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Simple Summary: Overweight and obesity are the second preventable cause of cancer, increasing
the risk of its recurrence and poor outcomes, especially for breast cancer. When obesity is treated
with a lifestyle intervention, breast cancer survivors may show different outcomes than the general
female population, and specific causes of dropout need to be further investigated. This retrospective
study aimed to investigate whether a Mediterranean diet contributed to weight management in BCS.
The secondary aim was the identification of biological or anthropometrical predictors of dropout in
this sample. We displayed that overweight or obese BCSs treated with a hypocaloric Mediterranean
diet that concluded the 12-month follow-up period (34% of 182 women) significantly lost weight and
improved their lipid profile. Moreover, lower age and higher diastolic blood pressure at baseline
were found as significant predictors of dropout at 12 months. Understanding these predictors could
help clinicians identify individuals who may be at a higher risk of discontinuing the intervention and
design tailored strategies to support their adherence and engagement.

Abstract: Background: Reducing obesity and weight gain, which often occurs during breast cancer
treatment, may represent an efficient secondary or tertiary prevention against cancer. Purpose: This
retrospective observational cohort study aimed to assess the impact of a Mediterranean diet on weight and
anthropometric changes in women completing active breast cancer treatment. Additionally, we sought to
identify factors associated with study dropout within one year. Methods: A total of 182 female patients
(20 normal weight, 59 overweight, 103 obese) received personalized Mediterranean diet interventions
and underwent monthly outpatient visits. Results: Dropout rates were 42.3% at 6 months and 64.1% at
12 months. Among the obese subgroup, BMI (p < 0.001) and fat mass (p < 0.05) decreased after 6 months.
At 12 months, the obese subgroup showed a borderline significant further reduction in BMI (p = 0.062).
BMI or weight loss did not predict dropout at any time point. However, age (OR = 0.91) and diastolic
blood pressure (OR = 1.07) were significant predictors of dropout at 12 months. Conclusion: Implementing
a Mediterranean diet can lead to weight and anthropometric improvements in breast cancer survivors.
Further research is necessary to explore the long-term effects of weight loss on these individuals, identify
effective dietary approaches, and consider specific predictors of dropout.
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1. Introduction

Overweight and obesity are the second preventable cause of cancer, being related to
20% of diagnoses, and about 33% of postmenopausal breast cancer cases could be prevented
by lifestyle modification [1,2]. Excessive body fat and weight gain in women, together
with physical inactivity and alcohol consumption, show the strongest evidence for the risk
of breast cancer (BC). White adipose tissue (WAT) expansion and hypertrophy promote
hypoxia, a pro-inflammatory microenvironment with immune cell infiltration leading to
cell death and cytokine imbalance. Chronic low-grade systemic inflammation, together
with excessive expansion of visceral adipose tissue, contributes to insulin resistance and
alters hormonal pathways, promoting tumor cell growth and metastasis [3].

Adiposity per se may not be specific enough for the risk assessment of BC, while
metabolic parameters of health (e.g., insulin resistance indices such as HOMA-IR or fasting
insulin) may be more biologically accurate for BC risk stratification, exhibiting a strong
impact on the risk in postmenopausal women [4–6].

The dysfunction of visceral fat may be reversed by weight loss, improving factors
contributing to the development of cancer such as insulin resistance, pro-inflammatory
molecules and metabolites, circulating growth factor hormones, and adipokines [7]. Fight-
ing obesity and weight gain, which often occurs during BC treatment, may represent an
efficient secondary or tertiary prevention against cancer. At the same time, it would help
in the primary prevention of chronic non-communicable diseases, including diabetes and
cardiovascular disease, and would contribute to healthy aging [8]. Metabolic syndrome,
associated with central adiposity and insulin resistance, is highly prevalent in breast cancer
survivors (BCSs) [5,6,9], and long-term trials on weight management are needed to investi-
gate metabolic improvements, recurrence prevention, and impact on mortality and quality
of life during BC treatment. Regardless of its effect on weight loss, a recent meta-analysis
has demonstrated that the Mediterranean diet (MD) can play a significant role in decreasing
overall mortality among BCSs. However, there might not be a substantial difference in
BC-specific mortality when comparing patients who adhere strongly to the diet with those
who adhere poorly [10].

Although evidence suggests that overweight and obese BCSs have higher all-cause
mortality and an increased risk of cancer recurrence with lower quality of life, there is still a
lack of data to explain the impact of weight loss in this group of women and which dietary
pattern would be the best approach for weight management in BCS [11,12].

In this context, it seems that the Mediterranean diet (MD) pattern could once again
stand out as the most widely acknowledged and comprehensive lifestyle approach for
addressing BCS. There is substantial evidence supporting its effectiveness in lowering
overall mortality and minimizing cancer risk. However, it is worth noting that data
pertaining to cancer recurrence remains inconclusive [13–15]. On a different note, when it
comes to sustaining a healthy weight or attaining weight-loss goals, the Mediterranean diet
has consistently demonstrated promising outcomes, even if even if the mean BMI reduction
after a MD lifestyle intervention is generally not particularly high [16].

The Mediterranean dietary pattern affects several important pathways improving
metabolic health and cancer risk. It (I) has a lipid-lowering effect; (II) confers protec-
tion against oxidative stress, inflammation, and platelet aggregation; (III) induces the
modification of hormones and growth factors involved in the pathogenesis of cancer;
(IV) inhibits nutrient sensing pathways by specific amino-acid restriction; and (V) produces
gut microbiota-mediated end-metabolites [17,18]. Diet composition influences not only
systemic inflammation, but also the diversity, enrichment, and composition of gut micro-
biota and, at the same time, can promote metabolic health, counteracting inflammation and
cancer progression [19,20].

While obesity interventions report high attrition rates, the need to maximize treatment
retention in BCSs with overweight or obesity requires the knowledge of factors associated
with a high risk of dropout from the beginning of weight loss to maintain the efforts [21].
Existing knowledge in this field instead reports a high variability in attrition rate, with
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very little consistency of definitions and measurements of dropout predictors across the
studies [21,22]. Moreover, no data are available concerning BCSs.

In this 24-month retrospective study, given the reduced time span preventing the
examination of survival rates, our primary focus was to investigate whether, within this
particular cohort of women, the implementation of a Mediterranean diet following the com-
pletion of active treatment for BC could lead to weight and anthropometric improvements.
The secondary objective was to determine whether any of the examined parameters were
associated with the dropout rate during the one-year study period.

