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Abstract

Type 2 diabetes is associated with poor breast cancer prognosis. To study the association between
a diabetes risk reduction diet (DRRD) and survival following breast cancer, we followed 8,482
women with breast cancer from two large cohort studies. Information on diet and other factors was
repeatedly measured in validated questionnaires every two to four years. The DRRD includes 9
components: higher intakes of cereal fiber, coffee, nuts, whole fruits and polyunsaturated/saturated
fat ratio; and lower glycemic index, trans fat, sugar-sweetened beverages, and red meat.
Cumulative average DRRD score was calculated using repeated measures of post-diagnostic diet.
Deaths were assessed by family members or via National Death Index. Multivariable-adjusted
hazard ratios (HR) and 95% confidence intervals (CI) were estimated using Cox proportional
hazards models. During a median of 14 years of follow-up since diagnosis, 2,600 deaths occurred
among participants, 1,042 of which were due to breast cancer. Women with higher post-diagnostic
DRRD score had a 20% lower risk of breast cancer-specific mortality (top vs. bottom quintile HR
=0.80; 95%CI1=0.65-0.97; p-trend=0.02) and 34% lower risk of all-cause mortality (HR=0.66;
95%C1=0.58-0.76; p-trend <0.0001). Compared with women who consistently had lower score
(smedian) before and after diagnosis, those whose score improved from low to high had a lower
risk of breast cancer-specific mortality (HR =0.77; 95%CI=0.62-0.95) and overall mortality (HR
=0.85; 95%CI1=0.74-0.97). These findings demonstrate that greater adherence to DRRD was
associated with better survival, suggesting post-diagnosis dietary modification consistent with
T2D prevention may be important for breast cancer survivors.
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Introduction

Breast cancer remains the most common cause of cancer death for women worldwide (1).
Currently there are an estimated 4 million breast cancer survivors in the United States (U.S.)
(2), a growing and aging population frequently burdened with multiple chronic conditions
including type 2 diabetes (T2D) (2,3).

T2D has been associated with increased risk of breast cancer incidence and also poor
progression through the mechanisms of insulin resistance, hyperinsulinemia, and metabolic
disturbance (4-6). In previous studies, breast cancer survivors with T2D had 1.2 - 2.3-fold
higher risks of breast cancer recurrence (7,8) and breast cancer-specific mortality, compared
with those without T2D (9-11). Moreover, having a breast cancer diagnosis may also
increase the risk of developing T2D (12). Therefore, strategies for T2D prevention among
breast cancer survivors may play a key role in improving survival outcomes. One approach
may be through a diabetes risk reduction diet (DRRD), a dietary pattern comprised of 9
components that has been associated with 40% lower T2D risk (13). In Nurses’ Health
Study (NHS) and NHSII, we previously observed that four components of the DRRD
(dietary glycemic index (14), red and processed meat (15), coffee (16), and sugar-sweetened
beverages (17)) were associated with risk of mortality following breast cancer, while no
association was found for whole fruit intake (18). However, no studies to date have evaluated
the association between adherence to the whole DRRD (as measured by the DRRD score
(13)) and survival outcomes after breast cancer. Most importantly, the current evidence on
dietary changes after diagnosis in breast cancer survivorship care is very limited (3).

Herein, we examined the associations of adherence to DRRD and long-term breast cancer-
specific and all-cause mortality among breast cancer survivors identified from two U.S. large
prospective cohort studies, the Nurses’ Health Study (NHS) and NHSII. The rationale for
studying all-cause mortality is that, in part because of treatment advances, a great number of
breast cancer survivors do not die directly from breast cancer. For the majority of breast
cancer survivors, non-cancer conditions can be the driving causes of death (19). We
hypothesized that greater adherence to the DRRD (a higher DRRD score) may be associated
with better breast cancer survival outcomes.

Materials and Methods

Study Population

The NHS was initiated in 1976 among 121,700 female registered nurses aged 30-55 years
residing in 11 states in the U.S. (20), and the NHSII began in 1989 among 116,429 female
registered nurses aged 25-42 years from 14 U.S. states (21). At baseline, all participants
completed a mailed questionnaire describing demographics, lifestyle, and medical history.
Corresponding information are updated through the ongoing biennial follow-up
questionnaires. The study protocols of NHS and NHSII were approved by the institutional
review boards of the Brigham and Women’s Hospital and Harvard T.H. Chan School of
Public Health, and those of participating registries, as required. Return of the completed
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questionnaires was considered to imply written informed consent, and the two studies were
conducted in accordance with recognized ethical guidelines (Declaration of Helsinki).

Potentially eligible participants for this analysis included women with confirmed breast
cancer between 1980 and 2010 in the NHS (n=11,938) and between 1991 and 2015 in the
NHSII (n=5,843). Breast cancer cases were identified by self-report from participant (or next
of kin for decedents) on the biennial questionnaires and was further confirmed by
pathologists/physicians via review of medical record or pathology reports. In the current
analysis, we excluded participants who had stage 1V or jn situtumor or missing information
on stage (n=6,319), died or were diagnosed with cancer before the baseline dietary intake
assessment (n=433), had missing information on the first post-diagnosis dietary intake or
had implausible post-diagnosis total daily energy intake (i.e., <500 or >3500 kcal/day)
(n=2,547). After exclusions, 8,482 women with stage I-111 breast cancer were included in the
analysis.

