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Background: Yoga is an effective clinical intervention for can-
cer survivors. Most studies of the positive effects of yoga on 
cancer patients report on predominantly middle-aged women 
with breast cancer. Less is known about the use of yoga in 
older adults, veterans, and those from diverse racial or ethnic 
backgrounds.
Methods: We examined strategies to enhance access to 
yoga in older veterans after cancer, focusing on education 
(study 1) and intervention (study 2). Study 1 included 110 par-
ticipants with a median (SD) age of 64.9 (9.4) years who were 
mostly male (99%) cancer survivors who were interviewed 
12 months after their cancer diagnosis. Study 2 included  
28 participants with a median (SD) age of 69.2 (10.9) years 
who were mostly male (96%) cancer survivors who partici-
pated in a yoga program within 3 years of their cancer di-
agnosis. Standardized interviews assessed interest in and 
barriers to yoga while self-reporting assessed health-related 
quality of life and beliefs about yoga. 

Results: In study 1, interest in yoga increased from 5.5 to 
31.8% (χ2 = 22.25, P < .001) following education. In open-
ended questions 4 themes related to negative beliefs or bar-
riers emerged: lack of knowledge or skepticism, disinterest 
or dislike, physical health barriers, and logistical barriers. In 
study 2, beliefs were more positive following intervention for 
expected benefits (t = 4.44, P < .001), discomfort (t = 4.92,  
P < .001), and social norms (t = 4.38, P < .001) related to 
yoga. Physical function improved after participation in a yoga 
class, especially for those with higher beliefs in yoga prior to 
class. Age was not associated with beliefs about yoga in ei-
ther sample. 
Conclusions: A portion of older veterans who are cancer 
survivors were interested in yoga but faced access barri-
ers. Implications for practice and research include increas-
ing knowledge about yoga benefits and addressing physical 
health and logistical barriers to enhance access to yoga for 
older veterans.
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Yoga is an effective clinical interven-
tion for cancer survivors. Studies 
indicate a wide range of benefits, in-

cluding improvements in physical func-
tioning, emotional well-being and overall 
quality of life.1-7 Two-thirds of National 
Cancer Institute designated comprehensive 
cancer centers offer yoga on-site.8 Yoga is 
endorsed by the National Comprehensive 
Cancer Network and American Society of 
Clinical Oncology for managing symptoms, 
such as cancer-related anxiety and depres-
sion and for improving overall quality of 
life.9,10 

Although the positive effects of yoga on 
cancer patients are well studied, most pub-
lished research in this area reports on pre-
dominantly middle-aged women with breast 
cancer.11,12 Less is known about the use of 
yoga in other groups of cancer patients, such 
as older adults, veterans, and those from di-
verse racial or ethnic backgrounds. This gap 
in the literature is concerning considering 
that the majority of cancer survivors are aged 
60 years or older, and veterans face unique 
risk factors for cancer associated with herbi-
cide exposure (eg, Agent Orange) and other 
military-related noxious exposures.13,14 Older 

cancer survivors may have more difficulty re-
covering from treatment-related adverse ef-
fects, making it especially important to target 
recovery efforts to older adults.15 Yoga can be 
adapted for older cancer survivors with age-
related comorbidities, similar to adaptations 
made for older adults who are not cancer sur-
vivors but require accommodations for phys-
ical limitations.16-20 Similarly, yoga programs 
targeted to racially diverse cancer survivors 
are associated with improved mood and well-
being in racially diverse cancer survivors, but 
studies suggest community engagement and 
cultural adaptation may be important to ad-
dress the needs of culturally diverse cancer 
survivors.21-23

Yoga has been increasingly studied within 
the Veterans Health Administration (VHA) 
for treatment of posttraumatic stress disorder 
(PTSD) and has been found effective in re-
ducing symptoms through the use of trauma-
informed and military-relevant instruction 
as well as a military veteran yoga teacher.24-26 
This work has not targeted older veterans 
or cancer survivors who may be more diffi-
cult to recruit into such programs, but who 
would nevertheless benefit. 