2. Materials and Methods
2.1. Patients

Between June 2014 and December 2020, patients diagnosed with BC by the Oncology
Department were referred and enrolled by the Dietetics and Clinical Nutrition Unit at AOU
“Maggiore della Carità” in Novara, Italy, in this single-center, retrospective, observational
cohort study, and were followed up for 2 years.

The study was approved by the Internal Review Board and Ethics Committee of the
hospital and performed following the current legislation on observational studies and
the Declaration of Helsinki to allow the retrospective utilization of the outpatient data
(CE 124/2022), and to allow future contact with the subjects for further investigations.

To be eligible for the study, patients had to be: (I) free from disease (stage I or II BC),
regardless of cancer type or hormone receptor status (ER, PR, HER); (II) at the end of their
cancer therapy and/or surgery, and after the end of chemo and/or radiotherapy (oral
hormonal therapy could be in place during the study); (III) between 30 and 80 years old.
Exclusion criteria were: (I) a second cancer diagnosis in another site; (II) any acute-state
disease; (III) any psychiatric disorder that could impair the ability to freely consent or
comply with the study requirements and dietary therapy; (IV) high physical activity level
(over 300 min/week); and (V) alcohol or drug abuse.

Dropout patients were considered those who did not show up to the main time point
visits: T2 (6 months), T3 (12 months), and T4 (24 months), and the rest of the follow-up
visits. If a patient missed one monthly visit but showed up in the subsequent follow-up,
data were included for the nearer time point available (T2, T3, or T4), and that patient was
not considered a dropout.

Patients were considered normal weight if their BMI was lower than 25 Kg/m2, over-
weight if their BMI was ≥25 Kg/m2 and <30 Kg/m2; and obese if they had BMI ≥ 30 Kg/m2

divided into class I (BMI ≥ 30Kg/m2 and <35 Kg/m2), class II (BMI ≥ 35 Kg/m2 and
<40 Kg/m2), and class III (BMI ≥ 40 Kg/m2).

2.2. Intervention and Dietary Characteristics of the Traditional Mediterranean Diet

At baseline (T1), a physician and a dietitian conducted all the assessments and followed
patients up with monthly visits. After a clinical screening and evaluation (see following),
patients received a dietary intervention based on the MD pattern. For normal weight
subjects, after assessing the exact measurement through a 24 h recall questionnaire, the diet
was normocaloric. For overweight and obese women, the dietician formulated a hypocaloric
diet aimed to obtain a target of 8–10% weight loss, applying a 500–1000 Kcal deficit from
the estimated energy requirement, calculated as a mean between the 24 h recall and LARN
2014 formulas [19]. The MD was personalized and constituted 50–55% of the total daily
energy (TDE) from carbohydrates, <10% of the TDE from sugars, 0.8–1.2 g/Kg/ideal body
weight of proteins, and about 30% of the TDE from fats, with extra-virgin olive oil (EVOO)
as the main source of fats and fish as a source of omega-3 fatty acids—eicosapentaenoic
acid (EPA) and docosahexaenoic (DHA).

Qualitative characteristics of the MD were: (1) Minimally processed whole grains and
legumes as the staple food; (2) a huge diversity of fresh and seasonal vegetables consumed
daily and fresh fruits; (3) main fat used as condiment represented by cold-pressed extra-
virgin olive oil, seldom or never by butter and cream, and occasionally fat derived from
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nuts and seeds; (4) moderate consumption of fish (2–3 times weekly); (5) low consumption
of dairy products (mainly local cheese, milk, and yogurt); (6) red and processed meat
consumed in very low frequency (only once every week or two) and amounts; (7) alcohol
mainly represented by wine, consumed in low to moderate amounts (one glass per day for
women and two glasses per day for men), preferably during meals [23].

If the target weight loss was reached before the end of the 2-year follow-up period,
the diet was recalculated to obtain maintenance of the results, avoiding weight regain.

2.3. Anthropometric and Biochemical Measurements

At baseline (T1), data collected for analysis included clinical history, medications,
and anthropometrics (height without shoes was measured to the nearest 0.1 cm using a
Harpenden stadiometer, and body weight was measured with light clothing to the nearest
0.1 kg using an electronic scale; BMI was calculated in kg/m2 as body weight divided by
squared height; waist circumference was measured with a non-elastic measuring tape in
the mid-point between the lowest rib and the iliac crest during expiration and recorded to
the nearest 0.1 cm), and blood pressure was measured by digital instrument in mmHg after
participants had been sitting quietly for at least 15 min, with their right arm supported at
the level of the heart and feet resting flat on the floor.

Every 1 or 2 months for a period of 24 months, a dietitian collected dietary records
using a 24 h dietary recall, along with anthropometrics; medication modifications were
recorded during the study, and subjects were instructed to keep physical activity at the same
level during the study, to avoid any bias in the data interpretation, as its role is beneficial
in cancer prevention and contributes to weight loss as well. The dietetic counselling was
aimed at improving adherence to the MD.

In addition, at the baseline (T1) and after 6, 12, and 24 months (T2, T3, and T4),
body composition assessment was performed through bioimpedance analysis to eval-
uate fat mass, fat-free mass, and hydration status using a BIA 101 Akern instrument,
while blood samples obtained after 12 h overnight fasting were tested using standardized
methods in the Hospital’s Laboratory, including the following biochemical parameters:
glucose, insulin, HbA1c, lipids (total cholesterol, HDL cholesterol, and triglycerides),
liver function. Insulin resistance at fasting was calculated using the formula of Home-
ostasis Model Assessment—Insulin Resistance HOMA-IR: [fasting insulin (µUI/mL) ×
fasting glucose (mg/dL)]/22.5]. The methods used in this study are summarized in a flow
chart (Figure 1).

2.4. Statistical Analysis

Descriptive characteristics of the sample divided into BMI subgroups were expressed
as mean ± standard deviation or as median with the interquartile range depending on
whether the variables had a normal or non-normal distribution. Non-normal variables
were transformed into lognormal distributions accordingly. Statistical differences between
subgroups were calculated with a one-way ANOVA test and Bonferroni post-hoc analy-
sis. A Wilcoxon signed-rank test or paired samples T-test was performed for calculating
statistical differences between variables at different time points.

To calculate the sample size, the main outcome considered for the analysis was the
low-calorie-Mediterranean-diet-induced weight loss, considered similar to other published
literature [24]. Therefore, a sample of 59 subjects was sufficient to show a reduction of
2.2 Kg above the upper limit of the normal range (ULN) with a standard deviation (SD) of
15 Kg and a 90% power, with 95% significance at p < 0.05.

