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Abstract
A review of qualitative research exploring women’s experiences with yoga after a cancer diagnosis can provide important insights into their motives, barriers, and preferences for yoga participation, which can be used to enhance engagement. In this meta-study meta-synthesis, 6 electronic databases were systematically searched to identify qualitative studies focused on women diagnosed with cancer who engage in yoga. The search yielded 6,804 results after de-duplication; of these, 24 articles were eligible and included. Extracted data pertaining to the results, methods, and theoretical approach(es) were analyzed. The current paper synthesizes and integrates results from 16 of the 24 articles focused on women’s motives, barriers, and preferences for participating in yoga programs and interventions; it is Part II of a 2-part meta-study meta-synthesis. Motives to participate in yoga included: rehabilitation, physical activity, social support, and novel experience. On the other hand, barriers centred around time constraints, lack of intentionality, online adaption difficulties, health condition, and cost. Main approaches to delivering yoga comprised: in-person, in-person with an at-home component, asynchronous online, and synchronous online. Each mode of delivery presented its own benefits and challenges, with suggestions for improvement; participants highlighted the value of supportive and knowledgeable instructors, the ability to connect with others, and the importance of well-rounded classes focused on more than just movement. Participants’ challenges also highlighted a need to actively seek solutions to anticipated challenges prior to delivering interventions and programs. Findings provide information that can be used to develop and deliver yoga interventions to women diagnosed with cancer that prioritize their needs and preferences. 
Registration: PROSPERO; registration number: CRD42021229253; February 17, 2021.
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1. Introduction
While conventional treatments for cancer (e.g., surgery, chemotherapy, radiotherapy) have increased survival rates for women, they often cause persistent and distressing side effects that diminish quality of life. Commonly reported side effects include physical consequences (e.g., scarring, hot flashes, vaginal dryness, weight gain/fluctuations [1-4]) and psychosocial challenges (e.g., anxiety, depression, cognitive deficits, negative body image [5-8]). The enduring and adverse impact of side effects has spurred research into approaches that can help women thrive during and following treatment. Physical activity has emerged as a key strategy to help mitigate the negative physical and psychosocial side effects of cancer and its treatments, reduce the risk of comorbidities and secondary malignancies, and improve quality of life [9, 10]; however, many women do not regain pre-cancer physical activity levels [11, 12]. 
Providing women opportunities to engage in physical activity within the context of an intervention or program can help them increase their physical activity levels after treatment [13, 14]. Researchers have evaluated a wide range of physical activity programs (e.g., dragon boating [21], aerobic exercise classes [16], mountain climbing [23]); although promising to increase physical activity, women have identified a need for mind-body physical activity programs that can potentially address physical and psychosocial side-effects [15]. Yoga may fill this need. Notably, several systematic reviews and meta-analyses suggest that yoga, a mind-body physical activity, yields positive effects on health-related quality of life, depression, anxiety, fatigue, and sleep disturbances as compared to no intervention or other active interventions in women diagnosed with cancer [e.g., 16, 17]. The promising results support its promotion; yet, questions remain as to how to optimize engagement and in turn outcomes. By better understanding women’s motives, barriers, and preferences for engaging in yoga after a cancer diagnosis, more acceptable and beneficial yoga interventions/programs in this population can be developed. 
Current research in the field of physical activity helps elucidate possible motives (i.e., factors that facilitate physical activity initiation and maintenance and refer to the outcomes or states that an individual aims to attain or avoid [18]) and barriers (i.e., obstacles that can interfere with behaviour initiation and maintenance [19]) women may experience when participating in yoga after a cancer diagnosis [20-22]. Motives and barriers can be grouped based on whether they relate to the situation (i.e., situational motives/barriers) or the individual (i.e., internal motives/barriers) [19]. Situational motives and barriers are factors outside of an individual’s control that may promote or prevent/limit participation in an activity; these can be interpersonal (e.g., social support), institutional (e.g., responsibilities and roles), community (e.g., access to facilities, distance to the place of practice), public policy (e.g., rules and practices around safety), or physical environment characteristics (e.g., weather). Internal motives and barriers reflect the biological events and internal thoughts, cognitions, and emotions people identify as reasons to (or not) to participate in an activity. Examples of motives women have identified for engaging in physical activity after being diagnosed with cancer include disease management, improving physical fitness, promoting psychological wellbeing, ease and opportunity for physical activity, support from family and friends, and acquiring social support [13, 20]. Conversely, examples of barriers include lack of time, bad weather, limited access to facilities, fatigue, fear of injury, poor physical condition, lack of motivation, insufficient knowledge, and/or no enjoyment [20, 23]. 
In addition to women’s motives and barriers to engaging in physical activity programs like yoga, program characteristics may have a direct impact on whether they maintain their engagement in yoga interventions or program [24, 25]. For instance, women diagnosed with cancer have reported practical considerations (e.g., dose, scheduling, setting), yoga-related elements (e.g., instruction style, yoga type), and member characteristics and interactions (e.g., diagnosis type, support offered) as impacting their participation during yoga interventions and programs [25-27]. Qualitative research has been used to gather in-depth insights into participants’ experiences in real-world contexts in which yoga occurs and the meaning they make of it to understand aspects not easily captured by quantitative means. For example, qualitative research has involved asking women who have participated in a yoga intervention or program after a cancer diagnosis about their thoughts pertaining to the different modes, formats, and content of programs to ensure they match women’s needs and/or preferences [e.g., 24, 26]. It is important to synthesize the data generated in such studies to make recommendations for the development and implementation of future yoga interventions/programs and ultimately enhance the relevance, accessibility, and quality of their implementation. Therefore, the aim of this 2-part meta-study meta-synthesis was to use a standardized, rigorous method to synthesize the qualitative literature and address the following 3 research questions: (1) what are the experiences of women who have participated in yoga after a cancer diagnosis? (2) what elements of yoga contribute to participants’ positive or negative experiences? and (3) what are participants’ motives, barriers, and preferences for their participation in yoga interventions and programs? The current paper comprises Part II of the 2-part meta-study meta-synthesis and reports on findings focused on addressing the third question; Part I reported on women’s wellbeing and quality of life [28].
2. Methods