Clinically, the VHA whole health model 
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is providing increased opportunities for vet-
erans to engage in holistic care including 
yoga.27 Resources include in-person yoga 
classes (varies by facility), videos, and hand-
outs with practices uniquely designed for 
veterans or wounded warriors. As clinicians 
increasingly refer veterans to these programs, 
it will be important to develop strategies to 
engage older veterans in these services. 

One important strategy to enhancing ac-
cess to yoga for older veterans is to consider 
beliefs about yoga. Beliefs about yoga or gen-
eral expectations about the outcomes of yoga 
may be critical to consider in expanding ac-
cess to yoga in underrepresented groups. Be-
liefs about yoga may include beliefs about 
yoga improving health, yoga being difficult 
or producing discomfort, and yoga involving 
specific social norms.28 For example, confi-
dence in one’s ability to perform yoga despite 
discomfort predicted class attendance and 
practice in a sample of 32 breast cancer sur-
vivors.29 Relatedly, positive beliefs about the 
impact of yoga on health were associated 
with improvements in mood and quality of 
life in a sample of 66 cancer survivors.30

The aim of this study was to examine av-
enues to enhance access to yoga for older 
veterans, including those from diverse back-
grounds, with a focus on the role of beliefs. 
In the first study we investigate the associ-
ation between beliefs about and barriers to 
yoga in a group of older cancer survivors, 
and we consider the role of demographic and 
clinical variables in such beliefs and how ed-
ucation may alter beliefs. In alignment with 
the whole health model of holistic health, we 
posit that yoga educational materials and re-
sources may contribute to yoga beliefs and 
work to decrease these barriers. We apply 
these findings in a second study that enrolled 
older veterans in yoga and examining the im-
pact of program participation on beliefs and 
the role of beliefs in program outcomes. In 
the discussion we return to consider how 
to increase access to yoga to older veterans 
based on these findings.

METHODS
Study 1 participants were identified from 
VHA tumor registries. Eligible patients 
had head and neck, esophageal, gastric, 

TABLE 1 Demographic and Clinical Characteristics
Observational Study  

(N = 110)
Interventional Study  

(N = 28)

Age, mean (SD) [range], y 64.9 (9.4) [41-88] 69.2 (10.9) [55-87]

Sex, No. (%) 
  Male
  Female

 
109 (99.1)

1 (0.9)

 
27 (96.4)

1 (3.6)

Race/ethnicity, No. (%)
  White, non-Hispanic
  Black/African American
  Hispanic

 
78 (70.9)
20 (18.2)

9 (8.2)

 
25 (89.3)
3 (10.7)

0

Education, No. (%)
 Grade school (1-8 y)
 Some high school (9-12 y)
 High school graduate
 College courses/ degree
 Postgraduate courses/degree

 
2 (1.8)

13 (11.8)
40 (36.4)
43 (39.1)
12 (10.9)

 
1 (3.6)
6 (21.4)
5 (17.9)
14 (50.0)

2 (7.1)

Cancer types, No. (%)
 Blood
 Colorectal
 Esophageal/gastric
 Genitourinary
 Lung
 Head and neck 
 Thyroid

0
56 (50.9)
11 (10.0)

0
0

43 (39.1)
0

 
4 (14.3)
5 (17.9)
2 (7.1)

10 (35.7)
4 (14.3)
2 (7.1)
1 (3.6)

American Joint Committee on Cancer stage, No. (%)
 1
 2
 3
 4

32 (29.1)
28 (25.5)
25 (22.7)
25 (22.7)

8 (28.6)
10 (35.7)
7 (25.0)
3 (10.7)
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or colorectal cancers and were excluded if 
they were in hospice care, had dementia, or 
had a psychotic spectrum disorder. Partic-
ipants completed a face-to-face semistruc-
tured interview at 6, 12, and 18 months after 
their cancer diagnosis with a trained inter-
viewer. Complete protocol methods, includ-
ing nonresponder information, are described  
elsewhere.31

