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Abstract

Background: Peer support (PS) programs offer care to women at-risk for and surviving breast
cancer to improve their quality of life (QoL).

Purpose: This study evaluated a cancer-focused community-based organization’s (CBO) one-on-
one and no-cost PS program to identify its uptake and outcomes.

Methods: A secondary analysis was conducted among N=1,054 breast cancer previvors and
survivors who contacted the CBO for information and support: outcomes were assessed 30 days
later. Associations among demographic/clinical factors and the offer, uptake, and outcomes of PS
were analyzed.

Results: In this sample, N = 930 women (88.2%) were breast cancer survivors. PS was offered
to N = 807 women (76.6%). Logistic regression demonstrated increased odds of being offered

PS among those who were younger (Odds Ratio [OR]=1.24), with lower household incomes (OR
= 1.37), and who found the CBO more beneficial for themselves and their families (e.g., OR =
1.19). Of those offered PS, N = 304 (37.7%) utilized it. PS utilization was more likely among
mothers (OR = 1.57), breast cancer previvors (OR = 1.59), and those with lower QoL (OR = 1.18).
Women who utilized PS generally reported positive experiences (Mean = 44.4/50): younger age
and positive experience were associated with better PS outcome (p’s < =0.03). Among women
who did not utilize PS, commonly reported challenges included time (17.5%) and discomfort
sharing personal information (9.8%). Other barriers (63.9%) analyzed qualitatively referenced lack
of need or interest, time constraints, and existing support networks.
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Conclusions: PS programming was well-received among the one-third of women who
participated, especially younger women and with those lower QoL. Barriers to utilizing PS could
be addressed to enhance its reach and impact.

Lay Summary

This study looked at how women affected by breast cancer use a free, one-on-one peer support
program offered by a cancer-focused community organization. The goal was to understand who
uses the program and how it helps. Researchers reviewed data from over 1,000 women who
contacted the organization for information or support. Most were breast cancer survivors. About
77% were offered peer support, and 38% accepted it. Women who were younger, had lower
incomes, or had a better experience with the organization were more likely to be offered support.
Those who used it were often mothers, women who had not yet had breast cancer but were at high
risk, and those with lower quality of life. Most women who used the program thought highly of

it (e.g., it was beneficial to them and their families). Some who didn’t use it said they were too
busy or felt uncomfortable sharing personal details, while others said they didn’t need it or already
had support. Overall, peer support appears to be beneficial, especially for women facing more
challenges. Efforts to reduce barriers could make it more accessible to those who need it most.

Teaser Text

One-on-one peer support programs from community organizations are well-received by women
affected by breast cancer, especially those facing greater challenges. This study explores who uses
these programs, and why some women don’t.
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Background

Each year, approximately 1 in 8 women in the U.S. will be diagnosed with invasive

breast cancer. In recent years, this disease’s incidence rates have increased, particularly
among younger women under the age of 50 [1]. Given a decline in breast cancer

mortality, there is a greater focus on improving the quality of life (QoL) among those

with breast cancer and long-term survivors [2]. Breast cancer diagnoses affect all aspects

of women’s lives, including their psychosocial functioning [3-4]. Depression and anxiety
are common, and many women report feeling overwhelmed by loneliness and uncertainty
[2]. Additionally, for breast cancer previvors (i.e., those unaffected by cancer but with
alterations in pathogenic predisposition genes such as BRCA1 and BRCA?Z, conferring a
lifetime risk of over 60%), many women experience high psychosocial burden as they
navigate understanding their risk and heritability, family planning, and personal relationships
[5-6]. Contributors to psychosocial distress and reduced QoL among women at-risk for

and surviving with breast cancer include limited personal resources, ineffective coping
mechanisms, insufficient social support, and being of a younger or middle age [3-4]. Thus,
there is a high need for social support programs among breast cancer previvors and survivors
alike [7].
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Peer support (PS) resources are an essential type of social support which connect individuals
with trained peers with similar life experiences and aim to reduce the psychosocial

