue, nausea).
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Participants felt that an optimal physical activity program would also be one that is easily accessed
by breast cancer survivors. Consequently, program providers should assess whether the majority
of clients will be coming from in or out of the local region, and prioritize offering variable types
of programming (e.g., online, home, or in-person) to accommodate breast cancer survivors
accordingly. Finally, participants stressed that it was important that the physical activity program
was connected to and communicative with the regional cancer services. As a result, program
providers should develop partnerships with allied health care professionals in the community and
formally integrate allied health care professionals into physical activity programming through
membership on the program’s advisory board.
Lastly, there is evidence to suggest that knowledge of health and exercise (i.e., cancer
literacy), social support (i.e., participating with peers), and self-efficacy facilitate the adoption and
adherence to physical activity within special and healthy adult populations (Koeneman,
Verheijden, Chinapaw & Hopman-Rock, 2011; Rimmer, Riley, Wang, Rauworth, & Jurkows,
2004; Trost, Owen, Bauman, & Sallis, 2003). Accordingly, while these recommendations were
developed within the context of physical activity for breast cancer survivors, many
recommendations may be broadly transferrable to community-based physical activity programs
for these populations.
5.3 Next Steps
This study has provided insight regarding factors that contribute to an optimal physical
activity program for breast cancer survivors, and is part of a larger program of research that is
aiming to establish, implement and evaluate a physical activity program for breast cancer survivors
in Kingston, Ontario. The current study was situated in Phase three of the PRECEDE-PROCEED
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model, and achieved the purpose of identifying factors related to physical activity participation for
breast cancer survivors.
To complete phase four of the PRECEDE-PROCEED model, a teleconference will be held
with the multi-disciplinary Advisory Committee overseeing this project to discuss the feasibility
of implementing study recommendations, with a specific focus on organizational barriers and
facilitators and policies needed for program implementation and sustainability. A final list of
physical activity programming recommendations will be generated and shared with two
organizations in Kingston, Ontario, that have expressed an interest in offering such a program (e.g.,
YMCA and Revved Up). Subsequently, phases four to eight of the PRECEDE-PROCEED model
will be used to assist with the implementation and evaluation of a pilot community-based physical
activity program for breast cancer survivors in Kingston, Ontario in early 2019.
5.4 Study Strengths
This study has several strengths. This is the first study aiming to explore optimal physical
activity program delivery for breast cancer survivors across multiple stakeholder groups in cancer
care. This study relied on an iKT approach to enhance the future uptake and translation of the study
results. End-users were involved in the study in two ways: (1) the formation of an Advisory
Committee comprised of multiple stakeholder groups who were consulted in all phases of this
research; and (2) the representation of multiple stakeholders within focus group discussions. The
heterogeneous nature of the focus groups allowed for rich discussion regarding optimal physical
activity programs for breast cancer survivors. Diverse perspectives and experiences discussed in
focus groups provided a comprehensive view of optimal physical activity program delivery, and
identified additional factors that contribute to optimal physical activity programming for breast
cancer survivors (e.g., integration within the network of cancer care). This use of this approach
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echoed findings from previous literature highlighting the importance of cancer literacy,
participating with peers, and fostering self-efficacy among breast cancer survivors to facilitate
participation in physical activity (Halbach et al., 2016; Harrison et al., 2009; Hodgkinson et al.,
2007; Karvinen et al., 2006; Keats et al., 2007; Phillips & McAuley, 2013). However, findings
from this study contribute a qualitative perspective to predominantly quantitative approaches,
allowing for the exploration of the meaning of these concepts within this population. In addition,
study findings build upon previous literature examining preferences for physical activity
programming and pathways to community-based physical activity programs for breast cancer
survivors (Rogers et al., 2008; Santa Mina et al., 2018; Vallance et al., 2012) through obtaining
nuanced perspectives regarding physical activity program settings and the importance of
integrating community-based physical activity programs within the regional network of cancer
care. Further, focus groups may have also functioned as learning opportunities for study
participants, by enhancing their awareness of cancer-specific supports in the community, and
various stakeholders’ perspectives on healthy breast cancer survivorship.
Finally, a rigorous approach was adopted for this study. Multiple stakeholders were
meaningfully engaged in the design of this study to ensure that the methods used were appropriate
for the aim of this research. The use of a second coder and a critical friend in data analysis
challenged the assumptions of the author and encouraged reflexivity to enhance the credibility of
study results. The author also used a reflexive journal as a method of engaging with the research
during data analysis, to ensure key observations and thoughts from data collection were not lost
throughout the research process. Additional steps taken to enhance quality include piloting the
focus group script with researchers and graduate students, and a public health collaborative prior
to using it for focus group discussion.
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5.5 Study Limitations
This study also has a number of limitations. Participants were recruited using a targeted
recruitment strategy for each of the three stakeholder groups (i.e., patient lists; oncology grand
rounds, nursing rounds; direct recruitment from existing physical activity programs in Kingston,
etc.), thus selection bias could have influenced study results. Further, it is possible that breast
cancer survivors who are inactive may have additional programing preferences that are not
captured in the results of this study. Breast cancer survivors who participated in this study had
completed systemic treatment for breast cancer (i.e., surgery, chemotherapy, radiation); it is
possible that breast cancer survivors undergoing cancer treatment may find it difficult to participate
in focus groups due to treatment effects (e.g., cancer-related fatigue) or transportation barriers.
Accordingly, to capture the perspectives of breast cancer survivors in treatment, future studies
might consider using telephone interviews, as perceptions of optimal physical activity
programming may vary throughout the survivorship trajectory. A final limitation includes the
composition of breast cancer survivors in the focus groups and the context within which
participants were recruited (i.e., Kingston, Ontario), thus impacting the generalizability of study
findings. For example, breast cancer survivors in this study came from high socio-economic
backgrounds, were well-educated, and were primarily older adult women. As a result, our
participant sample is not fully representative of all breast cancer survivors in Kinston, Ontario.
Future research may determine the generalizability of these recommendations across the
continuum of breast cancer survivors and to other physical activity programs for this population
across Ontario.
5.6 Theoretical Implications
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The focus group guide was informed by Martin Ginis and colleagues’ (2017) elements of
quality participation and Evans and colleagues’ (2018) pre-conditions of quality experiences to
explore optimal physical activity program delivery for breast cancer survivors. Although the
results were not deductively matched to the pre-conditions that are needed to foster quality
experiences (i.e., physical environment, social environment, and activities) or the six elements of
quality participation (i.e., autonomy, belongingness, challenge, engagement, mastery, and
meaning), the five themes in the current study align with several aspects of the framework (Evans
et al., 2018). For example, the theme of improving cancer literacy points to the condition of the
social environment, given the role of the group environment (peers) and instructor knowledge
(qualified exercise professional) in promoting cancer literacy among breast cancer survivors.
Providing opportunities to participate with peers aligns with the element of belongingness, as