Questions about yoga were asked at the 
12 month postdiagnosis interview. Partici-
pants were read the following: “Here is a list 
of services some patients use to recover from 
cancer. Please tell me if you have used any 
of these.” The list included yoga, physical 
therapy, occupational therapy, exercise, med-
itation, or massage therapy. Next participants 
were provided education about yoga via the 
following description: “Yoga is a practice of 
stress reduction and exercise with stretch-
ing, holding positions and deep breathing. 
For some, it may improve your sleep, en-
ergy, flexibility, anxiety, and pain. The pos-
tures are done standing, sitting, or lying 
down. If needed, it can be done all from a 
chair.” We then asked whether they would 
attend if yoga was offered at the VHA hos-
pital (yes, no, maybe). Participants provided 
brief responses to 2 open-ended questions: 
(“If I came to a yoga class, I …”; and “Is there 
anything that might make you more likely to 

come to a yoga class?”) Responses were tran-
scribed verbatim and entered into a database 
for qualitative analysis. Subsequently, partic-
ipants completed standardized measures of 
health-related quality of life and beliefs about 
yoga as described below.

Study 2 participants were identified from 
VHA tumor registries and a cancer sup-
port group. Eligible patients had a diagnosis 
of cancer (any type except basil cell carci-
noma) within the previous 3 years and were 
excluded if they were in hospice care, had 
dementia, or had a psychotic spectrum dis-
order. Participants completed face-to-face 
semistructured interviews with a trained in-
terviewer before and after participation in an 
8-week yoga group that met twice per week. 
Complete protocol methods are described 
elsewhere.16 This paper focuses on 28 of the 
37 enrolled patients for whom we have com-
plete pre- and postclass interview data. We 
previously reported on adaptations made to 
yoga in our pilot group of 14 individuals, 
who in this small sample did not show sta-
tistically significant changes in their qual-
ity of life from before to after the class.16 This 
analysis includes those 14 individuals and  
14 who participated in additional classes, fo-
cusing on beliefs, which were not previously 
reported.

Measures
Participants reported their age, gender, eth-
nicity (Hispanic/Latino or not), race, and 
level of education. Information about the 
cancer diagnosis, American Joint Commit-
tee on Cancer (AJCC) cancer stage, and 
treatments was obtained from the medical 
record. The Physical Function and Anxiety 
Subscales from the Patient-Reported Out-
comes Measurement Information System 
were used to measure health-related quality 
of life (HRQoL).32-34 Items are rated on a Lik-
ert scale from 1 (not at all) to 5 (very much). 

The Beliefs About Yoga Scale (BAYS) was 
used to measure beliefs about the outcomes 
of engaging in yoga.28 The 11-item scale has 
3 factors: expected health benefits (5 items), 
expected discomfort (3 items), and expected 
social norms (3 items). Items from the ex-
pected discomfort and expected social norms 
are reverse scored so that a higher score in-
dicates more positive beliefs. To reduce  
participant burden, in study 1 we selected 1 

TABLE 2 Variables Associated With Beliefs About Yoga
Expected 
Benefits

Expected 
Discomforta

Expected 
Social Normsa

Study 1 Study 2b Study 1 Study 2b Study 1 Study 2b

Age -.10 .00 .10 -.03 -.05 -.06

Education .19 .28 .06 .60c .22d .35

Racec .20d -- .20d -- .03 --

Stage -.27e -.01 .11 -.02 .19d -.10

Physical 
function

.07 .75e .20d .50e .14 .49d

Anxiety -.02 .24 -.18 -.01 -.13 -.07

F 2.53d 6.80d 3.12e 5.49e 2.98d 2.24

R2 .13 .61 .16 .55 .15 .33

aReverse scored so that higher is less discomfort or perceived negative social norms.
bRace was not included as an independent variable in study 2 due to small cell 
sample size.
c0, White; 1, Black/African American, Hispanic, or other person of color. 
dP < .05.
eP < .01.