side effects of cancer [8-9]. These programs are often offered through community-based
organizations (CBO), which have been previously documented in the behavioral medicine
research literature and shown to improve QoL, mitigate distress, and foster empowerment
[10-12]. Unlike conventional medical support, PS relies on shared disease experiences
among peer groups and can improve coping and provide insight into what to expect with
diagnosis, treatment, or survivorship. Giese-Davis and colleagues (2016) found that women
newly-diagnosed with breast cancer who received a peer counseling intervention improved
significantly compared to controls on measures of breast cancer-specific well-being [13].
More recently, a systemic review of qualitative studies on PS among breast cancer survivors
found that it fosters mutual understanding and emotional connection and enhances patient-
centered education, but requires professional oversight to ensure member well-being and
program quality [14]. PS has increasingly been offered using new convenient modalities,
such as community-based or virtual programs, and at a substantially lower out-of-pocket
cost to women than organized health care programs [15]. Importantly, many community-
based and virtual programs are offered at no cost.

However, engagement in PS depends on a number of factors. For example, there is
significant heterogeneity in the structure and content of PS interventions, and the benefits of
PS are attenuated using some modalities, like online coaching with limited coach training
[16]. PS programs have been shown most effective when participants are matched with peers
who share similar demographic and clinical characteristics [17-18]. Thus, it is important
that informational and support resources are well-aligned with specific communities’ needs
and interests [19]. This is especially important among high-risk populations genetically
vulnerable to developing certain cancers, including Ashkenazi Jewish women [20]. Despite
the potential benefits of culturally-competent CBO-led PS programs, few studies have
investigated PS offer, uptake, and effectiveness of CBO for breast cancer previvors and
survivors. Doing so is an important step in improving the delivery, quality, and outcomes of
these programs.

Given the information and support needs of breast cancer previvors and survivors, it is
essential to understand the firsthand accounts of its use in CBO contexts that deliver such
programs at scale (e.g., regional, state-wide, national). Toward that end, this study evaluated
a national CBO one-on-one and no-cost PS program designed for women at-risk for and
surviving with breast cancer [21]. The primary aim of this analysis was to quantify PS offer,
uptake, outcomes, and barriers among this population to improve program implementation
reach and impact.

This is a secondary analysis of self-reported survey data collected over 10 years by a
national CBO that offers no-cost patient navigation (PN) services to women at-risk for
and/or surviving with breast cancer. As part of the PN outcome evaluation, data were
collected 30 days following participation in one or more of the organization’s programs,
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with the goal of ascertaining individual-level feedback to improve care quality. For the
purpose of this evaluation, program participation was defined as one or more completed
encounters between women and the CBO and/or its representatives (e.g., peer supporters).
Evaluation surveys were distributed by email to all women who engaged with the CBO, and
data were collected using an online survey platform. Survey non-responders received three
reminders weekly after survey initiation, and a final reminder was sent on the fourth week.
After that time, and if no response was received, no further survey attempts were made. This
study was reviewed and approved by the host university’s (external evaluation partner’s)
Institutional Review Board.

Program Description

When individuals in need contact the CBO, they speak with a member of the professional
staff and participate in an intake evaluation to assess each individual’s needs for breast
cancer information and support. The CBO staff consists of paid professionals who lead
intakes, coordinate PN services, and oversee program operations. Many have backgrounds
in oncology social work, and community health education and PN. Then as part of PN,

one or more programs may be offered. The CBO provides a broad range of programming,
including educational workshops, supportive services, and disease management resources
focused on breast cancer control and prevention. These programs cover topics such as breast
cancer treatment decision-making, managing side effects, financial and practical assistance,
psychosocial well-being, and healthy living. Records in the PN evaluation dataset may have
engaged in more than one program: PS represents only one component of the CBO broader
model of service delivery.

In the case of the PS program, breast cancer previvors and survivors are connected to
one-on-one PS with a lay peer health advisor. These peer supporters are members of the
community who volunteer their time to engage with women along their breast cancer
journey. Peer supporters are women who have either survived breast cancer or are previvors
at elevated hereditary risk (e.g., BRCA carriers). Matching is performed by the CBO staff
following the intake evaluation and based on women’s age, breast previvor/survivorship
status, and the peer supporter’s training and experience addressing the range and type of
women’s needs. Peer supporters provide tips and resources for coping, emotional support,
and navigating the shared breast cancer experience together [21].

