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A continuing challenge in weight loss freatment is attain-
ing maintenance of weight loss. The goal of this study was
to develop a counseling method that would assist African
American breast cancer survivors with weight loss mainfe-
nance. In this pilot study, 31 obese breast cancer survivors
were recruited. Individualized, diefitian-led counseling by
telephone and free Weight Watchers coupons were pro-
vided to all participants for 18 months. Af the 6-month time
point, women were randomized to receive spirituality coun-
seling or not in addition to the standard program. The spiritu-
ality counseling was delivered via felephone using an 8-step
framework. Subjects were asked to utilize daily meditation
or prayer, daily readings, and the recording of thoughts in
a journal. Mean weight loss from baseline to 6 months was a
modest 2.0% of baseline weight. From 6 to 18 months, there
was no further weight change in the spirituality arm and a
gain of 0.7% in the diefitian-only arm. Despite little effect on
weight loss, it did appear that spirituality counseling posifive-
ly affected spiritual well-being (FACIT-Sp) scores and dietary
quality. The spirituality counseling framework therefore may
be further refined and useful for other health promotion stud-
ies with African American populations.
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SPIRITUALITY COUNSELING FOR
WEIGHT LOSS INTRODUCTION

reast cancer in African American women appears
to follow different patterns than in European

American women, with a relatively higher risk
of recurrence and shorter survival in African American
women."”” Weight gain and obesity negatively affect
prognosis after a breast cancer diagnosis, but it is still
unclear whether obesity affects prognosis in African
American women as it does European American wom-
en.”” Effects of body weight on health in survivorship
are still an issue, however, as cancer survivors bear a
disproportionate burden of illness and lost productiv-
ity vs the general population that is still present many
years post diagnosis.® Byers and Sedjo have argued that
diet, physical activity, and weight management trials in
breast cancer survivors may best focus on end points
that are more prevalent in survivors than recurrence
such as risks of cardiovascular disease and diabetes,
and preservation of quality of life.” In African American
breast cancer survivors, this is compounded by the over-
all greater incidence of obesity, insulin resistance, and
diabetes in African Americans as compared with Euro-
pean Americans.*'* African American women have been
shown to gain twice as much weight after a diagnosis of
breast cancer as European American women.' Design
of effective weight loss interventions in obese African
American breast cancer survivors is therefore needed.

There have been a number of studies comparing
weight loss interventions in African Americans and
European Americans. Most of these studies used group
approaches and indicated that weight loss can be
achieved in African Americans, but typically the extent
of weight loss has been less than in European Ameri-
cans.'>"” A review of weight loss interventions for Afri-
can American women has identified several important
components of successful interventions." Group ses-
sions appeared to be essential, but individual-centered
programs led to more enthusiastic participation and
more sustained weight loss. Programs that utilized a
counselor to provide individualized guidance were more

VOL. 101, NO. 6, JUNE 2009



effective.'*” Finally, there is growing evidence that an
approach utilizing spirituality may help African Ameri-
can women adhere to weight loss and other health behav-
iors.'"* Spirituality therefore might be useful for main-
tenance of weight loss after the intensive phase of weight
loss counseling is over, at which time weight regain typi-
cally occurs.

Spirituality is an integral part of human existence that
defines the basic value around which all other values are
focused. Most Americans believe that spirituality gives
meaning to life, aids in decision making, and is a neces-
sary component of health.” Spirituality and religiosity
are conceptually linked, but they are not the same.* Reli-
giosity generally does have a spiritual component, but it
also encompasses the personal practices related to both
communal faith and group rituals as well as the commu-
nications stemming from shared conviction. Spirituality
is defined as

the propensity to find meaning through a sense
of relatedness to dimensions that transcend the
self in such a way that empowers and does not
devalue the individual. This relatedness may be
experienced intra-personally (as a connectedness
within oneself), interpersonally (in the context of
others and the natural environment), and trans-
personally (referring to a sense of relatedness to
the unseen, God, or power greater than the self
and ordinary resources).”

Individuals can be spiritual without a focus on a higher
power. These individuals “are able to feel a sense of spiritual
connectedness within themselves through memory or imag-
ination; they also experience integrative powers of spiritual-
ity in their relationships with others and the world.”*

The spiritual approach may be especially relevant to
weight loss in African American women. In a large study
of persons with chronic illnesses, African Americans had
significantly higher spirituality scores than Latinos or
European Americans using the Cella Well-Being Spiritu-
ality subscale (FACIT-Sp).”” African Americans also are
more likely than European Americans to use spirituality
to cope with adversity, including the stress associated
with the diagnosis of breast cancer.®*' Studies of breast
cancer survivors report that religious beliefs, prayer, and
meditation are powerful coping forces within their lives.”
The “connectedness” of social support associated with
religion and spirituality has been shown to improve qual-
ity of life and even survival in breast cancer patients.”**
One study found that 36% of African American breast
cancer survivors used spiritual healing.” Spiritual strate-
gies also were shown to be effective for cardiovascular
health promotion in African American women,** and
spiritual themes were used in culturally tailored materials
developed to promote healthy eating and physical activ-
ity in a church-based program.”
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This literature therefore indicates that utilizing spiri-
tual influences to foster motivation for acquiring and
maintaining better health behaviors might be an impor-
tant long-term weight management strategy. We hypoth-
esized that spirituality would help breast cancer survi-
vors maintain weight loss. We therefore conducted a
randomized, culturally tailored clinical trial of spiritual-
ity counseling for weight management in African Ameri-
can breast cancer survivors. Both study arms received
individualized dietary and exercise counseling combined
with Weight Watchers for 18 months, and at the 6-month
time point women were randomized to also receive spiri-
tuality counseling or not. A framework was developed
for nondenominational spirituality counseling utilizing
each participant’s own relationship to a higher power.