shared experiences between peers can promote feelings of community and acceptance. The theme
foster feelings of self-efficacy is conceptually similar to mastery, where breast cancer survivors
want to experience achievement and accomplishment from participating in a physical activity
program. Finally, the themes increase program access and integrated within the network of cancer
care relate to the condition of the physical environment, given the importance of access and travel
within these themes. While the results of this study can be mapped on to aspects of the quality
participation framework (Martin Ginis et al., 2017; Evans et al., 2018), not all quality participation
elements or conditions were evident within focus group discussion. For example, the theme of
challenge (i.e., feeling appropriately challenged) did not emerge from focus group discussion. It is
possible that because breast cancer survivors experience several physical and psychosocial
treatment effects, an overly-challenging program may deter them from participation in physical
activity. The remaining experiential elements (i.e., autonomy and meaning) were not discussed
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within focus groups; a possible explanation is that not all breast cancer survivors had participated
in a physical activity program, thus participants may not have been aware of what experiences are
possible within such programs. Overall, the results of this study indicate that the quality
participation framework can continue to be explored within future studies aiming to optimize
physical activity programs for the breast cancer survivor population.
5.7 Future Directions for Research
This study provides insight regarding optimal physical activity program delivery for breast
cancer survivors. Future research might examine preferred and effective strategies for
disseminating physical activity and survivorship information to breast cancer survivors who do
not or cannot participate in physical activity programs. Future research is also needed to identify
cost-effective methods for providing affordable physical activity programs to breast cancer
survivors. In addition, future research may expand upon these findings by exploring optimal
physical activity programming for breast cancer survivors undergoing treatment, and across
multiple locations in Ontario (e.g., Toronto, London, etc.). Finally, it is unknown whether a
program designed according these results will be effective in increasing the adoption and
adherence of physical activity among breast cancer survivors. Therefore, it is important to include
process and outcome evaluations to examine the impact of these findings on the health and wellbeing of participants in a physical activity program.
5.8 Conclusion
In summary, participation in physical activity following a breast cancer diagnosis has been
shown to enhance cancer survivorship outcomes. Unfortunately, most women with a breast cancer
diagnosis do not meet the current physical activity guidelines for persons with cancer. As a result,
increased efforts are required to assist breast cancer survivors in meeting the physical activity
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guidelines following cancer treatment. Specialized community-based physical activity programs
for breast cancer survivors may help to mitigate these low rates of physical activity participation;
however, many communities in Ontario remain without such programs, and therefore breast cancer
survivors in Ontario may not be receiving equitable care. The present study has identified several
factors that contribute to an optimal physical activity program for breast cancer survivors.
Specifically, these factors include: improving cancer literacy, providing opportunities to
participate with peers, fostering feelings of self-efficacy, promoting program access, and
integrating the physical activity program within the regional network of cancer care. Notably,
while this study aimed to better understand optimal physical activity program delivery for breast
cancer survivors, an iKT approach allowed for the development of feasible recommendations that
can be implemented by physical activity organizations to develop breast cancer-specific physical
activity programs in Kingston, Ontario. Further, these findings may be transferrable to existing
physical activity programs for breast cancer survivors across Ontario, to promote increased
engagement in physical activity for this population.
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Appendix A
Manuscripts in Preparation
Kauffeldt, K. D., Sabiston, C. M., Tomasone, J. R. (in preparation-a). Barriers and Facilitators
to Physical Activity Program Delivery for Breast Cancer Survivors in Ontario, Canada.
Physical activity is an effective strategy for mitigating the negative physical and
psychosocial effects of breast cancer treatment. Community-based physical activity programs
have been developed to enhance clinical cancer care; however few programs exist in Ontario.
The purpose of this project was to identify barriers and facilitators to physical activity program
delivery for breast cancer survivors. A comprehensive search strategy identified 12 programs
meeting eligibility criteria. Nine program providers participated in a 60-75 minute semistructured interview. Interview guides were developed using the Consolidated Framework for
Implementation Research, a tool for assessing barriers and facilitators to program
implementation. Inductive thematic analysis revealed common barriers to program
implementation were a lack of funding, infrequent referral, and patient perceived risk. Common
facilitators include targeted recruitment, use of program champions, and financial sustainability.
These results provide insight into the development and delivery of physical activity programs for
breast cancer survivors in Ontario, guiding future program implementation and development.
Kauffeldt, K. D., Sabiston, C. M., Tomasone, J. R. (in preparation-b). Understanding a Quality
Physical Activity Experience: Exploring perspectives of quality participation in Physical Activity
Program Delivery for Breast Cancer Survivors.
Breast cancer survivors (BCS) face physical, emotional, and social challenges that affect
their well-being following cancer treatment. Physical activity (PA) is an effective strategy for
mitigating many of these negative physical and psychosocial effects. Thus, in order to promote
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optimal well-being for BCS, identifying factors related to PA participation in this population is
an important research endeavor. Quantity and quality of participation are prominent aspects of
any participation experience, where quantity is conceptualized as the volume and frequency of
participation, and quality as optimal and positive engagement in a participation experience.
Researchers have quantified the level of PA required for BCS to enhance well-being and quality
of life. However, the elements required to promote a quality PA participation experience in the
BCS population are largely unknown. Among adults with disability, a quality participation (QP)
experience encompasses feelings of autonomy, belongingness, challenge, engagement, mastery,
and meaning. The operationalization of QP in community-based physical activity programming
has been minimally examined for breast cancer survivors. This study explored the fundamental
practices and strategies utilized to foster key experiential indicators of QP within communitybased physical activity programs for persons with physical disability in Ontario. A
comprehensive search strategy identified 12 programs meeting eligibility criteria. Nine program
providers participated in a 60-75 minute semi-structured interview. Thematic analysis of
interview transcripts revealed that QP is fostered through experiencing community, self-efficacy,
meaning, and guidance. These elements can be conceptually linked to the elements in the
framework of quality participation (e.g., belongingness, mastery, and meaning). This study
presents a first exploration of the delivery of physical activity programming for breast cancer
survivors with a quality participation lens. The findings provide preliminary insight regarding
how to foster full and effective participation experiences within the BCS population.
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Appendix B
Health Sciences Research Ethics Board Approval
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Appendix C
PRECEDE-PROCEED Model
The PRECEDE-PROCEED model consists of eight phases: (1) social assessment (2)
epidemiological, behavioural, and environmental assessment, (3) educational and ecological
assessment, (4) administrative and policy assessment and intervention alignment, (5)
implementation, (6) process evaluation, (7) impact evaluation, (8) outcome evaluation (Gielen &
Green, 2015; see Figure 1). Phases one to four encompass PRECEDE which can be used for
intervention development, and phases five to eight encompass PROCEED which can be used for
intervention implementation and evaluation.