	The protocol for this review was registered in PROSPERO on February 17, 2021 (registration number: CRD42021229253) and has been published [29]. The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) checklist was adhered to during the preparation of this manuscript (see Supplemental File 1, Figure 1 for the PRISMA flow diagram). 
2.1 Eligibility Criteria 
The inclusion criteria emerged directly from the research questions and were set a priori. To be included, articles must have: (1) been primary studies conducted with women >18 years diagnosed with cancer, regardless of type of cancer, disease stage, and timing (e.g., at diagnosis, on treatment, post-treatment, or palliative care), (2) used qualitative methods to collect data (e.g., interviews, focus groups, observations, journaling, open-ended survey questions), (3) reported on participants’ experiences engaging in yoga of any type and dose, and (4) comprised original research published in the English language in a peer-reviewed journal. Mixed-methods studies that presented qualitative findings were included; those that did not were excluded, as were grey literature, books, opinion pieces, and reviews. Moreover, studies with a sample consisting of >50% men were excluded. 
2.2 Information Sources and Search Strategy
[bookmark: _Toc27855073][bookmark: _Toc27855072]	Articles were retrieved by searching 6 electronic databases: Medical Literature Analysis and Retrieval System Online (MEDLINE), Cumulative Index to Nursing and Allied Health Literature (CINAHL), PsycINFO, Scopus, SPORTDiscus, and Web of Science. The search strategy was pilot-tested and finalized in MEDLINE (see Supplemental File 1, Table 1) before being translated for use in the other 5 databases. An initial database search was completed on November 14, 2020. Results were exported into Covidence [30], a systematic review online platform, and duplicates were automatically deleted. To ensure all pertinent studies were identified, the reference lists of relevant reviews retrieved during the electronic database search and of eligible studies were scanned on August 15, 2021. A second database search was performed on October 16, 2021 to retrieve articles published during or after November 2020.	 
2.3 Selection and Data Collection Process
Covidence was used to store, organize, and manage citations. After the removal of duplicate records, the titles and abstracts of remaining citations were independently reviewed by 2 reviewers, followed by full-text review of retained citations. During both steps, a 3rd reviewer made the final decision when disagreements occurred. Cohen’s kappa was calculated to measure inter-coder agreement at both screening steps, and can be interpreted as follows: 0-0.20 = none, 0.21-0.39 = minimal, 0.40-0.59 = weak, 0.60-0.79 = moderate, 0.80-0.90 = strong, >0.90 = excellent agreement [31]. 
2.3.1 Data Extraction
	Data extraction was conducted independently by 2 reviewers using a template for collecting data housed on Covidence. The following data were extracted: (1) study information (i.e., authors, country of data collection, year of publication), (2) study characteristics (i.e., study design, sampling methods, methodology, data collection methods, analysis methods), (3) sample characteristics (i.e., sample size, age, percent female, type of cancer(s), disease stage(s), treatment status(es)), (4) reported yoga background and practice characteristics (i.e., dose(s) [frequency of practice, length of intervention, session duration], location(s), style(s) of yoga, social setting(s), mode(s) of delivery); (5) declared conceptual/theoretical frameworks, and (6) qualitative findings. If the information presented in the primary article was unclear or missing, the corresponding author was emailed for clarification (a maximum of 3 attempts were made). To ensure completeness and accuracy, 2 reviewers independently extracted data from each article, validation checks were conducted after extraction was complete, and 2 reviewers met to discuss any differences before proceeding to analysis. 
2.4 Quality Assessment
The Consolidated Criteria for Reporting Qualitative Research (COREQ) 32-item checklist [32] was used to assess the quality of included studies; related results are presented narratively in Part I [28]. 
[bookmark: _Toc27855074]2.5 Synthesis Methods
2.5.1 Meta-Data Analysis
For the meta-data analysis, a thematic synthesis approach was used [33] and carried out by 2 reviewers. First, the extracted data (i.e., a combination of illustrative quotes and the interpretations from the primary studies’ authors) were coded line-by-line to search for patterns and sub-themes within and across articles. Second, similarities were grouped together into main themes. Third, main themes pertaining to Research Question 3 were compiled and a narrative summary was prepared. Finally, initial codes and themes were discussed with a 3rd reviewer and revisited or refined accordingly. During the analysis, any disagreements were resolved through discussion.
2.5.2 Meta-Method Analysis
 For the meta-method analysis [34], data pertaining to the yoga intervention or program characteristics were compared within and across studies. The goal was to look for links and patterns across studies that would provide an understanding of the key features relating to participants’ motives, barriers, and preferences for their participation in yoga interventions or programs. 
2.5.3 Meta-Theory Analysis
	For the meta-theory analysis [34], data pertaining to conceptual/theoretical frameworks informing the intervention or program or the analysis of participants’ motives, barriers, and preferences for participating in yoga were examined. This involved: identifying declared conceptual/theoretical frameworks, examining the assumptions/propositions that underlie the frameworks, and assessing consistency between the underpinning assumptions/propositions and the study characteristics (i.e., study design, sampling methods, methodology, data collection methods, analysis methods), as well as the results and the ways in which the authors interpreted them.  
2.5.4 Meta-Synthesis	
Through selecting, appraising, summarizing, and combining qualitative findings, new interpretations were formed to create an overarching narrative of women’s motives, barriers, and preferences for participating in yoga. The goal was to generate new or alternative approaches that may allow for yoga interventions and programs to be delivered to women in a manner that meets their needs, wants, and preferences. 
3. Results
Of the 12041 references retrieved during the electronic database searches, 5237 were removed as duplicates. Titles and abstracts were screened for the remaining 6804 citations, and 6730 citations were deemed irrelevant (Cohen’s kappa=0.83). This left 74 full-texts to be screened; 22 were eligible (Cohen’s kappa=0.90). Hand-searching relevant reviews and the eligible full-texts yielded 2 potentially relevant full-texts; both were eligible. A total of 24 articles were included in the final meta-synthesis, with 16 addressing Research Question 3; the following sections present results pertaining to these 16 articles and the corresponding 18 interventions or programs.  
3.1 Meta-Method Results
Table 1 presents a summary of the 16 articles included in Part II, including country of data collection, study design, sample characteristics (i.e., sample size, age, percent female, type of cancer(s), disease stage(s), treatment status(es)), intervention characteristics (i.e., dose(s) [frequency of practice, length of intervention, session duration], location(s), style(s) of yoga, social setting(s), mode(s) of delivery), qualitative methodology, data collection methods, data analysis methods, and conceptual/theoretical frameworks. An overview of the 24 eligible articles is presented elsewhere [28]. The earliest article that was reviewed was published in 2008. The 16 articles involved 386 participants (320 women; 82.9%) from 5 countries, with sample sizes ranging from 3 to 74 (M=24.13, SD=18.9). The average age of participants across studies ranged from 35.7 (SD=7.02) to 73.09 (SD=6.8) years.  
	Table 1. Summary of article characteristics included in the meta-synthesis of women’s experiences participating in yoga after a cancer diagnosis (n=16).