All peer supporters enrolled with the CBO receive formal training and undergo a multi-day
instructional offering that provides them with basic medical information about breast cancer
risk, diagnosis, and treatment as well as supportive guidance. Training equips volunteers
with the skills to provide meaningful, compassionate support to women and families facing
breast cancer. Training emphasizes active listening, empathy, and cultural sensitivity, while
also teaching boundaries, confidentiality, and self-care to ensure supporters can sustain
their role effectively. Through role-play, breakout discussions, and guidance from experts,
volunteers practice offering emotional support, sharing personal experiences thoughtfully,
and connecting peers to reliable resources. The program also highlights opportunities for
outreach and advocacy, empowering supporters to not only journey alongside women’s
breast cancer experiences but also strengthen community awareness and connection [8].
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All of the evaluation measures used as part of this effort have been developed and validated
by the investigator team through prior work with the CBO [8, 21-22].

Demographic/Clinical Information and Quality of Life: Women provided
demographic information, such as age, race, ethnicity, marital status, and motherhood status.
Women also provided self-reported medical histories, including information on breast cancer
previvorship (e.g., familial and/or genetic risks) and survivorship. Following guidance by
the Centers for Disease Control and Prevention for assessing health-related QoL through a
scoring algorithm, women also reported on their overall health (1 = Poor, 5 = Excellent)
[23].

Peer Support Offering, Utilization, Barriers, and Experience: Women indicated
whether they were offered and utilized the PS program by responding to Yes/No items.
Among women who did not endorse that they utilized PS, they were asked to identify

their challenges out of seven options; (1) Lost contact, (2) Unable to reach, (3) Too busy,
(4), Uncomfortable, (5) Difficult, (6) Needs changed, or (7) Other. Women who selected
“Other” were given the option to provide an open-ended response, which were then content-
analyzed.

Those who utilized PS were queried about their experience with the program. PS experience
was determined through a summary score from a 10 item scale consisting of five-point
Likert ratings (1 = Strongly disagree, 5 = Strongly agree). These scales assessed whether
the women felt that the peer supporter: (1, 2) offered unique and practical support, and was
(3) available, (4) a good fit, (5) appropriate, and (6) relatable, and if the peer supporter
made them feel (7) understood, (8) supported, (9) reassured, and (10) hopeful. These items
were summed together to form a continuous PS outcome experience summary score: higher
scores indicated more favorable outcomes. The internal consistency reliability of the PS
experience measure was high (Cronbach’s coefficient a = 0.94).

Patient Navigation and Community-Based Organization Care Quality: The CBO
PN process helps connect women to resources and services available from within the CBO
itself or allied external organizations. PN quality was measured using a domain-specific
seven-item scale consisting of five-point Likert ratings (1 = Strongly disagree, 5 = Strongly
agree) to assess if the PN services women received were: (1) helpful, (2) informative, (3)
timely, (4) effective, (5) supportive, (6) reliable, and (7) recommendable to others. These
items were summed together to form a continuous PN quality summary score, with higher
scores indicating a higher quality PN experience. The internal consistency of the PN quality
measure was high (Cronbach’s coefficient a = 0.94).

Similarly, CBO care quality was determined through a summary score that was derived from
a four-item scale consisting of five-point Likert ratings (1 = Strongly disagree; 5 = Strongly
agree). These scales assessed whether women felt that the programs and services offered

by the CBO were: (1) valuable to them, (2) valuable to their families, (3) helpful, and (4)
relevant.
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Together, these items assessed the CBQO’s ability to understand the needs of and provide
valuable support and services to women facing cancer, and higher scores indicated

higher CBO care quality. The measure demonstrated solid internal consistency reliability
(Cronbach’s coefficient a = 0.95) in assessing the extent to which women’s needs were met
and they felt supported by the CBO.

Data Analysis Plan

Results

All analyses were conducted in SPSS version 29.0. Descriptive statistics were generated to
summarize and inspect all data elements. Bivariate analyses, including Pearson’s XZ tests
and Student’s t-tests, were then used to assess demographic and clinical factor differences
between women who were and were not offered PS services. Next, among those offered
PS services, bivariate analyses examined differences between women who did and did

not utilize PS. Among those who utilized PS, additional bivariate tests were performed

to examine relationships between demographic/clinical factors and their PS experience.
Using a conventional threshold of p < 0.10, factors were examined using multivariable
logistic regression to model the likelihood of being offered and of utilizing PS: a separate
multivariable regression model was used to analyze PS experience. Among those who

did not utilize PS, the open-ended responses to the “Other” option were content-coded
using an Al-assisted text analysis methodology to identify common themes.[24] The initial
Al-assisted coding was reviewed and validated by a member of the study team to ensure
accuracy and consistency. Frequencies and percentages were then calculated for each
identified theme to summarize the distribution of responses.