Since the dropout rate was 85.4% at 24 months and only 26 patients showed up to
this follow-up visit, we analyzed only patients with data at 1 year. After investigating
whether BMI class was associated with dropout probability at 6 and 12 months with a
Chi-squared test, dropout analysis was carried out by analyzing statistical differences (with
an independent measures t-test, Mann–Whitney U test, or chi-squared test depending on
the nature of the dependent variable) among baseline parameters in patients that dropped
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out vs completers at 6 months or at 12 months. A logistic regression model for multivariate
analysis was used to identify predictors of attrition, and results were presented as odds
ratios. Results were considered significant at p < 0.05. Variables were included in the model
given their availability, importance, and clinical relevance. Statistical analysis was carried
out with Statistical Packages for Social Sciences (SPSS, Chicago, IL, USA, IBM) version 25.
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3. Results

• During our study period, dietary intervention was provided to 182 female patients,
out of which 20 were normal weight (NW), thus receiving a normocaloric MD, while
59 were overweight (OW) and 103 were obese (OB), thus receiving a hypocaloric
MD according to their needs. In the whole sample, the mean age was 53.9 years,
and the mean BMI was 31.6 Kg/m2. Table 1 illustrates demographic, lifestyle, and
therapy characteristics of participants at the beginning of the study, while Table 2
shows relevant anthropometric and biochemical parameters, with statistical differences
analyzed between BMI subgroups.

• After the first 6 months (T2), 77 subjects (42.3%) had discontinued treatment and
4 patients were deceased. Out of the 101 that continued, BMI was reduced in all
subgroups (Table 3, Figure 2), in particular for OW (from median value 27.4 to median
value 26.6 kg/m2; p < 0.001) and OB (from median value 33.5 kg/m2 to median
value 31.8 kg/m2; p < 0.001). In the OB subgroup, a reduction in FM% compared
to baseline (∆ = −3.30 ± 3.22 %; p < 0.05), an increase in HDL cholesterol (p < 0.05),
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and a decrease in triglycerides (p < 0.05) were also registered. No difference was seen
in the dropout rate at 6 months between different initial BMI subgroups (χ2 = 3.099;
p = 0.212). The prevalence of NW/OW/OB and attrition rates are displayed in Table 4.
BMI was not independently linked to attrition, and after dividing the whole sample
into completers and dropouts, the investigation of attrition differences showed no
statistically significant results (Table 5).

Table 1. Baseline demographic, lifestyle, and therapy characteristics of participants (n = 182).

Baseline Characteristics N (%)

Age
Mean + SD 53.9 ± 10.4
Median (IQR) 53 (15)
Educational Level (missing = 19)
Middle school or lower 66 (40.5%)
High school or technical institutes 73 (44.8%)
Degree (any) 24 (14.7%)
Menopausal state (missing = 17)
Yes 84 (50.9%)
No 81 (49.1%)
Breastfeeding history (missing = 17)
Yes 94 (57%)
No 71 (43%)
Smoking history (missing = 17)
Yes 65 (39.4%)
No 100 (60.6%)
Habitual alcohol consumption (missing = 18)
Yes 66 (40.2%)
No 98 (59.8%)
Years since first breast cancer diagnosis (missing = 13)
From 0 to 4 125 (74%)
5 or more 44 (26%)
Breast cancer medications (missing = 18)
Aromatase inhibitors 62 (37.8%)
SERMs 24 (14.6%)
Anti-HER2 32 (19.5%)
GnRH agonists
No therapy
Combination of two drugs

4 (2.4%)
20 (12.2%)
22 (13.4%)

-Aromatase inhibitors + Anti-HER2 6 (3.7%)
-Aromatase inhibitors + SERMs 13 (7.9%)
-Aromatase inhibitors + GnRH agonists 1 (0.6%)
-SERMs + Anti-HER2 1 (0.6%)
-SERMs + GnRH agonists 1 (0.6%)

SERM: selective estrogen receptor modulator; Anti-HER2: human epidermal growth factor receptor 2 blockers;
GnRH: gonadotropin-releasing hormone.

• At 12 months (T3), 61 patients (33.9% of the initial sample) had continued the study,
and 40 (21.9% of the initial sample and 34.2% of all dropouts) were lost at follow-up.
Patients that completed T3 and were in the NW subgroup, contrarily to T2 completers,
did not reach statistical significance for BMI reduction, while OW patients maintained
the same BMI between T2 and T3 (p = ns). Finally, subjects in the OB group, even
if the difference between medians was not statistically significant, appeared to have
additionally reduced their BMI (from T1 median value BMIOB 33.7 to T3 median value
BMIOB 31.9 kg/m2; p = 0.062) (Figure 3). Also in this situation, there were no observed
differences in the dropout rate at 12 months among the BMI subgroups (χ2 = 1.120;
p = 0.571). Nevertheless, the analysis of differences at baseline according to T3 com-
pleters and dropouts showed that age (p < 0.05), menopausal status (p < 0.01), HDL
cholesterol (p < 0.05), and diastolic blood pressure (DBP) (p < 0.05) were statistically
different (Table 6), while weight loss or BMI loss was not different in any BMI sub-
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group (p = ns). Finally, multivariate logistic analysis evidenced that lower age (in
interaction with menopausal status) (ORage/mp=no = 0.91; CI95%: 0.80–1.01; p = 0.092;
ORage/mp=yes = 0.91; CI95%: 0.82–1.0.99; p < 0.05) and higher DBP (OR = 1.07; CI95%:
1.02–1.12; p < 0.01) at baseline were significant predictors of dropout at 12 months.

Table 2. Baseline characteristics of the sample divided into BMI subgroups.