Dietary Assessment and Derivation of DRRD Score

The self-reported dietary information was collected via validated semiquantitative food-
frequency questionnaires (FFQs) in 1980, 1984, 1986, and every 4 years thereafter from
NHS participants, and from NHSII participants every 4 years starting in 1991. Questions
included food portion size and the averaged frequency of consumption in the previous year.
There were 9 response categories ranging from “never or less than once/month” to “6 or
more times/day.” Participants’ nutrient intakes were calculated by multiplying the
consumption frequency of each food item by the nutrient content of the specified portion
size (22). The original DRRD score (13) assigned each participant a score for each dietary
component between one (intake consistent with worst diet or highest T2D risk) and five
(intake consistent with best diet or lowest T2D risk) that indicated the participant’s quintile
of intake for 8 dietary components. We additionally included whole fruits into this score
given the more recent finding with T2D risk (23). Total vegetable intake was not included
into the DRRD because it was not associated with the risk of T2D among our study
population. Therefore, the final score (range=9-45) was assigned in ascending order with
higher intake of: cereal fiber, coffee (caffeinated and decaffeinated), nuts,
polyunsaturated:saturated fat ratio, and whole fruits. In contrast, the score was assigned in
descending order with higher intake/level of: glycemic index, trans-fat, sugar-sweetened
beverages (SSBs)/fruit juices, and red meat.

To avoid short-term dietary changes during active breast cancer treatment, the first post-
diagnostic DRRD score was defined as dietary intake reported on the first FFQ collected at
least 12 months after diagnosis date. To better reflect long-term dietary intake and reduce
chance of random within-person error and reverse causation, we calculated cumulatively
averaged DRRD score updating the average of all post-diagnostic repeated FFQs throughout
follow-up, as described elsewhere (24). In secondary analyses, we considered the pre-
diagnostic DRRD score (using the last FFQ reported before diagnosis), the first post-
diagnostic DRRD score, as well as a simple updated DRRD score (using time-varying FFQs
measured at the latest post-diagnosis follow-up period).
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Assessment of Covariates

Information regarding participant demographic characteristics, reproductive history, medical
history, smoking history, weight, height, and physical activity were self-reported and
updated in the biennial follow-up questionnaires. Body mass index (BMI, kg/m?2) was
calculated using height (m) reported at baseline for each cohort, and weight (kg) reported in
the biennial questionnaires. We also collected the neighborhood socioeconomic status
(nSES) information from census tract data (NHS 1986-2012 and NHSII 1989-2013) that
applied to all NHS and NHSII participant geocoded addresses. The nSES information of
median income, median home value, percent white, percent in poverty, percent with college
degree, percent families with interest or dividends, percent occupied housing, and percent
families headed by single female were included in calculating a summary nSES score using
a standard method (25). Briefly, each of these measures was standardized based on z-scores
and then added together. Tumor stage was evaluated through pathologist review or extracted
from medical records. Tumor markers (i.e., estrogen receptor (ER) and insulin receptor (IR)
expression) were evaluated by immunohistochemistry assay on tumor microarrays from
archived tumor tissue when possible (26), or extracted from medical records. Finally,
information about breast cancer treatment was obtained from medical records when
possible, or self-reported in a supplemental questionnaire from the breast cancer survivors in
both cohorts.

Ascertainment of Death

Deaths were first identified by family members or by US Postal Service or determined
through the search of National Death Index (27). Once a death is reported, the specific
causes of death are then determined through review of the medical records or death
certificate. Study endpoints were defined as death or end of follow-up (June 1, 2016 for the
NHS and June 1, 2017 for the NHSII), whichever came first.

Statistical analysis

We categorized the DRRD score into quintiles, with cutoffs determined separately within
NHS and NHSII, and further combined the two cohorts’ data for pooled analysis. Cox
proportional hazards regression models were used to estimate hazard ratios (HR) and 95%
confidence intervals (Cl) for the associations between DRRD score and breast cancer-
specific and all-cause mortality. In the primary analysis, the person-time of follow-up was
calculated from the return date of the first post-diagnostic FFQ to death or the end of the
follow-up period. We used time since diagnosis as the analytic time scale, accounting for left
truncation due to variations between participants in the timing of their first post-diagnostic
FFQ. Tests for linear trend were performed using the median value for each quintile of the
DRRD score as a continuous variable in the regression models. Furthermore, we also
dichotomized the DRRD at the median (<median was considered low level) and evaluated
cross-classification changes of pre- and post-diagnosis DRRD score (low/high, high/low,
high/high, compared with low/low) in relation to mortality.

We fitted three models as follows: model 1 included only age at diagnosis and calendar year
of diagnosis. Model 2 was the multivariable-adjusted model and included multiple time-
varying covariates: change in BMI from pre- to post-diagnosis, post-diagnosis smoking
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status, post-diagnosis recreational and leisure-time physical activity, post-diagnosis aspirin
use, post-diagnosis alcohol and calories consumption. Updating of all the time-varying
covariates was consistent with DRRD being measured. Moreover, in model 2, we adjusted
for fixed-time covariates measured prior to or at the time of diagnosis: age at menarche,
menopausal status, parity, menopausal hormone therapy use, oral contraceptive use, history
of benign breast disease, family history of breast cancer, and pre-diagnosis BMI. We also
included disease stage, ER status, and self-reported radiation therapy, chemotherapy, and
hormonal therapy. Model 3 additionally included the post-diagnosis census-tract nSES score,
updated every two years. Detailed definitions of these covariates were listed in the footnote
of Table 2. All models were stratified by cohort and follow-up period.

We carried out subgroup analyses by breast cancer ER status, IR status, stage, menopausal
status at diagnosis, BMI at diagnosis, physical activity, and nSES score at diagnosis. We
tested potential effect modification of DRRD score levels using a likelihood ratio test
comparing models with versus without interaction terms (continuous median DRRD score
across quintiles * effect modifier). We also performed mediation analyses (28,29), to explore
how much of the observed association is mediated by the relation of DRRD to the
development of post-diagnostic T2D or changes in BMI.

To assess potential reverse causation from diet changes due to serious illness, we applied a
4-year lag (as dietary factors were updated every 4 years) to the post-diagnosis DRRD score.
For example, we used the second to last post-diagnosis DRRD score as latest updated score
in the lagged analysis. For the same purpose, we also repeated the main analyses after
excluding participants who died within 5 years after diagnosis (n=320). Another sensitivity
analysis excluded women diagnosed with T2D before breast cancer (n=453). We also
additionally adjusted for total vegetable intake in a separate model. All statistical analyses
were conducted with SAS statistical software version 9.4 (SAS Institute Inc., Cary, North
Carolina, US). P values <0.05 were considered significant and all statistical tests were two-
sided.