Offer and Uptake of Peer Support

The demographic and clinical characteristics of the analytic sample are shown in Table 1.
Among the N = 1,054 women (17.4% non-white) who contacted the CBO for information
and support, N = 518 (49.1%) fell between the ages of 46—64 years old. The majority

of women in this sample were partnered (N=678, 66.2%) and mothers (N=821, 78.9%).
Additionally, N=547 (51.9%) of women carried a BRCA pathogenic alteration and N=930
(88.2%) had a breast cancer diagnosis.

A total of 807 women (76.6%) were offered PS. Women who were offered PS tended to be
younger (t = -2.86, df = 1,050, p = 0.004) and have lower household incomes (t = 2.22,

df =1,021, p = 0.03). Further, they reported an enhanced experience with PN (t = —3.64,
df = 345, p < 0.001) and the quality of PN care they received from the CBO overall (t =
-4.57, df = 317, p < 0.001). Using logistic regression modeling, the odds of being offered
PS were greater for younger women (Odds Ratio [OR] = 1.24, 95% Confidence Interval
[CI] = 1.04-1.48), those with lower household incomes (OR = 1.37, 95% CI = 1.02-1.85),
and those who reported a more beneficial experience with the CBO (OR = 1.19, 95% CI =
1.08-1.32) (Table 2).

Among those offered PS, N = 304 (37.7%) utilized it. Those who utilized PS tended to be
breast cancer previvors (XZ =4.24, p = 0.04), raising children (i.e., mothers; XZ =5.15p
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= 0.03), and experiencing lower QoL (t = 2.23, df = 800, p = 0.03). A logistic regression
analysis revealed that the odds of utilizing PS were greater for mothers (OR = 1.57, 95% CI
= 1.10-2.24), those without a breast cancer diagnosis (OR = 1.59, 95% Cl=1.02-2.47), and
those with poorer QoL (OR =1.18, 95% CI = 1.02-1.37) (Table 3).

Women who utilized PS generally reported positive experiences with the program overall
(M = 44.4/50), particularly on measures of feeling supported, understood, and reassured.
Those who were younger (r = -0.11, p = 0.05) and had more beneficial experiences with

PN (r = 0.50, p < 0.001) and the CBO overall (r = 0.55, p < 0.001) tended to have

positive experiences with PS as well. In a multivariable regression accounting for 37% of
the model’s variance (N = 285), younger age (8 = —-0.84, p = 0.03), higher-quality CBO care
(R =1.71, p<0.001), and PN quality (8 = 0.58, p < 0.001) all contributed significantly to an
enhanced PS outcome (Table 4).

Barriers to Peer Support

Among women who did not utilize PS (N = 503; 62.3%), participants were asked to endorse
any barriers they may have faced, with the option to endorse multiple reasons. In total, there
were N = 441 selections. The most commonly endorsed barriers included being too busy

(n =77 endorsements, 17.5% of all selections) and feeling uncomfortable sharing personal
information with a peer supporter (n = 43 endorsements, 9.8%). Notably, “Other” was
selected n = 282 times (63.9%), with respondents prompted to provide a written explanation.
Common written themes included declining PS because it was not needed or due to a lack
of interest (n = 55; e.g., “It was not necessary”), lacking time or readiness to engage (n =
41; e.g., “l got busy and it’s hard for me to get on the phone™), and expressing intentions

to connect later, not yet being assigned, or awaiting follow-up (n = 38; e.g., “l haven’t yet
but will soon™). Many also indicated they already had support from family, friends, or other
networks (n = 32; e.g., “I have a lot of existing peer support”). Few responses mentioned
challenges with matching based on circumstances, preferences, or availability (n = 18), and
even fewer noted concerns or challenges with the PS process itself (n = 9). Smaller groups
reported declining due to specific situational barriers (n = 8), already serving as a peer
supporter (n = 7), or provided positive feedback about the CBO’s support (n = 6) (Figure 1).