METHODS

Subject Recruitment and Trial Design

The Lifestyle Improvement with Food and Exercise
(LIFE) Study was approved by the Human Investigation
Committee of Wayne State University. The main sources
of subject recruitment in the greater Detroit area were
direct solicitation of clinic patients by their providers,
presentations and mailings to an African American breast
cancer support group, community advertising through a
local newspaper, and brochures placed in the Karmanos
Cancer Institute breast care clinic. Females who had been
diagnosed with stage I, II, or IIIA breast cancer within
the last 10 years and who identified themselves as Afri-
can American were eligible. After 10 years, risk of breast
cancer approaches the general population risk.* Other
eligibility criteria included body mass index (BMI) 30-
45 kg/m?*, completed chemotherapy or radiation therapy
at least 3 months previous (with the exception of tamoxi-
fen); age 18-70, willing and able to follow diet and exer-
cise recommendations, and having spiritual influences in
their lives as determined from a spirituality index screen-
ing questionnaire. The spirituality index screening ques-
tionnaire was designed to exclude those with no personal
conceptualization of spirituality.”” The screening measure
consisted of 6 items. A low score on 3 or more of the
items would disqualify a potential subject, and nobody
was disqualified because of a low score on this index.
Women with a recurrence, a second primary tumor, or
other history of malignant tumors were not eligible. Eli-
gible women were not presently on a special diet for a
medical condition (eg, type 1 diabetes) or currently par-
ticipating in a formal weight reduction program.

Interested women were invited to meet with the study
coordinator to learn more about the study and to deter-
mine eligibility. Potential participants were asked to
keep 3-day food records (1 weekend and 2 week days).
Subjects were required to bring these food records to the
baseline appointment as a final element of eligibility
that would also alert the women to the record-keeping
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requirements of the study. The dietary data that obese
persons provide on records are known to be underre-
ported,” but they did provide the dietitian with informa-
tion on the food preferences and eating patterns of the
participants and was used during the counseling.
Randomization was conducted after 6 months of stan-
dard weight loss counseling (Figure 1). At this time, the
dietary counseling became less frequent (see description
under Dietitian-Led Counseling), making the addition of
spiritual counseling feasible. Based on our previous
study, it was planned that most women would be entering
a weight maintenance phase after 6 months. Stratification
was by weight loss of 5% or more vs less than 5% weight
loss, relative to baseline. The randomization to the dieti-
tian-only group, which was to continue with dietitian-led
counseling, or to the spirituality group, which added spir-
ituality counseling to the standard program, was accom-

plished using a block size of 4. Study assessment visits
were conducted every 6 months (baseline, 6, 12, and 18
months). The baseline visit lasted about 2 hours since the
program materials were reviewed at that time, and the
other visits lasted about 1 hour.

Dietitian-Led Counseling

Individualized counseling led by a registered dieti-
tian was provided to all study participants for 18 months.
The counseling was done in person at the baseline, 6,
and 12 month visits with interim contacts by telephone.
The aim was to provide weekly contacts for the first 3
months, biweekly for months 3 to 6, and monthly there-
after. If a subject was not available at the appointed time
for the call, a message was left. The goal was to attain a
weight loss of 10% of initial weight using realistic short-
term goals that included exercise and dietary energy

Standards of Reporting Trials (CONSORT)

Figure 1. Study Enrollment and Subject Flow Shown Using the Format Provided by the Consolidated
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Randomization occurred after 6 months of dietitian-led weight loss counseling.
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control using balanced diet plans. The dietitian-led coun-
seling approach utilized the theoretical framework of
Bandura’s social cognitive theory.” Weight Watchers
coupons also were provided for free weekly attendance
throughout the study since we found previously that
Weight Watchers increased early weight loss success
over individualized counseling alone.*** Weight Watch-
ers prepackaged meals were not recommended by the
dietitian. A monthly newsletter included topics on envi-
ronmental control, goal setting, negative/positive think-
ing, body image, self-monitoring, social support, and
time management.

Figure 2. Percent Weight Change From Baseline
for Each Woman Randomized to Spirituality
Counseling or Not
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Counseling for the weight loss goal of 10% of base-
line body weight targeted a 1 to 2 pound per week weight
loss using the American Dietetic Association dietary
exchange list diet method.* The recommendation was for
a deficit of 500 to 1000 kcal per day below the calculated
maintenance intake for a given body weight (using an
estimate of 11 kcal per pound needed for maintenance).*
Subjects were asked to decrease fat to 20% tp 25% of
calories, to keep protein at about 20% of calories, to use
whole grains for at least half of their daily grain intake,
and include at least 6 to 8 servings of fruits and vegeta-
bles each day, depending on energy intake (with an
emphasis on variety). The exchange list method was cho-
sen since it accommodates individual food preferences,
which appears important for African American women.*

In addition to control of caloric intake, study partici-
pants were asked to exercise at least 30 minutes most
days each week (at least 5), in accord with currently
accepted guidelines,* using their preferred mode of exer-
cise. Subjects were given pedometers for self-monitoring
and were instructed that 10000 steps each day is a desir-
able goal. Lists of local resources such as mall walking
clubs, biking clubs, library exercise videos, and commu-
nity facilities near their places of work or home were pro-
vided. Subjects were asked to keep a log of time spent on
exercise together with their dietary exchange log in the
same weekly self-monitoring booklet. Envelopes with
postage were provided for mailing this log to the dietitian
before the scheduled call. This method was successful in
our previous study of breast cancer survivors.” In addi-
tion, a pilot study with 12 African American obese breast
cancer survivors showed that this published dietitian-led
approach resulted in a mean loss of 9.8% of baseline
weight over 6 months (unpublished data).