	
	N (%)

	Study Information and Characteristics

	Country of Data collection
	

	   Canada
	5 (31.3%)

	   Netherlands
	1 (6.3%)

	   Sweden
	1 (6.3%)

	   United Kingdom
	1 (6.3%)

	   United States of America
	8 (50.0%)

	Study Designs
	

	   Quasi-experimental
	9 (56.3%)

	   Experimental
	6 (37.5%)

	   Observational
	1 (6.3%)

	Sample Characteristics (N=386)

	Sample size (M number ± SD; range)
	24.13 ± 18.9; 3-74

	Age of participants (M years; range) *
	56.3; 35.7-73.09

	Sex (n, % female)
	320 (82.9%)

	Treatment Status at Recruitment
	

	   On-treatment
	7 (43.8%)

	   Post-treatment
	4 (25.0%)

	   On- and post-treatment
	3 (18.8%)

	   Not reported
	2 (12.5%)

	Cancer Type
	

	   Blood
	1 (6.3%)

	   Breast
	5 (31.3%)

	   Lung
	1 (6.3%)

	   Mixed diagnosis
	8 (50.0%)

	   Not reported
	1 (6.3%)

	Disease Stage
	

	   0-3
	5 (31.3%)

	   0-4
	3 (18.8%)

	   4
	1 (6.3%)

	   Not applicable
	1 (6.3%)

	   Not reported
	6 (37.5%)

	Epistemology, methodology, and methods
	

	Qualitative Methodology
	

	   Interpretative phenomenological analysis
	1 (6.3%)

	   Descriptive
	1 (6.3%)

	   Instrumental case study
	1 (6.3%)

	   Interpretive description methodology 
	1 (6.3%)

	   A combination of symbolic interactionism, ethnography, mindful 
   inquiry, and phenomenology
	1 (6.3%)

	   Not reported
	11 (68.8%)

	Data Collection Method
	

	   Interviews
	7 (43.8%)

	   Focus groups
	4 (25.0%)

	   Open-ended survey questions
	3 (18.8%)

	   Interviews and evaluation forms
	1 (6.3%)

	   Interviews and journals 
	1 (6.3%)

	Data Analysis Technique
	

	   Thematic
	4 (25.0%)

	   Grounded theory
	1 (6.3%)

	   Interpretative phenomenological 
	2 (12.5%)

	   Constant comparison
	1 (6.3%)

	   Ethnographic content
	1 (6.3%)

	   Categorical aggregation/iterative
	1 (6.3%)

	   Iterative-thematic
	1 (6.3%)

	   Inductive reasoning
	1 (6.3%)

	   Reflective thematic
	1 (6.3%)

	   Not reported
	3 (18.8%)

	Conceptual/Theoretical Frameworks
	

	Power as Knowing Participation in Change
	1 (6.3%)

	Not reported
	15 (93.7%)

	Note: *= mean of all the mean ages



2

Table 2 presents individual intervention characteristics (i.e., dose(s) [frequency of practice, length of intervention, session duration], location(s), style(s) of yoga, social setting(s), mode(s) of delivery). Thirteen (81.3%) articles presented data from participants who participated in 1 intervention, 1 (6.3%) article presented data from participants who participated in 3 interventions (or “in 1 of 3 interventions), and 2 (12.5%) articles presented data from participants who engaged in a community program. The yoga interventions and programs were offered for 1 to 12 weeks (M=7.3), consisted of 1 to 36 sessions (M=12.5), lasted 20 to 120 minutes (M=65.9), and ranged from 1 to 7 times per week (M=1.7). Across the articles, several strategies were identified for how investigators designed or developed the interventions/programs. Specifically, investigators developed a prescription from a video library of yoga classes (n=l; 6.2%), delivered a modified version of an established program (i.e., the Mindfulness-Based Stress Reduction program (n=l; 6.2%)), identified intervention components based on previous literature and had them reviewed by certified yoga instructors (n=l; 6.2%), delivered a program developed based on previous pilot research (n=2, 12.5%), and invited cancer survivors and family members to participate and guide development of the intervention (n=1; 6.2%). In 7 (58.3%) articles, the authors did not provide information pertaining to how the intervention was designed or developed. Finally, 3 (18.7%) articles reported on observational findings from community-based programs.
	Table 2. Overview of individual intervention characteristics included in the meta-synthesis of women’s experiences participating in yoga after a cancer diagnosis (n=16).

	First author
	Intervention or program
	Mode of delivery
	Social setting
	Length of intervention (weeks)
	Frequency of practice (sessions/ week)
	Number of sessions (total)
	Session duration
	Location
	Style

	Addington 2018
	Intervention
	Synchronous videoconferencing
	Group
	6
	2
	12
	75mins
	Online
	Integral

	Archer 2015
	Intervention
	In-person
	NR
	10
	1
	10
	60mins
	Multi-faith centre
	Hatha

	Carr 2016
	Intervention
	In-person + CD (no prescription)
	1-on-1 + Self-guided
	3
	1
	3
	45mins
	Home
	Kripaula

	Danhauer 2008
	Intervention
	In-person
	Group
	10
	1
	10
	75mins
	Studio
	Restorative

	Duncan 2008
	Community program
	In-person
	Group
	10
	1
	10
	90mns
	Studio
	Iyengar

	Flanagan 2021
	Intervention
	Pre-recorded video
	Self-guided
	4
	7 (daily)
	28
	20mins
	Online
	Mindfulness-based

	Galantino 2012b
	Intervention
	In-person + Handouts
	Group + Self-guided
	12
	1-2 + 3 (after week 6) at home
	18 + 18 at home
	70mins + 15mins
	Unclear + Home
	Iyengar-inspired

	Huberty 2018
	Intervention
	Asynchronous videos on website
	Self-guided
	12
	2-3
	24-36
	20mins
	Online
	Hatha and vinyasa

	Kligler 2011
	Intervention
	In-person
	1-on-1
	NR
	NR
	NR
	NR
	Hospital
	NR

	Kvillemo 2011
	Intervention
	In-person + Instruction tape (no prescription)
	Group + Self-guided
	8
	1
	8
	120mins
	Studio + Home
	Hatha

	McCall 2015a Group A – Low dose
	Intervention
	In-person
	Group
	1
	1
	1
	30mins
	Studio
	Pranayama

	McCall 2015a Group B – Medium dose
	Intervention
	In-person + Asynchronous videos on website (no prescription)
	Group + Self-guided
	NR
	NR
	2
	75-120mins
	Studio + Online
	Restorative

