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Abstract:



Current evidence suggests that physical activity interventions can improve quality of life, fitness, and strength, reducing depression and fatigue in breast cancer survivors. However, in the long-term many survivors are insufficiently active. Here, the possible long-term benefits of a specific adapted physical activity (APA) intervention on upper limb functional performance and quality of life in breast cancer survivors were investigated. For this purpose, fifteen survivors were assessed by fitness tests (shoulder-arm mobility, range of motion, back flexibility) at the baseline and at eight weeks post-APA intervention. Quality of life and surgical shoulder and back pain intensity were evaluated by Short Form-12 and numerical rating scale questionnaires, respectively. Five participants, who continued to follow the APA protocol over time, were again evaluated after two years and compared to either five women who were inactive or five others who practiced general physical activity after ending the eight-week APA protocol. Shoulder-arm mobility and self-reported questionnaire data revealed the maintenance and/or improvement of the achieved benefits two years after the APA intervention. Our findings suggest that the long-term practice of APA tailored to individual characteristics should be recommended to breast cancer survivors in order to preserve quality of life and fitness.
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1. Introduction


Breast cancer is currently the neoplasm with the highest incidence among women worldwide though the number of survivors is constantly increasing with progressive improvement in treatment strategies [1,2]. However, despite substantial advances in surgical techniques and therapy, these procedures are still associated with a high prevalence of complications of the ipsilateral upper limb. The main complications of breast cancer treatment can reduce the strength of the upper limb, range of motion (ROM) of the arm and shoulder, create pain, produce or exacerbate emotional disturbances (i.e., anxiety, depression), and alter body image with a consequent reduction in the quality of life (QoL) [2,3]. Therefore, breast cancer is continuing to emerge as a major health issue as testified by the large number of studies on health-related QoL in survivors [4]. International evidence-based physical activity guidelines recommend exercise programs as a conditional part of care for all cancer survivors [5]. In particular, well-planned and structured physical activity, tailored to individual needs, has emerged as a viable intervention to attenuate and improve cancer- and treatment-related problems [6,7].



In a recent preliminary investigation, we carefully described the exercise methodology of a specific adapted physical activity (APA) protocol, providing evidence for its efficacy in reducing upper limb complications and improving overall QoL in breast cancer survivors [3]. In particular, the findings of that study demonstrated that a well-planned and structured APA protocol, taking into account the individual characteristics of breast cancer survivors, can significantly improve upper limb symptoms and QoL. Indeed, after APA intervention, breast cancer survivors significantly improved the functional mobility of surgical upper limbs as testified by a better shoulder ROM and decreased pain. The overall benefits included not only physical aspects, but also a reduction in psychological distress as assessed by a Short Form-12 (SF-12) questionnaire [3].



In the present study, we further investigated the possible long-term benefits of our specific APA intervention on upper limb motor function and QoL in breast cancer survivors in comparison with either physically inactive survivors or survivors practicing general physical activity after ending the specific APA protocol.




2. Materials and Methods


2.1. Study Participants


Fifteen out of 46 breast cancer survivors, in a stable clinical condition and regularly followed up at the Cancer Rehabilitation Center (Ce.Ri.On) in Florence, Italy, who completed an eight-week APA protocol at the same Center [3] were enrolled in this longitudinal study. Details on the eligibility criteria and participant recruitment have been previously described [3]. The participants were assessed at follow up (two years after the APA intervention) to investigate whether the APA benefits were still evident. Specifically, the study participants were divided into three groups according to the practice of physical activity after ending the eight-week APA protocol: (1) five women who continued to follow the APA protocol over time for one hour/day twice a week; (2) five women who practiced general physical activity for one hour/day twice a week (i.e., water gym, postural gym, swimming and yoga); and (3) five women who were physically inactive (i.e., not practicing any sport or physical activity in their leisure time). The local ethics committee approved the study and all women gave their written consent to participate in the study.