Yoga Beliefs
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item from each factor with high factor load-
ings in the original cross-validation sample.28 
It would improve my overall health (Bene-
fit, factor loading = .89); I would have to be 
more flexible to take a class (Discomfort, fac-
tor loading = .67); I would be embarrassed in 
a class (Social norms, factor loading = .75). 
Participants in study 2 completed the entire 
11-item scale. Items were summed to create 
subscales and total scales. 

Analysis
Descriptive statistics were used in study 1 
to characterize participants’ yoga experience 
and interest. Changes in interest pre- and 
posteducation were evaluated with χ2 com-
parison of distribution. The association of be-
liefs about yoga with 3 levels of interest (yes, 
no, maybe) was evaluated through analysis 
of variance (ANOVA) comparing the mean 
score on the summed BAYS items among the 
3 groups. The association of demographic 
(age, education, race) and clinical factors 
(AJCC stage, physical function) with BAYS 
was determined through multivariate linear 
regression. 

For analytic purposes, due to small sub-
group sample sizes we compared those who 
identified as non-Hispanic White adults to 
those who identified as African American/
Hispanic/other persons. To further evaluate 
the relationship of age to yoga beliefs, we ex-
amined beliefs about yoga in 3 age groups 
(40-59 years [n = 24]; 60-69 years [n = 58]; 
70-89 years [n = 28]) using ANOVA com-
paring the mean score on the summed 
BAYS items among the 3 groups. In study 2, 
changes in interest before and after the yoga 
program were evaluated with paired t tests 
and repeated ANOVA, with beliefs about 
yoga prior to class as a covariate. The associa-
tion of demographic and clinical factors with 
BAYS was determined as in the first sample 
through multivariate linear regression, except 
the variable of race was not included due to 
small sample size (ie, only 3 individuals iden-
tified as persons of color). 

Thematic analysis in which content- 
related codes were developed and subse-
quently grouped together was applied to the 
data of 110 participants who responded to 
the open-ended survey questions in study 
1 to further illuminate responses to closed-
ended questions.35 Transcribed responses to 

the open-ended questions were transferred 
to a spreadsheet. An initial code book with 
code names, definitions, and examples was 
developed based on an inductive method by 
one team member (EA).35 Initially, coding 
and tabulation were conducted separately 
for each question but it was noted that con-
tent extended across response prompts (eg, 
responses to question 2 “What might make 
you more likely to come?” were spontane-
ously provided when answering question 1), 
thus coding was collapsed across questions. 
Next, 2 team members (EA, KD) coded the 
same responses, meeting weekly to discuss 
discrepancies. The code book was revised fol-
lowing each meeting to reflect refinements 
in code names and definitions, adding newly 
generated codes as needed. The process con-
tinued until consensus and data saturation 
was obtained, with 90% intercoder agree-
ment. Next, these codes were subjected to 
thematic analysis by 2 team members (EA, 
KD) combining codes into 6 overarching 
themes. The entire team reviewed the codes 
and identified 2 supra themes: positive beliefs 
or facilitators and negative beliefs or barriers. 

Consistent with the concept of reflexivity 
in qualitative research, we acknowledge the 
influence of the research team members on 
the qualitative process.36 The primary coding 

FIGURE 1 Interest in Yoga Before and After Education in 
Older Male Cancer Survivors (N = 110)

 

Before education, participants were asked whether they “have used yoga since 
cancer"; postassessment, participants were asked whether they would come to a 
class at the US Department of Veterans Affairs. Maybe response refers to those who 
indicated they might come; distributions are significantly different (χ2 = 22.25, P < .001).  
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team (EA, KD) are both researchers and em-
ployees of Veterans Affairs Boston Healthcare 
System who have participated in other re-
search projects involving veterans and quali-
tative analyses but are not yoga instructors or 
yoga researchers. 

RESULTS
Study 1
The sample of 110 military veterans was 
mostly male (99.1%) with a mean (SD) age 
of 64.9 (9.4) years (range, 41-88)(Table 1). 
The majority (70.9%) described their race/
ethnicity as White, non-Hispanic followed 
by Black/African American (18.2%) and His-
panic (8.2%) persons; 50.0% had no more 
than a high school education. The most 
common cancer diagnoses were colorectal 
(50.9%), head and neck (39.1%), and esoph-
ageal and gastric (10.0%) and ranged from 
AJCC stages I to IV. 