	McCall 2015a Group C – High dose
	Intervention
	In-person + Asynchronous videos on website (no prescription)
	Group + Self-guided
	4
	3
	12
	60mins
	Studio + Online
	Restorative

	McCall 2015b
	Community program
	In-person
	Group
	N/A
	N/A
	N/A
	60mins
	Private cancer care facility
	Restorative

	McDonnell 2020
	Intervention
	In-person
	Group
	8
	1
	8 + 1 4hr retreat
	120mins
	Studio
	Hatha

	Taylor 2018
	Intervention
	In-person
	Group
	8
	1
	8
	75mins
	Howard University
	Restorative

	Thomas 2011
	Intervention
	In-person
	Group
	6
	1
	6
	NR
	Community centre/ church
	Iyengar

	vanUden-Kraan 2013
	Community program
	In-person
	Group
	N/A
	1
	NR
	60mins
	Studio
	Hatha and Healing

	Notes: NR=Not reported.




3.2 Meta-Theory Results
	Only 1 (6.2%) article cited theory when describing the development of their yoga intervention. In this study, Flanagan and colleagues [35] stated using the Power as Knowing Participation in Change theory to frame their approach to the intervention, inform data collection measures (qualitative and quantitative), and inform deductive data analysis. Power as Knowing Participation in Change framework suggests when people are aware, understand their choices, are free to act intentionally, and are involved in creating change they will positively experience power. While it is unclear if and how the framework influenced some methodological decisions (i.e., stud design, sampling), it did influence the data collected as the authors collected qualitative data pertaining to theoretical outcomes. Additionally, as the authors deductively-inductively analysed the findings in line with the framework, it also influenced the data analysis process. Last, the authors aligned the design of their intervention with tenets of the framework, in that they offered flexibility in their at-home video intervention to promote freedom and choice, and in turn they concluded that participants sense of power during the intervention prevented loss to follow up during the study – a conclusion that is not directly in line with the theory.    
3.3 Meta-Data Results
Participants’ insights into their experiences participating in a yoga intervention or program after a cancer diagnosis were collected mostly via interviews (n=9, 56.2%%), with fewer studies using open-ended survey questions (n=5, 31.2%) and focus groups (n=2, 12.5%). Synthesis of the results from the 16 studies yielded 6 main themes (see Table 3 for an overview, Table 4 for supporting data). The first 2 themes present women’ motives for (i.e., underlying reasons that inspired a participant to enrol in yoga) and barriers to (i.e., obstacles that prevented or restricted participants from engaging in yoga) participating in yoga interventions and programs. The next 4 themes centre around the delivery mode: (1) in-person, (2) in-person with an at-home component, (3) online asynchronous, and (4) online synchronous. The latter 4 themes encompass a description of the elements participants considered beneficial or that they appreciated (i.e., advantages or positive outcomes that resulted from the delivery mode), alongside the challenges they experienced (i.e., difficulties faced in participating in yoga that resulted from the delivery mode), as well as suggestions for changes and important considerations pertaining to improving the intervention based on the delivery mode. 
	Table 3. Overview of categories, themes, and subthemes included in the meta-synthesis of women’s experiences participating in yoga after a cancer diagnosis (n=16).

	Themes
	Subthemes

	Category 1: Influences for engaging in yoga

	Motives for Participation: Yoga as a means to support wellbeing
	For rehabilitation

	
	Physical activity

	
	Social support

	
	Novel experience

	Barriers to Participation: Internal and external obstacles
	Time constraints

	
	Lack of intentionality

	
	Online adaptation difficulties

	
	Health condition

	
	Costs

	Category 2: In-person Interventions and programs

	Benefits: A space for guided self-care
	The opportunity to prioritize oneself

	
	Access to supportive and knowledgeable instructors

	
	More than just physical movement

	Challenges: Falling short of expectations
	Difficulties connecting with others

	
	Mismatch between program characteristics and participants’ preferences

	Suggestions
	More yoga

	
	Higher intensity

	
	Broader objectives

	
	Calmer location

	
	Earlier on the continuum

	
	More convenient options

	
	More social support

	Category 3: In-Person Interventions with Self-Guided at Home Practice

	Benefits: A space for care, connection, and comfort
	Access to supportive and knowledgeable instructors

	
	More than just physical movement

	
	Connecting with others

	
	In-home delivery increased access

	Challenges: Not the right space or guidance
	Not appropriately adapted for their needs

	Suggestions
	More social support

	
	Earlier on the continuum

	Category 4: Online Asynchronous Interventions

	Benefits: Supporting usability
	Increased accessibility

	
	Tailor the practice

	Challenges: Not being able to connect
	Lack of access to a supportive and knowledgeable instructor

	
	Online adaptation difficulties

	
	Not being able to connect with others

	Suggestions
	More yoga

	
	Flexibility of how to attend

	Category 5: Online Synchronous Intervention

	Benefits: Convenient connection
	Access to supportive and knowledgeable instructors