During a median follow-up of 14 years since diagnosis, we documented 2,600 overall deaths
among 8,482 breast cancer survivors, including 1,042 deaths due to breast cancer and 345
deaths due to cardiovascular diseases. The median time between diagnosis and completing
the first post-diagnosis FFQ questionnaire was 3.0 years. As shown in Table 1, women with
highest first post-diagnostic DRRD score had higher income and were more likely to have
husbands with higher education. These women also tended to be leaner, more physically
active, and more likely to use postmenopausal hormone therapy. Approximately 5% of these
women had T2D before or at breast cancer diagnosis and this was similar across the
quintiles of DRRD score.

In our simple model and multivariable-adjusted model, we observed a statistically significant
inverse association for cumulatively averaged post-diagnosis DRRD score and breast cancer-
specific mortality (model 2: highest vs. lowest quintile HR=0.79; 95%CI1=0.65-0.97; p-
trend=0.02) (Table 2). This association was still evident in the model which further adjusted
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for nSES score (HR=0.80; 95%CI=0.65-0.97; p-trend=0.02). Women in the highest vs.
lowest quintile of DRRD score were at significantly lower risk of all-cause mortality in all
the three models (model including nSES HR=0.66; 95%CI1=0.58-0.76; p-trend<0.0001).
With further adjustment for total vegetable intake, the results were essentially unchanged.
For breast cancer-specific mortality, the point estimate (highest vs. lowest quintile:
HR=0.80; 95%CI=0.65-1.00) was identical but the p-trend slightly increased to 0.04. For
all-cause mortality, the corresponding point estimate became less pronounced (HR=0.69;
95%CI1=0.60-0.79) but p-trend was still significant (p-trend<0.0001).

In secondary analyses of breast cancer-specific mortality examining other timings of
exposure (Supplemental Table 1), we observed a similar statistically significant association
for the simple updated DRRD score (p-trend=0.01), although no significant associations
were observed for the pre-diagnostic and first post-diagnostic DRRD score. The strong
inverse association with all-cause mortality was consistent for DRRD measured at the other
two timings/settings: first post-diagnosis (HRqsysq1=0.74; 95%CI=0.64-0.84; p-
trend<0.0001), and simple updated post-diagnosis (HRgsysg1=0.68; 95%CI1=0.58- 0.80; p-
trend<0.0001). After further adjustment for the pre-diagnosis DRRD score, we observed less
pronounced results for breast cancer mortality but similar associations for all-cause
mortality.

Regarding changes in adherence to DRRD from before to after breast cancer diagnosis
(Table 3), 14% of our study participants improved DRRD score from ‘low’ to ‘high” and
15% decreased their adherence of DRRD from ‘high’ to ‘low’. 71% of these women
maintained in the same category of DRRD score level. Women with higher nSES score,
gained less weight, and were non-obese and more physical active after breast cancer
diagnosis were more likely to improve their DRRD adherence from low to high. Compared
to women with consistent low DRRD score before and after diagnosis, those who improved
their adherence to DRRD after diagnosis had a 23% lower risk of breast cancer-specific
mortality (HR=0.77; 95% C1=0.62-0.95) and 15% lower risk of all-cause mortality
(HR=0.85; 95% CI1=0.74-0.97). All-cause mortality was also lower among women who
maintained higher DRRD score after diagnosis (HR=0.87; 95% C1=0.79-0.96), although
that was not observed for breast cancer-specific mortality. We also explored the interaction
between pre-and post-diagnosis DRRD, although the interaction was not significant, the
inverse association for breast cancer mortality was only apparent among those with low
DRRD before diagnosis, and that there was no difference for all-cause mortality.

We did not identify statistically significant effect modification of the associations between
post-diagnosis cumulative average DRRD score and breast cancer-specific mortality by:
tumor ER or IR status, stage, menopausal status at diagnosis, BMI, or physical activity (p-
interaction=0.23) (Table 4). However, we observed significant effect modification of the
DRRD - breast cancer mortality association by nSES score at diagnosis. A higher DRRD
score was strongly associated with a lower breast cancer specific mortality only among
women whose nSES score below median (HR=0.54, 95% C1=0.35-0.81), but not among
those who are equal to or above median (HR=0.81, 95% CI1=0.54-1.20, p-interaction<0.001).
After further stratifying by pre-diagnosis DRRD, the interaction of nSES and post-diagnosis
cumulative DRRD became less pronounced.
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Because dietary behaviors may be influenced by deteriorating health preceding death, we
conducted a lagged analysis to address the concern for reverse causation (Supplemental
Table 2). For breast cancer mortality, the effect estimates were less pronounced, particularly
in the fifth quintile (HR=1.01; 95%CI=0.83-1.23; p-trend=0.68), though HRs for other
quintiles were similar. For all-cause mortality, the association with lagged DRRD was
slightly attenuated, but still statistically significant (HRgsysq1=0.82; 95%C1=0.72-0.93; p-
trend=0.002).

In analyses excluding women who died within first five years of diagnosis or women with
T2D before or at breast cancer diagnosis, we observed similar associations. Moreover, we
found that ‘lower post-diagnosis T2D prevalence’ and ‘less BMI changes’ were not the
mediating factors for the inverse association between DRRD and mortality outcomes, the
mediation proportions were all below 1%.

Discussion

In this current study of 8,482 breast cancer survivors followed for a median of 14 years since
diagnosis, we found that women with greatest adherence to the DRRD (highest DRRD
score) after diagnosis had lower risk of both breast cancer-specific and all-cause mortality.
An improved adherence to DRRD or a maintenance of high DRRD score after diagnosis was
also associated with lower risk of breast cancer and overall mortality.