Figure 1. Adapted from Gielen & Green, 2015

With respect to the development of a community-based physical activity program for breast
cancer survivors in Kingston, Ontario, sufficient evidence exists to fulfill the requirements for
phases one and two, as outlined below. As such, the current study aims to fulfill phase three.
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Future research will apply phases four to eight of the PRECEDE-PROCEED model, which will
be used to assist with the implementation and evaluation of a pilot community-based physical
activity program for breast cancer survivors in Kingston, Ontario in early 2019.
Phase 1: Social Assessment
The purpose of phase one, social assessment, is to identify and assesses potential areas
for health action in a given context (Gielen & Green, 2015). In this phase, community needs are
typically determined using participatory methods (e.g., needs assessment). The term
‘community’ can refer to a geographical area (e.g., Kingston, Ontario), or groups with shared
characteristics, interests, values, and norms (e.g., breast cancer survivors).
Studies indicate that breast cancer survivors are interested and able to participate in
physical activity following breast cancer treatment, and post-treatment preferences for physical
activity participation among breast cancer survivors have been identified (Vallance, Lavallee,
Culos-Reed, & Trudeau, 2012). However, there is a lack of physical activity programs specific to
persons with cancer in Canada (Canestraro et al., 2013; Santa Mina et al., 2015; Fong, Faulkner,
Jones, & Sabiston, in press). According to an environmental scan performed by Fong, Faulkner,
Jones, & Sabiston (in press), Kingston, Ontario is an area that would benefit from the
implementation of cancer-specific physical activity programming.
Phase 2: Epidemiological, Behavioural, and Environmental Assessment
Phase two, the epidemiological assessment, identifies and prioritises community health
issues and their behavioural and environmental determinants (Gielen & Green, 2015). The
purpose of this phase is to identify structural barriers to a particular health behaviour using a
socio-ecological lens. Existing literature is sufficient to support each element of this phase.
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Epidemiological Assessment. From an epidemiological perspective, there is sufficient population
evidence to support the presence of low physical activity levels within the breast cancer survivor
population during and following treatment, with as few as 21.4% of survivors meeting the
guidelines 10 years’ post-diagnosis (Mason et al., 2017). From a behavioural perspective, there
are several barriers to participating in physical activity for breast cancer survivors (Brunet,
Taran, Burke & Sabiston, 2013), including physical factors (e.g., mobility limitations, fatigue,
lack of energy, pain, health-related variables), psychosocial factors (e.g., lack of motivation, low
confidence, low self-esteem, lack of peer support), organizational (e.g., work, caregiving,
household responsibilities), and environmental factors (e.g., weather, cost, lack of exercise
information/knowledge, uncertainty about which types of exercises are safe). The presence of
such barriers can prevent or deter breast cancer survivors from engaging in regular physical
activity across the cancer continuum.
Behavioural Assessment. One theory that might be useful for explaining physical activity
behaviour among breast cancer survivors is the Social Cognitive Theory (Bandura, 2004), as it
includes constructs (i.e., self-efficacy, outcome expectations, and sociocultural factors) that are
particularly relevant for predicting physical activity behaviour among breast cancer survivors. A
prospective analysis of the social cognitive influences on physical activity participation among
breast cancer survivors demonstrated that self-efficacy was the strongest predictor of physical
activity behaviour in breast cancer survivors (Rogers, McAuley, Courneya, & Verhulst, 2008), a
finding that is consistent in the literature. In addition, goals indirectly predicted physical activity
participation, such that women who reported higher self-efficacy set higher goals for themselves.
This study suggests that physical activity programs for breast cancer survivors should target
social cognitive constructs in program design. For example, self-efficacy could be targeted by
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designing progressive interventions that allow for success before advancing, or by allowing
active breast cancer survivor participants to be volunteers or instructors of the physical activity
program (e.g., vicarious experience).
Environmental Assessment. Lastly, from an environmental perspective, several studies have
identified a lack of physical activity programs for persons with cancer in Ontario and in Canada
(Canestero et al., 2013; Santa Mina et al., 2015; Fong, Faulkner, Jones, & Sabiston, in press).
Furthermore, several barriers to implementing such programs have been explored. Common
barriers include a lack of funding, infrequent program referral, and patient perceived risk of
injury (Kauffeldt, Sabistion, & Tomasone, in preparation-a; see Appendix A). Limited physical
activity supports for persons with cancer, and barriers to cancer-specific physical activity
program implementation might have significant influences on physical activity levels of breast
cancer survivors after cancer treatment.
Phase 3: Educational and Ecological Assessment
Phase three, the educational and ecological assessment, examines the broader causal
factors of the targeted health behaviour. These causal factors can be separated into predisposing,
enabling, and reinforcing factors. Predisposing factors can include knowledge, attitudes, beliefs,
and personal preferences. Enabling factors can include resources or skills required to make
environmental changes (e.g., programs, services, resources necessary for environmental
outcomes to be realized). Lastly, reinforcing factors are defined as factors following a behaviour,
that provide incentive to perform the behaviour (e.g., attitudes of influential people; Gielen &
Green, 2015). As such, the current study is situated in this phase.
Phase 4: Administrative and Policy Assessment and Health Intervention Alignment
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During phase four, the administrative and policy assessment and health intervention
alignment, the researcher aligns the program’s components with the priority elements determined
in phases two and three. The purpose of this phase is to assess the capacity and resources
available to implement programs and change policies to meet the previous phases (e.g.,
organizational barriers, or policies needed for implementation and sustainability).
Phases 5 to 8: Implementation and Evaluation
During phase five, the program implementation plans are detailed (e.g., data collection
plans for evaluating the progress, impact and outcome of the program), and the program is
implemented. Following program implementation, a number of evaluations are performed: (1) a
process evaluation is performed to ensure that the program was implemented according to
protocol (i.e., phase six); (2) an impact evaluation is performed to assess whether behavioural
and environmental sub-objectives from phases two and three were met (i.e., phase seven); and
(3) an outcome evaluation is performed to determine whether the program had its intended public
health impact (i.e., phase eight).
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Appendix D
Advisory Committee Members
Table 3
Advisory committee stakeholder groups and members
Breast Cancer Survivors

Healthcare Professionals

Community-Based Program Providers

Amanda Posadowski

Dr. Hugh Langley, Primary Care
Clinical Lead, Kingston General
Hospital

Dr. Daniel Santa Mina, Exercise Lead,
CaRE program, Toronto, Ontario

Romana Kolasa

Dr. Marian Luctkar-Flude, Nurse
Researcher, Queen’s University

Dr. Amy Latimer-Cheung, Executive CoDirector of Revved Up, Kingston,
Ontario

Dr. Renee Hartzel, Nurse
Educator, Kingston General
Hospital
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Appendix E
Breast Cancer Survivor Recruitment Poster
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Appendix F
Recruitment Presentations
Nursing Rounds Slides
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Oncology Grand Rounds Slides
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Appendix G
Recruitment Email to Program Providers
RE:

Participation in identifying an optimal physical activity program model for breast cancer
survivors in Kingston, Ontario

Dear <Name of Program Provider/Organization>,
We are writing to you with an invitation to participate in an exciting research opportunity focusing on
identifying an optimal physical activity program model for breast cancer survivors in Kingston,
Ontario. The primary goal of this research is to compile information on the preferences of physical activity
program delivery for breast cancer survivors, from the perspectives of breast cancer survivors, health care
professionals, and community-based physical activity program providers in Kingston, Ontario. As a
community-based physical activity program provider, we are inviting you to share your perspective on the
aspects of a physical activity program that are important to consider when delivering physical activity
programs to clinical populations (e.g., staff training, specialty equipment, transportation services, etc.). The
overarching objective of this research is to develop a physical activity program model that is tailored to the
preferences of breast cancer survivors in Kingston, Ontario.
Participation in this project is completely voluntary and will involve the completion of a 15-minute online
survey. Following survey completion, you will be invited to participate in a 60-minute focus group with
breast cancer survivors, health care professionals, and other community-based program providers. The
purposes of the focus group are to follow-up on the information in the preliminary survey and to explore
the preferences of physical activity program delivery for breast cancer survivors from multiple perspectives
in cancer care. In recognition of your participation in both the preliminary survey and focus group,
you will receive $25 cash at the completion of the focus group.
Navigating a cancer diagnosis often involves an inter-disciplinary team of professionals with diverse
expertise. Through inter-disciplinary collaboration, we hope to develop a physical activity program that
will be of optimal benefit to breast cancer survivors in Kingston, Ontario. If you are interested in
participating in the preliminary survey and the focus group, please contact Kaitlyn Kauffeldt, the student
investigator for this project, via e-mail at 15kk14@queensu.ca.
If you have any questions regarding the research project, please do not hesitate to contact the study’s student
investigator directly.
We look forward to hearing from you and thank you in advance for your time and consideration.
Sincerely,
Kaitlyn Kauffeldt
Student Investigator
MSc Candidate
Queen’s University
Jennifer Tomasone, PhD
Principal Investigator
Assistant Professor
Queen’s University
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Appendix H
Informed Consent
Breast cancer survivors

LETTER OF INFORMATION/CONSENT
Identifying an Optimal Physical Activity Program Model for Breast Cancer Survivors in
Kingston, Ontario – Preliminary Survey and Focus Group
Investigators
Student Investigator:
Kaitlyn Kauffeldt
School of Kinesiology and
Health Studies
Queen’s University
Kingston, Ontario, Canada
15kk14@queensu.ca

Principal Investigator:
Dr. Jennifer Tomasone, PhD
School of Kinesiology and
Health Studies
Queen’s University
Kingston, Ontario, Canada
tomasone@queensu.ca

Co-Investigator:
Dr. Catherine Sabiston, PhD
Faculty of Kinesiology and Physical
Education University of Toronto
Toronto, Ontario,
Canada
catherine.sabiston@utoronto.ca