	
	Connect with others

	Challenges: Limited accessibility
	Online adaptation difficulties

	
	Mismatch between program characteristics and participants preferences

	Suggestions
	More options

	
	Later on the continuum



3.3.1 Category 1: Influences for engaging in yoga
Motives for Participation: Yoga as a means to support wellbeing. Five articles reported the reasons women participated in yoga or a study featuring yoga providing insight into what motivates women to enrol in studies offering yoga. Participants indicated that they participated in yoga for rehabilitation, explaining that they felt yoga was a non-medical approach to support their health [15, 36] and could help them develop a “mind-body connection” [37]; it was also seen as a potential approach to improve their physical functioning (e.g., flexibility) [26, 36], psychological health (e.g., relaxation, stress relief, improve breathing) [26, 36-38], as well as overall health [15, 26, 36, 37]. In terms of physical activity, participants shared that they wanted to participate in the yoga studies because it offered them an opportunity to increase their physical activity levels [36, 37], it was considered an adaptive form of physical activity [15, 36, 37] while others saw it as an opportune activity because the sessions were located in close proximity to their homes [36]. Yoga as a means of social support was also reported as a motive because participants considered it a social activity that they could engage in with other cancer survivors [26, 36, 38]. Finally, participants shared that they had wanted to participate in yoga for a novel experience because they wanted to learn about yoga [26] or because they had received recommendations from others to engage in yoga [26]. 
Barriers to Participation: Internal and external obstacles. Seven articles provide context for the barriers or obstacles that women experience that prevent or restrict their access or progress within a study on yoga or continuing yoga afterwards. During interventions, participants in all 7 articles expressed barriers related to time constraints due to competing priorities [15, 26, 39], scheduling conflicts [26], finding yoga time-consuming [40], and feeling like they had a lack of time to participate [15, 25, 41]. Participants discussed lack of intentionality to participate; participants expressed concerns around having a lack of discipline [15] and motivation [25] to engage in yoga. For those practicing yoga at home whilst doing an intervention with an online component they experienced online adaptation difficulties, voicing that technological difficulties [24], a lack of space [25], and unclear instructions [25] were barriers to their engagement. Further, participants were hindered by their health condition, reporting side-effects related to treatment [25, 26, 39] (e.g., fatigue, stiffness, reduced strength), ill health [41], and physical limitations [39, 41] as obstacles to participating in yoga. Finally, post-intervention, participants reported costs related to enrolling in programs [15, 25] and transportation costs [25] as barriers to continued participation in yoga.
3.3. 2 Category 2: In-Person Interventions and Programs
In 8 articles, women provided insight into the elements of in-person yoga interventions/programs they appreciated, found challenging, and felt could be altered to improve future participants’ experiences.
Benefits: A space for guided self-care. Participants expressed that in-person interventions or programs offered the opportunity to prioritize oneself by providing space for relaxation and ‘me time’ [26], as well as opportunities for social support from others with similar experiences [15, 25, 26, 38, 42]. In addition, attending in-person gave participants access to supportive and knowledgeable instructors, thus participants appreciated receiving expert [15] and individual [42] instruction from instructors who had created inclusive and relaxing environments [25, 26], helped participants manage their expectations [27], and tailored classes to their intensity requirements [15]. Participants also enjoyed having built-in education about yoga (e.g., poses and counter poses, benefits; [26]) and being offered brief training or instruction for self-guided at-home practice [15] within classes. Participants also felt they benefited from classes that were more than just physical movement and appreciated when classes incorporated breathing techniques [25, 26], meditation [25, 26], and physical postures for strength and conditioning [25-27], as well as poses that were low-intensity/gentle [38], restorative [25], and involved props to assist with alignment in poses [42].
Challenges: Falling short of expectations. Although cancer-specific groups were appreciated [15, 25], difficulties connecting with others who had different diagnoses or who were at different stages on the cancer continuum occurred [26]. Mismatch between program characteristics and participants’ preferences were also noted. Specifically, smaller classes deterred some who preferred larger classes [26] or vice versa [25]. In addition, participants reported that classes were too short (i.e., 75 minutes), the day/time of the classes was inconvenient, the location was undesirable (i.e., too far from home), and the content was repetitive [26]. Finally, concerns were raised about difficulties maintaining at-home practice without proper guidance [27]. 
Suggestions. Women suggested in-person yoga interventions and programs could be improved by modifying the structure, intensity, objectives, location, timing, mode of delivery, and social setting. Specifically, for the structure, participants suggested more yoga with longer interventions (i.e., > 8 weeks; [38, 43]), longer classes (i.e., > 75 minutes), more frequent classes (i.e., >1/week) [26], and greater guidance for at-home practice in the form of handouts [26]. In terms of higher intensity, participants suggested a more vigorous/strenuous style of yoga [26, 27] or offering different intensity options [38]. Participants also suggested broader objectives for the yoga interventions, as they thought adding lifestyle counselling [43] and information on the benefits of yoga [26] into the interventions and programs could be useful. In terms of calmer location, participants felt yoga should be delivered in a more restful space that does not feel clinical (versus at a hospital) [44]. Offered earlier on the continuum was suggested because participants were of the perspective that in-person yoga interventions or programs prior to conventional treatment or surgical operations would be beneficial [25]. Regarding more convenient options, although in-person yoga interventions and programs seemed generally acceptable and even preferred to other methods (e.g., online) [15], online delivery was noted as a advantageous to help reduce fear of contracting infections and to increase convenience [25]. Finally, with respect to more social support, participants suggested it may be appropriate to facilitate regular group meetings amongst participants to encourage participation [25] and/or incorporate the classes into a support group [43].
3.3. 3 Category 3: In-Person Interventions with Self-Guided at Home Practice
In 4 articles, those who participated in an in-person intervention that included a self-guided at-home component provided similar evaluations for the in-person component of the interventions while also providing insight into the at-home component of the intervention. 
Benefits: A space for care, connection, and comfort. Participants appreciated having access to supportive and knowledgeable instructors who were inclusive [25], facilitated relaxation [25], had a gentle, encouraging, and supportive demeanor [45], were kind [39], accepting [39, 40], and non-judgmental [40], and was capable of tailoring the classes to participants’ abilities [45]. Participants also appreciated when the content of the yoga classes were more than just physical movement and included breathing techniques [25, 39], meditation [25, 39, 40], and physical postures for strength and conditioning [25], as well as poses that were comfortable [40], relaxing [40], restorative [25], and allowed for gentle stretching [25, 39]. In addition, participants echoed the importance of connecting with others by being able to receive social support from similar others [25, 39, 45] in a small class size setting [25]. For one intervention, in-home delivery increased access, because participants appreciated the ease, convenience, and comfort of having an instructor coming to their home [45]. 
Challenges: Not the right space or guidance for yoga. Participants found the self-guided at-home component of the interventions and programs was not appropriately adapted for their needs. Specifically, they shared that the prescribed yoga frequency for at-home practices (i.e., 6 times/week) was too much or overwhelming [40]. Also, participants expressed struggling to engage in their at-home practice when they did not have the appropriate space to accommodate their practice [25]. Participants also relayed challenges with initiating their at-home practice due to confusing instructions [25]. In addition, powerful and strong emotions were experienced during at-home practices and participants felt like they did not have the necessary supports available to handle or cope in these moments [40].
Suggestions. Participants receiving an individual intervention at-home wanted more social support and felt the social setting of the intervention could be improved with the incorporation of some type of group-based element into the intervention/program to facilitate social support [45]. For earlier on the continuum, participants were of the perspective that in-person yoga interventions or programs prior to conventional treatment or surgical operations would be beneficial [25].
3.3. 4 Category 4: Online Asynchronous Interventions
In 2 articles, participants provided insight into the elements of online asynchronous yoga interventions they appreciated and which should be altered to improve participants' experiences.
Benefits: Supporting usability. Participants felt online, asynchronous interventions or programs were beneficial because they increased accessibility; they were considered convenient [41], allowed for flexibility in scheduling [41], and were appropriate for those unable to attend in-person classes for various reasons (e.g., rural living, older adults with limited mobility, cancer-related restrictions, preference to practice in the privacy of one’s own home [41]). Also, participants appreciated that the videos were available from an easily accessible website [35] and that providers/physicians were involved in the creation of the videos [35]. Participants benefited from being able to tailor the practice by having access to a database of videos with different intensities that could be rewatched at their convenience because it allowed them to tailor their practice based on their current energy levels and abilities [41]. Further, participants appreciated that videos offered opportunities for meditation or relaxation, either as part of the practice or via separate videos [41].
Challenges: Not being able to connect. However, online, asynchronous interventions or programs presented challenges due to the lack of access to a supportive and knowledgeable instructor to offer feedback, especially when yoga routines were too difficult or causing pain [41]. Also, participants found that the pre-recorded practices could become repetitive [35]. Participants reported that the intervention or program had online adaptation difficulties; specifically, participants experienced technological difficulties and disliked only having access to videos on their laptop/computer. As well, participants reported that practicing at-home was challenging due to space restrictions [41]. Finally, in terms of not being able to connect with others, participants disliked the lack of social interaction and the lack of a sense of community [41].
Suggestions. Participants felt that the structure of the intervention and programs could be improved with more yoga. Although participants appreciated having a target for self-guided practice (i.e., 60 minutes/week), some would have preferred a larger target of more minutes/week [41]. As well, participants who only had access to 1 pre-recorded video suggested offering more [35]. Finally, in terms of flexibility of how to attend, participants acknowledged that it would be appreciated to have the option to attend sessions in-person [41].
3.3. 5 Category 5: Online Synchronous Intervention
Although there is considerably less data pertaining to online, synchronous interventions, Addington and colleagues’ [24] study delivering a group-based, integral yoga intervention over 12 weeks provides important considerations for researchers interested in delivering this style of intervention. 
Benefits: Convenient connection. Participants considered the online synchronous intervention to be convenient and they appreciated having access to supportive and knowledgeable instructors so that they could learn about yoga and engaging in relaxing postures and poses, while also being able to connect with others to receive group social support. 
Challenges: Limited accessibility. However, there were online adaptation difficulties because the teleconferencing technology was confusing and complicated for some. As well, the lack space and lighting at home retracted from the calm and relaxing intention of yoga. Finally, participants felt there was a mismatch between program characteristics and participant preferences; the 75-minute classes were too long and the integral yoga was not strenuous/intense enough for their liking.
Suggestions. To improve convenience, participants suggested more options as changes to the structure of the intervention in that classes could be offered on different days and at different times. For timing, later on the continuum, would have appreciated participating in an online synchronous intervention or program post-treatment (rather than on-treatment). 