Discussion

This study offers insight into patterns of PS engagement within a cancer-focused CBO and
aligns with prior research on community-based peer support. Women who were younger,
had fewer financial resources, and were more engaged with the CBO were most likely to
be offered PS, suggesting that professional staff help navigate support toward those with
greater or ongoing needs. PS uptake was moderate, with higher utilization among mothers,
women without a cancer diagnosis, and those reporting lower QoL—groups who may be
seeking shared understanding or guidance [22]. Although many declined due to limited
need, readiness, or the presence of existing support, women who participated consistently
reported feeling understood and supported by the program. Overall, these patterns suggest
that PS may be especially valuable for women with persistent informational or supportive
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needs, while others may find sufficient resources through alternative CBO services or within
their personal networks.

Associations related to the offer and uptake of PS suggest that CBO staff appropriately target
outreach to women perceived to be more vulnerable or in greater need of support. Regarding
utilization, the association with motherhood suggests that child caregiving responsibilities or
family-related stressors may drive a desire for greater connection and understanding along
their breast cancer journey [22]. Furthermore, mothers who are previvors may be especially
concerned about hereditary cancer and seek guidance in navigating not only their own risk,
but also the potential risks faced by their children and other family members [25-26]. The
increased uptake among women without a breast cancer diagnosis may reflect heightened
needs among those earlier in the disease risk management process.

The finding that PS was more likely to be offered to women who reported greater overall
benefit from the CBO can be understood in several ways. One possibility is that women who
were more engaged with the CBO or who perceived higher quality initial interactions were
more likely to be offered PS as part of a broader continuum of PN service delivery. Another
possibility is that being offered PS contributed to a more positive overall experience with
the CBO. Because the observational design does not allow determination of directionality,
this association should be considered correlational. Even so, the pattern suggests that
strengthening early engagement efforts may help ensure that supportive services (such PS)
are offered in ways that are well-received.

Additionally, women who ultimately utilized PS reported poorer QoL at the time of

the evaluation; however, because QoL was assessed approximately 30 days after PS
engagement, this association should be interpreted cautiously and cannot be considered
causal. It is unclear whether women with lower QoL were more inclined to seek help

from the CBO and accept additional resources (including PS), or whether PS utilization
reflected underlying physical and psychosocial needs that persisted over time. Thus, the
observed association likely reflects pre-existing or ongoing challenges rather than any
detrimental effect of PS programming. It is also important to consider that PS is one

of several programs offered by the CBO reported herein, including services focused

on treatment decision-making, managing chemotherapy side effects, addressing financial
toxicity, promoting healthy living, and supporting cancer parenting. Additional educational
resources are available on topics such as fertility, physical activity, coping with anxiety and
depression, and sexual health. Many of these programs and services offer more targeted and
tailored interventions that may have been used more extensively by previvors and survivors
than PS. When women do receive services, including PS, they consistently evaluate the
quality of their engagement with the CBO highly. This suggest that those who seek PS
perceive high value in this program—even if their QoL remains compromised due to
ongoing needs.

In line with previous literature, women in this evaluation reported a positive overall
experience with PS in navigating their cancer journeys, which is in accordance with previous
literature finding improved well-being and meaning-making among those with cancer [27-
29] Women who had positive experiences with the CBO overall also reported positively
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on PS; this suggests a reinforcing effect where trust in the CBO and its service quality
contribute to favorable experiences with individual program components (such as PS). The
findings also highlight the importance of integration across support services, where PN and
PS may contribute synergistically to enhance patient well-being [30]. This is particularly
important in light of the fact that despite the reported benefits of PS, most women offered
it chose not to participate. The diversity of reasons given underscores the importance of
tailoring PS timing and delivery to individual readiness and preferences. Logistical issues
(e.g., matching challenges or delayed follow-up) were noted and align with prior research,
suggesting areas for programmatic improvement [8]. Very few women expressed negative
views of the PS program itself.

These findings have implications for the design and implementation of PS interventions

in oncology and hereditary cancer care in the community [31]. First, targeted outreach to
individuals with psychosocial vulnerabilities, such as younger women, those with lower
incomes, or those with child caregiving responsibilities, may help increase the reach and
impact of PS and women’s empowerment. Second, aligning PS offerings with high-quality
PN and broader CBO engagement may enhance both uptake and outcomes. Finally, barriers
to PS utilization, including logistical, emotional, and personal preference-related factors,
should be addressed through flexible delivery models, clear communication, and readiness-
based matching [30].