When first asked, the majority of partici-

pants (78.2%) reported that they were not in-
terested in yoga, 16.4% reported they might 
be interested, and 5.5% reported they had 
tried a yoga class since their cancer diagnosis. 
In contrast, 40.9% used exercise, 32.7% used 
meditation, 14.5% used physical or occupa-
tional therapy, and 11.8% used massage ther-
apy since their cancer diagnosis.

After participants were provided the brief 
scripted education about yoga, the level of 
interest shifted: 46.4% not interested, 21.8% 
interested, and 31.8% definitely interested, 
demonstrating a statistically significant shift 
in interest following education (χ2 = 22.25,  
P < .001) (Figure 1). Those with the most 
positive beliefs about yoga were most likely 
to indicate interest. Using the BAYS 3-item 
survey, the mean (SD) for the definitely in-
terested, might be interested, and not in-
terested groups was 15.1 (3.2), 14.1 (3.2), 
and 12.3 (2.5), respectively (F = 10.63,  
P < .001). 

TABLE 3 Qualitative Themes Related to Positive or Negative Beliefs About Yoga
Themes Definitions Exemplars

Positive belief/facilitator

Expectation that 
yoga would be 
helpful (n = 38)
 

Yoga would be new,  
interesting, or would help  
physical health and mental 
health.

Would participate to help [me] cope with the overall pain and 
help [my] overall mind.
Anything that quiets the mind and body would be great.  
I don’t think yoga is a physical thing. It’s more mental.
Think it would be funny…a stress relief.

Openness to  
observation or  
participation  
(n = 24)

General openness toward  
participating or at least  
observing a class, including 
factors that enhance openness 
like peer or gender group.

Would think about it after treatment.
For better companionship, fellowship…a veteran wouldn’t 
feel out of place. Veterans would have more in common [and 
be] more at ease. 
Would come just to see if it would reduce the stress.

Negative beliefs/barriers

Lack of  
knowledge or 
skepticism  
(n = 25)

Responses reflecting lack of 
knowledge or skepticism  
toward yoga, including  
absence of opinion.

[I have] no idea what yoga is. 
Would be a little apprehensive. 
[Want] more information about the class, yoga itself, and 
who is teaching it.

Disinterest or  
dislike (n = 31)

Statement that they would not 
like or would not attend a class.

Wouldn’t want to sit in a class to try and understand what it 
would be like. 
[Would] feel strange and out of place. 
No.

Physical health 
barriers (n = 11)

Mention of a physical health 
problem perceived to be a  
barrier.

[Don’t] have the flexibility. 
Just my physical well-being. I’m tired/stressed. Every day is 
a challenge when you can’t see well.

Logistical  
barriers (n = 30)
 

Mention of logistical barrier 
such as affordability, time, and 
location/transportation.

110 miles [to the nearest VA facility] is too far to drive for 
yoga.
Work schedule and timing would have to be worked out. 
I don’t want to do the traveling. That’s the only thing that 
won’t sell—people don’t want to do the traveling. They 
should come to your house and do it.

Yoga Beliefs
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A multivariable regression was run to ex-
amine possible associations between par-
ticipants’ demographic characteristics, 
clinical characteristics, and beliefs about yoga 
as measured by the 3 BAYS items (Table 2). 
Higher expected health benefits of yoga was 
associated with identifying as African Ameri-
can, Hispanic, or other identity and having a 
lower stage of cancer; lower concern for ex-
pected discomfort was associated with identi-
fying as African American, Hispanic, or other 
identity and higher physical function. Lower 
concern about expected social norms was as-
sociated with higher education and having 
a higher stage of cancer. Age was not associ-
ated with any of the BAYS factors. In follow-
up analysis, beliefs about yoga did not differ 
by age group (40-59 years: mean, 13.3, SD, 
2.9; 60-69 years: mean, 13.4, SD, 3.2; 70-89 
years: mean, 14.1, SD, 3.2).

