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We appreciate Harvie and colleagues’1 contribution from the
Breast-Activity and Healthy Eating After Diagnosis (B-AHEAD)
study to the growing evidence base for weight management
programmes among breast cancer survivors. To date, most studies
have targeted weight loss following treatment completion,2,3 with
a small number targeting weight gain prevention during active
treatment.4 These latter trials show that roughly half are successful
in achieving weight maintenance or loss. There is no clear
consensus on when to intervene and whether interventions
should focus on weight gain prevention or weight loss.
Harvie and colleagues’1 decision to intervene soon after surgery

provides a valid contribution to the evidence base; however, their
decision to target both weight gain prevention and weight loss in
those receiving chemotherapy and those remaining chemo-naive
and to analyse pooled data as the primary outcome is an
interesting approach. Thus the interpretation of these findings is
unclear. In the spirit of moving the field forward and to inform
future interventions in this area, we seek clarification on some
specific issues.
First, B-AHEAD appears to be the first trial that intentionally

combines weight gain prevention with weight loss, including
breast cancer survivors who are of normal weight, overweight, and
obese. Given that strategies and intervention messaging regard-
ing weight gain prevention would differ from weight loss, we are
curious on how this was handled during intervention delivery,
particularly for the “community” group-based programme. The
extant literature suggests that weight management may be more
effective if individuals of like weight status are grouped,5 which
may be particularly true among those with higher degrees of
obesity.6 We seek clarification on whether the community groups
were coordinated based on weight status and intervention
messaging, and if not, how this was managed and received by
participants in the community arm.
Second, we had concerns regarding data analyses and

reporting. We are curious about the decision to use “last
observation carried forward (LOCF)”, especially since multiple
imputation is the recommended method for missing data in
weight loss randomised controlled trials in order to avoid the
over-inflation of weight loss that comes from LOCF.7 Did the
authors conduct sensitivity analyses to test assumptions around
missing data? Moreover, because the goals of weight control
versus weight loss are different in relation to the effect on the
primary outcome of weight change, the reporting of weight
change for the combined sample as the primary outcome is
questionable. Although the study is largely underpowered for
the subgroup analyses, interpretation of these findings is more
useful.

Third, we were surprised by the data collection timepoints of
baseline, 6 months, and 12 months and were curious as to the
rationale for the absence of collection at 12 weeks to coincide
with end of intervention. A 12-week timepoint may have aided in
understanding the pattern of weight change, particularly since
substantial recidivism may have occurred from end of intervention
to the 6-month data collection and may have obfuscated the
results.
Lastly, as noted, the best timing for delivering weight manage-

ment interventions among cancer survivors is a highly debated
topic.5 The B-AHEAD study focussed on early delivery within
12 weeks of surgery. However, most eligible women (58%) chose
to not participate, which leads us to ask, “is this the right timing?”
In their previous article, Harvie et al.8 compared B-AHEAD
recruitment rates (42% of eligible women) to clinical/treatment
trial rates (47%) in their main recruitment site and imply that their
recruitment rate was good. Yet, this recruitment rate is much
lower than weight management trials that have recruited
posttreatment.9,10 Hence, it is important to understand the
feasibility of uptake depending on the timing, as well as
the intended and communicated purpose. We are interested to
know how B-AHEAD was presented to women. Was it presented
as a weight loss trial? If it had focussed purely on weight
gain prevention or if the timing was different, we wonder if uptake
may have been higher. Moreover, as neither intervention (home or
community) prevented weight gain nor induced weight loss
among those receiving chemotherapy, the question remains as to
the optimal timing of a weight management intervention.
In summary, we acknowledge the contribution of the Harvie

et al. study to the field, including the reporting on cost-
effectiveness outcomes. Clarification on the questions posed here
will help move the field of energetics and cancer forward and
inform future interventions in this area, particularly with respect to
optimal timing and targets (weight gain prevention versus weight
loss) and the potential impact that these approaches may have on
uptake and outcomes.

AUTHOR CONTRIBUTIONS
J.R.B.: Writing original draft. M.M.R. and W.D.-W.: Conceptualisation, writing review,
and editing. K.I.H.: Writing review and editing.

ADDITIONAL INFORMATION
Ethics approval and consent to participate Not applicable.

Consent to publish Not applicable.

Data availability Not applicable.