2.2. Study Procedures


Details on the exercise methodology of our specific APA protocol tailored to individual needs have been previously described [3]. Briefly, the eight-week APA protocol consisted of one-hour sessions performed during two nonconsecutive days per week. Participants only performed the APA intervention under the supervision of an exercise specialist. All sessions started with a 10-min warm-up of general exercises and ended with a 10-min cool-down of stretching exercises and muscle relaxation. The central specific phase included a structured exercise protocol to improve upper limb mobility, planned by an adapted exercise specialist and tailored to the specific needs of each subject on the basis of the results of the initial assessment. During some exercises, a theraband or stick was used to maintain the alignment and facilitate the coordination of the upper limbs. Moreover, mirrors were also used to increase the visual perception of the body during exercise performance. The APA protocol was organized into three phases. In the first phase (from the first to the fifth session), breathing exercises and exercises to mobilize the pelvis and stretching were proposed, including specific exercises to improve upper limb mobility. Each exercise was done for 30 s followed by a 15 s break and was repeated for a total of three series. In the second phase (from the 6th to the 12th session), the upper limb mobility exercises of the first phase were replicated, increasing three-fold the working time. Postural exercises were also proposed according to the Active Posture Reeducation. Finally, the last phase (from the 13th to the 16th session) consisted of a circuit training workout including alternated low-intensity and higher workload exercises with an increasing working time up to two minutes. Postural exercises were also replicated [3].



At the baseline evaluation, clinical characteristics of patients (i.e., surgical treatment, adjuvant therapy, and lymphedema degree) were collected. Moreover, anthropometric parameters, such as height and weight, were measured using standard protocols and were used to calculate the body mass index (BMI, kg/m2). All subjects, evaluated either at the baseline or after the eight-week APA intervention, underwent a battery of fitness tests to assess the mobility of upper limb joints (active ROM test and Muscle Length test) and the flexibility of the spine (sit and reach test) [3,8]. In particular, an active ROM test was evaluated with the subject standing by goniometry taking into account the extension (range 0°–45°), flexion (range 0°–180°), abduction (range 0°–180°), and external rotation (range 0°–90°). In addition, shoulder mobility was assessed with the Muscle Length test executed with the subject in a supine position by elevating the arm and measuring the distance (cm) from the lateral epicondyle to the surface (a smaller distance from the surface corresponding to a better mobility function). Moreover, all participants filled out the SF-12 [9] and the numerical rating scale (NRS) [10] questionnaires to assess their QoL and to quantify the shoulder and back pain intensity, respectively. Finally, two years after the end of the eight-week APA intervention, the participants were again evaluated as described above.




2.3. Statistical Analysis


All data are expressed as the mean ± standard error of the mean (SEM) or mean ± standard deviation (SD). For each group, a paired t-test was used to compare the baseline versus either the post-APA or follow up scores of fitness, pain, and QoL. The statistical significance of differences in the mean scores of fitness, pain, and QoL between groups at follow up was tested through an unpaired t-test. In order to take into account the longitudinal structure of the data, generalized estimating equation (GEE) models have been fitted both for the evaluation of the differences between groups over time and for the time component estimation. A p-value < 0.05 was considered statistically significant. SPSS Statistics version 24 and STATA 12.1 were used for the analyses.





3. Results


Fifteen women, aged 47–80 years, were enrolled in this longitudinal study. Baseline characteristics of the study participants are summarized in Table 1. Of note, according to their BMI value, six and two out of the 15 subjects were classified as overweight or obese, respectively.



Table 1. Baseline characteristics of study participants (n = 15).







	
Variables

	
Participants (n = 15)






	
Age, mean ± SD (range)

	
60.3 ± 10.5 (47–80)




	
Body weight, mean kg ± SD

	
66.9 ± 13.2




	
Height, mean m ± SD

	
1.6 ± 0.04




	
BMI, mean kg/m2 ± SD (range)

	
25.7 ± 4.3




	
BMI category, n

	




	
<25 (normal weight)

	
7




	
25–29.9 (overweight)

	
6




	
≥30 (obese)

	
2




	
Breast surgery, n

	




	
Breast conservation surgery

	
6




	
Modified radical mastectomy

	
5




	
Radical mastectomy

	
4




	
Operated side, n

	




	
Right

	
12




	
Left

	
3




	
Adjuvant treatments, n

	




	
Chemotherapy

	
12




	
Radiotherapy

	
8




	
Endocrine treatment

	
12




	
Degree of lymphedema, n

	




	
None

	
6




	
Mild

	
9








Abbreviations: BMI, body mass index; SD, standard deviation.