This study is subject to several limitations. First, the use of self-reported data introduces
potential concerns related to subjectivity and memory recall, which may influence
participants’ responses. Additionally, selection bias may have affected results, as the data
were drawn exclusively from those who were offered and chose to participate in at least
one of the CBO’s programs (including PS) and completed an evaluation survey. As a result,
the views of individuals who were not offered and/or declined program participation, or
did not complete the survey, are not reflected in the findings. Moreover, the predominance
of women with breast cancer diagnoses may limit generalizability to women with other
hereditary or female cancers (other than breast) or at-risk individuals without a diagnosis.
Furthermore, the sample predominantly consisted of White, college-educated women, which
constrains the applicability of these findings to the broader population affected by breast
cancer. Community-based evaluations may also be subject to a polarization effect, where
individuals with particularly strong opinions are more inclined to respond, potentially
skewing the results. Additionally, data were collected over a 10-year span. Although

the CBO continues to operate and provide PS, aspects of service delivery such as the
incorporation of virtual formats have evolved over time. This may limit the applicability of
some findings to current practices, even as the longevity of the PS program underscores

its sustained relevance for women at-risk for or living with breast cancer. Finally, all
outcome measures were collected approximately 30 days after participation in PN and
without baseline assessments, meaning observed associations are correlative rather than
causal and may reflect pre-existing differences in women’s needs or well-being that cannot
be ruled-out.
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Conclusion

PS is a valued and well-received component of care for many women navigating breast
cancer, particularly those facing greater psychosocial stressors. Continued refinement of
outreach, matching, and delivery processes may enhance program accessibility and impact.
Further research is needed to explore how PS can be effectively integrated into broader care
pathways and tailored to the evolving needs of diverse patient populations.
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Barriers to peer support utilization

Transl Behav Med. Author manuscript; available in PMC 2026 February 02.



1duosnuey Joyiny

1duosnuen Joyiny

Statman et al. Page 14

Table 1.
Demographic and clinical characteristics
Total Sample (N=1,054) Utilized PS (N=304)
Factor M (SD) N (%) M (SD) N (%)
Age
18-45 388 (36.8%) 103 (33.9)
46-64 518 (49.1%) 166 (54.6)
65-74 125 (11.9%) 29 (9.5)
75+ 21 (2.0%) 6 (2.0)
Race
White 862 (81.8%) 248 (81.6)
Non-white 183 (17.4%) 54 (17.8)
Jewish descent
Yes 507 (48.1%) 167 (54.9)
No 530 (50.3%) 129 (42.4)
Motherhood status
Mother 821 (78.9%) 249 (81.9)
Not a mother 233 (22.1%) 55(18.1)
Marital status
Partnered 678 (66.2%) 200 (65.8)
Non-partnered 346 (33.8%) 97 (31.9)
Household income 87,640 (35,000) 86,788 (34,000)
BRCA status
Positive 547 (51.9%) 160 (52.6)
Negative 503 (47.7%) 143 (47.0)
Breast cancer history
Yes 930 (88.2%) 259 (85.2)
No 124 (11.8%) 45 (14.8)
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Table 2.

Logistic regression model of peer support offer

Factor

Odds Ratio  95% Confidence Interval p-value

Age
Older ™
Younger
Household income
Higher *
Lower
CBO care quality
Lower

Higher

1.24

1.04-1.48 0.016
1.37

1.02-1.85 0.039
1.19

1.08-1.32 0.001

*=
Referent
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Table 3.
Logistic regression model of peer support utilization

Factor Odds Ratio  95% Confidence Interval p-value

Motherhood status 157 1.10-2.24 0.01

Not a mother
Mother
Breast cancer diagnosis 1.59 1.02-2.47 0.04

Yes ™
No

Quality of life 1.18 1.02-1.37 0.03
Higher *

Lower

*=
Referent
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Table 4.
Multivariable regression model of peer support experience

Factor R Standard Error () p

Age -0.84 .39

Older

Younger 0.031
CBO care quality  1.71 .24

Lower

Higher <0.001
PN quality 0.58 12

Lower

Higher <0.001

Adjusted R2 = .37, N = 285
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