T2D has been associated with poor prognosis of breast cancer (8-10). We recently reported
that dietary glycemic index, one of the components of DRRD, was statistically significantly
associated with higher risk of breast cancer mortality (14). Metformin, the most commonly
used therapy for patients with T2D, had been associated with decreased breast cancer
mortality in some studies (11,30) by reducing levels of insulin and insulin resistance, sex
hormones, C-reactive protein, blood glucose, and improving lipid profile (31,32). Therefore,
it’s biologically plausible to hypothesize that greater adherence to the DRRD may be a
potential strategy in reducing risk of mortality after breast cancer. We observed that greater
adherence to the DDRD was associated with 11% lower risk of breast cancer incidence in
the same cohorts (33), and 20% lower risk of breast cancer-specific mortality in present
analysis. In our previous breast tumor tissue gene expression analyses (33), two immune-
regulatory pathways (interferon alpha response and interferon gamma response) and three
pathways related to proliferation (mTOR signaling, E2F and allograft rejection) were
significantly down-regulated with higher DRRD score. It is possible that these five pathways
are also important for breast cancer prognosis. Further studies are needed to understand how
the DRRD (a dietary pattern including both nutrients and food items that may or may not be
contributing to calories (e.g., coffee)) influences insulinemic and glycemic responses and
how such responses further influence breast tumor progression. In addition, we observed a
stronger inverse association among women with lower nSES score (< median). This suggests
diet after breast cancer diagnosis may be more important among more disadvantaged
women. However, we cannot rule out that this finding on nSES could be due to chance. It is
also notable that an inverse association was limited to ER-negative breast cancer (p-
trend=0.02). While the interaction was not statistically significant, likely due to limited
numbers of ER negative breast cancers in our study, there is other evidence, including from
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our previous DRRD-breast cancer incidence publication (33), suggesting that dietary factors
may be strongly associated with ER-negative breast cancer only. This finding may need to
be replicated in populations with a higher incidence of ER-negative breast cancer (e.g.,
among African American women).

We also observed that greater adherence to the DRRD was strongly inversely associated with
all-cause mortality. Our findings here are consistent with previous studies conducted in the
general population, which reported that dietary modifications to reduce the risk of
developing insulin resistance and hyperinsulinemia was associated with lower overall
mortality (34—40). Our findings are also consistent with the Women’s Health Initiative
Randomized Controlled Trial, which observed a reduced mortality after breast cancer for
both all-cause and breast cancer-specific in the low-fat diet intervention group (41).
However, a recent meta-analysis reported that a healthy dietary pattern or better dietary
quality was found to be associated with improved overall mortality, but not breast cancer-
specific mortality (42,43). This suggests that although adherence to a healthy dietary pattern
may not directly inhibit breast tumor progression, it could still play a key role in improving
overall health among breast cancer survivors (42). For example, hyperinsulinemia and
insulin resistance are considered important underlying mechanisms linking poor lifestyle
behaviors and quality of life (44), and to the development of multiple chronic diseases and
conditions (45,46). The particularly strong inverse association between DRRD and overall
mortality in this analysis may also be due to adult weight gain and physical inactivity, which
both increase insulin resistance, being risk factors for breast cancer. Thus, women with
breast cancer could be enriched with those who would most benefit from this dietary pattern.

The strengths of our study include the large number of breast cancer survivors, long follow-
up, detailed and multiple assessments of the exposures and potential confounders
information both before and after diagnosis. We focused on using the cumulative average of
repeated dietary measures rather than a single dietary assessment because this reduces
random within-person error, better represents true long-term diet, and reduces the influence
of reverse causation (13).

With regard to limitations, the inevitable measurement errors in dietary assessment may have
resulted in exposure misclassification - biasing our results toward the null. However, we
used a validated self-reported FFQ and the DRRD had been strongly linked with a reduced
risk of developing T2D (13), suggesting that the score is well designed and measured.
Second, we had limited power to evaluate the association between DRRD and breast cancer
mortality by tumor IR status. Third, the possibility of residual confounding cannot be ruled
out. Overall ‘healthy lifestyle’ factors are cause for concern regarding residual confounding,
but they are difficult to quantify. However, we controlled for a wide variety of predictors of
DRRD and breast cancer mortality, including socioeconomic indicators. Moreover, our
findings may not be generalizable to overall U.S breast cancer patients because all the
women in our study were health care professionals and they were predominately white.
Finally, there was a potential concern of reverse causation for the observed inverse
associations with mortality. It is unclear if this could represent reverse causation or that more
recent diet is most important. However, our use of the cumulative average exposure
decreases the chances of this, and the effect estimates remained similar for the lagged
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analysis and the sensitivity analysis after excluding subjects who died within 5 years after
diagnosis. Future studies should explore further the potential for reverse causation due to
other factors that might cause changes in DRRD that we lack data on in our current study
(e.g., treatment non-adherence or complications; recurrence, chemotherapy resistance,
treatment side effects, etc.). These factors could potentially significantly influence short-
term survival.

In conclusion, our findings provide evidence that greater adherence to a DRRD is associated
with reduced mortality after breast cancer diagnosis. This dietary pattern is rich in cereal
fiber, nut/peanut butter, polyunsaturated fat, and whole fruits and includes coffee (both
caffeinated and decaffeinated), but has limited amount of carbohydrates with a high Gl
value, saturated fat, trans-fat, SSBs/fruit juices, and red meat. Further investigation is needed
to better understand the mechanism between the T2D prevention diet and breast cancer
survival, especially by integrating circulating or tumor markers (i.e., C-peptide
concentration, P/IK3CA mutation) related to the insulin signaling pathway. In the meantime,
our results are consistent with prevention of diabetes and overall good health and may
benefit breast cancer survivors.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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This study suggests that greater adherence to the diabetes risk reduction diet after
diagnosis associates with improved survival outcomes among a large number of breast

cancer survivors.