Data concerning the fitness evaluation of all study participants and their self-reported questionnaires (NRS and SF-12) at the baseline, post-APA intervention, and follow up (two years post-APA) are reported in Table 2. Using a GEE model fitted for the time component estimation, a statistically significant improvement over time was observed for some of the assessed variables, namely the flexion, abduction, and mobility of the surgical shoulder, as well as the perception of surgical shoulder pain (Table 2).



Table 2. Mean scores of fitness tests, pain intensity, and quality of life questionnaires at the baseline, after the APA intervention and at follow up (two years after the APA intervention) in all study participants (n = 15).







	
Variables

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)

	
p-Value *






	
ROM surgical shoulder

	

	

	

	




	
Extension

	
44.16 (0.08)

	
45 (0)

	
45 (0)

	
0.206




	
Flexion

	
148.75 (8.23)

	
161.25 (5.22)

	
165 (6.06)

	
0.006




	
External rotation

	
63.75 (5.54)

	
69.58 (6.35)

	
67.5 (5.88)

	
0.555




	
Abduction

	
141.66 (10.35)

	
165.25 (6.5)

	
171.66 (5.75)

	
<0.0001




	
Surgical shoulder mobility

	
18.33 (2.39)

	
14.33 (1.98)

	
12.08 (2.91)

	
0.022




	
Sit and reach

	
9.54 (3.76)

	
7.27 (2.73)

	
5.36 (2.83)

	
0.090




	
Perception of pain (NRS)

	

	

	

	




	
Surgical shoulder pain

	
4.83 (0.56)

	
4.41 (0.63)

	
2.50 (0.60)

	
0.004




	
Cervical pain

	
3.58 (0.55)

	
2.66 (0.72)

	
3 (0.62)

	
0.398




	
Dorsal pain

	
2.41 (0.63)

	
3.25 (0.70)

	
2.41 (0.43)

	
1.000




	
Lumbar pain

	
4 (0.80)

	
3.41 (0.71)

	
3.08 (0.62)

	
0.170




	
Quality of life (SF-12)

	

	

	

	




	
Physical

	
39.39 (2.03)

	
44.27 (1.79)

	
42.92 (2.67)

	
0.216




	
Mental

	
38.13 (2.61)

	
42.48 (2.06)

	
41.48 (2.01)

	
0.151








Abbreviations: APA, adapted physical activity; SEM, standard error of the mean; NRS, numerical rating scale questionnaire; SF-12, Short Form-12 questionnaire. * p-Value has been computed using a generalized estimating equations model fitted for the time component estimation.








The results of the fitness evaluation and self-reported questionnaires (NRS and SF-12) at baseline, post-APA intervention, and follow up (two years post-APA) for each of the three study groups are shown in Table 3. In women who continued to practice APA over time, the positive effects obtained with the eight-week APA intervention were further improved at the two-year follow up (Table 3). In particular, a significant improvement in surgical shoulder-arm mobility was observed (p = 0.024) (Table 3). Conversely, in participants who after the eight-week APA protocol practiced general physical activity, baseline data collection versus post-APA and follow up indicated that the positive effects of the APA intervention were still partially evident (Table 3). Indeed, the overall follow up outcomes showed intermediate average values between baseline and post-APA evaluation outcomes (Table 3). However, a decrease in mobility of the surgical shoulder was present at the follow up (Table 3). In women who were physically inactive after two years from ending the eight-week APA protocol, follow up data revealed that the external rotation of the surgical shoulder was lost and that shoulder mobility and sit and reach were decreased (Table 3).



Table 3. Mean scores of fitness tests at baseline, post-APA, and follow up (two years post-APA) for each of the three study groups.