Spirituality Counseling

The spirituality approach was selected based on 2
focus groups that we conducted with 15 women before
we initiated this study. The focus groups indicated that
overweight and obese African American breast cancer
survivors were attracted to an approach that uses spiritu-
ality to help them incorporate and follow new lifestyle
patterns for maintenance of a lower body weight. The
spirituality counseling was aimed at addressing the fol-
lowing areas which we identified as important to weight
loss maintenance: (1) coping in a crisis, (2) setting pri-
orities, (3) dealing with emotional issues which trigger
old behavior patterns, and (4) developing accountability
for following desired diet and exercise behaviors. The
most common cause of relapse during behavior change
attempts has been identified as distress. Other causes of
relapse include social pressure from a social network,
and lifestyle issues where time is a factor in accomplish-
ing desired diet and exercise goals.*

Spirituality is thought to build the inner strength that
is necessary to reduce stress and to prioritize one’s own
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needs, both of which are important in weight manage-
ment.” Connectedness with others and a higher power
(key elements of spirituality) also can be used to create
accountability outside of one’s own self for maintaining
weight loss behaviors. The goal of the spiritual counsel-
ing therefore was to strengthen and utilize spiritual ties
to incorporate healthy lifestyle behaviors into each wom-
an’s own value system. Some participants already had
strong spiritual ties that could be applied towards weight
loss behaviors, while others needed to first build their
spiritual ties before they could be used to foster healthy
lifestyle behaviors.

A spiritual counselor with a master’s degree in coun-
seling psychology and a certification in biblical counsel-
ing conducted this intervention. Contacts with the spiri-
tual counselor were exclusively by telephone. These
contacts were scheduled to be weekly for 3 months,
biweekly for the next 3 months, and then monthly, with
flexibility for each individual based on need. The fre-
quency of contacts was documented. The spiritual coun-
selor also discussed the progress of each participant with
the dietitian, so that the counseling was coordinated.

Counseling Framework

The spirituality counseling framework was based
loosely on 12-step strategies such as Alcoholics Anony-
mous, Overeaters Anonymous, and the Renfrew Per-
spective for eating disorders and behavioral dependen-
cies. These programs are widely used in the community
and are documented to be effective for addictive behav-
iors related to drug and alcohol abuse.”*' Some of the
steps in these programs were not applicable to weight
control or to women who might have low-self esteem at
the outset. For example, many 12-step programs were
developed for men with addictive behaviors who suffer
from egotistical tendencies.” Overeaters Anonymous
utilizes a 12-step program for weight loss, which sug-
gests that compulsive overeating is beyond a person’s
power to overcome; therefore, one must surrender to a
higher power.” Several of the steps refer to personal
shortcomings, defects in character, and making amends
to persons harmed by one’s behavior.* These steps there-

fore had to be revised for a more acceptable program
that women interested in weight loss and health could
use to empower themselves with the strength needed to
make lifestyle changes. The 8-step framework and the
implementation plan are shown in Boxes 1 and 2.

Specific Tools

Subjects were taught to use daily meditation, daily
readings, and the recording of thoughts in a journal. It has
been suggested that in order to achieve a greater spiritual
influence in one’s life, time and space must be found for
exercises that heighten awareness of one’s actions and feel-
ings.” Existing weight loss programs conducted in the
community through churches, such as Faithful Fitness and
First Place: A Christ-Centered Health Program, utilize
motivational readings from the Bible organized around
specific topics relevant to weight loss such as “Value Your
Body (your body...God’s temple)”, “On loan from God,”
“Going God’s Way,” and “Practical love with difficult peo-
ple.””*” The spiritual counselor offered guidance to study
participants on developing meditations that helped them
observe their own actions and build better behaviors. For
some participants, scripture or prayer was preferred. The
book Walk Tall: Affirmations for People of Color (C. Brice,
San Diego, CA: RPI Publishing; 1994) was given to all
participants since it provides daily inspirational readings,
generally given as quotes from prominent figures. In addi-
tion, subjects were given the book God Just Showed Up (L.
Watkins, Chicago, IL: Moody Press; 2001).

A reflection journal was used to develop an under-
standing between experiences and feelings and making
sense of those feelings, which can affect faith.” These
reflections were a step towards identifying gainful
engagement, and the counselor could be consulted for
development of engagement strategies that lead to behav-
ior change. Ongoing questions suggested for reflection in
the journal were (1) How does this experience or event
help me discern the presence or absence of a higher
power in my life? (2) What insights do these events/expe-
riences offer into myself as a person? (3) How does this
help me respond to and with others who seek to involve
a higher power in our lives as part of the community?>

to restore us to a healthy lifestyle.

w

NO O M

surrendering that which is truly out of our hands.

principles in all our endeavors.

Box 1. Eight-Component Theoretical Framework for Spiritual Counseling on Weight Loss

1. Admit to the need for empowerment over our problems with food and an inactive lifestyle.
2. Be open to connections with others and a power greater than ourselves as a source of inner strength

. Explore this source of empowerment and its connection to a better life. Make a decision to turn our
will and our lives over to the care of that power, as we understand it.

. Admit the areas of struggle and the character fraits that surface in this struggle.

. Ildentify the recurring themes and key struggles that keep us “stuck” where we are.

. Be ready to work in partnership with a higher power to remove our ineffective behaviors.