NW OW OB p-Value

Patients (%) 20 (11%) 59 (32.4%) 103 (56.6%)
Age (y) 52 (15) 51 (10) 53 (17) Ns
BW(Kg) 61.9 (7.2) 71.2 (7.8) 87.7 (15.8) <0.001 1

BMI (Kg/m2) 23.7 (1.1) 27.6 (2.4) 34.1 (5.5) <0.001 1

Waist (cm) 88.8 ± 6.4 98.5 ± 6.6 112.9 ± 9.8 <0.001 1

PA (◦) 5.1 ± 0.47 5.2 ± 0.4 5.2 ± 0.5 Ns
FM% 29.8 ± 3 34.4 ± 4.5 43.3 ± 4.6 <0.001 2

ECW % 50.4 ± 2.6 49.6 ± 2.4 49.7 ± 2.8 Ns
Glucose (mg/dL) 85 (11.5) 88(13.5) 96 (17) <0.001 3

Insulin (µUI/mL) 8.7 ± 6.2 11.7 ± 11.6 15.5 ± 9.2 Ns
HOMA index 1.79 ± 1.26 2.59 ± 2.5 4.0 ± 3.0 <0.05 4

Tot Chol (mg/dL) 204.8 ± 39.4 206.4 ± 35.6 207.9 ± 40.4 Ns
HDL (mg/dL) 55 (18) 56.5 (17.5) 50.5 (20) Ns
LDL (mg/dL) 122.8 ± 31.7 124.0 ± 28.6 125.6 ± 39.3 Ns
Triglycerides (mg/dL) 91 (69.2) 106 (87) 130.5 (96) Ns
SBP (mmHg) 120 ± 8.9 117.9 ± 15.7 129.1 ± 15.3 <0.01 5

DBP (mmHg) 76.2 ± 6.9 72.9 ± 9.4 80.3 ± 11.9 <0.05 5

p-values express statistical significance between the subgroups. 1 = p < 0.001 between each couple; 2 = p < 0.05
between NW and OW, p < 0.001 between NW or OW and OB; 3 = p < 05 between NW and OB, p < 0.01
between OW and OB; 4 = p < 0.05 between OW and OB; 5 = p < 0.01 between OW and OB. Data expressed as
mean ± standard deviation for normally distributed variables or as median (IQR) for non-normally distributed
variables. NW = normal weight; OW= overweight; OB = obese. BW = body weight; BMI = body mass index;
Waist = waist circumference; PA = phase angle; FM% = fat mass %; ECW % = extracellular water % of total body
water; HOMA = homeostatic model assessment; HDL = high-density lipoprotein; LDL = low-density lipoprotein;
SPB = systolic blood pressure; DBP = diastolic blood pressure.

Table 3. Baseline descriptive characteristics in completers divided by BMI classes and comparison at
6 months.

NW OW OB

T1 T2 T1 T2 T1 T2

BW (Kg) 61.9 (3.0) 58.8 (3.7) ◦◦ 71.0 (5.4) 66.5 (7.4) ◦◦◦ 85.2 (16.8) 79.0 (16.0) ◦◦◦

BMI (Kg/m2) 24.0 (1.4) 23.0 (1.6) ◦◦ 27.4 (2.6) 26.6 (2.1) ◦◦◦ 33.5 (4.8) 31.8 (5.7) ◦◦◦

Waist (cm) 87.6 ± 9.1 84.6 ± 7.2 * 97.9 ± 5.7 94.2 ± 7.6 *** 111.8 ± 8.4 106.9 ± 9.2 ***
FM % (% of BW) 28.7 ± 0.5 28.4 ± 1.3 34.1 ± 7.1 33.2 ± 7.2 42.7 ± 4.4 39.4 ± 6.1 *
ECW % (% of TBW) 51.1 ± 4.0 52.2 ± 2.2 49.5 ± 2.5 49.2 ± 1.3 48.8 ± 3.3 48.2 ± 5.8
PA (◦) 5.0 ± 0.7 4.8 ± 0.4 5.2 ± 0.4 5.3 ± 0.2 5.4 ± 0.6 5.6 ± 1.3
Glucose (mg/dL) 82.0 (7.0) 83.0 (8.0) 88.5 (14.7) 90.0 (17.7) 96.0 (17.0) 97.0 (20.5)
Tot Chol (mg/dL) 222.0 ± 28.3 206.5 ± 6.4 212.9 ± 38.3 207.2 ± 35.7 207.5 ± 39.6 200.5 ± 31.4
HDL (mg/dL) 54.0 (5.7) 55.0 (4.8) 57.0 (19.0) 53.0 (24.0) 50.5 (18.5) 52.5 (13.7) ◦

Triglycerides (mg/dL) 77.0 (132.2) 78.5 (68.4) 97.0 (86.0) 95.0 (110.0) 136.5 (94.0) 113.5 (73.5) ◦

Data expressed as mean ± standard deviation for normally distributed variables or as median (IQR)
for non-normally distributed variables. ◦,◦◦,◦◦◦ = difference between T2-T1 medians evaluated through
Wilcoxon Signed-Rank Test. *,*** = difference between T2-T1 means evaluated through t-test for paired sam-
ples. NW = normal weight; OW = overweight; OB = obese; BW = body weight; BMI = body mass index;
Waist = waist circumference; PA = phase angle; FM % = fat mass %; ECW % = extracellular water % of total
body water; HDL = high-density lipoprotein.
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Table 4. Attrition rate during the study time points divided by BMI classes.

T1 T2 T3

Time Baseline 6 months 12 months
N (% of the first sample) 182 101 (55.5) 61 (33.9)
NW (% of total) 19 (10.4) 14 (14.5) 9 (24.6)
OW (% of total) 57 (31.3) 38 (37.6) 28 (45.9)
OB (% of total) 102 (57.3) 49 (47.5) 24 (39.3)
Class I–II–II obesity (% of OB) 50.0–30.4–19.6 60.8–21.4–17.8 58.3–25.1–16.6

N = number of patients; NW = normal weight; OW = overweight; OB = obese.

Table 5. Baseline data according to dropout at 6 months.

N Completers
101

Dropouts
77 p-Value

Age (y) 53.0 (15.0) 52.0 (15.0) 0.528

Educational
level

1 = 40
2 = 41
3 = 13

1 = 25
2 = 29
3 = 11

X2 = 0.410
p = 0.815

Menopausal
state

No = 42
Yes = 53

No = 36
Yes = 30

X2 = 1.665
p = 0.197

Breastfeeding
history

No = 47
Yes = 48

No = 23
Yes = 43

X2 = 3.390
p = 0.066

Smoking
history

No = 58
Yes = 37

No = 39
Yes = 27

X2 = 0.063
p = 0.802

Habitual alcohol
consumption

No = 58
Yes = 36

No = 36
Yes = 30

X2 = 0.819
p = 0.395

Years since first
BC diagnosis

From 0 to 4 = 72
5 or more = 25

From 0 to 4 = 50
5 or more = 18

X2 = 0.010
p = 0.920

BC
medications

Anti-HER2 = 18
Aromatase inhib = 32

SERM = 15
GnRh agonist = 3

Combinations = 14
No therapy = 12

Anti-HER2 = 14
Aromatase inhib = 29

SERM = 9
GnRh agonist = 1
Combinations = 7

No therapy = 6

X2 = 5.229
p = 0.515
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Table 5. Cont.