	

	
APA Group

	
General PA Group

	
Non-PA Group




	
Variables

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)






	
ROM surgical shoulder

	

	

	

	

	

	

	

	

	




	
Extension

	
42.1 (2.5)

	
45 (0)

	
45 (0)

	
45 (--)

	
45 (--)

	
45 (--)

	
45 (--)

	
45 (--)

	
45 (--)




	
Flexion

	
155 (18.92)

	
160 (11.54)

	
180 (0)

	
148.75 (12.31)

	
165 (9.57)

	
166.25 (6.25)

	
142.5 (14.50)

	
158.75 (8.26)

	
148.75 (14.19)




	
External rotation

	
73.75 (10.68)

	
67.5 (12.99)

	
90 (0)

	
58.75 (10.48)

	
78.75 (11.25)

	
62.50 (9.68)

	
58.75 (8)

	
62.5 (10.10)

	
50 (2.88)




	
Abduction

	
140 (17.79)

	
154.5 (15.17)

	
180 (0)

	
150 (21.21)

	
171 (8.75)

	
170 (10)

	
135 (19.36)

	
170 (10)

	
165 (15)




	
Surgical shoulder mobility

	
18.5 (4.36)

	
15.25 (2.13)

	
0 (0)

	
18.50 (1.32)

	
13 (2.54)

	
16.50 (2.98)

	
18 (6.48)

	
14.75 (5.58)

	
19.75 (3.11)




	
Sit and reach

	
12.5 (8.50)

	
8.25 (5.66)

	
0 (0)

	
6 (6)

	
4.5 (4.5)

	
6 (6)

	
10.33 (5.36)

	
9.66 (4.91)

	
11.66 (6)








Abbreviations: APA, adapted physical activity; PA, physical activity; SEM, standard error of the mean.








NRS questionnaire data on shoulder and back pain intensity at the baseline, post-APA intervention, and follow up for each of the three study groups are shown in Table 4. As far as women who continued to follow the APA protocol over time are concerned, the changes in NRS scores revealed a significant decrease in shoulder and cervical pain at the two-year follow up with respect to the baseline (p = 0.044 and p = 0.030, respectively) (Table 4). Moreover, it is noteworthy that a trend toward an improvement in the perception of surgical shoulder pain at the follow up compared with the baseline was observed in participants who after the eight-week APA protocol practiced general physical activity (Table 4). Finally, the perception of surgical shoulder and back pain improved, while that of cervical and dorsal pain worsened at the follow up versus the baseline in women who did not practice physical activity (Table 4).



Table 4. Mean scores of pain intensity questionnaire at the baseline, post-APA, and follow up (two years post-APA) for each of the three study groups.







	

	
APA Group

	
General PA Group

	
Non-PA Group




	
Variables

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)






	
Perception of pain (NRS)

	

	

	

	

	

	

	

	

	




	
Surgical shoulder pain

	
4.75 (0.47)

	
3.5 (0.95)

	
1.25 (0.75)

	
5 (0.91)

	
6 (1.22)

	
2.25 (0.85)

	
4.75 (1.54)

	
3.75 (0.85)

	
4 (1.22)




	
Cervical pain

	
4.25 (0.47)

	
2.25 (0.31)

	
1.75 (0.47)

	
4.75 (0.85)

	
3.75 (1.75)

	
4.75 (0.85)

	
1.75 (0.85)

	
2 (0.57)

	
2.5 (1.32)




	
Dorsal pain

	
2.5 (1.04)

	
3 (1.22)

	
1.5 (0.28)

	
3.25 (1.43)

	
4.75 (1.37)

	
3 (1.08)

	
1.5 (0.86)

	
2 (0.91)

	
2.75 (0.62)




	
Lumbar pain

	
3.25 (1.88)

	
3.25 (1.97)

	
2.75 (0.25)

	
6 (1.08)

	
4 (0.81)

	
5.5 (0.50)

	
2.75 (0.62)

	
3 (0.91)

	
1 (0.70)








Abbreviations: APA, adapted physical activity; PA, physical activity; SEM, standard error of the mean; NRS, numerical rating scale questionnaire.








As far as the assessment of QoL is concerned, physical and mental indexes displayed a trend toward improvement at the follow up with respect to the baseline in the group of women who continued to practice APA over time, while both indexes worsened in women who did not practice physical activity (Table 5). Conversely, in participants who after the eight-week APA protocol practiced general physical activity, the mean physical score worsened at the follow up showing an intermediate value between baseline and post-APA evaluations, whereas the positive effects of the APA intervention on the SF-12 mental component were maintained over time (Table 5).