. Seek through prayer, meditation, or affirmations to enhance our awareness of spirituality in our lives,

8. Work through the demands life brings us, send this message to those around us, and practice these
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Assessments

Subjects were asked to come to the study office for
assessments at 0, 6, 12, and 18 months, and they were
provided with $20 for each assessment visit. Body
weight was measured to the nearest quarter pound in
light clothing without shoes using a Health-o-Meter Pro-
fessional Beam Scale, model 402KLS (Bridgeview, Ili-

SPIRITUALITY COUNSELING FOR WEIGHT LOSS MAINTENANCE

nois). Height was measured without shoes while stand-
ing on a level, hard surface with a stadiometer. Hip and
waist measures were obtained without restrictive gar-
ments to the nearest 0.1 cm with a flexible tape measure.
A health status questionnaire captured demographic
information, gynecological history, medical history
(including breast cancer treatment), and body weight

Ask the subject to identify the issues
in their own life that contribute fo
overweight and obesity (step 5).

Ask for specific definition of the way
in which the subject feels powerless
over the situation or condition (step

Ask in what way a higher power or
connections with others can help
(step 2).

Identify character traits that
contribute to the problem such as
seeking approval, seeking control,
obsessive/compulsive behavior,
rescuing, taking inappropriate
responsibility, hiding feelings, fear of
abandonment or authority (step 4).

Confess the behavior (step 1).

Get ready to work in partnership with
your higher power to remove this
behavior (step 6).

Through prayer or meditation ask for

for you (steps #8, #3).

Box 2. Implementation Plan for Spirituality Counseling

The counselor will help assess the problem by listening
attentively, being nonjudgmental, allowing the expression of
feelings, and being warmly supportive, as is recommended
for spiritual counseling in general.”> Asking participants to
summarize thoughts from their reflections journal can also help
participants become aware of problem areas.

Careful analysis of the contributing problems can identify areas
that may be truly out of a person’s hands, and those areas
may need to be surrendered (steps 7). Efforts can then be

3). concentrated on the areas that can be modified.

The counselor asks questions to help subjects uncover

spirifual influences that can be useful in coping with events

or experiences that interfere with maintaining weight

loss behaviors. These spiritual connections can provide
empowerment over problems that are difficult or impossible
tfo address alone (step 1). Some study participants will already
have strong spiritual connections, while others will require
specific readings and meditations fo first strengthen those
connections (step 2). Other readings and meditations will help
subjects understand how these connections support a healthy
lifestyle (step 3).

For example, often time demands stand in the way of
exercising daily and preparing healthier foods. The spiritual
counselor works to help the participant value herself, using
assigned readings and meditations. These will reaffirm the value
of each person in the eyes of her higher power. The participant
can then allow her higher power to help reprioritize her time
demands, with the knowledge that if she does not take care of
herself she may not be able to fulfill the role her higher power
has for her, such as the care of others.

Admitting the problem is needed before one can work to
address the problem (step 4). This can be revealed by open-
ended questioning from the counselor and by use of the
reflections journal fo become aware of underlying causes of
difficult situations.

Participants will require varying amounts of counseling before
they will be ready to allow a higher power to guide them
toward a healthier lifestyle. For example, readings can help
strengthen the connections needed and can demonstrate
how partnership with a higher power can help minimize the
stress of life's demands. Using a higher power for guidance can
help minimize distress from difficult situations.

Daily prayer or meditation will be an important component of
knowledge of your higher power’s will the program to help participants bring their higher power into
their new, healthier lifestyle. Accountability is a key element

of weight loss, and weight gain is generally observed when
counseling contacts stop.” If accountability can be fransferred
to a higher power through daily prayer or meditation, weight
loss maintenance may improve.
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history at baseline. Cancer diagnosis and treatment
information was obtained from the oncologist’s note. At
subsequent visits (6, 12, and 18 months), a health update
questionnaire was administered to capture any changes
in medications, stress levels, and overall health. Physical
activity patterns were captured using the Stanford 7-day
Physical Activity Recall, which is based on self-reported
typical activity patterns, and the results were calculated
in metabolic equivalents.™

Aspects of spirituality were measured by several
instruments. The Spiritual Well-Being Questionnaire is
a 12-item spiritual well-being scale from the Functional

Analysis of Chronic Illness and Therapy Spiritual sub-
scale or FACIT-Sp. This spiritual scale has been vali-
dated in persons with chronic illnesses and has 2 sub-
scales: Faith and Meaning/Peace. The Faith subscale is
associated with religion, whereas the Meaning/Peace
subscale measures a dimension that is independent of
any religion or specific belief.”” Subjects were also asked
to keep a log of all spiritual influences not related to the
study (church attendance, bible study groups, spiritual
radio shows, talking with friends for support in life’s
challenges, etc) for the week before the assessment vis-
its at 6, 12, and 18 months. The Brief Multidimensional

Table 1. Characteristics of Subjects at Study Enroliment (Mean and SD, or Number of Subjects and

Percentage of Total)

Characteristics Dietitian-Only Group Spirituality Group Unassigned

n=12 n=12 Subjects®, n=7 P Value®
Demographic Characteristics

Weight, kg 94.9,14.8 93.8,11.3 95.8, 11 0.891

BMI, kg/m? 36,5 36,3 37,5 0.947

Weight at age 18 (kg) 55.2,5.5 59.7,10.7 58.4, 10.3 0.460

Age at study

Enrollment, y 56, 10 55,8 50,7 0.305

Married (No., %) 5 (42%) 3 (25%) 3 (43%) 0.704

College graduate 6 (50%) 8 (67%) 1 (14%) 0.107

Work outside the home 10 (83%) 5 (42%) 5(71%) 0.119

Live alone 5 (42%) 5 (42%) 1 (14%) 0.560

Household income <$30000/year 3 (25%) 3 (25%) 3 (42%) 0.688

Family history of breast cancers 4 (33%) 2 (17%) 2 (29%) 0.678

Clinical Characteristics

Age at diagnosis 51,9 49, 6 47,7 0.496

Years since diagnosis 5.6,4.3 57,33 2.8, 1.1 0.074

Stage | (No., %) 5 (42%) 6 (50%) 0 (0%)