	Table 4. Categories and themes with sample quotations identified in articles included in the meta-synthesis of women’s experiences participating in yoga after a cancer diagnosis (n=16).

	Categories
	Themes
	References
	Sample Quotations

	Influences for engaging in yoga 
	Motives for participation: Yoga as a means to support wellbeing
	[15, 26, 36-38]

	“My body needed attention. During treatment you become common property, something that everyone meddles with. I needed something for my body, a present for myself.” [37]


	
	Barriers to participation: Internal and external obstacles
	[15, 24-26, 39-41]
	"You have to pick Suzie up at day care and Johnny needs to go skating and somebody's got to make dinner, where do you find time?" [15]

	In-Person Interventions and Programs
	Benefits: A space for guided self-care
	[15, 25-27, 38, 42]
	“Being in a group of like-situated people created some comfort with the reality of things like scars and changes in my body and the reality of cancer as an everyday part of life.” [42]


	
	Challenges: Falling short of expectations
	[15, 25-27]
	“It got a little boring doing the same things each week.” [26]


	
	Suggestions
	[15, 25-27, 38, 43, 44]
	“Participants verbalized a desire for a program extension (beyond 8 weeks) and for a level 3 (anticipating responsibility for their own continued efforts).” [38]

	In-Person Interventions with Self-Guided at Home Practices
	Benefits: A space for care, connection, and comfort
	[25, 39, 40, 45]
	“That feeling of having [yoga] at home makes such a difference to the experience.” [45]


	
	Challenges: Not the right space or guidance
	[25, 40]
	“Of course it is time consuming, especially during the weekends. I want to find time for it, but it is a more difficult thing when you have 3 children.” [40]


	
	Suggestions
	[25, 45]
	“In terms of yoga delivery, some patients (𝑛=3) felt that yoga intervention should be offered before conventional treatment or surgical operations.” [25]

	Online Asynchronous Interventions
	Benefits: Supporting usability
	[35, 41]
	“I like the flexibility of doing it when I had time. When it was convenient for me was probably the best thing about doing it online.” [41]


	
	Challenges: Not being able to connect
	[35, 41]
	“I don’t know if it was my wifi or what but there were a lot of videos that would like just freeze up, umm, so sometimes that was a little frustrating.” [41]


	
	Suggestions
	[35, 41]
	“60 minutes got too little at the end … They should’ve had to do 90 minutes . . . I wound up doing more because it felt like you needed to do more. Or you wanted to do more. Same with exercise, once you start walking, your body tends to want to do it. [35]

	Online Synchronous Intervention
	Benefits: Convenient connection
	[24]
	“The three women who attended > 1 class enjoyed learning about yoga, relaxing, and meeting each other.” [24]


	
	Challenges: Limited accessibility
	[24]
	“All four women described negative experiences with the videoconferencing technology (e.g., “complicated,” “confusing”). [24]


	
	Suggestions
	[24]
	“All four women indicated that offering classes at varied times of day could facilitate increased attendance, and two recommended beginning yoga post-treatment.” [24]