N Completers
101

Dropouts
77 p-Value

Body weight (Kg) 78.2 (17.8) 78.3 (18.6) 0.801
BMI (Kg/m2) 31.4 (6.6) 30.6 (9.5) 0.450
Waist (cm) 106.0 ± 11.5 105.5 ± 13.3 0.784
PA (◦) 5.25 ± 0.46 5.18 ± 0.50 0.548
FM % 38.4 ± 7.5 36.8 ± 6.4 0.378
ECW % 49.6 ± 2.5 50.0 ± 2.7 0.608
Glucose (mg/dL) 90.0 (18.7) 92.0 (14.0) 0.551
Insulin (µUI/mL) 13.5 ± 10.3 13.4 ± 7.9 0.943
HOMA index 3.28 ± 2.66 3.23 ± 2.14 0.934
Tot Chol (mg/dL) 205.3 ± 35.9 211.7 ± 43.4 0.337
HDL (mg/dL) 52.5 (17.5) 52.5 (17.5) 0.639
LDL (mg/dL) 122.2 ± 32.4 132.2 ± 39.0 0.217
Triglycerides (mg/dL) 122.0 (100.0) 123.0 (88.5) 0.863
SBP (mmHg) 125.5 ± 14.2 124.6 ± 18.7 0.805
DBP (mmHg) 77.7 ± 10.9 78.4 ± 12.0 0.781

Data expressed as mean ± standard deviation for normally distributed variables or as median (IQR) for
non-normally distributed variables. Educational level 1: up to middle school, 2: high school or com-
parable title, 3: any degree; BMI = body mass index; Waist = waist circumference; PA = phase angle;
FM % = fat mass %; ECW % = extracellular water % of total body water; HOMA = homeostatic model assessment;
HDL = high-density lipoprotein; LDL = low-density lipoprotein; SPB = systolic blood pressure; DBP = diastolic
blood pressure.
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• At 24 months, only 26 patients (14.6% of the initial sample) continued the study for
the last visit. Only 2 patients were part of the NW group (7.7% of the whole sample
and 10.5% of the NW original group), while OW and OB groups had 7 and 17 women
continuing till 24 months, respectively (26.9% and 65.4% respectively of the whole
sample, and 12.3% and 16.7% of their original group). Due to the high attrition, we
did not analyze data from these patients as the results would be underpowered.
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Table 6. Baseline data according to dropout at 12 months.

N Completers
61

Dropouts
117 p-Value

Age (y) 55.0 (15.0) 51.0 (15.0) <0.05

Educational
level

1 = 28
2 = 22
3 = 7

1 = 37
2 = 48
3 = 17

X2 = 2.537
p = 0.281

Menopausal
state

No = 20
Yes = 38

No = 58
Yes = 45

X2 = 7.079
p < 0.01

Breastfeeding
history

No = 27
Yes = 31

No = 43
Yes = 60

X2 = 0.348
p = 0.555

Smoking
history

No = 36
Yes = 22

No = 61
Yes = 42

X2 = 0.125
p = 0.723

Habitual alcohol
consumption

No = 38
Yes = 19

No = 56
Yes = 47

X2 = 2.290
p = 0.130

Years since first
BC diagnosis

From 0 to 4 = 42
5 or more = 17

From 0 to 4 = 80
5 or more = 26

X2 = 0.361
p = 0.548

BC
medications

Anti-HER2 = 7
Aromatase inhib = 20

SERM = 8
GnRh agonist = 2

Combinations = 12
No therapy = 8

Anti-HER2 = 25
Aromatase inhib = 41

SERM = 16
GnRh agonist = 2
Combinations = 9
No therapy = 10

X2 = 9.555
p = 0.145

Body weight (Kg) 77.5 (18.9) 78.8 (17.8) 0.822
BMI (Kg/m2) 30.8 (6.7) 30.8 (8.3) 0.578
Waist (cm) 106.1 ± 11.9 105.6 ± 12.6 0.773
PA (◦) 5.14 ± 0.42 5.23 ± 0.50 0.530
FM% 34.9 ± 7.1 38.3 ± 6.7 0.113
ECW % 50.2 ± 2.5 49.7 ± 2.6 0.528
Glucose (mg/dL) 91.0 (19.8) 90.0 (16.0) 0.539
Insulin (µUI/mL) 13.9 ± 11.2 13.1 ± 8.4 0.666
HOMA index 3.35 ± 2.61 3.20 ± 2.47 0.769
Tot Chol (mg/dL) 205.0 ± 37.8 209.5 ± 39.6 0.493
HDL (mg/dL) 49.0 (15.5) 55.0 (16.2) <0.05
LDL (mg/dL) 120.9 ± 31.7 130.0 ± 37.5 0.242
Triglycerides (mg/dL) 133.0 (105.0) 117.0 (82.0) 0.129
SBP (mmHg) 122.3 ± 13.2 126.8 ± 17.1 0.194
DBP (mmHg) 74.4 ± 11.3 79.9 ± 10.9 <0.05

Data expressed as mean ± standard deviation for normally distributed variables or as median (IQR) for non-
normally distributed variables. Educational level 1: up to middle school, 2: high school or comparable title,
3: any degree; BMI = body mass index; Waist = waist circumference; PA = phase angle; FM% = fat mass %;
ECW% = extracellular water % of total body water; HOMA = homeostatic model assessment; HDL = high-density
lipoprotein; LDL = low-density lipoprotein; SPB = systolic blood pressure; DBP = diastolic blood pressure.

4. Discussion

Obesity is considered a risk factor for BC occurrence and worse prognosis [22–24],
while healthy dietary patterns, such as the MD, have been associated with a decreased risk
of BC, especially in postmenopausal, hormone-receptor-negative women [14,25]. Nonethe-
less, there is still a lack of data to explain the impact of weight loss in BCSs in terms of
recurrence and survival [11].

The significance of the MD in enhancing overall survivability in BCS, as established
through recent meta-analysis findings, is particularly noteworthy. However, it is important
to highlight that in this meta-analysis, Chen and colleagues did not reveal a notable
impact of higher MD adherence on BC-specific mortality, with the observed survivability
improvement attributed to the MD’s role in averting other mortality causes [10].

The potential long-term combined effects of adopting an MD pattern specifically
tailored for weight loss have not been thoroughly investigated. Although lacking definitive
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data, there is reason to speculate that this integration could further enhance the overall
survival of these patients. To achieve this goal, it is crucial to ensure that BCSs maintain
a high level of compliance and experience minimal dropout rates during these weight
management programs.