Stage Il (No., %) 3 (25%) 5 (42%) 4(57%) 0.104°

Stage Il (No., %) 4 (33%) 1 (8%) 3 (43%)

Hormonal therapy® 5 (42%) 8 (67%) 6 (86%) 0.204

Spirituality and Depression Scales’

FACIT-Sp

Overall 40.8, 6.5 41.7,5.7 35.9,3.6 0.056
Faith 14.2,2.9 15.1, 2.0 12.0, 2.4 0.012

Meaning 26.7,4.3 26.6, 4.3 23.9, 4.1 0.335

CES-D 11,8 6,7 12,9 0.201
Daily spiritual experiences 30, 3 31,4 30, 4 0.625

Spiritual coping 24,3 24,3 23,2 0.691

Private spiritual experiences 26, 6 26,5 26, 6 0.992

Abbreviations: FACIT-Sp, Cella Well-Being Spirituality subscale; CES-D, Center of Epidemiological Studies Depression scale.

e Unassigned subjects withdrew from the study before the 6-month randomization appointment.

® The p values shown are from Kruskal-Walllis tests for comparison of the three groups with regard to data from scales and for
continuous variables. For variables for which numbers of women are reported, the p value is from Fisher exact test.

¢ Breast cancer in first-degree relatives.

9 From testing the distribution of stage (3 groups) over the 3 subject categories using Fisher exact test.

¢ Use of hormonal therapy for breast cancer now or in the past. Two women in the unassigned group and 1 woman in the spirituality
group were taking tamoxifen at the time of enrollment. One woman in the unassigned group was currently taking letrozole. All but 3
women in the spirituality arm and 1 woman in the dietitian-only arm had chemotherapy as part of their breast cancer treatment.

"The FACIT-Sp is the spiritual subscale of the Functional Assessment of Chronic lliness Therapy Well-Being scale.” The CES-D is the Center
of Epidemiological Studies Depression scale.” The other 4 scales are from the Multidimensional Measure of Spirituality compiled by the
Fetzer Institute.”” None of these 7 comparisons are significant at the 0.05 level in the multiple comparisons sense, after applying the
Benjamini and Hochberg procedure.®
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Measure of Religiousness/Spirituality: 1999 from the
Fetzer Spirituality Resource Manual was administered
at baseline and 18 months.” This instrument consists of
40 items to calculate 10 scales, assess overall self-rank-
ing, and identify religious affiliation. Three of the scales
that appeared to capture elements of the spiritual coun-
seling in this study most closely were (1) Daily Spiritual
Experiences, which is derived from 6 items; 2) Private
Spiritual Practice, which contains 5 items, including
praying, meditating, saying grace, reading, and watch-
ing/listening to religious programs; and 3) Spiritual
Coping, which includes 7 items and emphasizes the
extent of support from a higher power in coping.

At the beginning and end of the study, the Block 98
Food Frequency Questionnaire was administered (Nutri-
tionQuest, Berkeley, California). This Food Frequency
Questionnaire compared well with food records for
assessment of usual fat and fruit and vegetable intakes of
women in our previous studies.” This questionnaire was
first developed using a population sample in the subur-
ban Detroit area (Ypsilanti, Michigan) that included Afti-
can Americans."

Statistical Methods

To assess preintervention and postintervention changes
within a single group, Wilcoxon matched-pairs tests were

SPIRITUALITY COUNSELING FOR WEIGHT LOSS MAINTENANCE

used. For comparing continuous variables between the 2
study groups, the Mann-Whitney test or the Wilcoxon
matched-pairs test was used, as appropriate. For compari-
sons of continuous variables across 3 groups, the Krus-
kal-Wallis test was used. To compare categorical variables
across the 3 groups of subjects, Fisher exact test was used.
Spearman rank correlations were computed between
select pairs of continuous variables. To control type I error
rates, the nominal 0.05 significance level was adjusted via
the multiple comparisons procedure of Benjamini and
Hochberg.® This false discovery rate procedure was
applied to related sets of comparisons, which are speci-
fied in footnotes of the data tables.

RESULTS

Demographic and Clinical
Characteristics

Subjects were enrolled into the study from July 22,
2004 to April 7, 2005. The flow of subjects from initial
contact to study completion is shown in Figure 1. Screen-
ing excluded 10 women who failed to return 3-day food
diaries, and 17 women were excluded because their BMI
was either below or above the inclusion range. Only 4 of
the 31 women enrolled were still premenopausal (3 in
the dietitian arm and 1 in the spirituality arm). Almost

Intake Baseline
Unassigned group
Fat, % of calories 41,7,7
Fruit, servings per 1000 kcal 1.0,1.0,7
Vegetables, servings per 1000 kcal 2.0,0.7,7
Healthy Eating Index 54,13,7
Physical activity, Mcal/week 26.7,53,7
Dietitian-Only Group
Fat, % of calories 40, 7,12
Fruit, servings per 1000 kcal/day 0.9,0.7, 12

Vegetables, servings per 1000 kcal/day 1.8, 1.5, 12

procedure.®

changes in dietary intakes were similar with that subject excluded.