Statement of Significance

Cancer Res. Author manuscript; available in PMC 2022 February 01.



Page 14

Wang et al.

0121 18] PBIRINIEs pajelmesunAjod

(e'0) 80 (z0) 20 (z0o)90 (zo)so (To)s0 p
8100 aY¥d 4o sjusuodwio)
(e2) g'se (T1)g0¢e (60)CL2 (80) Tv2 (e2) g6T 21025 (QYHQ) 181p UONINPaI XsL salageld
1L 1L 0L 0L TL % ‘Adesay) suowlioH
09 85 85 65 89 9% ‘Adelayy uoneipey
4% 0§ 8y 6v 514 o ‘Adesayiowsy)
€8 18 6L Z8 08 0% 192URJ 1Sealq aAIsod Jo1dadal uabouisg
65 63 85 o1} 1S 0p ‘190URI ISealq | mmﬂm
(z'6) 8'g (Lom) €9 (zon 19 (96) €5 (so1) 0°S AKep/B ‘uondwinsuod [0yod|y
(2€9) voLT (L29) gzLT (€59) veLT (¥99) ¥TLT (¢58) v9LT [e9% ‘8E)ul S3LI0[ed [EJ0L
(€2 ze (€2) 61 92) 21 (2) st @1 €T o1eamsinoy L3N Aunnoe feotshyd
(e'v) 8 (L) 952 (1'9) 092 (z9) T9z (99) 692 2W/Bx "xaput ssew Apog
1] 1] A ] 0S 0 ‘19Yows Jang
o Ly o o7 e % ‘unidse 40 s18sn JuaLIND
. 6 99 o o N\A%BE auowuoy Jesnedouswinsod Jo $1asn Juaiind
44 °14 Sy 144 474 % ‘aAndadesuod [elo pasn a3
g 9 9 S o 9% ‘sa1aqelp || 8dA1 Jo A10ISIH
6 9 8¢ 8¢ g€ 9% ‘saseastp 1seaiq ubiuag Jo A101siH
91 8T LT 91 6T 9 ‘(90168p 15414) J99uE) JseaIq JO AI0ISIY Ajiwe
18 06 06 6 16 % ‘snosed
9 14 14 44 14 % 's1eak g7> ayoseuaw Je aby
9 29 29 9 €9 mo\o ‘lesnedouawisod
(818¢€) L8106 (568T€) 6506V (5G2TE) T6.6V (00v62) 0TOLY (8T2L2) 18LLy  (AS) Ueaw ‘($) sWwodul [enplAIpUI LBIPSLL [enULE 10eJ)-SNSUs)
172 172 TL T. 89 9% ‘]00yds peib pue aba||0d ‘uo1eINPa puegsnH
16 L6 96 L6 96 % ‘8HYM
(o1) 85 (1) 85 (01) 95 (01) L8 (o1) 25 «(as) ueaw ‘sisoubelp Je aby
(665'T=U) @IUINO  (€89'T=U) tRINUINO  (T28'T=U) BINUINO  (€55'T=U) Z2INUINO  (0€8'T=U) TOIINUIND SoIS1B10R YD

Author Manuscript

(z8¥'8=N) 8103s 131p UOIINPaJ XSII sa18qeIp dnsoubelp-1sod 151y 01 BuipiodJe s1oyod (/T0Z-T66T
wody dn-mojjoy) ZSHN pue (9T0Z-086T wol) dn-mojjos :SHN) ApniS yijeaH .sasinN 4o erep pajood ayy wouy syuedionred Apnis Jo So1IsLIsIdRIRYD

‘Tal1qeL

Author Manuscript

Author Manuscript Author Manuscript

Cancer Res. Author manuscript; available in PMC 2022 February 01.



Page 15

Wang et al.

ayeiul ABiaua [e101 Jo) palsnipe alem mwv_ﬁcmQ

'S3I)IAI}OR BWI3-3INSIS| PUB [BUOIILAIDBI WO v_ms-,.o.ém_mz:um.o__onsm_\,_u
‘pouad sisoubBelp-aid 1se] sy ul uswom jesnedouswiisod Buowe 8%_3_8Q
‘Awo19310ydoo [elale]iq J0 asnedous [einyeu UM USWOM mcoE<m

"PBIOU SSIMIBYI0 SSBJUN JUBLUSS3SSE SISOUBRIP-1S0d 1SI14 18 PaIapISU0d a1am 10308y |1y “uoneindod Apms ayy Jo uonngLisip abe ay) 0} pazipsepuels aJe pue sabielusoiad 1o (QS) suesw aie sanjeA

Avpy Buinias 1eaw passasold pue pay

#0) 70 (50) 20 (90) 80 (90)0T (Lo)zt P
©0) 90 ©0) 60 ©1) 0T TDTT €161 h\@h\g\\:& ‘ayepur aaInl 1in.14/a021919q pausjeams-1ebns
(¥'0) 80 (oot (sotT (90)eT (S0)v'T \% /e [E101 4O 96 eI JEf SUELL
(7€) T0S (6'€) 7’15 ) z2s e €S (€8 575 2P J0 X3pul 180D
(€T ve (zm) 6T (0TSt (80)eT (80)0'T n\@n /BUIAI2S YL 1) /0 [E10L
(8°0) 20 (90)50 (s0)v0 (o) €0 (€0)zo n\@n /BUIAI2S YL Je1ing inuved 10 1nu fe1oL
(Lmee L1T1e (CRIPA: (CRIPA (ener u\@ /sulto ayenl 624400 fejol
(zv) 8L (8€) 19 (ze) o9 (saes (02 sv u\@n /b 100y 28120
(S65'T=U) PIUIND  (€89'T=U) tAINUIND  (T28'T=U) INUIND  (€5G'T=U) Z2INUINO  (0€8'T=U) T3|NUIND Sols1 e YD

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Cancer Res. Author manuscript; available in PMC 2022 February 01.



Page 16

Wang et al.