In this context, our study demonstrates that MD in women after a breast cancer
treatment is feasible, allowing a reduction in body weight, BMI, and waist circumference in
the overweight and obese subgroups. On the other hand, the attrition rates reported were
extremely high, with younger women being more inclined to drop out after 1 year.

While studies with larger samples have also shown the efficacy of weight-loss pro-
grams delivered in longer terms, we were able to demonstrate a significant reduction in
weight, BMI, and waist circumference in the OW and OB group both for 6-month and
12-months completers [22]. We also observed a significantly reduced fat mass percentage
after six months of weight management in BCSs with obesity. The implementation of
bioimpedance analysis as a supplementary tool to evaluate anthropometry is important,
since there is still debate about the different impacts of BMI and adiposity as indepen-
dent risk factors both for BC risk and recurrence, in particular when comparing pre- and
postmenopausal women [26,27].

Finally, at 6 months, improvements in HDL cholesterol and triglycerides, which are
signs of metabolic benefits associated with the lifestyle treatment, were evident. These
results are in line with other studies on obese BCSs [28,29].

From a clinical point of view, since we were able to demonstrate that these health
benefits were significant only in the fraction of patients that completed all time points,
our results are fairly dependent on the retention rate itself. Notably, at 6 months (T2) and
12 months (T3), only about 55% and 34%, respectively, of the initial sample showed up at the
control visits, and we do not know how health parameters evolved in the dropout fraction.

Regardless of uncertainties in mechanistic pathways and overall compliance to the
diet, oncology societies still recommend weight management to reduce body weight and fat
mass as a cancer prevention tool in clinical practice [8,12]. Notably, overweight and obese
states have been reported to influence treatment outcomes in terms of cancer treatment
regimens (dose-cap chemotherapy, less radical surgery), differential pharmacokinetics and
toxicities, and surgical peri-operative complications [30,31].

Concerning our secondary aim, from among the studied parameters, we did not find
any statistically significant predictor of dropout at 6 months, but at 12 months, it appears
that BCS were more likely to drop out if the initial age was lower and HDL cholesterol and
diastolic blood pressure were higher. Despite literature reports that during weight-loss
programs both initial BMI and expected 1-year BMI are associated with dropout rate [32–34],
we were not able to find any association between initial BMI and this probability. In
addition, weight loss at 6 months was not a predictor of dropout at 12 months in any of
the BMI subgroups. Losing weight could be a less impactful motivating factor in BCSs
while following a lifestyle intervention, since a healthy and anti-inflammatory dietary
pattern may be considered by patients an independent tool for improving their health and
reducing the chances of recurrence [35]. Nevertheless, BCSs can experience more physical
and psychological barriers to deal with during and after the treatment [36]. Compared
to men, women with a cancer history are less likely to drop from a weight management
program. Still, in our female sample, we observed a similar attrition rate to than in studies
on the general population [35,37–39].

According to our analyses, the interaction between menopausal state and age was
a predictor of dropout, and this is consistent with other studies that analyzed patients
without cancer following a lifestyle intervention for weight loss [32,38]. Previously, a large
randomized controlled trial in BCSs showed that younger female BCSs tend to lose less
weight during a weight management program than to women aged 55 or older, and this
may be due to higher family obligations, work demands, as well as greater psychosocial
distress after diagnosis compared to that in older patients [29]. This inference appears even
more probable since the relationship with dropout at 6 months and breastfeeding history
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was almost statistically significant, suggesting that women with at least one child are more
likely to discontinue a weight-loss intervention.

However, the relationship between lower HDL cholesterol, DBP, and a lower risk of
dropout has never been reported elsewhere.

Improving the retention rate of weight-loss programs in this particular population has
no simple solutions; however, gaining insight into any predictive factors for dropout at
baseline could assist clinicians in devising more personalized approaches to educate these
women about modifying their dietary patterns and coping with the potential reasons for
discontinuity before they become exacerbated.

This study represents (to our knowledge), the first attempt to investigate dropout
predictors in BCSs following a weight-loss intervention, Nevertheless, some limitations
should be noted for our study. First, the major limitation is that the follow-up span was
too short to highlight any beneficial effect in terms of cancer recurrence and/or mortality,
also considering the relatively small sample size. This aspect was also important because
it reduced both the power of analyses, especially at T3 and T4. To reduce these specific
limitations, we have planned to further collect data on this population, in particular to pro-
vide more patients and long-term data on recurrence and survival. Secondly, as previously
mentioned, an unmodifiable limitation is the clinical significance of body composition
and metabolic improvements, since the results were limited to subjects that completed
the follow-ups, while we do not know the outcomes of dropouts. Lastly, there are other
potential limitations related to the incompleteness of the collected parameter pool: (i) even
if all subjects included were experiencing a sedentary lifestyle, the level of physical activity
(PAL) was not recorded; (ii). socio-psychological determinants for quality of life, distress,
anxiety, or depression, or specific psychometric testing data, were not measured.

5. Conclusions

In conclusion, substantiating the efficacy of dietary intervention comprehensively to
prevent cancer relapse necessitates larger, more extended, and more resource-intensive
epidemiological investigations. Specifically, these studies are imperative for elucidating
the cumulative impact of the Mediterranean Diet (MD) in conjunction with weight loss on
long-term cancer recurrence risk and survival. This area lacks sufficient data, underscoring
the need for robust research in this domain. In this context, we are planning to provide
further data on this population in the next years.

Taking into account the preliminary data indicating younger age as a robust predictor
of dropout, it becomes crucial to tailor individualized interventions based on patient age
and menopausal status, especially considering that the evidence linking weight loss alone to
a decreased risk of breast cancer recurrence in premenopausal women remains inconclusive.

Author Contributions: E.C. and D.S. equally contributed as first authors for writing—original draft
preparation; E.C. and D.F.: patient enrollment and trial implementation; C.S.: patient enrollment; D.S.
and B.C.: data curation and formal analysis; F.P.: data curation, supervision, writing—review and
editing; G.A., P.M., A.G., M.G.C. and S.R.: review and editing. All authors have read and agreed to
the published version of the manuscript.

Funding: This publication is part of the project AGE-IT which has received funding from the MUR-
M4C2 1.3 of PNRR with grant agreement no. PE0000015 and project NODES, which has received
funding from the MUR-M4C2 1.5 of PNRR with grant agreement no. ECS00000036. This research
was partially supported by PRIN grant (2020NCKXBR_004; SIDERALE Project) from the Ministero
dell’Università e della Ricerca (MUR).