Table 2. Dietary Intakes From the Block’98 Food Frequency Questionnaires (mean, SD, n)

Healthy Eating Index 56,10, 12
Physical activity, Mcal/week 24.4,5.1,12
Spirituality Group

Fat, % of calories 37,6,12
Fruit, servings 1.3,0.8, 12
per 1000 kcal/day

Vegetables, servings 2.9,2.6,12
per 1000 kcal/day

Healthy Eating Index 59,10, 11
Physical activity, Mcal/week 25.1,4.3,12

°The p values for changes with time within each group are from Wilcoxon matched-pairs fests using data at 0 and 18 months. None of
these 10 comparisons are significant at the 0.05 level in the multiple comparisons sense, after applying the Benjamini and Hochberg

® The p values for the difference between the dietitian-only and spirituality groups are from Mann-Whitney tests. None of these 5
comparisons are significant at the 0.05 level in the multiple comparisons sense, after applying the Benjamini and Hochberg procedure.

c One subject reported too few foods eaten at baseline to calculate a Healthy Eating Index score. The mean intakes at baseline and

18 Months Change P Value for Difference
With Between
Time® Groups®
36,5, 11 -7.8,12.7, 11 .054
1.1,0.6, 11 0.3,0.7, 11 .206
24,13, 11 0.5,0.8, 11 .042
61,11, 11 6, 11,11 .100
26.5,83,11 24,8.1,11 278
33,7, 11 -5.6,7.3, 11 .042 896
25,09, 11 1.2,0.8, 11 .007 .013
3.3, 1.7, 11 0.2,2.6,11 465 .895
70,15, 11 12, 14, 10¢ .036 418
25.4,42,11 0.0, 56,11 966 .555
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all of the women had chemotherapy as part of their
breast cancer treatment (27 of 31). Only 3 were currently
taking tamoxifen, and 1 was currently taking letrozole.

There were 7 women who withdrew prior to random-
ization and 2 women who withdrew after randomization.
The 7 women who withdrew from the study early on
were, on average, a little younger, less educated, had
later-stage cancer, and were within a shorter time frame
since their initial diagnosis than the women who com-
pleted at least 6 months on study. These and other demo-
graphic and clinical characteristics did not differ statisti-
cally among the 7 women who withdrew in the first 6
months, the subjects randomized to the dietitian-only
arm, and the subjects who received the spirituality coun-
seling (Table 1).

Compliance to Spirituality
Counseling

Spirituality counseling was conducted for the 12 sub-
jects randomized to the spirituality arm. The number of
calls completed per subject was 2 to 26 (median, 11 calls).
When subjects were not home for their counseling
appointment, a message was left on the answering machine
or with a household member. Most often the same sub-
jects who were difficult for the dietitian to contact were
also difficult for the spirituality counselor to contact. The
total time spent on spiritual counseling of each subject
ranged from 70 to 608 minutes (median, 279 minutes),
with 17 to 45 minutes per call (median, 25.8 minutes).
The correlation between number of calls and minutes of
total time counseling was high (r = 0.967, p < .0001).
There was no appreciable correlation between number of
spirituality counseling calls completed and weight change
in the spirituality group (r < 0.2 with weight change at 18
months from either baseline or 6 months).

Dietary Intakes and Physical Activity

The Block 98 Food Frequency Questionnaire was
administered at baseline and after 18 months (Table 2).

This questionnaire is designed to capture dietary intakes
over the past 12 months. At baseline, mean fat intake for
all 31 women was about 39.3% of calories (SD, 6.7),
which is somewhat above national averages of 35% calo-
ries from fat for females aged 50 to 59.” Reported base-
line fruit and vegetable intakes of 4.2 servings/day (SD
2.5, n = 31) were also above national averages of 3.04
servings per day in the National Health and Nutrition
Examination Survey (NHANES) 1999-2002 data set.*
At baseline, Healthy Eating Index (HEI) scores ranged
from 36 to 76 (mean, 57; SD, 11; n=30). HEI scores take
into account the degree to which diet conforms to the
Food Guide Pyramid, along with intakes of fat, choles-
terol, and sodium, and a factor for dietary variety.® Scores
of 51 to 80 on the HEI are classified as “needs improve-
ment,” and scores above 80 are classified as “good.” In
the NHANES data from 1999-2000, mean HEI score in
non-Hispanic blacks was 61.1, which is a few points
above the mean score of 57 for women in this study.®
Both study groups exhibited reductions in fat intake with
time, and improvement in the HEI (Table 2). Fruit intakes
in the spirituality group increased significantly both with
time and relative to the dietitian-only group. None of
these comparisons were significant at the .05 level in the
multiple comparisons sense after applying the Benjamini
and Hochberg procedure to control the type I error rate,
although the fruit intake comparisons were of borderline
statistical significance even after that adjustment.
Physical activity was assessed by the Stanford 7-day
recall.” These data were used to calculate energy expen-
diture per week using MET values of 1 for sleep, 1.5 for
light activity, 4 for moderate activity, 6 for hard activity,
and 10 for very hard activities. Mean energy expenditure
per week did not change appreciably in either study group
(Table 2). Since the intervention targeted moderate exer-
cise, this was examined separately in hours per week.
Moderate activities per week increased from baseline to
6 months before randomization (mean, 3.9 hours/week,
SD, 10; n = 24), and this increased further from 6 to 18

18 Months (mean, SD, and n)

Measure Dietitian-Only Group
0-6 Mos. 6-18 Mos.
% Weight change®  -2.5,5.1,12 0.7,3.3, 11
Change in weight, kg -2.6, 4.7, 12 0.4,3.0, 11
FACIT-Sp score
Total 0.7,43,12 -3.3,3.9,11
Meaning 1.1,3.6,12 -2.5,2.8, 11
Faith -0.4,1.4,12 -0.8,3.1, 11
CES-D score -0.3,9.0,12 -0.9,7.7,11

Table 3. Changes in Weight, Spirituality and Depression From Baseline to 6 Months and From 6 Months to

0-6 Mos. 6-18 Mos. Between Groups®
-1.5,6.5,12 0.0,3.4, 11 .555
-1.0,7.0,12 0.3,3.4, 11 922
0.2,22,12 -0.2,32, 11 .024
0.3,25, 12 -0.2,33, 11 146
-0.1,0.5,12 0.0,0.6, 11 451
-1.0,7.0,12 -1.7,56,11 646

Abbreviations: FACIT-Sp, Cella Well-Being Spirituality subscale; CES-D, Center of Epidemiological Studies Depression scale.