Purpose of the Study
You are invited to participate in an exciting research opportunity focusing on identifying
an ideal physical activity program model for breast cancer survivors in Kingston, Ontario.
Breast cancer survivors often face physical, emotional, and social challenges that affect their
well-being following cancer treatment. Community-based physical activity programming has
been established as effective strategy for enhancing quality of life and well-being for breast
cancer survivors, as it can attenuate many of the negative physical and psychosocial effects of
cancer treatment. Community based physical activity programs have been developed with the
aim of promoting physical activity as a restorative technique among people living with cancer.
However, few community-based physical activity programs have been informed by assessing
preferences for physical activity program delivery across multiple stakeholder groups in cancer
care (e.g., breast cancer survivors, health care professionals, and community-based program
providers). A better understanding of these preferences across multiple stakeholder groups may
serve to optimize physical activity programming for breast cancer survivors.
The primary purpose is to assess the preferences of physical activity program delivery for
breast cancer survivors across multiple stakeholder groups in cancer care (e.g., breast cancer
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survivors, health care professionals, and community-based physical activity program providers).
The secondary purpose of this study is to develop recommendations to inform the development
of a physical activity program for breast cancer survivors in Kingston, Ontario. Your
participation will allow us to understand the preferences of physical activity program delivery in
cancer care from the viewpoint of breast cancer survivors, health care professionals, and
community-based program providers.
Procedures Involved in the Study
If you volunteer to participate in this study, you will be asked to complete an online
preliminary survey that includes questions about your demographic information, current physical
activity levels, and your preferences for physical activity programming. The survey should take
approximately 15-minutes to complete and we ask that it be completed by 2 weeks from receiving
the survey link. Following the survey, you will be invited to participate in a 60-minute focus
group with other breast cancer survivors, health care professionals, and community-based program
providers. A focus group is an interactive discussion that explores multiple perspectives about a
topic, where members can think about and comment on what others have said. The purposes of the
focus group are to follow-up on the information in the preliminary survey and to explore the
preferences of physical activity program delivery for breast cancer survivors from multiple
perspectives in cancer care.
Potential Benefits
This study will help us understand the preferences for physical activity program delivery
for breast cancer survivors from the viewpoint of breast cancer survivors, health care
professionals, and community-based program providers. Study findings will contribute to the
development of an optimal model of physical activity program delivery for breast cancer
survivors, with the aim to improve the quality of life for breast cancer survivors in Kingston,
Ontario. Furthermore, they will facilitate learning from other stakeholder groups in cancer care
regarding the physical activity program preferences of breast cancer survivors. In addition, to
recognize your contributions to this project, you will receive $25 cash at the end of the focus
group.
Potential Harms, Risks or Discomforts
As a participant in this study with a history of breast cancer, you will be asked to identify
yourself as a breast cancer survivor in our data collection processes (e.g., focus group). In
addition, as all participants in this study will be living in the Kingston region, there is a social
risk to participating in this research. That is, it may be possible that you may know the other
participants in the focus group (e.g., a physician or oncologist).
There are no other known risks for participating in this study. You do not have to answer
any questions in the preliminary survey and focus group that you do not feel comfortable
answering, and you do not have to give the reason why you chose to not answer a particular
question. You can continue being in the study if you do not answer all the questions, and you can
withdraw from the study at any time without penalty. The student investigator can answer any
questions you may have (via e-mail).
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Confidentiality
The information obtained in connection with this study and that can be identified with
you will remain confidential and will be disclosed only with your permission. The preliminary
surveys and focus group data are completely private and electronic copies will be kept in a
password-protected computer at the School of Kinesiology and Health Studies at Queen’s
University (Kingston, ON). The only people who will have access to the data are the
investigators named above. Your personal identity will never be revealed in any reports
regarding this study. Although we will stress confidentiality in the focus group, we cannot
guarantee that this request will be honored by all participants in the room. Following completion
of the project, data will be stored on a password-protected computer in Dr. Tomasone’s lab in the
School of Kinesiology and Health Studies at Queen’s University for five years following
publication.
Participation and Withdrawal
Your participation in this study is completely voluntary. If you choose to participate, you
can withdraw from the study at any point during the study, up until publication, without
consequence. If you withdraw from the study, we will not use partial data without your
permission. Participants who choose to withdraw will be asked if they would like to delete their
data. Note that it may not be possible to honour all requests for the deletion of data upon
withdrawal, such as in the case where the data has already been published or presented. In
addition, it might not be possible to delete your data from the flow of focus group conversation
because of the interconnected nature of group discussion. Overall, you can stop the preliminary
survey/focus group at any time or withdraw without consequence, and you can refuse to answer
any questions if you do not feel comfortable, and still remain in the study. If you would like to
withdraw from the study, please contact the student investigator, Kaitlyn Kauffeldt, by email at
15kk14@queensu.ca.
Information about the Evaluation Results
Information and findings from the current study will be distributed to all participants
through executive summaries tailored to each stakeholder group following data analysis (e.g.,
breast cancer survivors, health care professionals, and community-based program providers).
The executive summaries will highlight any existing discrepancies in physical activity program
delivery preferences between stakeholder groups. In addition, study findings will be
disseminated to the academic community through a conference presentation and a manuscript.
We encourage you to access these resources if you are interested in the study results.
Questions about the Study
This study has been granted clearance by the Queen’s University Health Sciences and
Affiliated Teaching Hospitals Research Ethics Board according to the recommended principles
of Canadian ethics guidelines and Queen’s policies. Any questions about study participation may
be directed to Kaitlyn Kauffeldt at 15kk14@queensu.ca. Any ethical concerns about the study
may be directed to the Chair of the Queen’s University Health Sciences and Affiliated Teaching
Hospitals Research Ethics Board, Dr. Albert Clark at clarkaf@queensu.ca. We encourage you to
keep a copy of this letter of information.
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RECORD OF CONSENT
I have read the letter of information for Identifying an Optimal Physical Activity Program Model
for Breast Cancer Survivors in Kingston, Ontario being conducted by Dr. Jennifer Tomasone and
Kaitlyn Kauffeldt of Queen’s University, and Dr. Catherine Sabiston of the University of
Toronto. Any questions I had were answered to my satisfaction. I understand that if I agree to
participate in this study, I may withdraw from the study at any time. I also understand that the
information that I provide will not be used in any other capacity except this study. By filling out
and returning this form, I voluntarily agree participate in the study.
ID CODE (in email) ___________________________________
Date: __________________
WE ENCOURAGE YOU TO PRINT A COPY OF THIS RECORD OF CONSENT FOR
YOURSELF.
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Health Care Professionals

LETTER OF INFORMATION/CONSENT
Identifying an Optimal Physical Activity Program Model for Health Care Professionals in
Kingston, Ontario – Preliminary Survey and Focus Group
Investigators
Student Investigator:
Kaitlyn Kauffeldt
School of Kinesiology and
Health Studies
Queen’s University
Kingston, Ontario, Canada
15kk14@queensu.ca

Principal Investigator:
Dr. Jennifer Tomasone, PhD
School of Kinesiology and
Health Studies
Queen’s University
Kingston, Ontario, Canada
tomasone@queensu.ca

Co-Investigator:
Dr. Catherine Sabiston, PhD
Faculty of Kinesiology and Physical
Education University of Toronto
Toronto, Ontario,
Canada
catherine.sabiston@utoronto.ca