4. Discussion
The overall aim of this 2-part meta-synthesis was to systematically search, analyze, critically appraise, synthesize, and interpret the collective results from qualitative research on women’s perspectives, thoughts, and beliefs regarding their participation in yoga following a cancer diagnosis. The present paper is Part II of the meta-synthesis and is focused on women’s motives, barriers, and preferences for the yoga interventions/programs in which they participated; to our knowledge, this meta-synthesis represents the first attempt to systematically address this research question. From the 16 articles included in this review, 50% (n=8) were performed in-person, with a clear predominance of middle-aged women diagnosed with breast cancer. Preferences for intervention delivery were most frequently investigated (n=14), followed by barriers (n=7), and then motives (n=5). Broadly speaking, this meta-synthesis illustrates that women are motivated by fulfilling rehabilitative needs, increasing physical activity, gaining social support, and novel experience to engage in yoga; however, they also experience several situational and personal barriers to doing so. Findings also highlight that the characteristics of the yoga intervention or program are important; across the different mode of delivery, it was evident that providing participants with access to supportive and knowledgeable instructors, opportunities to connect with others, and well-rounded yoga classes that focus on more than just movement are all appreciated qualities of yoga interventions and programs. However, there remains a mismatch between program characteristics and participants’ preferences, and a specific need to ensure that programs and interventions with an online component are appropriately adapted. Collectively, these results give evidence of what elements of yoga programs and interventions end users themselves—women diagnosed with cancer—interpret as meaningful in real-world contexts in which yoga occurs. Further, findings generate rich, detailed data that adds to women’s meaning making experiences pertaining to why they choose to participate in yoga and the elements that may deter their practice, which could not be easily captured by means of standardized methods or reduced to numbers. 
On the basis of the 16 articles synthesized herein, results suggest that women are willing and want to engage in yoga interventions and programs after a cancer diagnosis, with participants identifying several situational (e.g., being around similar others) and internal (e.g., rehabilitation, physical and psychological benefits) motives that have been reported in previous physical activity oncology literature [46]. Several other motives have been identified for participating in yoga across non-clinical populations, including positive affect, health/fitness, nimbleness, mind–body integration, coping/stress management, supplementary activity, competition/social recognition, and spirituality [47-49]; however, these reasons do not appear to be universally-motivating. Indeed, differing motives have been identified amongst women and men [48] and those who perceive yoga as a physical practice versus a psycho-spiritual practice [49]. As well, length of time practicing (i.e., years of experience) has been reported to influence motives for yoga participation [47]. Within this meta-synthesis, participants reported the following 4 motives that could be interpreted as being directly related to yoga: (1) they considered it an adaptive form of physical activity, (2) they wanted to learn about yoga, (3) they were interested in cultivating a mind-body connection, and (4) yoga was recommended to them by others within their personal or healthcare circle. While the mind-body connection mirrors motives reported by non-clinical samples [47, 49], the other yoga-related motives suggest that women diagnosed with cancer may be motivated to practice yoga because it offers a novel experience that helps address both physical and psychosocial sequelae. That being said, most articles explored the experiences of participants who had not previously participated in yoga; therefore, their motives may change as (or if) they seek to maintain their yoga practice post-intervention/program. As such, it would be beneficial to use longitudinal study designs to capture if and how motives change during and after a structured intervention or program. Relatedly, if future yoga interventions and programs are to cater to both novice and experienced practitioners, then individuals seeking to create and deliver programs should consider how yoga is understood by the intended participants. Additionally, it may be beneficial to recognize what motives encourage people enrol in yoga interventions and programs, but seek to promote motives generally aligned with maintenance as the intervention or program progresses. Incorporating women diagnosed with cancer in the development of promotional and maintenance messaging may also help to ensure that the messages are aligned with the target sample.  
Moreover, while women may be willing and want to engage in yoga after a cancer diagnosis, they also experience several situational (e.g., technological difficulties, unclear instructions) and internal (e.g., lack of time, lack of disciple) barriers to their participation in yoga during the interventions and programs. Some of the health-related barriers reported in this meta-synthesis (e.g., side-effects related to treatment) are indeed unique to adults diagnosed with cancer, but most of the barriers have been reported previously in the non-clinical physical activity literature. For example, in a scoping review of 88 articles exploring the facilitators and barriers to yoga in the general population [50], 38 articles mentioned barriers which were organized into 6 categories: (1) psychological barriers, (2) negative impressions of yoga, (3) lack of resources, (4) social barriers, (5) characteristics of the yoga program or intervention, and (6) health issues. Although participants in this meta-synthesis did not report negative impressions of yoga (e.g., requires flexibility/athleticism, racialized and only for white people, in conflict with personal beliefs, inaccessible or exclusive), this may be because participants actively sought to participate in yoga intervention or program studies and thus potentially had a biased view. Therefore, it is necessary to specifically seek out the thoughts, beliefs, and opinions of women diagnosed with cancer who do not typically participate or wish to participate in yoga to gain a more in-depth understanding of their barriers to participation. Similarly, collecting data on participants’ reasons for dropout may provide insight into what elements of an intervention or program may need refinement. For instance, within the reviewed articles, Danhauer, Tooze [26] reported that women who did not complete the program cited schedule conflicts, competing responsibilities, and effects of cancer treatment as reasons for dropout. In addition, most barriers identified in this meta-synthesis were internal (e.g., time constraints, lack of motivation, physical limitations). To facilitate continued participation post-intervention, it is necessary to help participants identify their barriers, offer suggestions and strategies for overcoming their barriers, and foster barrier self-efficacy beliefs (i.e., their perceived ability to overcome their barriers to yoga). 
Within the context of health and wellbeing promotion, the purpose of evaluating an intervention or program is to determine whether the program has merit (i.e., intrinsic value of the program), worth (i.e., extrinsic value of the program to those in the larger community), value (i.e., political and social contextual criteria influencing merit and worth), and impact (i.e., the effect of the intervention/program on the participants) [51]; this information can be used to improve, expand, adjust, or eliminate the intervention or program moving forward [52, 53]. The present meta-synthesis highlights the merit of existing yoga interventions and programs for women diagnosed with cancer by discussing the several facilitating factors they identified for participating in different types of interventions. In particular, online and self-guided interventions (whether synchronous or asynchronous) offered participants convenience and flexibility, whereas in-person interventions offered women the opportunity for support, guidance and tailoring, and a relaxing environment that was free of distraction (if offered at a location outside of the home). However, there was no one type of intervention/program that was unanimously favoured, nor one that did not have its challenges in this review, which could (directly or indirectly) influence the value of existing yoga interventions and programs. These challenges can be categorized as issues pertaining to: (1) structure (e.g., class size, class length, location), (2) performance (e.g., maintaining an at-home practice without guidance), (3) compatibility (e.g., day/time of class, location of class), (4) sensory environment (e.g., too small of space, distractions in space), (5) accessibility (e.g., confusing instructions for at-home practice, only able to access classes on laptop/computer), (6) risk (e.g., no instructor to tailor difficult or painful poses), and (7) participant experience (e.g., poor or no social interaction, repetitive content). Since only 1 article [38] stated involving end-users in the development of the intervention, a method to improve the merit of yoga interventions and programs is to involve end-users during the development phase to ensure yoga interventions and programs consider factors that contribute to yoga being intrinsically valuable. Additionally, it would be beneficial to assess the acceptability of planned interventions and programs prospectively, concurrently, and retrospectively to ensure continued refinement and improvement of interventions and programs. 