° P values shown are from Mann-Whitney tests for the difference between diefitian-only vs spirituality groups for the change from 6 to
18 months since randomization occurred at 6 months. None of these 6 comparisons are significant at the 0.05 level in the multiple
comparisons sense, after applying the Benjamini and Hochberg procedure.

® The percent change in weight was calculated from either baseline or 6 months, as appropriate.

Spirituality Group P Value for Comparison
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months in the dietitian-only group (mean, 2.4 hours/
week, SD, 13.8; n=11) and the spirituality group (mean,
1.3 hours/week; SD, 12.5; n = 11). Variability in these
data was large, and none of the changes in physical activ-
ity were statistically significant at the .05 level in the
multiple comparisons sense, after applying the Ben-
jamini and Hochberg multiple comparisons procedure.*

Weight Loss

Weight loss in the study was modest with a mean loss
of 2% of baseline weight at 6 months (SD, 5.7; n = 24),
and weight loss from baseline to 6 months did not differ
significantly by diet arm assignment being 2.5% in the
dietitian-only arm and 1.5% in the spirituality arm (Table
3, Figure 2). At 18 months, mean weight loss, as a per-
centage of baseline weight, was 1.9% in the dietitian-
only arm and 1.5% in the combination arm. Weight
change from 6 to 18 months indicated a slight regain of
0.7% (SD, 3.3; 0.4 kg regain; n = 11) in the dietitian-
only arm and no regain in the spirituality arm (SD, 3.4;
n = 11), and this difference between the 2 groups was
not statistically significant. There was 1 woman in the
spirituality arm who gained 19 kg from baseline to 6
months and then gained at a slower rate afterwards (Fig-
ure 2). Excluding that subject, mean weight loss in the
spirituality arm at 18 months was 3.2% of baseline
weight. At the 18-month time point, 5 of 11 women
exhibited weight loss, relative to baseline, in the dieti-
tian-only arm and 8 of 11 women exhibited weight loss
in the spirituality arm (Figure 2).

Spirituality

Several scales were used to assess spirituality in the
subject’s lives. The spirituality subscale of the Well-Being
Questionnaire (or Functional Analysis of Chronic Illness
Therapy, FACIT-Sp) indicated that the mean overall score
at baseline for spirituality in this study (mean, 40.0; SD,
5.9; n = 31), and there was no significant difference in
mean score by diet arm assignment (Table 1). These
scores are very similar to that reported by Peterman et al
for a sample of breast cancer patients of mixed ethnicity
and race (mean score, 39.9).”” After 18 months, there was
a decrease in spiritual well-being in the dietitian-only
arm (from a mean score of 41 at baseline to a mean score
of 38 at 18 months), and there was no change in FACIT-
Sp score of 42 in the spirituality arm. The mean changes
in spiritual well-being from 6 to 18 months are shown in
Table 3 since subjects were randomized at 6 months, and
the score decreased in both diet arms. The decrease in the
FACIT-Sp score from 6 to 18 months was greater in the
dietitian-only arm (3.3 points) vs the spirituality arm
(-0.2 points), as shown in Table 3. The change in FACIT-
Sp score from 6 to 18 months for the spirituality arm was
also significantly and positively correlated with total
minutes of spirituality counseling time (r = 0.704, p =
.008) and almost significantly associated with number of
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calls (r=10.599, p = .026), but the number of women was
small (n=11).

The Fetzer Multidimensional Measure of Spirituality
instrument was also administered 0 and 18 months.” This
instrument yields 12 scales. Five of the scales refer to reli-
giosity and therefore were not entirely relevant to this
study, but it is interesting to note that all but 6 of 31 women
attended church at least once a month at baseline. Eight
women were nondenominational, 12 Baptist, | Mormon, 3
Catholic, and 7 belonged to other Protestant religions. The
changes in the 3 scales most relevant to spirituality coun-
seling were small and not statistically significant (p > .35
in each case comparing the 2 study arms). These were (1)
an increase in the Daily Spiritual Experiences scale in the
spirituality arm (mean, 0.2; SD, 2.7) and in the dietitian-
only arm (mean, 1.5; SD, 3.2); (2) increases in the private
spiritual experiences scale of 1.7 (SD, 2.9) in the spiritual-
ity arm and 1.4 (SD, 5.1) in the dietitian only arm; and (3)
for spiritual coping, there was an increase in the spiritual-
ity arm (mean, 0.5; SD, 2.5) and a decrease in the dietitian-
only arm (mean, —0.6; SD, 3.5). The other spiritually rele-
vant scales in the Fetzer measure had little inter-individual
variation in responses. For the 2-item Meaning scale, all
but 3 women agreed or strongly agreed that their lives
unfold according to a greater plan and that they had a sense
of mission in their life. The scales of Forgiveness (3 items)
and Values/Beliefs (2 items) also had little intraindividual
variability, with 28 of 31 women scoring either often or
always for forgiveness, and all either agreed or strongly
agreed that a “higher power watches over me.” Overall
self-ranking on the Fetzer measure was very high, with
only 1 woman who was “slightly spiritual” at baseline; the
rest of the subjects were all moderately or very religious.