(311uinb Ag) 8109s snyels J1WIOUOI30190S PooyJoqybiau 1oel)-sasusd d1soubelp-1sod +¢ [3POIN S |9PON

(umouxun Jo ‘ou ‘sak) Juswieal) [euowioy pue ‘(umouun 1o ‘ou ‘sak) Adesayiowsayd ‘(umousun 1o ‘ou ‘sak) Adesayy

uoneipe) pauodal-41as ‘(umouun 1o ‘aairefiau ‘anisod) snieis Joidadas uaboaisa Jowns ‘(111 pue ‘|| ‘1) abeis aseasip ‘(ajnuinb Ag) axeiul joyodje ansoubeip-1sod abelaae aaleInwing ‘(ajnuinb Aq) axeiul
ABJaua [e10) ansoubeip-1sod abeane aaleinwNd ‘(ajnuinb Aq) Ananoe eaisAyd ansoubelp-1sod abeiane aAle|NWIND ‘(UAMOUNUN JO JUBLIND ‘JaWI0) ‘4aAdu) asn uiidse ansoubelp-1sod ‘(umouyun Jo ‘yuaiind
‘JawJoy ‘1ansu) Bursows analehia ansoubeip-isod ‘(umouun 10 MEBX Z< paureb ,NEBV_ 2-G'0 paureb MEBX G'0 UIYyNM pakels ,NE\mv_ G'0< 150]) sisouBeip-1sod 03 a1d wouy sabueyd |Ng ansouberp-isod

abeiane anlreINWND ‘(Uumouxun Jo _NE\mx 0€Z ‘'0€>-G2 ‘SZ>) 1INg ansouberp-aid ‘(1ansu “ysed ‘Juaiind) asn Adesayy suowaoy [esnedousw ansoubelp-aid ‘(JaAsu 4aAa) asn aAlIdadeIuod elo dnsoubelp-aid

‘(ou ‘sak) aseasip isealq ubiuaq Jo Aloisty Jeuostad onsoubeip-aid ‘(ou ‘sak) anne|al aaibap 1s114 € Ul J9URD 1Sealq Jo Alolsiy Ajiwey ansoubelp-aid ‘(snoed Jansu ‘snoted Jans) Alted ansoubelp-aid ‘(yT<
‘BT ‘€T ‘2T ‘2T>) ayaJeusw Je abe ‘(jesnedouawnsod ‘[esnedouswsaid) sniess [esnedousw onsoubelp-aid ‘(snonunuod) sisoubelp Jo Jeak Jepusjed pue (snonuiuod) sisoubelp e abe o) paisnipy :z |9poIN

(snonunuod) sisoubeip Jo Jeak sepusjes pue (snonunuod) sisoubelp 1e abe 1oy paisnlpy :T [9PON

'sieak-uosiad :Ad ‘abuel ajienbiaul :4QO| :UoBIAIQAY

7000>  (92°0-850)99°0 (06'0-0.°0)6.°0 (96°0-92°0) 580 (€6'0-¥2'0) €8°0  (Wasegal) T € I3poIN
1000>  (G20-250)99°0 (88°0-69°0)8.0 (v6°0-720) €80 (26°0-€2°0)280 (waspa1) T [AELYY
7000>  (29'0-87'0) G50  (92°0-65°0) 290  (98'0-89'0) 92°0 (£6'0-¥2'0) €8'0  (Wasegal) T T I3pON
G6¢ oLy 995 At 119 Ad $12'00T ‘(009'2=U) SIUdAS 40 "ON
\C__.mCOE asned-||v
200  (£6'0-59'0) 08'0 (66'0-29'0) 180 (26'0-€9°0) 9.0 (E0°T-TL'0) G580 (Wuasapan) T € [3poN
200  (£6'0-59'0)62°0 (86'0-99'0) 08'0 (06'0-T9°0) ¥2'0  (T0O°T-0L°0) ¥8'0  (Wuaiayal) T Z 1I3poN
70000> (58'0-850) 0.0 (26'0-€90)920 (680-190) €0 (0T'T-92°0) T60 (wasapa1) T T [3PON
68T 261 66T 444 ore Ad ¥12'00T ‘(210'T=U) SIUAS JO "ON
Allfe1Jow 213109ds- Boued 1ses g
(Le€e) e (te-62) 02 (82-92) 12 (Se-€2) ve (ce-61) 0C (401) veipp N

pwo.i-d §a[uINd 73[uInd €anuind zamuind Ta1uNd

Author Manuscript

‘¢ 9|qeL

Author Manuscript

(¢8v'8=N) (LT0Z-T66T Woi} dn-mo||o}) IISHN Pue (9T02-086T
woJy dn-moj|o} ‘SHN) ApniS yieaH ,SasinN wody erep pajood Buisn SIOAIAINS JaJuRd 1Sealq Buowe sawodlno Alifeliow pue 8109s 181p Uo1onpal su
salagelp ansoubeip-1s0d abeiane aaleINWND JO S9|IIUIND UBBMIBY UOIIRID0SSE 38U} 10 (S1D) S[eAISIUI 83UBPIIUOD 94G6 PUR (SHH) SOIre. plezey a|qeLBAINIA|

Author Manuscript

Author Manuscript

Cancer Res. Author manuscript; available in PMC 2022 February 01.



Page 17

Wang et al.