Purpose of the Study
You are invited to participate in an exciting research opportunity focusing on identifying
an ideal physical activity program model for breast cancer survivors in Kingston, Ontario.
Breast cancer survivors often face physical, emotional, and social challenges that affect their
well-being following cancer treatment. Community-based physical activity programming has
been established as effective strategy for enhancing quality of life and well-being for breast
cancer survivors, as it can attenuate many of the negative physical and psychosocial effects of
cancer treatment. Community based physical activity programs have been developed with the
aim of promoting physical activity as a restorative technique among people living with cancer.
However, few community-based physical activity programs have been informed by assessing
preferences for physical activity program delivery across multiple stakeholder groups in cancer
care (e.g., breast cancer survivors, health care professionals, and community-based program
providers). A better understanding of these preferences across multiple stakeholder groups may
serve to optimize physical activity programming for breast cancer survivors.
The primary purpose is to assess the preferences of physical activity program delivery for
breast cancer survivors across multiple stakeholder groups in cancer care (e.g., breast cancer
survivors, health care professionals, and community-based physical activity program providers).
The secondary purpose of this study is to develop recommendations to inform the development
of a physical activity program for breast cancer survivors in Kingston, Ontario. Your
participation will allow us to understand preferences of physical activity program delivery in
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cancer care from the viewpoint of breast cancer survivors, health care professionals, and
community-based program providers.
Procedures Involved in the Study
If you volunteer to participate in this study, you will be asked to complete an online
preliminary survey, that includes questions about your demographic information, current physical
activity levels, and your preferences for physical activity programming for breast cancer survivors.
The survey should take approximately 15-minutes to complete and we ask that it be completed by
2 weeks from receiving the survey link. Following the survey, you will be invited to participate
in a 60-minute focus group with breast cancer survivors, other health care professionals, and
community-based program providers. A focus group is an interactive discussion that explores
multiple perspectives about a topic, where members can think about and comment on what others
have said. The purposes of the focus group are to follow-up on the information in the preliminary
survey and to explore the preferences of physical activity program delivery for breast cancer
survivors from multiple perspectives in cancer care.
Potential Benefits
This study will help us understand the preferences for physical activity program delivery
for breast cancer survivors from the viewpoint of breast cancer survivors, health care
professionals, and community-based program providers. Study findings will contribute to the
development of an optimal model of physical activity program delivery for breast cancer
survivors, with the aim to improve the quality of life for breast cancer survivors in Kingston,
Ontario. Furthermore, they will facilitate learning from other stakeholder groups in cancer care
regarding the physical activity program preferences of breast cancer survivors. In addition, to
recognize your contributions to this project, you will receive $25 cash at the end of the focus
group.
Potential Harms, Risks or Discomforts
As all participants in this study will be living in the Kingston region, with inter-connected
histories, there is a social risk to participating in this research. That is, it may be possible that you
may know the other participants in the focus group (e.g., a physician or oncologist).
There are no other known risks to participating in this study. You do not have to answer
any questions in the preliminary survey and focus group that you do not feel comfortable
answering, and you do not have to give the reason why you chose to not answer a particular
question. You can continue being in the study if you do not answer all the questions, and you can
withdraw from the study at any time without penalty. The student investigator can answer any
questions you may have (via e-mail).
Confidentiality
The information obtained in connection with this study and that can be identified with
you will remain confidential and will be disclosed only with your permission. The preliminary
surveys and focus group data are completely private and electronic copies will be kept in a
password-protected computer at the School of Kinesiology and Health Studies at Queen’s
University (Kingston, ON). The only people who will have access to the data are the
investigators named above. Your personal identity will never be revealed in any reports
regarding this study. Although we will stress confidentiality in the focus group, we cannot
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guarantee that this request will be honored by all participants in the room. Following completion
of the project, data will be stored on a password-protected computer in Dr. Tomasone’s lab in the
School of Kinesiology and Health Studies at Queen’s University for five years following
publication.
Participation and Withdrawal
Your participation in this study is completely voluntary. If you choose to participate, you
can withdraw from the study at any point during the study, up until publication, without
consequence. If you withdraw from the study, we will not use partial data without your
permission. Participants who choose to withdraw will be asked if they would like to delete their
data. Note that it may not be possible to honour all requests for the deletion of data upon
withdrawal, such as in the case where the data has already been published or presented. In
addition, it might not be possible to delete your data from the flow of focus group conversation
because of the interconnected nature of group discussion. Overall, you can stop the preliminary
survey/focus group at any time or withdraw without consequence, and you can refuse to answer
any questions if you do not feel comfortable, and still remain in the study. If you would like to
withdraw from the study, please contact the student investigator, Kaitlyn Kauffeldt, by email at
15kk14@queensu.ca.
Information about the Evaluation Results
Information and findings from the current study will be distributed to all participants
through executive summaries tailored to each stakeholder group following data analysis (e.g.,
breast cancer survivors, health care professionals, and community-based program providers).
The executive summaries will highlight any existing discrepancies in physical activity program
delivery preferences between stakeholder groups. In addition, study findings will be
disseminated to the academic community through a conference presentation and a manuscript.
We encourage you to access these resources if you are interested in the study results.
Questions about the Study
This study has been granted clearance by the Queen’s University Health Sciences and
Affiliated Teaching Hospitals Research Ethics Board according to the recommended principles
of Canadian ethics guidelines and Queen’s policies. Any questions about study participation may
be directed to Kaitlyn Kauffeldt at 15kk14@queensu.ca. Any ethical concerns about the study
may be directed to the Chair of the Queen’s University Health Sciences and Affiliated Teaching
Hospitals Research Ethics Board, Dr. Albert Clark at clarkaf@queensu.ca. We encourage you to
keep a copy of this letter of information.
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RECORD OF CONSENT
I have read the letter of information for Identifying an Optimal Physical Activity Program Model
for Breast Cancer Survivors in Kingston, Ontario being conducted by Dr. Jennifer Tomasone and
Kaitlyn Kauffeldt of Queen’s University, and Dr. Catherine Sabiston of the University of
Toronto. Any questions I had were answered to my satisfaction. I understand that if I agree to
participate in this study, I may withdraw from the study at any time. I also understand that the
information that I provide will not be used in any other capacity except this study. By filling out
and returning this form, I voluntarily agree to participate in the study.
ID CODE (in email) ___________________________________
Date: __________________
WE ENCOURAGE YOU TO PRINT A COPY OF THIS RECORD OF CONSENT FOR
YOURSELF AS WELL.
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Community-Based Program Providers

LETTER OF INFORMATION/CONSENT
Identifying an Optimal Physical Activity Program Model for Community-Based Program
Providers in Kingston, Ontario – Preliminary Survey and Focus Group
Investigators
Student Investigator:
Kaitlyn Kauffeldt
School of Kinesiology and
Health Studies
Queen’s University
Kingston, Ontario, Canada
15kk14@queensu.ca

Principal Investigator:
Dr. Jennifer Tomasone, PhD
School of Kinesiology and
Health Studies
Queen’s University
Kingston, Ontario, Canada
tomasone@queensu.ca

Co-Investigator:
Dr. Catherine Sabiston, PhD
Faculty of Kinesiology and Physical
Education University of Toronto
Toronto, Ontario,
Canada
catherine.sabiston@utoronto.ca