Six themes were identified in qualitative 
analysis of semistructured interviews reflect-
ing older veterans’ beliefs about yoga, which 
were grouped into the following suprathemes 
of positive vs negative beliefs (Figure 2). Ex-
emplar responses appear in Table 3. 

Study 2 Intervention Sample
This sample of 28 veterans was mostly male 
(96.4%) with a mean (SD) age of 69.2 (10.9) 
years (range, 57-87). The majority (89.3%) 
described their race as White, followed by 
Black/African American (10.7%); no partic-
ipants self-identified in other categories for 
race/ethnicity. Twelve veterans (42.9%) had 
no more than a high school education. The 
most common cancer diagnosis was genito-
urinary (35.7%) and the AJCC stage ranged 
from I to IV.

We employed information learned in 
study 1 to enhance access in study 2. We 
mailed letters to 278 veterans diagnosed 
with cancer in the previous 3 years that pro-
vided education about yoga based on study 1 
findings. Of 207 veterans reached by phone, 
133 (64%) stated they were not interested in 
coming to a yoga class; 74 (36%) were inter-
ested, but 30 felt they were unable to attend 
due to obstacles such as illness or travel. Ul-
timately 37 (18%) veterans agreed and con-
sented to the class, and 28 (14%) completed 
postclass surveys. 

In multivariate regression, higher ex-
pected health benefits of yoga were associ-

ated with higher physical function, lower 
concern about expected discomfort was 
also associated with higher physical func-
tion as well as higher education; similarly, 
lower concern about expected social norms 
was associated with higher physical func-
tion. Age was not associated with any of the 
BAYS factors. 

Beliefs about yoga improved from before 
to after class for all 3 domains with greater 
expected benefit and lower concerns about 
discomfort or social norms: expected benefit 
(mean difference, 5.3; t = 4.44, P < .001), ex-
pected discomfort (mean difference, 3.0; t = 
4.92, P < .001), expected social norms (mean 
difference, 3.5; t = 4.38, P < .001). Physical 
function improved from before the class to 
afterwards (mean difference, 7.5; t = 3.97,  
P < .001) but there were no changes in anx-
iety (mean difference, 0.6; t = 0.76, P = 
.46). Beliefs about yoga moderated changes 
in physical function, such that those with 
higher beliefs experienced a greater im-
provement in physical function (F = 15.24,  
P < .001).

DISCUSSION
Yoga is an effective clinical intervention for 
addressing some long-term adverse effects 
in cancer survivors, although the body of 

FIGURE 2 Themes Reflecting Interest in Yoga in   
Sample of Older Male Cancer Survivors (N = 110)
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research focuses predominantly on middle 
aged, female, White, college-educated breast 
cancer survivors. There is no evidence to 
suggest yoga would be less effective in other 
groups, but it has not been extensively stud-
ied in survivors from diverse subgroups. 
Beliefs about yoga are a factor that may en-
hance interest in yoga interventions and re-
search, and measures aimed at addressing 
potential beliefs and fears may capture in-
formation that can be used to support older 
cancer survivors in holistic health. The aims 
of this study were to examine beliefs about 
yoga in 2 samples of older cancer survivors 
who received VHA care. The main findings 
are (1) interest in yoga was initially low and 
lower than that of other complementary or 
exercise-based interventions, but increased 
when participants were provided brief edu-
cation about yoga; (2) interest in yoga was 
associated with beliefs about yoga with qual-
itative comments illuminating these beliefs; 
(3) demographic characteristics (education, 
race) and physical function were associated 
with beliefs about yoga; and (4) positive be-
liefs about yoga increased following a brief 
yoga intervention and was associated with 
improvements in physical function. 