Institutional Review Board Statement: The study was conducted following the Declaration of
Helsinki and approved by the Institutional Review Board (or Ethics Committee) of Novara (protocol
code CE124/2022 and date of approval 22 September 2022).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.



Cancers 2023, 15, 4401 13 of 14

Data Availability Statement: The data presented in this study that are not available within the article
are available on request from the corresponding author. These data are not publicly available due to
privacy policies.

Acknowledgments: We acknowledge Fulvia Protta and Tatiana Marcodini for the help in recruiting
the patients and for the follow-up visits.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Steck, S.E.; Murphy, E.A. Dietary patterns and cancer risk. Nat. Rev. Cancer 2019, 20, 125–138. [PubMed]
2. Cava, E.; Marzullo, P.; Farinelli, D.; Gennari, A.; Saggia, C.; Riso, S.; Prodam, F. Breast Cancer Diet “BCD”: A Review of Healthy

Dietary Patterns to Prevent Breast Cancer Recurrence and Reduce Mortality. Nutrients 2022, 14, 476. [PubMed]
3. Nimptsch, K.; Pischon, T. Obesity Biomarkers, Metabolism and Risk of Cancer: An Epidemiological Perspective. Recent Results

Cancer Res. 2016, 208, 199–217. [PubMed]
4. Gunter, M.J.; Xie, X.; Xue, X.; Kabat, G.C.; Rohan, T.E.; Wassertheil-Smoller, S.; Ho, G.Y.F.; Wylie-Rosett, J.; Greco, T.; Yu, H.; et al.

Breast cancer risk in metabolically healthy but overweight postmenopausal women. Cancer Res. 2015, 75, 270–274.
5. Berrino, F.; Villarini, A.; Traina, A.; Bonanni, B.; Panico, S.; Mano, M.P.; Mercandino, A.; Galasso, R.; Barbero, M.; Simeoni, M.; et al.

Metabolic syndrome and breast cancer prognosis. Breast Cancer Res. Treat. 2014, 147, 159–165. [PubMed]
6. Capasso, I.; Esposito, E.; Pentimalli, F.; Crispo, A.; Montella, M.; Grimaldi, M.; De Marco, M.; Cavalcanti, E.; D’Aiuto, M.;

Fucito, A.; et al. Metabolic syndrome affects breast cancer risk in postmenopausal women: National Cancer Institute of Naples
experience. Cancer Biol. Ther. 2010, 10, 1240–1243.

7. Khandekar, M.J.; Cohen, P.; Spiegelman, B.M. Molecular mechanisms of cancer development in obesity. Nat. Rev. Cancer 2011, 11,
886–895.

8. Ligibel, J.A.; Alfano, C.M.; Courneya, K.S.; Demark-Wahnefried, W.; Burger, R.A.; Chlebowski, R.T.; Fabian, C.J.; Gucalp, A.;
Hershman, D.L.; Hudson, M.M.; et al. American Society of Clinical Oncology position statement on obesity and cancer. J. Clin.
Oncol. 2014, 32, 3568–3574.

9. Agnoli, C.; Berrino, F.; Abagnato, C.A.; Muti, P.; Panico, S.; Crosignani, P.; Krogh, V. Metabolic syndrome and postmenopausal
breast cancer in the ORDET cohort: A nested case-control study. Nutr. Metab. Cardiovasc. Dis. 2010, 20, 41–48.

10. Chen, G.; Leary, S.; Niu, J.; Perry, R.; Papadaki, A. The Role of the Mediterranean Diet in Breast Cancer Survivorship: A Systematic
Review and Meta-Analysis of Observational Studies and Randomised Controlled Trials. Nutrients 2023, 15, 2099.

11. Shaikh, H.; Bradhurst, P.; Ma, L.X.; Tan, S.Y.; Egger, S.J.; Vardy, J.L. Body weight management in overweight and obese breast
cancer survivors. Cochrane Database Syst. Rev. 2020, 12. [CrossRef]

12. Chan, D.S.M.; Vieira, A.R.; Aune, D.; Bandera, E.V.; Greenwood, D.C.; McTiernan, A.; Navarro Rosenblatt, D.; Thune, I.; Vieira, R.;
Norat, T. Body mass index and survival in women with breast cancer-systematic literature review and meta-analysis of 82
follow-up studies. Ann. Oncol. Off. J. Eur. Soc. Med. Oncol. 2014, 25, 1901–1914.

13. Dandamudi, A.; Tommie, J.; Nommsen-Rivers, L.; Couch, S. Dietary Patterns and Breast Cancer Risk: A Systematic Review.
Anticancer Res. 2018, 38, 3209–3222. [CrossRef] [PubMed]

14. Van den Brandt, P.A.; Schulpen, M. Mediterranean diet adherence and risk of postmenopausal breast cancer: Results of a cohort
study and meta-analysis. Int. J. Cancer 2017, 140, 2220–2231. [PubMed]

15. Weigl, J.; Hauner, H.; Hauner, D. Can Nutrition Lower the Risk of Recurrence in Breast Cancer. Breast Care 2018, 13, 86–91.
[CrossRef]

16. Esposito, K.; Kastorini, C.M.; Panagiotakos, D.B.; Giugliano, D. Mediterranean diet and weight loss: Meta-analysis of randomized
controlled trials. Metab. Syndr. Relat. Disord. 2011, 9, 1–12. [CrossRef]

17. Tosti, V.; Bertozzi, B.; Fontana, L. Health Benefits of the Mediterranean Diet: Metabolic and Molecular Mechanisms. J. Gerontol. A
Biol. Sci. Med. Sci. 2018, 73, 318–326.

18. Caesar, R.; Tremaroli, V.; Kovatcheva-Datchary, P.; Cani, P.D.; Bäckhed, F. Crosstalk between Gut Microbiota and Dietary Lipids
Aggravates WAT Inflammation through TLR Signaling. Cell Metab. 2015, 22, 658–668. [CrossRef]

19. Yang, J.; Tan, Q.; Fu, Q.; Zhou, Y.; Hu, Y.; Tang, S.; Zhou, Y.; Zhang, J.; Qiu, J.; Lv, Q. Gastrointestinal microbiome and breast
cancer: Correlations, mechanisms and potential clinical implications. Breast Cancer 2017, 24, 220–228.

20. Caputo, M.; Pigni, S.; Antoniotti, V.; Agosti, E.; Caramaschi, A.; Antonioli, A.; Aimaretti, G.; Manfredi, M.; Bona, E.; Prodam, F.
Targeting microbiota in dietary obesity management: A systematic review on randomized control trials in adults. Crit. Rev. Food
Sci. Nutr. 2022, 8, 1–33.