Purpose of the Study
You are invited to participate in an exciting research opportunity focusing on identifying
an ideal physical activity program model for breast cancer survivors in Kingston, Ontario.
Breast cancer survivors often face physical, emotional, and social challenges that affect their
well-being following cancer treatment. Community-based physical activity programming has
been established as effective strategy for enhancing quality of life and well-being for breast
cancer survivors, as it can attenuate many of the negative physical and psychosocial effects of
cancer treatment. Community based physical activity programs have been developed with the
aim of promoting physical activity as a restorative technique among people living with cancer.
However, few community-based physical activity programs have been informed by assessing
preferences for physical activity program delivery across multiple stakeholder groups in cancer
care (e.g., breast cancer survivors, health care professionals, and community-based program
providers). A better understanding of these preferences across multiple stakeholder groups may
serve to optimize physical activity programming for breast cancer survivors.
The primary purpose is to assess the preferences of physical activity program delivery for
breast cancer survivors across multiple stakeholder groups in cancer care (e.g., breast cancer
survivors, health care professionals, and community-based physical activity program providers).
The secondary purpose of this study is to develop recommendations to inform the development
of a physical activity program for breast cancer survivors in Kingston, Ontario. Your
participation will allow us to understand the preferences of physical activity program delivery in
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cancer care from the viewpoint of breast cancer survivors, health care professionals, and
community-based program providers.
Procedures Involved in the Study
If you volunteer to participate in this study, you will be asked to complete an online
preliminary survey that includes questions about your demographic information, and your
perspectives of physical activity programming for breast cancer survivors. The survey should take
approximately 15-minutes to complete and we ask that it be completed by 2 weeks from receiving
the survey link. Following the survey, you will be invited to participate in a 60-minute focus
group with breast cancer survivors, health care professionals, and other community-based program
providers. A focus group is an interactive discussion that explores multiple perspectives about a
topic, where members can think about and comment on what others have said. The purposes of the
focus group are to follow-up on the information in the preliminary survey and to explore the
preferences of physical activity program delivery for breast cancer survivors from multiple
perspectives in cancer care.
Potential Benefits
This study will help us understand the preferences for physical activity program delivery
for breast cancer survivors from the viewpoint of breast cancer survivors, health care
professionals, and community-based program providers. Study findings will contribute to the
development of an optimal model of physical activity program delivery for breast cancer
survivors, with the aim to improve the quality of life for breast cancer survivors in Kingston,
Ontario. Furthermore, they will facilitate learning from other stakeholder groups in cancer care
regarding the physical activity program preferences of breast cancer survivors. In addition, to
recognize your contributions to this project, you will receive $25 cash at the end of the focus
group.
Potential Harms, Risks or Discomforts
As all participants in this study will be living in the Kingston region, there is a social risk
to participating in this research. That is, it may be possible that you may know the other
participants in the focus group (e.g., a physician or oncologist).
There are no other known risks for participating in this study. You do not have to answer
any questions in the preliminary survey and focus group that you do not feel comfortable
answering, and you do not have to give the reason why you chose to not answer a particular
question. You can continue being in the study if you do not answer all the questions, and you
can withdraw from the study at any time without penalty. The student investigator can answer
any questions you may have (via e-mail).
Confidentiality
The information obtained in connection with this study and that can be identified with
you will remain confidential and will be disclosed only with your permission. The preliminary
surveys and focus group data are completely private and electronic copies will be kept in a
password-protected computer at the School of Kinesiology and Health Studies at Queen’s
University (Kingston, ON). The only people who will have access to the data are the
investigators named above. Your personal identity will never be revealed in any reports
regarding this study. Although we will stress confidentiality in the focus group, we cannot
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guarantee that this request will be honored by all participants in the room. Following completion
of the project, data will be stored on a password-protected computer in Dr. Tomasone’s lab in the
School of Kinesiology and Health Studies at Queen’s University for five years following
publication.
Participation and Withdrawal
Your participation in this study is completely voluntary. If you choose to participate, you
can withdraw from the study at any point during the study, up until publication, without
consequence. If you withdraw from the study, we will not use partial data without your
permission. Participants who choose to withdraw will be asked if they would like to delete their
data. Note that it may not be possible to honour all requests for the deletion of data upon
withdrawal, such as in the case where the data has already been published or presented. In
addition, it might not be possible to delete your data from the flow of focus group conversation
because of the interconnected nature of group discussion. Overall, you can stop the preliminary
survey/focus group at any time or withdraw without consequence, and you can refuse to answer
any questions if you do not feel comfortable, and still remain in the study. If you would like to
withdraw from the study, please contact the student investigator, Kaitlyn Kauffeldt, by email at
15kk14@queensu.ca.
Information about the Evaluation Results
Information and findings from the current study will be distributed to all participants through
executive summaries tailored to each stakeholder group following data analysis (e.g., breast
cancer survivors, health care professionals, and community-based program providers). The
executive summaries will highlight any existing discrepancies in physical activity program
delivery preferences between stakeholder groups. In addition, study findings will be
disseminated to the academic community through a conference presentation and a manuscript.
We encourage you to access these resources if you are interested in the study results.
Questions about the Study
This study has been granted clearance by the Queen’s University Health Sciences and Affiliated
Teaching Hospitals Research Ethics Board according to the recommended principles of Canadian
ethics guidelines and Queen’s policies. Any questions about study participation may be directed
to Kaitlyn Kauffeldt at 15kk14@queensu.ca. Any ethical concerns about the study may be
directed to the Chair of the Queen’s University Health Sciences and Affiliated Teaching
Hospitals Research Ethics Board, Dr. Albert Clark at clarkaf@queensu.ca. We encourage you to
keep a copy of this letter of information.
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RECORD OF CONSENT
I have read the letter of information for Identifying an Optimal Physical Activity Program Model
for Breast Cancer Survivors in Kingston, Ontario being conducted by Dr. Jennifer Tomasone and
Kaitlyn Kauffeldt of Queen’s University, and Dr. Catherine Sabiston of the University of
Toronto. Any questions I had were answered to my satisfaction. I understand that if I agree to
participate in this study, I may withdraw from the study at any time. I also understand that the
information that I provide will not be used in any other capacity except this study. By filling out
and returning this form, I voluntarily agree to participate in the study.
ID CODE (in email) ___________________________________
Date: __________________
WE ENCOURAGE YOU TO PRINT A COPY OF THIS RECORD OF CONSENT FOR
YOURSELF AS WELL.
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Appendix I
Online Survey
Breast Cancer Survivors
1. Please indicate your sex
a. Female
b. Male
c. Other – please specify
2. What best describes your racial/ethnic background?
a. White/Caucasian
b. Black/African American
c. Hispanic/Latino
d. Asian/Asian American
e. North American Indian, Metis, or Inuit
f. Multiracial
g. Other (please specify)
3. Please select what best describes your current place of residence
a. Within the district boundaries for the City of Kingston
b. Outside of the district boundaries for the City of Kingston (e.g., Gananoque,
Odessa, Amherstview, Napanee, etc.)
4. Please identify your current age (years)
5. Please specify the date (month/year) of your most recent diagnosis
6. Please select your current marital status
a. Married/common law
b. Divorced/separated
c. Widowed
a. Never married
7. Please select your highest level of education
a. Some high school
b. Completed high school
c. Some university/college
d. Completed university/college
e. Some post-graduate program
f. Completed post-graduate program
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8. Please select your current employment status
a. Retired
b. Fulltime
c. Homemaker
d. Unemployed
e. Part-time
f. Other: ____________
9. Please select your annual family income
a. <$20,000
b. $20,000-$39,000
c. $40,000-$59,00
d. $60,000-$79,000
e. $80,000-$99,999
f. >$100,000
10. Please select the cancer stage that you were most recently diagnosed with
a. I
b. II
c. III
d. IV
11. Please select the forms of treatment you have received for your breast cancer diagnosis
a. Surgery
b. Chemotherapy
c. Radiation
d. Other – please specify
Current Physical Activity Participation
During a typical 7-day period (a week), how many times on the average do you do the following
kinds of exercise for more than 15 minutes during your free time (write on each line the
appropriate number).
1. Strenuous exercise (heart beats rapidly; e.g., running, jogging, hockey, football, soccer,
squash, basketball, cross country skiing, judo, roller skating, vigorous swimming,
vigorous long distance bicycling) ____________
2. Moderate exercise (not exhausting; e.g., fast walking, baseball, tennis, easy bicycling,
volleyball, badminton, easy swimming, alpine skiing, popular and folk dancing)
___________
3. Mild exercise (minimal effort; e.g., yoga, archery, fishing from river bank, bowling,
horseshoes, golf, snow-mobiling, easy walking) ___________
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4. During a typical 7-Day period (a week) in your leisure time, how often do you engage in
any regular activity long enough to work up a sweat (heart beats rapidly)?
(Often, Sometimes, Never/Rarely) ___________
Core Programming Components
The following questions will ask you about several different elements of a physical activity
program. Please indicate your preference for each of the following questions.
1. What is your preferred physical activity program setting? Select all that apply.
a. Community-based program (e.g., Recreational centre, non-profit organization)
b. Academic institution (e.g., university)
c. Hospital program (e.g., cancer centre)
d. Rehabilitation centre
e. At home (i.e. online platform)
f. No preference
g. Other – please indicate: __________
2. What are your preferred types of physical activity? Select all that apply.
a. Aqua exercise (e.g., swimming, water-based exercises)
b. Aerobic (e.g., walking, cycling, rowing)
c. Strength (e.g., resistance band exercises, free weight)
d. Balance
e. Flexibility (e.g., stretching)
f. Combination – please specify: _____________
g. Other – please specify: ____________
3. How many times per week would you like a physical activity program to be offered?
a. Once/week
b. Twice/week
c. Other – please specify: _________
4. What is your preferred duration for each physical activity session?
a. <30 min
b. 30 min
c. 1 hour
d. 1.5 hours
e. 2 hours
f. Other – please specify: ________
5. What is your preferred length of physical activity programming?
a. 8 weeks
b. 12 weeks
c. 20 weeks
d. 24 weeks
e. No end point (ongoing participation)
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6. Please rate your agreement with each of the following statements regarding your
participation in a physical activity program:
•

I prefer to participate with other members who have the same cancer type as me
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer to participate with other members who are close in age to me
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer to participate with other members who are in the same cancer phase (e.g.,
treatment, post-treatment) as me
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer to participate with members who are female
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer to participate with members who are male
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer participating in group physical activity (i.e. performing the same exercises
as all group members)
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer having a physical activity program that is customized to my needs (i.e.,
performing exercises prescribed specifically for me)
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer having a consistent and scheduled exercise session that I attend each week
(i.e. Tuesday at 9:30am)
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer having a flexible program schedule where I am able to choose which
exercise sessions I can attend each week
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer to perform physical activity exercises in smaller groups (6-10 people)
(1=Strongly Disagree to 7=Strongly Agree)

•

I prefer to perform physical activity exercises in larger groups (10-20 people)
(1=Strongly Disagree to 7=Strongly Agree)

•

The amount of participants in an exercise session does not influence my physical
activity participation
(1=Strongly Disagree to 7=Strongly Agree)
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•

It is important to me that my physical activity program includes a formal
education component (e.g., nutrition, stress management, fatigue, etc.)
(1=Strongly Disagree to 7=Strongly Agree)

•

It is important to me that I am able to continue exercising with other cancer
survivors after my physical activity program has ended
(1=Strongly Disagree to 7=Strongly Agree)