4.1 Methodological Considerations
While the results of this meta-synthesis provide valuable information on the motives, barriers, and preferences of women diagnosed with cancer who participate in yoga, there are several study design and methods considerations. First, while 82.9% of the sample was female (320/386), with 56.25% (n=9) of articles reporting on samples that were exclusively women, there was no indication that findings varied according to sex nor gender. Moreover, apart from 37.50% (n=6) of articles, the samples in all other studies were heterogenous in terms of cancer types, which can have a bearing on women’s experiences during group-based yoga and/or the amalgamation of data. In addition, 56.25% (n=9) of articles reported on data collected using interviews and only 37.5% (n=6) explicitly aimed to explore and analyze participants’ motives, barriers and/or preferences. Moving forward, women (i.e., end-users) should be included when both designing and conducting research. Also, ensuring research questions explicitly seek to understand motives, barriers, and preferences will offer even more insight into how to optimize yoga interventions and programs. As well, using longitudinal study design is key to exploring changes and transitional experiences of women participating in yoga after a cancer diagnosis.
4.2 Theoretical Considerations
The use of theory in quantitative research has been touted as necessary to form a basis for understanding and incorporating the accumulated knowledge of the mechanisms of action (mediators) and moderators of change on behaviours (e.g., yoga participation) and outcomes (e.g., quality of life) [54]. However, theory is inconsistently used to inform study design and/or data analysis in qualitative research in psychosocial exercise oncology, despite calls for its inclusion [55]. Similar to other meta-syntheses [56], there was poor integration of theory in the primary studies reviewed herein; only 1 (6.25%) article in this review declared using theory [35]. Despite its current underutilization in the field, several theories may provide rich insight into factors that should be considered when developing yoga interventions and programs to better identify and target the antecedents of behaviours and the causal determinants of change. Based on previous research on yoga [57-61], the developmental theory of embodiment [62], embodiment model of positive body image [63], objectification theory [64], and self-discrepancy theory [65] are possibly relevant theoretical frameworks. For instance, objectification theory [64] and self-discrepancy theory [65] provide insight into how and why certain psychosocial outcomes (e.g., body image) may influence subjective experiences of self and relationships with others. Whereas, the developmental theory of embodiment [62] and the embodiment model of positive body image [63] provide insight into how and why yoga may attenuate certain outcomes. In addition, researchers in the field of yoga scholarship have developed a conceptual model describing how yoga practice may supportive positive embodiment [66]. Beyond what has been used before, since women were motivated by fulfilling rehabilitation needs and increasing physical activity, there are several other theories, models, or frameworks from the health behaviour change literature that may be appropriate for generating new ideas for yoga research in psychosocial oncology, such as the post-traumatic growth model [67], social cognitive theory [68], trans-theoretical model [69], theory of planned behaviour [70], and self-determination theory [71]. Given the value of theory for allowing researchers to determine whether unsuccessful interventions/programs may have failed due to no effect upon the hypothesised mediator or no effect of the meditator on the outcome of interest (e.g., quality of life), future studies should seek to incorporate theory from study conceptualization onwards and ensure appropriate alignment of the investigators philosophical perspectives, theoretical positions, methodology used, and interpretation of findings to advance qualitative research exploring women’s experiences with yoga interventions and programs. 
4.3 Limitations and Strengths of Meta-Synthesis
It is important to consider findings in light of the following limitations. First, the synthesis of qualitative data is reliant on the researchers’ own interpretations and thus, others may have formed different themes and reached different conclusions than those reported herein. Second, this meta-synthesis mainly captures the motives, barriers, and preferences of women in one cancer cohort (i.e., middle/older-aged women diagnosed with breast cancer). As such, women diagnosed with other forms of cancer (e.g., colorectal) or those at different stages of their life (e.g., young adults) may have similar or divergent experiences. In addition, transferability may also be limited because all included studies were conducted in high-income countries; thus, it is possible that women living with a cancer diagnosis in other geographic locations and global conditions may: (1) experience different motives, barriers, and preferences with respect to yoga participation, and (2) ascribe different meanings to yoga practices. Third, this meta-synthesis is limited by the quality (or lack thereof) of the primary articles. That is, authors in some primary studies provided less descriptive data than others, limiting the ability to draw insights from their work. Fourth, articles reviewed for/included in this meta-synthesis were all peer-reviewed (which presents the risk of publication bias) and written in the English language (which may have hindered a fully comprehensive synthesis of the available data). Finally, approximately 18 months had passed since the second data base search was conducted in October 2021 and publication of this article. Articles presenting findings that deviate or add to the findings presented herein may have been published since. 
However, despite the aforementioned limitations, there are several strengths to this meta-synthesis. First and foremost, following recommendations from Paterson and colleagues [34], this meta-study meta-synthesis was carefully executed using a comprehensive and systematic approach. As well, rigor was ensured by developing the search strategy in conjunction with an experienced librarian, using multiple search engines to capture as many relevant articles as possible, and by having multiple authors independently screen, extract, analyze, and interpret findings while also engaging in validation checks and having discussions when disagreements arose. Further, by not limiting the inclusion of studies based on population (i.e., cancer type, stage, treatment(s) received) nor qualitative methods used, this meta-synthesis provides a broad narrative of women’s motives, barriers, and preferences participating in yoga after a cancer diagnosis.
4.4 Conclusions
This 2-part review used rigorous methods (i.e., meta-study meta-synthesis) to synthesize qualitative research and provides valuable context surrounding women’s motives, barriers, and preferences for engaging in yoga after a cancer diagnosis. In line with previous research in the physical activity literature, women in the 16 articles synthesized herein expressed several situational and individual motives and barriers for engaging in yoga that can guide implementation efforts in future research. Further, the benefits, challenges, and suggestions identified and summarized herein provide valuable guidance for the development and evaluation of future interventions and programs. These data, couple with results of Part I, show yoga may be an attractive form of physical activity programming that is viewed as supporting physical and psychosocial health. However, time, technology, interest, health, and feasibility may hinder participants during and after interventions and programs, while practical considerations, yoga-related elements, and member characteristics and interactions may influence their experience during yoga interventions and programs. From a research perspective, this review has the specific advantage of synthesizing heterogeneous qualitative findings, making it easier to understand the multitude of interventions and programs that have been offered in this population as well as the shortcomings of current conceptualizations and implementation of yoga interventions and programs; thus, this review allows people to make informed decisions based on all available evidence. 
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