Willingness to consider a class appeared 
to shift for some older veterans when they 
were presented brief information about yoga 
that explained what is involved, how it might 
help, and that it could be done from a chair if 
needed. These findings clearly indicated that 
when trying to enhance participation in yoga 
in clinical or research programs, it will be im-
portant that recruitment materials provide 
such information. This finding is consistent 
with the qualitative findings that reflected a 
lack of knowledge or skepticism about ben-
efits of yoga among some participants. Given 
the finding that physical function was asso-
ciated with beliefs about yoga and was also 
a prominent theme in qualitative analyses, 
when referring older veterans to yoga it may 
be useful to explicitly state that yoga may en-
hance some aspects of physical function and 
can be adapted for level of physical function 
or pain limitations. The finding that beliefs 
about yoga were associated with education 
also suggests that materials should be pre-
sented at all levels of education.

Age was not associated with beliefs 
about yoga in either study. Importantly, in 

a more detailed study 1 follow-up analysis, 
beliefs about yoga were equivalent for aged  
> 70 years compared with those aged 40 to 
69 years. It is not entirely clear why older 
adults have been underrepresented in studies 
of yoga in cancer survivors. However, older 
adults are vastly underrepresented in clini-
cal trials for many health conditions, even 
though they are more likely to experience 
many diseases, including cancer.37 A new Na-
tional Institutes of Health policy requires that 
individuals of all ages, including older adults, 
must be included in all human subjects re-
search unless there are scientific reasons not 
to include them.38 It is therefore imperative 
to consider strategies to address underrepre-
sentation of older adults. 

Qualitative findings here suggest it will be 
important to consider logistical barriers in-
cluding transportation and affordability as 
well as adaptations requested by older adults 
(eg, preferences for older teachers).18 It may 
also be useful to offer yoga interventions 
taught by older veterans, such as in Veteran-
to-Veteran programs, and veteran-specific re-
sources available through VHA Whole Health 
program.24,26,27 Researchers should consider 
interventions that address investigator reluc-
tance to include older adults in clinical trials, 
including comorbidities, ageism, and practi-
cal barriers.39 These considerations may be 
especially applicable now that research on 
the efficacy of yoga has matured and effec-
tiveness studies are now needed.

Although our sample was small, we also 
found that adults from diverse racial and 
ethnic backgrounds had more positive be-
liefs about yoga, such that this finding 
should be interpreted with caution. Similar 
to older adults, individuals from diverse ra-
cial and ethnic groups are also underrepre-
sented in clinical trials and may have lower 
access to complementary treatments. Cul-
tural and linguistic adaptations and building 
community partnerships should be consid-
ered in both recruitment and intervention 
delivery strategies.40

We learned that education about yoga 
may increase interest and that it is possible 
to recruit older veterans to yoga class. Nev-
ertheless, in study 2, our rate of full par-
ticipation was low, with only about 1 in  
10 participating. Additional efforts to en-
hance beliefs about yoga and to address 

Yoga Beliefs
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logistical barriers (offering telehealth yoga) 
are needed to best reach older veterans. 

Limitations
These findings have several limitations. First, 
participants were homogeneous in age, gen-
der, race/ethnicity and veteran status, which 
provides a window into this understudied 
population but limits generalizability and 
our ability to control across populations. Sec-
ond, the sample size limited the ability to 
conduct subgroup and interaction analyses, 
such as examining potential differential ef-
fects of cancer type, treatment, and PTSD on 
yoga beliefs or to consider the relationship of 
yoga beliefs with changes in quality of life be-
fore and after the yoga intervention in study 
2. Additionally, age was not associated with 
beliefs about yoga in these samples that of 
mostly older adults. We were able to compare 
middle-aged and older adults but could not 
compare beliefs about yoga to adults aged in 
their 20s and 30s. Last, our study excluded 
people with dementia and psychotic disor-
ders. Further research is needed to exam-
ine yoga for older cancer survivors who have 
these conditions.

CONCLUSIONS
Education that specifically informs poten-
tial participants about yoga practice, potential 
modifications, and potential benefits, as well 
as adaptations to programs that address phys-
ical and logistical barriers may be useful in 
increasing access to and participation in yoga 
for older Veterans who are cancer survivors. 
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