7. Please select any of the following educational topics that are important to you:
a. Overtraining and undertraining
b. Goal setting
c. Mindfulness and relaxation
d. Nutrition and diet
e. Emotional well-being
f. Managing cancer-related fatigue
g. Lymphedema management
h. Shoulder limitations and conditions
i. Pelvic health
j. Prosthetics
k. Creating a support group
l. Community resources and support
m. Other – please specify: ___________________
8. How much are you willing to pay per month for a physical activity program?
a. $10
b. $20
c. $40
d. Other – please specify: __________
9. Would program cost influence your participation in a physical activity program?
a. Yes
b. No
c. If so, please describe: __________________
10. What is the ideal level of training a person needs to prescribe exercises for a breast
cancer survivor?
a. Personal training certification (e.g., aqua fitness – no prerequisite knowledge
required)
b. Registered Kinesiologist
c. Physiotherapist
d. Exercise Physiologist
e. Other - please specify: __________________
f. Unsure
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11. What is the minimum level of training a person needs to prescribe exercises for a breast
cancer survivor?
a. Personal training certification (e.g., aqua fitness - no prerequisite knowledge
required)
b. Registered Kinesiologist
c. Physiotherapist
d. Exercise Physiologist
e. Other – please specify
f. Unsure
12. Is medical supervision important to your participation in a physical activity program?
(e.g., having a nurse or physician present when you are performing physical activity)
a. Yes
b. No
c. Why or why not? _____________________
13. Would the presence of program volunteers to assist you in your physical activity program
(e.g., students, breast cancer survivors, etc.) influence your participation in a physical
activity program?
a. Yes
b. No
c. Why or why not? ______________________
14. Are there any other professional disciplines that are important to you to have on the
physical activity program team? Select all that apply.
a. Physiotherapist
b. Occupational therapist
c. Psychologist
d. Exercise physiologist
e. Kinesiologist
f. Dietitian
g. Registered massage therapist
h. Social worker
i. Wellness chef
j. Other – please specify: _________________
Is there anything that we have missed that you feel is important for your physical activity
experience?
[open comment box]
Thank you very much for completing this preliminary survey. The student investigator will be in
touch with you shortly to schedule your focus group.
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Healthcare Professionals
1. Please indicate your sex
a. Female
b. Male
c. Other – please specify: _______
2. Please specify your age (years): ________
3. Please specify your number of years in practice: _______
4. Please indicate your primary clinical role:
a. Allied health
b. Nurse practitioner
c. Family Physician
d. Radiation oncologist
e. Medical oncologist
f. Other – please specify: ___________
5. Please indicate the type of cancers you treat on a regular basis (check all that apply):
a. Breast
b. Lung
c. Gastrointestinal – lower
d. Gastrointestinal – upper
e. Head and neck
f. Gynecological
g. Central nervous system
h. Melanoma and skin
i. Sarcoma
j. Hematological
k. Genitourinary
l. General practice
m. Other – please specify: ______
6. Please indicate your main area(s) of clinical practice (check all that apply):
a. Radiation oncology
b. Medical oncology
c. Hematology/oncology
d. Symptom management and palliative care
e. Surgical oncology
f. Other – please specify: ___________
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Current Physical Activity Participation
During a typical 7-day period (a week), how many times on the average do you do the following
kinds of exercise for more than 15 minutes during your free time (write on each line the
appropriate number).
1. Strenuous exercise (heart beats rapidly; e.g., running, jogging, hockey, football, soccer,
squash, basketball, cross country skiing, judo, roller skating, vigorous swimming,
vigorous long distance bicycling) ____________
2. Moderate exercise (not exhausting; e.g., fast walking, baseball, tennis, easy bicycling,
volleyball, badminton, easy swimming, alpine skiing, popular and folk dancing)
___________
3. Mild exercise (minimal effort; e.g., yoga, archery, fishing from river bank, bowling,
horseshoes, golf, snow-mobiling, easy walking) ___________
4. During a typical 7-Day period (a week) in your leisure time, how often do you engage in
any regular activity long enough to work up a sweat (heart beats rapidly)?
(Often, Sometimes, Never/Rarely) ___________
Core Programming Components
1. Based on the following program settings, to which of the following would you be most
likely to refer a patient? Select all that apply.
a. Community-based program (e.g., Recreational centre, non-profit organization)
b. Academic institution (e.g., university)
c. Hospital program (e.g., cancer centre)
d. Rehabilitation centre
e. At home (i.e. online platform)
f. No preference
g. Other – please specify: ________________
2.

What types of activity would be most beneficial to your patients? Select all that apply.
a. Aqua exercise (e.g., swimming, water-based exercises)
b. Aerobic (e.g., walking, cycling, rowing)
c. Strength (e.g., resistance band exercises, free weight)
d. Balance
e. Flexibility (e.g., stretching)
f. Combination – please specify: _____________
g. Other – please specify: ____________
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3. How many times per week would you recommend your patients participate in a physical
activity program?
a. Once/week
b. Twice/week
c. Other – please specify: _________
4. How long would you recommend the duration of your patients’ physical activity session
to be?
a. <30 min
b. 30 min
c. 1 hour
d. 1.5 hours
e. 2 hours
f. Other – please specify: ________
5. How many weeks would you recommend a physical activity program be offered to your
patients?
a. 8 weeks
b. 12 weeks
c. 20 weeks
d. 24 weeks
e. No end point (ongoing participation)
6. How important is it for your breast cancer patients to:
•

Participate with other members who have the same cancer type
(1=Not important to 7=Very Important)

•

Participate with other members who are close in age
(1=Not important to 7=Very Important)

•

Participate with other members who are in the same cancer phase (e.g., treatment,
post-treatment (1=Not important to 7=Very Important)

•

Participate with other members who are female
(1=Not important to 7=Very Important)

•

Participate with members who are male
(1=Not important to 7=Very Important)

•

Participate in group physical activity (i.e. performing the same exercises as all
group members)
(1=Not important to 7=Very Important)

•

Have a physical activity program that is customized to their needs
(1=Not important to 7=Very Important)
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•

Have a consistent and scheduled exercise session that they attend each week (i.e.
Tuesday at 9:30am)
(1=Not important to 7=Very Important)

•

Have a flexible program schedule where they are able to choose which exercise
sessions they attend each week
(1=Not important to 7=Very Important)

•

Perform physical activity exercises in smaller groups (6-10 people)
(1=Not important to 7=Very Important)

•

Perform physical activity exercises in larger groups (10-20 people)
(1=Not important to 7=Very Important)

•

Participate in programs that have formal education components (e.g., nutrition,
stress management, fatigue, etc)
(1=Not important to 7=Very Important)

•

Continue exercising with other cancer survivors after their physical activity
program has ended
(1=Not important to 7=Very Important)