(umousjun Jo ‘ou ‘sak) Juawiyeas) [euowioy pue ‘(umouun 1o ‘ou ‘sak) Adesayiowayd ‘(umousun Jo ‘ou ‘sak) Adesayr uoreipes pariodai-j|as ‘(umouxun Jo ‘aAlreBau ‘aaiisod) sniels 101dadal uabolisa
Jowny ‘(111 pue ‘11 ‘1) abess asessip ‘(ajnuinb Aq) exeiul joyoaje ansoubelp-isod sbiesane sanenwind ‘(ajnuinb Aq) exeiul ABisus [e10) ansoubelp-1sod sbelane saneinwnd ‘(sjnuinb Ag) Alanoe jeaisAyd
ansouBerp-1sod abesane aAlzeINWND ‘(UMOUXUN JO ‘JUB1IND ‘J8WI0} ‘JaA3U) 3sn uiidse ansoubelp-1sod ‘(umouxun Jo JuaiInd ‘Iawloy ‘Jansu) Burows analsebid ansoubelp-1sod ‘(umouxun 1o ,NE\mv_ Z< paureb

,NE\mv_ 2-G°0 paureh .NE\?_ G'0 UIyum pakess _NE\mV_ G'0< 150]) sisouBeip-1sod 03 aid woJy sabueyd |Ag ansoubelp-1sod abelane aAlze|NWND ‘(UMOUNUN JO _NE\mv_ 0£< ‘'0€>-G2 ‘GZ>) IING ansoubelp-aid

‘(81nuInb Ag) 81095 SNJels 21WOU0230190S pooyloquybiau 1oes)-sasuad ansoubelp-1sod ‘(1ansu ‘Ised ‘Jualind) asn Adelay suowoy [esnedousw onsoubelp-aid ‘(Jansu ‘Jans) asn aandadesiuod [eio ansoubelp
-ald ‘(ou ‘sak) aseasip 1sealq ubiuaqg Jo A101siy Jeuosiad onsoubeip-aid ‘(ou ‘sak) anlle|as 8ai1Bap 1s41) € Ul 19oued 1sealq Jo A1osiy Ajiwey onsoubelp-aid ‘(snosed Jansu ‘snosed Jans) Alied onsoubelp
-aud ‘(PT< ‘PT ‘€T ‘2T ‘2T>) ayoJeusw Je abe ‘(jesnedouswisod ‘jesnedouswaid) snyeys [esnedousw ansoubelp-aid ‘(snonunuod) sisoubelp Jo Jeak Jepusjed pue (snonunuod) sisouberp ye abe 1oy paisnipy

'sieak-uosiad :Ad :uoneinaiqay

(96'0-62'0) £8°0

(TT'1-88'0) 660

(26'0-72'0) 58°0
(uaiaya1) T

(£88=U) yBIH 01 YbIH
(TEH=U) M0 0} yBIH
(T82=U) YBIH 01 M0
(z/8=U) M0 01 MO
Ad $12'00T ‘(009°2=U) S1Uan3 J0 ‘ON

sebueyo pel1jisse|d sso D

EVCITES RV

(0T'1-18'0) ¥6°0

(21'1-92'0) 26°0

(56'0-290) £2°0
(wasegaa) T

(02g=u) ybiH 03 ybIH
(TST=U) Mo 0} yBIH
(91T=U) YBIH 03 MOT]
(677€=U) M0 01 MO
Ad ¥12'00T ‘(210'T=U) SIUAS JO "ON

sabueyo poljsse sso )

Riiferiow o1]10e0s- Boued Beaig

(10 %56) ¥H

SOIKs1 8108 8D

(z87'8=N) (LT0Z-T66T Woij dn-mojjoy) [ISHN pue (9T0Z-086T
wody dn-mojjo) ‘SHN) ApnisS yijeaH ,SasinN wouy erep pajood Buisn SIOAIAINS Jadued 1sealq Buowe Allferiow pue sisoubelp Jaye 1o 81048q 3109S
131p uonoNpal sk sa1aqeIp Jo saburyd PaIISSRII SS0II Udam]aq UOIRIJ0SSe ay) 104 (S|D) S|eAIS1UI 92USPIJU0I %G6 Pue (SHYH) Soie. pJezey ajqelieAln|niA

‘€ 9l1qeL

Author Manuscript Author Manuscript Author Manuscript

Author Manuscript

Cancer Res. Author manuscript; available in PMC 2022 February 01.



Page 18

Wang et al.