Competing interests The authors declare no competing interests.

www.nature.com/bjc

Received: 7 October 2019 Revised: 12 December 2019 Accepted: 18 December 2019
Published online: 14 January 2020

© Cancer Research UK 2020

http://crossmark.crossref.org/dialog/?doi=10.1038/s41416-019-0714-0&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41416-019-0714-0&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41416-019-0714-0&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41416-019-0714-0&domain=pdf


Funding information J.R.B. and K.I.H. were supported by the National Cancer
Institute Cancer Prevention and Control Training Program (T32-CA04788).

Note: This work is published under the standard license to publish agreement. After
12 months the work will become freely available and the license terms will switch to
a Creative Commons Attribution 4.0 International (CC BY 4.0).

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Jennifer R. Bail 1, Karina I. Halilova2,
Wendy Demark-Wahnefried1 and Marina M. Reeves3

1Department of Nutrition Sciences, University of Alabama at
Birmingham (UAB), Webb 601, 1675 University Boulevard,

Birmingham, AL 35294-3300, USA; 2Division of Preventive Medicine,
UAB, Birmingham, AL, USA and 3School of Public Health, The

University of Queensland, Herston, QLD, Australia
Correspondence: Jennifer R. Bail (jbail@uab.edu)

REFERENCES
1. Harvie, M., Pegington, M., McMullan, D., Bundred, N., Livingstone, K., Campbell, A.

et al. The effectiveness of home versus community-based weight control pro-
grammes initiated soon after breast cancer diagnosis: a randomised controlled
trial. Br. J. Cancer 121, 443–454 (2019).

2. Chlebowski, R. T. & Reeves, M. M. Weight loss randomized intervention trials in
female cancer survivors. J. Clin. Oncol. 34, 4238–4248 (2016).

3. Reeves, M. M., Terranova, C. O., Eakin, E. G. & Demark-Wahnefried, W. Weight loss
intervention trials in women with breast cancer: a systematic review. Obes. Rev.
15, 749–768 (2014).

4. Thomson, Z. O. & Reeves, M. M. Can weight gain be prevented in women
receiving treatment for breast cancer? A systematic review of intervention
studies. Obes. Rev. 18, 1364–1373 (2017).

5. Demark-Wahnefried, W., Schmitz, K. H., Alfano, C. M., Bail, J. R., Goodwin, P. J.,
Thomson, C. A. et al. Weight management and physical activity throughout the
cancer care continuum. CA Cancer J. Clin. 68, 64–89 (2018).

6. Skea, Z. C., Aceves-Martins, M., Robertson, C., De Bruin, M. & Avenell, A.
Acceptability and feasibility of weight management programmes for adults
with severe obesity: a qualitative systematic review. BMJ Open 9, e029473
(2019).

7. Elobeid, M. A., Padilla, M. A., McVie, T., Thomas, O., Brock, D. W., Musser, B. et al.
Missing data in randomized clinical trials for weight loss: scope of the problem,
state of the field, and performance of statistical methods. PLoS ONE 4,
e6624–e6624 (2009).

8. Pegington, M., Adams, J. E., Bundred, N. J., Campbell, A. M., Howell, S. J., Speed, S.
et al. Recruitment to the “Breast-Activity and Healthy Eating After Diagnosis”
(B-AHEAD) randomized controlled trial. Integr. Cancer Ther. 17, 131–137 (2018).

9. Goodwin, P. J., Segal, R. J., Vallis, M., Ligibel, J. A., Pond, G. R., Robidoux, A. et al.
Randomized trial of a telephone-based weight loss intervention in post-
menopausal women with breast cancer receiving letrozole: the LISA trial. J. Clin.
Oncol. 32, 2231–2239 (2014).

10. Rock, C. L., Byers, T. E., Colditz, G. A., Demark-Wahnefried, W., Ganz, P. A., Wolin,
K. Y. et al. Reducing breast cancer recurrence with weight loss, a vanguard trial:
the Exercise and Nutrition to Enhance Recovery and Good Health for You
(ENERGY) Trial. Contemp. Clin. Trials 34, 282–295 (2013).

Correspondence

928

1
2
3
4
5
6
7
8
9
0
()
;,:

http://orcid.org/0000-0001-7613-9648
http://orcid.org/0000-0001-7613-9648
http://orcid.org/0000-0001-7613-9648
http://orcid.org/0000-0001-7613-9648
http://orcid.org/0000-0001-7613-9648
mailto:jbail@uab.edu

	Comment on &#x0201C;The effectiveness of home versus community-based weight control programmes initiated soon after breast cancer diagnosis: a randomised controlled trial&#x0201D;
	Author contributions
	ADDITIONAL INFORMATION
	References