7. Please select any of the following educational topics that are important for your patients.
Select all that apply.
a. Overtraining and undertraining
b. Goal setting
c. Mindfulness and relaxation
d. Nutrition and diet
e. Emotional well-being
f. Managing cancer related fatigue
g. Lymphedema management
h. Shoulder limitations and conditions
i. Pelvic health
j. Prosthetics
k. Creating a support group
l. Community resources and support
m. Other – please specify: _______
8. Would knowing that a physical activity program regularly collects research data on
program participants influence your decision to refer to the physical activity program?
a. Yes
b. No
c. Why or why not? _____________
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9. What is the ideal level of training a person needs to prescribe exercises for a breast
cancer population?
a. Personal training certification (e.g., aqua fitness - no prerequisite knowledge
required)
b. Registered Kinesiologist
c. Physiotherapist
d. Exercise Physiologist
e. Other - please specify: _______________
f. Unsure
10. What is the minimum level of training a person needs to prescribe exercises for a breast
cancer survivor?
a. Personal training certification (e.g., aqua fitness - no prerequisite knowledge
required)
b. Registered Kinesiologist
c. Physiotherapist
d. Exercise Physiologist
e. Other – please specify: _______________
f. Unsure
11. Does the presence of medical supervision during program sessions influence your referral
to a physical activity program? (e.g., having a nurse or physician present when patients
are performing physical activity)
a. Yes
b. No
12. Would the presence of program volunteers to assist participants in the physical activity
program (e.g., students, breast cancer survivors, etc.) influence your decision to refer a
patient to a physical activity program?
a. Yes
b. No
c. Why or why not? ___________
13. Are there any other professional disciplines that are important to have on a program team
when referring your patient to a physical activity program? Select all that apply.
a. Physiotherapist
b. Occupational therapist
c. Psychologist
d. Exercise physiologist
e. Kinesiologist
f. Dietitian
g. Registered massage therapist
h. Social worker
i. Wellness chef
j. Other – please specify: _________
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Is there anything that we have missed that you feel is important for you to know when referring
your patient to a physical activity program?
[open comment box]
Thank you very much for completing this preliminary survey. The student investigator will be in
touch with you shortly to schedule your focus group.
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Community-based Program Providers
1. Please indicate your sex
a. Female
b. Male
c. Other – please specify: __________
2. Please specify your age (years): __________
3. Please specify the name of your physical activity program: _____________
4. Please specify your position (role) within this physical activity program ______________
5. Please specify the typical population that attends your physical activity program (e.g.,
older adults, persons with a disability, cancer survivors): _______________
6. What year was your program launched?
Core Programming Components
1. What is the most feasible location for a physical activity program for breast cancer
survivors?
a. Within the district boundaries for the City of Kingston)
b. Outside of the district boundaries for the City of Kingston (e.g., Gananoque,
Odessa, Amherstview, Napanee, etc)
c. No preference
2. What is your preferred physical activity program setting? Select all that apply.
a. Community-based program (e.g., Recreational centre, non-profit organization)
b. Academic institution (e.g., university)
c. Hospital program (e.g., cancer centre)
d. Rehabilitation centre
e. At home (i.e. online platform)
f. No preference
g. Other – please specify: __________
3. Which types of activities are the most feasible to deliver to program participants? Select
all that apply.
a. Aqua exercise (e.g., swimming, water-based exercises)
b. Aerobic (e.g., walking, cycling, rowing)
c. Strength (e.g., resistance band exercises, free weight)
d. Balance
e. Flexibility (e.g., stretching)
f. Combination – please specify: _____________
g. Other – please specify: ____________
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4. How many times should participants attend a physical activity program each week?
a. Once/week
b. Twice/week
c. Other – please specify: ____________
5. What should the duration of each physical activity session be?
a. < 30 min
b. 30 min
c. 1 hour
d. 1.5 hours
e. 2 hours
f. Other – please specify: ________
6. How many weeks should a physical activity program be offered to program participants?
a. 8 weeks
b. 12 weeks
c. 20 weeks
d. 24 weeks
e. No end point (ongoing participation)
7. Is it feasible to incorporate formal education in the delivery of a physical activity
program (i.e., guest speakers, health management)?
a. Yes
b. No
c. Why or why not? __________
8. Is it important to regularly collect research data from participants as part of the physical
activity program?
a. Yes
b. No
c. Why or why not? _____________
9. What is the ideal level of training a person needs to prescribe exercises for a breast
cancer population?
a. Personal training certification (e.g., aqua fitness – no prerequisite knowledge
required)
b. Registered Kinesiologist
c. Physiotherapist
d. Exercise Physiologist
e. Other - please specify: ________
f. Unsure
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10. What is the minimum level of training a person needs to prescribe exercises for a breast
cancer survivor?
a. Personal training certification (e.g., aqua fitness– no prerequisite knowledge
required)
b. Registered Kinesiologist
c. Physiotherapist
d. Exercise Physiologist
e. Other – please specify: _______________
f. Unsure
11. Is medical supervision feasible to incorporate in the delivery of a physical activity
program? (e.g., having a nurse or physician present when participants are performing
physical activity)
a. Yes
b. No
c. Why or why not? _________
12. Is it important to include program volunteers (e.g., to assist participants in the physical
activity program) in the delivery of a PA program?
a. Yes
b. No
c. Why or why not? __________
13. What is a preferable exercise instructor/volunteer to participant ratio in a physical activity
program?
a. 1:1
b. 1:3
c. 1:6
d. 1:12
e. Other – Please specify: _______________
14. What other professional disciplines are important to include in a physical activity
program team? Select all that apply
a. Physiotherapist
b. Occupational therapist
c. Psychologist
d. Exercise physiologist
e. Kinesiologist
f. Dietitian
g. Registered massage therapist
h. Social worker
i. Wellness chef
j. Other – please specify: ______________
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Is there anything that we have missed that you feel is important for you when delivering a
physical activity program?
[open text box]
Thank you very much for completing this preliminary survey. The student investigator will be in
touch with you shortly to schedule your focus group.
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Appendix J
Focus Group Guide
Introduction
Welcome everyone. My name is Kaitlyn, and this is my research assistant. We would like to
thank each of you for taking time to participate today. We’ll be here for about an hour.
The reason we are here is to gather your information regarding your preferences for physical
activity program delivery for breast cancer survivors. The product of this research is that we are
aiming to create a physical activity program for breast cancer survivors.
I will be moderating our discussion today. I will be asking you some questions, then encouraging
and prompting our discussion. Nicole will be taking notes on the conversations we have today.
These notes will be used to refresh our memory on our focus group discussion when we analyze
the data.
I would like you to know this focus group will be audio recorded. However, the identity of all
participants in this focus group will remain confidential. The recording allows us to revisit our
discussion for the purposes of better understanding what was discussed.
To allow our conversation to flow more freely, I’d like to share a few guiding points with you:
1. To ensure that everyone’s voice be heard, and that all people in attendance are treated
with respect, try not to interrupt or speak over anyone in the group. Furthermore, it is
difficult to capture everyone’s experience and perspective on our audio recording,
especially if there are multiple voices at once.
2. Do your best to avoid side conversations.
3. Do not feel pressured to answer every single question, however, everyone’s perspective is
valuable and I would like to hear from each of you today as the discussion progresses.
4. This is a confidential discussion. This means, except for the report that will be written,
what is said in this room stays in this room. We want all of you to feel free to comment
on each other’s remarks without fear that your comments will be repeated later and
possibly taken out of context. As a reminder all reporting of the data in this study will be
done anonymously, under pseudonyms.
5. There are no “wrong answers,” just different opinions. Express what is true for you, even
if you’re the only one who feels that way. Don’t let the group sway you. But if you do
change your mind, let us know.
6. Let me know if you need a break.
7. Are there any questions?
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Before we start, I’d like to know a little about each of you. We can go around the circle, please
mention:
Your name, your participant number, and your current position or what brought you here today
(health care professional, program provider, or other)
Opening Question
1. In your opinion, what would an ideal physical activity program for breast cancer
survivors in Kingston look like?
Environment
a. What is an ideal physical activity program setting for breast cancer survivors?
i. The responses from the survey suggested X.
1. What makes this setting ideal?
2. What other settings might work?
b. What is an ideal social environment for the physical activity program?
i. Characteristics of other participants?
ii. Number of participants in each program session?
Delivery Team
c. What types of professionals would you want to deliver a physical activity
program to breast cancer survivors? (i.e., kinesiologist, physiotherapist)
i. The responses from the survey indicated X, why do you think this is the
case?
ii. What other professionals should be represented in an ideal physical
activity program team for breast cancer survivors? Why?
d. What types of qualities are most important to you in a physical activity program
team?
i. What makes these qualities important?
Core Program Practices
a. What would be an ideal structure for a physical activity program for breast cancer
survivors?
i. If you are participating in these programs as a breast cancer survivor, what
would you consider to be ideal?
ii. If you are referring to these programs as a health care professional, what
would you consider to be ideal?
iii. As a provider of physical activity programs, what would you consider to
be ideal?
iv. The results of our survey found X
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1. What makes this structure ideal?
2. What other structures might work?
b. What type of activities should a physical activity program for breast cancer
survivors include?
i. What makes these activities ideal?
ii. Are there any activities that we have discussed that in your opinion, would
not be ideal?
iii. X was rated as the most preferred activity on the survey, why do you think
that this might be the case?
iv. X was rated as the least preferred activity on the survey, why do you think
that this might be the case?
Concluding Questions
2. What would be the most important feature of a physical activity program for breast
cancer survivors?
a. Why is this feature most important?
3. Are there any other components of a physical activity program that would be important to
discuss that we have not touched on today?
a. If so, please describe
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