(02'1-75°0) 18°0

(18'0-€°0) ¥5°0

(0T'1-8%7°0) €2°0

(50'T-€9°0) 280

(€€°1-15°0) €8°0
(2z'1-150) ¥8°0

(#0°'1-95°0) £2°0

(TT'1-€5°0) L2°0
(S0°'7-55°0) 92°0

(92'1-85°0) G8°0

(#0'2-08°0) 82'T

(Lv'T-57°0) 28°0

(66°0-0%'0) €9°0

(80'1-29'0) 580

(#0'1-€9°0) 18°0

(66°0-.t°0) 89°0

(60°'T-15°0) SL°0

(86°0-21'0) 89°0

(1€'1-09°0) 68°0

(16°0-650) S2°0

(€8°0-T€'0) 150
(21°1-95°0) 82°0

(92'1-69°0) £6°0

(€0'T-15°0) 220
(v6'0-87°0) £9°0

(87'T-TL0) €0'T

(€€'1-6%°0) T8°0

(T¥'1-05°0) ¥8°0

(16'0-5€°0) 250

(LTT-v20) €6°0

(S0'T-¥9°0) 28°0

(T0'T-6%°0) 0L°0

(66°0-8%°0) 69°0

(08°0-0t'0) 95°0

(¥6°0-07°0) 29°0

(860-19°0) 220

(08°0-€€°0) TS0
(66°0-2°0) 89°0

(9T'T-¥9°0) 98°0

(96°0-2t°0) L9°0
(80°'1-65°0) 08°0

(¥2'1-85°0) 68°0

(S€'1-¥5°0) 98°0

(ev'T-15°0) S8°0

(T0'T-¥1'0) L9°0
(50'1-99'0) €80

(£6'0-25'0) €20

(20'1-15°0) 220

(L8°0-2°0) 09°0

(60°'1-65°0) 08'0

(T0'T-6%°0) £L9°0

(€0'T-99°0) £€8°0

(¥T'1-25°0) L2°0
(#Z'1T-v90) 680

(T0°'1-95°0) G2°0

(L6°0-05°0) 69°0
(62°'T-TL°0) 96°0

(2€'1-¥9°0) 26'0

(¥9°'1-29'0) SO'T

(95'1-85°0) G6°0

(T0'T-7+'0) £L9°0

(TT'T-2L°0) 68°0

(12'1-92°0) 96°0

(S8°0-T°0) 650

(uaisyal) T

(uausyal) T

(uaisyal) T

(wuasayal) T

(uauayal) T
(uasyal) T

(wuaiayal) T

(wuaiaya1) T
(uaisyal) T

(uausyal) T

(uaisyal) T

(wuasayal) T

(uaisyal) T

(uasaal) T

(uasayal) T

(wuaiaya1) T

(eve=u) 5002
(,§5€=U) 500 >

ssoufelp res3su

(L SLe=u) Meamysiy 1IN 62

(L TL9=U) doamys1y 1IN 6 >
sisoubeip e Annoe [easAyd Ag
(, TOZ=U) ZW/B 0€E =

(L 9TE=U) ;W/BX 0E-GZ

(, 62p=U) zw/B% Gz>

sisouBelp e |INd A

(, zve=u) 111 sbers

(. 90v=u) |1 abe1S

(, v6z=u) | abeIS

afers Jeoueo 1sesuq Ag

(, 802=U) annebau |

PoDucV annisod Y|

snyess (Y1) Joidegal ulnsut Ag
(, 50z=u) aAnefsu ¥3
(,62,=u) annisod Y3

snyess (43) Joidesel usbo.ise Ag

P 8/9=U) Jaoued Jsealq |esnedouswisod

Pﬁomus Jadued Isealq [esnedouswiald

ssoubelp 1e snyess fesnedousw Ag

S9°0
T00°0> 2000
750
G8'0 900
S00
120
9€'0 620
2c0
200
6.0 190
0S50
¢s0 or'o
00
€20 120
00
160 0T'0
uolnoeLi-d  pusii-d

§9/nuInd

yanuInd

€9(nuIind

Zamuind

T3[uINd

Author Manuscript

‘v al|qeL

Author Manuscript

Author Manuscript

(¢8v'8=N) (LT0¢-T66T
wody dn-moj|oy) 1ISHN pue (9T02-086T Woly dn-mojjos ‘SHN) ApniS YijeaH .SasinN wodj ejep pajood Buisn SIOAIAINS J3dued Isealq Buowe Ajljeliow
Jadu®rd 1SBAIQ pPUR 2103S 181P UONONPAI XS salagelp dnsoubeip-1sod afieiane aalreINWND JO SajlUINb UsaMIaq UOITRIdOSSE 3y} o) sasAjeue dnoibgns

Author Manuscript

Cancer Res. Author manuscript; available in PMC 2022 February 01.



Page 19

Wang et al.

'ayyq sisoubeip-aid Joy paisnipe Ajjeuonippe japow ‘sisAjeue dnosbgns S3su

104 "(UMmousun 10 ‘ou ‘sak) Juawiieal) [euowioy pue ‘(umouun Jo ‘ou ‘sak) Adelayrowayd ‘(umouxun Jo ‘ou ‘sak) Adetayy uorrelpel pariodal-4|as ‘(umouun 1o ‘sAirebau ‘aanisod) sniess Joldadal usaboaisa
Jowny ‘(111 pue ‘11 ‘1) abe1s aseasip ‘(ajnuinb Aq) axeiul joyoaye ansoubelp-1sod abesane aare|nwNg ‘(3113uInb Aq) axeiul ABiaua |e103 onsoubelp-1sod abelane aane|nwng ‘(sjnuinb Ag) Auanoe jeaisAyd
ansoubelp-1sod afesane aAIzeINWND ‘(UAMOUXUN JO ‘JUaJINI ‘J8WI0) ‘JaAau) asn ulidse ansoubelp-1sod ‘(umouxun Jo JualInd ‘Jawloy ‘1anau) Bupjows snasebia ansoubelp-isod ‘(umousjun Jo .NE\mV_ Z< paureb
.NE\mV_ 2-G'0 paureh ,NE\Q_ G'0 UIyMm pakers ,NE\mV_ G'0< 150]) sisouBeip-1sod 03 a1d wouy sabueyd ||NgG dnsoubeip-1sod abelane aaleINWIND ‘(UMOUNUN IO ,NE\mV_ 0€= ‘0£>-G2 ‘GZ>) 1INg ansoubeip-aid
‘(apuinb Aqg) 2109s snyeis 91LIOUO230120S Pooyoqybiau 1oe.1-sasuad ansoubelp-1sod ‘(1ansu ‘Ised ‘quaiing) asn Adeayy suowloy [esnedousw onsoubelp-aid ‘(1ansu ‘4and) asn aAlndade.iuod [eio dnsoubelp
-ald ‘(ou ‘sak) aseasip 1sealq ubiuaq Jo A101siy Jeuosiad ansoubelp-aid ‘(ou ‘sak) anljejas 8aibiap 1s41) € Ul 18oued 1sealq Jo Alolsiy Ajiwey onsoubelp-aid ‘(snosed Jansu ‘snoted Jans) Ared onsoubelp-aid
‘(PT< 'PT ‘€T ‘2T ‘2T>) ayoseusw Je abe ‘(jesnedouswisod ‘[esnedouswaid) sniels fesnedousw dnisoufelp-aid ‘(snonunuod) sisoubelp o Jeak Jepus|ed pue (snonunuod) sisoufelp e abe 1o} paisnipe [8poiN

Jaquuinu yreap Jsoues 1saig
¥

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

; available in PMC 2022 February 01.

Cancer Res. Author manuscript



	Abstract
	Introduction
	Materials and Methods
	Study Population
	Dietary Assessment and Derivation of DRRD Score
	Assessment of Covariates
	Ascertainment of Death
	Statistical analysis

	Results
	Discussion
	References
	Table 1.
	Table 2.
	Table 3.
	Table 4.