Table 5. Mean scores of the quality of life questionnaire (SF-12) at the baseline, post-APA, and follow up (two years post-APA) for each of the three study groups.







	

	
APA Group

	
General PA Group

	
Non-PA Group




	
Variables

	
Baselin Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)

	
Baseline Mean (SEM)

	
Post-APA Mean (SEM)

	
Follow up Mean (SEM)






	
Quality of life (SF-12)

	

	

	

	

	

	

	

	

	




	
Physical

	
39.07 (3.74)

	
41.85 (2.61)

	
51.93 (2.29)

	
38.81 (4.03)

	
45.06 (4.81)

	
39.61 (3.46)

	
42.20 (3.11)

	
45.28 (0.87)

	
38.21 (3.76)




	
Mental

	
36.87 (6.39)

	
44.22 (6.39)

	
44.95 (3.55)

	
38.11 (3.39)

	
42.37 (1.04)

	
42.90 (4.21)

	
39.10 (4.86)

	
41.27 (4.02)

	
37.47 (2.01)








Abbreviations: APA, adapted physical activity; PA, physical activity; SEM, standard error of the mean; SF-12, Short Form-12 questionnaire.








The whole data concerning fitness tests, pain intensity, and QoL were further evaluated using a GEE model adjusted for age and BMI and fitted both for the evaluation of the differences between groups over time and for the time component estimation (Table 6). There was a significant over time increase in surgical shoulder flexion and abduction with GEE coefficients of 8.12 and 15.00, respectively, as demonstrated by the confidence intervals. Moreover, surgical shoulder mobility and related pain decreased by 3.12 and 1.17 points, respectively (Table 6). As far as the comparison between the three study groups is concerned, a statistical significance in the value of surgical shoulder external rotation with a GEE coefficient of 16.60 was found in the women who continued to follow the APA protocol over time with respect to those who did not practice physical activity (Table 6). Furthermore, the APA group seemed to have a reduced surgical shoulder extension of 1.14 points compared with the non–physical activity group. Because of this unexpected result, we studied the Time × Group interaction and found that it was not statistically significant (p = 0.255). Therefore, the aforementioned reduction in the extension of the surgical shoulder could be attributed to the GEE assumptions and should be interpreted carefully.



Table 6. Generalized estimating equations model for fitness tests, pain intensity, and quality of life questionnaires, adjusted for age and BMI.







	
Variables

	
Time

	
APA vs. Non-PA

	
General PA vs. Non-PA






	
ROM surgical shoulder

	

	

	




	
Extension

	
0.41 (−0.22; 1.06)

	
−1.14 (−2.17; −0.11)

	
0.19 (−0.79; 1.19)




	
Flexion

	
8.12 (2.38; 13.87)

	
11.81 (−1452; 38.15)

	
7.92 (−17.38; 33.22)




	
External rotation

	
1.87 (−4.34; 8.09)

	
16.60 (1.42; 31.79)

	
13.92 (−0.67; 28.52)




	
Abduction

	
15.00 (7.28; 22.72)

	
−2.79 (−31.20; 25.61)

	
−.55 (−27.35; 27.24)




	
Surgical shoulder mobility

	
−3.12 (−5.80; 0.44)

	
−3.82 (−10.61; 2.96)

	
0.83 (−5.69; 7.36)




	
Sit and reach

	
−2.09 (−1.97; 0.38)

	
−4.45 (−17.63; 8.73)

	
−4.85 (−17.58; 7.88)




	
Perception of pain (NRS)

	

	

	




	
Surgical shoulder pain

	
−1.17 (−1.97; −0.37)

	
−1.23 (−2.83; 0.37)

	
0.14 (−1.39; 1.68)




	
Cervical pain

	
−0.29 (−0.97; 0.38)

	
0.74 (−1.24; 2.71)

	
2.29 (0.39; 4.19)




	
Dorsal pain

	
NE

	
.68 (−0.79; 2.15)

	
1.66 (0.24; 3.07)




	
Lumbar pain

	
−0.46 (−1.11; 0.19)

	
1.17 (−0.94; 3.29)

	
2.59 (0.56; 4.63)




	
Quality of life (SF-12)

	

	

	




	
Physical

	
1.77 (−1.03; 4.56)

	
−2.285 (−8.19; 3.63)

	
−2.40 (−7.25; 2.45)




	
Mental

	
1.67 (0.61; 3.96)

	
7.42 (−0.15; 15.00)

	
−0.14 (−6.37; 6.07)








Data are presented as regression coefficients (95% confidence intervals). Abbreviations: APA, adapted physical activity; PA, physical activity; vs., versus; NRS, numerical rating scale questionnaire; SF-12, Short Form-12 questionnaire; NE, not estimable.