The spirituality counseling included recommenda-
tions to spend time each day on spiritual activities to
enforce the requested lifestyle changes. Subjects were
asked to keep a log of daily spiritual experiences for the
week preceding their study visits at 6, 12, and 18 months.
Most of the logs were returned. In the dietitian-only arm,
the mean private time spent on spiritual activities (medi-
tation, prayer, readings) increased from 177 minutes per
week at 6 months (SD, 81; n = 10) to 256 minutes pe
week at 18 months (SD, 227; n = 11) and total time sent
on spiritual activities (which adds attending church, talk-
ing to others, listening or watching spiritual programs)
increased from 679 to 904 minutes per week. Neither of
these increases was significant (p > .6 using Wicoxon
matched-pairs tests). In the spirituality arm, the mean
private time increased from 226 minutes perweek at 6
months (SD, 221; n = 9) to 384 minutes per week at 18
months (SD, 499; n = 11), not including time spent on
phone counseling (p = .081). Total time increased from
590 minutes per week (SD, 342; n=9) at 6 months to 871
minutes per week (SD, 665; n = 11) at 18 months, which
was of borderline significance p = .048.
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Depression

Depression scores, as measured by the Center of Epi-
demiological Studies Depression (CES-D) question-
naire, indicated that 6 of 31 women had clinically mean-
ingful impairment at baseline (scores higher than 16). In
the 22 women who finished 18 months on study, 4 had
scores of 16 or greater at baseline, and only 1 still had a
score above 16 at 18 months. Mean CES-D scores
improved in both study arms (indicated by a lower
score), with a slightly greater improvement in the spiri-
tuality arm vs the dietitian-only arm as shown in Table 3.
Subjects in the spirituality arm did have a lower mean
CES-D score at baseline than the subjects assigned to
the dietitian-only arm. Since a previous study indicated
that CES-D scores were inversely related to HEI scores
in breast cancer survivors,” we also examined this rela-
tionship and found that at baseline there was a negative
correlation between HEI and CES-D, but this was of
borderline significance in our sample of 31 women (r =
—0.343, p = .064).

DISCUSSION

As cancer treatments have improved over the years,
there are now approximately 2 million breast cancer sur-
vivors in the United States.® This makes health in survi-
vorship an important issue, and obesity is of particular
relevance because of rising weight levels in the popula-
tion and obesity is a known risk factor for many chronic
diseases. Attempts at prevention of weight gain and obe-
sity in breast cancer survivors, however, may be accom-
panied by unique psychosocial and biological factors
that might not be present in persons who have never
been diagnosed with cancer. Our previous trial of weight
loss in breast cancer survivors (73% of whom were Cau-
casian), called the Weight Loss After Breast Cancer
Study, provided data on the effectiveness of an individu-
alized, dietitian-led weight loss counseling approach
combined with Weight Watchers over 24 months.** The
majority of the weight loss with this combination
approach occurred during the first 6 months, resulting in
a loss of 10% of initial body weight at that time point.
From 6 to 18 months, mean weight regain of 4% of ini-
tial body weight occurred (9 pounds), followed by stabi-
lization of mean body weight from 18 to 24 months.
After 6 months, the dietitian-led counseling frequency
diminishes, making institution of additional counseling
feasible. The 6-month time point was therefore chosen
for randomization to spirituality counseling or not.

The present study targeted African American breast
cancer survivors. African Americans as a group seem to
suffer disproportionately from cardiovascular disease
and diabetes and therefore may benefit from weight con-
trol to promote health in survivorship.” In addition, Afti-
can American women have a worse prognosis after a
diagnosis of breast cancer than European American
women."” A number of weight loss studies have been
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conducted among African American women, and in gen-
eral the literature indicates that weight loss occurs at a
slower rate in this population group.” We therefore
sought to design a culturally tailored approach towards
weight loss that would help breast cancer survivors incor-
porate a healthy lifestyle into their own value system and
prioritize their own health. Fitzgibbon et al examined a
faith-based weight loss intervention using group sessions
in overweight and obese African American women. There
was slightly more weight loss in the faith-based group,
which received scripture readings, vs the control group,
which received a culturally tailored weight intervention
without a faith-based component (2.4% vs 1.7% in 12
weeks).' Karanja et al also achieved modest weight loss
of 3.7 kg over 6 months in African American women
(3.5% of baseline weight), again using group sessions for
the intervention."” There is in fact growing evidence that
spirituality may be an important consideration in the
design of effective strategies for weight control as well as
for other health-promoting behaviors in African Ameri-
cans.™ For breast cancer survivors, a spirituality
approach is particularly attractive since connections with
others (ie, social support) have been shown to reduce
stress in breast cancer survivors,**”" and stress is a fre-
quent cause of relapse in weight loss treatment.* Spiritu-
ality has been shown to improve both quality of life and
coping in breast cancer survivors.””*

Despite the fact that there was little influence of spiri-
tuality counseling on weight loss in this pilot study, there
did appear to be a positive effect on spiritual well-being
(FACIT-Sp), which is an encouraging finding relevant to
quality of life. In addition, the HEI improved by 12 points
in the spirituality arm, which may be important for weight
control over longer periods of time. Although there were
few statistically significant findings in this study, there
may be certain individuals who benefit to a relatively
greater extent with this type of weight control approach.
Limitations of the study include the small sample size
and very modest initial weight loss, which made exami-
nation of weight loss maintenance difficult. Generalizing
this program to community settings might be difficult
since the women in the study were fairly well educated
overall, and there would be costs associated with use of
the Weight Watchers program and the professional coun-
selors. Another limitation is that the spirituality counsel-
ing was administered by telephone, which may be less
efficacious than in-person counseling. The framework
developed for spirituality counseling may, however, be
useful for further methods development, especially in
longer-term studies targeting improved health in African
American cancer survivors.
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