21. Miller, B.M.L.; Brennan, L. Measuring and reporting attrition from obesity treatment programs: A call to action! Obes. Res. Clin.
Pract. 2015, 9, 187–202. [CrossRef] [PubMed]

22. Leung, A.W.Y.; Chan, R.S.M.; Sea, M.M.M.; Woo, J. An Overview of Factors Associated with Adherence to Lifestyle Modification
Programs for Weight Management in Adults. Int. J. Environ. Res. Public Health 2017, 14, 922. [CrossRef] [PubMed]

23. Serra-Majem, L.; Tomaino, L.; Dernini, S.; Berry, E.M.; Lairon, D.; de la Cruz, J.N.; Bach-Faig, A.; Donini, L.M.; Medina, F.X.;
Belahsen, R.; et al. Updating the Mediterranean Diet Pyramid towards Sustainability: Focus on Environmental Concerns. Int. J.
Environ. Res. Public Health 2020, 17, 8758. [CrossRef] [PubMed]

https://www.ncbi.nlm.nih.gov/pubmed/31848467
https://www.ncbi.nlm.nih.gov/pubmed/35276833
https://www.ncbi.nlm.nih.gov/pubmed/27909909
https://www.ncbi.nlm.nih.gov/pubmed/25104441
https://doi.org/10.1002/14651858.CD012110.pub2
https://doi.org/10.21873/anticanres.12586
https://www.ncbi.nlm.nih.gov/pubmed/29848668
https://www.ncbi.nlm.nih.gov/pubmed/28260236
https://doi.org/10.1159/000488718
https://doi.org/10.1089/met.2010.0031
https://doi.org/10.1016/j.cmet.2015.07.026
https://doi.org/10.1016/j.orcp.2014.08.007
https://www.ncbi.nlm.nih.gov/pubmed/25293585
https://doi.org/10.3390/ijerph14080922
https://www.ncbi.nlm.nih.gov/pubmed/28813030
https://doi.org/10.3390/ijerph17238758
https://www.ncbi.nlm.nih.gov/pubmed/33255721


Cancers 2023, 15, 4401 14 of 14

24. Finocchiaro, C.; Ossola, M.; Monge, T.; Fadda, M.; Brossa, L.; Caudera, V.; De Francesco, A. Effect of specific educational program
on dietary change and weight loss in breast-cancer survivors. Clin. Nutr. 2016, 35, 864–870. [CrossRef]

25. Grosso, G.; Bella, F.; Godos, J.; Sciacca, S.; Del Rio, D.; Ray, S.; Galvano, F.; Giovannucci, E.L. Possible role of diet in cancer:
Systematic review and multiple meta-analyses of dietary patterns, lifestyle factors, and cancer risk. Nutr. Rev. 2017, 75, 405–419.
[CrossRef]

26. James, F.R.; Wootton, S.; Jackson, A.; Wiseman, M.; Copson, E.R.; Cutress, R.I. Obesity in breast cancer—What is the risk factor?
Eur. J. Cancer 2015, 51, 705–720. [CrossRef]

27. Ecker, B.L.; Lee, J.Y.; Sterner, C.J.; Solomon, A.C.; Pant, D.K.; Shen, F.; Peraza, J.; Vaught, L.; Mahendra, S.; Belka, G.K.; et al.
Impact of obesity on breast cancer recurrence and minimal residual disease. Breast Cancer Res. 2019, 21, 1–16. [CrossRef]

28. Campbell, K.L.; Van Patten, C.L.; Neil, S.E.; Kirkham, A.A.; Gotay, C.C.; Gelmon, K.A.; McKenzie, D.C. Feasibility of a lifestyle
intervention on body weight and serum biomarkers in breast cancer survivors with overweight and obesity. J. Acad. Nutr. Diet.
2012, 112, 559–567. [CrossRef]

29. Rock, C.L.; Flatt, S.W.; Byers, T.E.; Colditz, G.A.; Demark-Wahnefried, W.; Ganz, P.A.; Wolin, K.Y.; Elias, A.; Krontiras, H.;
Liu, J.; et al. Results of the Exercise and Nutrition to Enhance Recovery and Good Health for You (ENERGY) Trial: A Behavioral
Weight Loss Intervention in Overweight or Obese Breast Cancer Survivors. J. Clin. Oncol. 2015, 33, 3169–3176. [CrossRef]

30. Wong, A.L.; Seng, K.Y.; Ong, E.M.; Wang, L.Z.; Oscar, H.; Cordero, M.T.; Copones, R.; Fan, L.; Tan, S.H.; Goh, B.C.; et al. Body
fat composition impacts the hematologic toxicities and pharmacokinetics of doxorubicin in Asian breast cancer patients. Breast
Cancer Res. Treat. 2014, 144, 143–152. [CrossRef]

31. Gurunathan, U.; Myles, P.S. Limitations of body mass index as an obesity measure of perioperative risk. Br. J. Anaesth. 2016, 116,
319–321. [CrossRef] [PubMed]

32. Gill, R.S.; Karmali, S.; Hadi, G.; Al-Adra, D.P.; Shi, X.; Birch, D.W. Predictors of attrition in a multidisciplinary adult weight
management clinic. Can. J. Surg. 2012, 55, 239–243. [CrossRef] [PubMed]

33. Dalle Grave, R.; Calugi, S.; Marchesini, G. The influence of cognitive factors in the treatment of obesity: Lessons from the
QUOVADIS study. Behav. Res. Ther. 2014, 63, 157–161. [CrossRef] [PubMed]

34. Dalle Grave, R.; Calugi, S.; Compare, A.; El Ghoch, M.; Petroni, M.L.; Tomasi, F.; Mazzali, G.; Marchesini, G. Weight Loss
Expectations and Attrition in Treatment-Seeking Obese Women. Obes. Facts 2015, 8, 311–318. [CrossRef]

35. Zuniga, K.E.; Parma, D.L.; Muñoz, E.; Spaniol, M.; Wargovich, M.; Ramirez, A.G. Dietary intervention among breast cancer
survivors increased adherence to a Mediterranean-style, anti-inflammatory dietary pattern: The Rx for Better Breast Health
Randomized Controlled Trial. Breast Cancer Res. Treat. 2019, 173, 145–154. [CrossRef] [PubMed]

36. Wurz, A.; St-Aubin, A.; Brunet, J. Breast cancer survivors’ barriers and motives for participating in a group-based physical activity
program offered in the community. Support. Care Cancer 2015, 23, 2407–2416. [CrossRef] [PubMed]
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