Finally, significant results obtained by comparing the evaluation data at the two-year follow up between the three study groups are displayed in Figure 1. In particular, significant differences were found for surgical shoulder external rotation and mobility. Indeed, in the APA group, the scores were significantly better than in the group practicing general physical activity and in the inactive (non–physical activity) group. In addition, SF-12 analysis revealed that physical and mental mean scores were higher in APA participants than in the general physical activity and non–physical activity groups.


Figure 1. (A) Bar graphs illustrating mean ± SEM values of surgical shoulder external rotation in the three study groups at the two-year follow up (* p = 0.030 versus general PA; ** p < 0.0001 versus Non-PA); (B) Bar graphs illustrating mean ± SEM values of surgical shoulder mobility (#p = 0.001 versus general PA and Non-PA); (C) Bar graphs illustrating the SF-12 physical component score (* p = 0.042 versus general PA; ** p = 0.037 versus Non-PA) and mental component score. Data are represented as mean ± SEM. APA, adapted physical activity; General PA, general physical activity; Non-PA, non–physical activity.



[image: Jfmk 02 00038 g001]







4. Discussion


In the present study, we investigated, for the first time, the possible long-term benefits of a specific APA intervention on upper limb functional performance and QoL in breast cancer survivors. In particular, we compared two-year follow up data from women who continued to practice APA over time with those from either women who practiced general physical activity or women who were instead inactive after ending the eight-week APA protocol.



First, our findings confirm that a structured APA protocol can improve the functioning of surgical upper limbs with decreased pain and better QoL in breast cancer survivors. Of note, our longitudinal assessment revealed a trend toward further improvement in all assessed parameters and QoL in the group of women who continued to follow the APA protocol over time. Conversely, women who after the eight-week APA protocol practiced general physical activity over time showed an overall decrease in benefits. In particular, in those women, the positive effects of APA intervention were still partially evident, though a worsening was found in surgical shoulder external rotation and mobility that are important in performing daily living activities [11]. It is noteworthy that the reduction in extra-rotation could be due to the patient tendency to take a protective postural attitude favoring internal shoulder rotation and reducing the use of the arm, finally resulting in muscle shortening and the loss of surgical upper limb mobility. According to these data, the SF-12 score for physical health decreased, reaching levels similar to those at the baseline. On the contrary, the SF-12 mental score was unchanged suggesting that a longer time from surgery may have a positive impact on psychological aspects of the QoL in breast cancer survivors. In fact, it is known that depression and anxiety are highest shortly after the diagnosis and then diminish over time [12]. Similarly, the trend toward improvement in the perception of surgical shoulder and back pain in our breast cancer survivors could be related to increased pain tolerance. Therefore, it should be considered that general physical activity is not targeted to the functional re-education of upper limb ROM, but general wellness. In addition, our data support and confirm that a sedentary lifestyle has a general negative impact on QoL in breast cancer survivors [13,14]. In particular, shoulder mobility, sit and reach, and SF-12 scores all decreased in the inactive survivors at two years from the end of the APA intervention. Likewise, surgical shoulder flexion and abduction were worse and external rotation was compromised.



Collectively, our findings suggest that upper limb morbidity in breast cancer survivors can be improved with a specific APA program tailored to the individual patient's needs, and that the long-term adherence of subjects to APA is crucial for maintaining or improving the obtained benefits over time. Therefore, APA should be properly continued in breast cancer survivors. However, these findings should be interpreted in the context of the limitations of our study. Indeed, the present data are limited by the small sample size investigated. Therefore, further longitudinal investigations including higher numbers of participants will be necessary to confirm the interesting outcomes observed herein.
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