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Abstract
BACKGROUND—A growing body of evidence suggests that long-term survivors with one of
the more common forms of adult cancer report similar quality of life (QOL) to the general
population. However, specific concerns have been identified (sexual dysfunction, fatigue, distress)
in this population. Also, less is known about survivors of adult non-Hodgkin lymphoma (NHL), a
disease often marked by alternating periods of disease and remission. Therefore, this study
compares the QOL status of individuals who report having active NHL with those who are
disease-free short-term (2–4 years post-diagnosis; STS) and long-term (≥5 years post-diagnosis;
LTS) survivors.

METHODS—Eligible survivors completed a mailed survey with validated measures: physical
and mental health status, SF-36; cancer-related QOL, FACT-LYM; and self-reported impact of
cancer, IOC. Other data were collected to examine as correlates.

RESULTS—Seven-hundred and sixty one survivors identified from two NC cancer registries
participated. Subjects averaged 10.4 (range, 2–44) years post-diagnosis and 62.7 (range, 25–92)
years of age. Survivors with active disease (n=109) demonstrated worse physical and mental
health functioning, QOL, and less positive and more negative impacts of cancer when compared to
disease-free survivors (n=652; all P≤.01). No significant differences were found between STS and
LTS.

CONCLUSIONS—While NHL patients with active disease reported more negative outcomes
when compared to off-treatment survivors, length of time since diagnosis did not appear to matter
with regard to outcomes for STS and LTS. In addition, mixed results from comparisons to general
population norms suggest the need for supportive care for this diverse survivorship group.
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INTRODUCTION
A growing body of evidence suggests that long-term survivors who were diagnosed and
treated for one of the more common forms of adult cancer report quality of life (QOL)
similar to that of the general population.1–4 However, specific areas of unresolved concern
have been identified in this population, including sexual dysfunction,3,5,6 low energy level
and fatigue,1,7,8 and post-traumatic stress (PTS).9–12 Further, several studies have
demonstrated positive outcomes associated with having cancer, such as greater appreciation
for life, closer personal relationships, and deeper spiritual understanding (post-traumatic
growth).6

Less is known about the health status and QOL specific to survivors of adult non-Hodgkin
lymphoma (NHL), the sixth most common cancer in the US. NHL is a heterogeneous group
of cancers of the lymphatic system with an overall 5-year survival rate of 50–60% (statistics
vary depending on the cell type, stage of disease at diagnosis, and treatment). Indolent
lymphomas generally carry a good prognosis with a median survival of 10 years but a high
rate of relapse, and are usually not curable in advanced stages. Treatment for the indolent
forms includes periods of watchful waiting, radiation therapy and chemotherapy. By
comparison, 30–60% of individuals who convert to or present with aggressive forms of
NHL can be cured with intensive chemotherapy regimens, but the disease has a shorter
natural history, with the greatest risk of relapse within 2 years of treatment cessation.13
Thus, from a patient perspective, various forms of NHL are experienced as a life-long
chronic illness, with intermittent symptom-free and symptom exacerbation phases requiring
treatments.

Given the expected increase in NHL incidence rates14 attributed to the increasing average
age of the US population, the time has come to understand the health and QOL status and
needs of this population overall, and by survivorship status. Such information may suggest
areas for treatment or the targeting of scarce health care resources. Thus, this paper used
three outcome measures to compare the health and QOL status of those who report active
NHL disease with those who are short-term survivors (STS; 2–4 years post-diagnosis) and
long-term survivors (LTS; ≥5 years post-diagnosis) who report being in remission or cured.

Conceptual model
Figure 1 illustrates the conceptual model underlying this research which is based on coping
theories15 and empirical research.3,9,12,16–18 Clinical characteristics are conceptualized as
stressors, while survivor life-course factors are comprised of selective demographic, health
and psychosocial characteristics that may influence each other and the outcome of these
stressors. For example, quality of social support can affect an individual’s appraisal of
cancer’s impact on his/her life,18 which may either diminish or enhance individual coping
strategies and possibly lead to negative and/or positive QOL-related outcomes. Also,
individuals with active disease may be more likely to experience higher levels of clinical
stress than those who are in remission or cured.

METHODS
Participants and Procedures

Potential study participants were identified through the Duke and University of North
Carolina Tumor Registries and contacted by mail following Institutional Review Board and
physician approvals. NHL patients were eligible if they were at least 19 years old and 2
years post-diagnosis.
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Measures
Health Status and QOL Outcomes—Three measures were used to assess outcomes.
One, the SF-36, a general health measure of physical and mental health functioning, was
used to allow for comparisons to general population-based norms. It is comprised of 36
items representing eight sub-scales and two summary scores, the physical component (PCS)
and the mental component (MCS).19 For purposes of comparison, a score of 50 (SD=10.0)
represents the population mean.20 Reliability estimates ranged from α=.84-.95. Second, to
capture cancer-specific QOL, the 27-item Functional Assessment of Cancer Therapy
(FACT-G) and 15-item FACT-LYM module (lists lymphoma-related symptoms such as
fevers, night sweats, itching) were used.21 The FACT-G was originally intended for patients
in treatment, but is increasingly being used with off-treatment samples. Reliability statistics
for both ranged from α=.77–.93. Third, the Impact of Cancer (IOC) assessed respondents’
perceptions of positive and negative impacts of cancer in various aspects of their lives, using
5 positive and 5 negative subscales and two summary scores (Positive and Negative Impact).
18 The IOC was developed to assess certain aspects of survivorship not measured by other
QOL measures (e.g., health worries, meaning of cancer, post-traumatic growth).22
Reliability estimates ranged from α=.62–.91. Higher scores on all of the outcome measures
indicate better health status and QOL, except for the IOC Negative Impact, where higher
scores indicate greater negative impacts.

Demographic and Clinical Characteristics—Demographic (DEM; gender, race,
ethnicity, age, income, education, marital status, employment status) and clinical (CLN;
histology, stage, surgery, radiation therapy, chemotherapy, bone marrow/stem cell
transplant, biologic therapy, NHL treatment status, recurrence, number of oncology-related
visits, site of treatment) information was collected via self-report and the Tumor Registry
databases. NHL histology was categorized as indolent or aggressive based on the updated
REAL/WHO classification system.23

General Health (HTH)—The Self-administered Co-morbidity Questionnaire (SCQ)24 was
used to assess non-NHL health problems. In addition, selected questions related to
healthcare usage were adapted for use from the Childhood Cancer Survivor Study survey.25

Psychosocial (PSO)—The 20-item Medical Outcomes Study-Social Support Survey
measured perceived availability of social support26 (range 20–100; α=.97). The Appraisal of
Life Threat and Treatment Intensity Questionnaire (six items, range 6–30; α=.80) assessed
the extent to which cancer and its treatment are perceived to be life-threatening and intense.
27 Employment and insurance-related situations and difficulties were collected using 24
questions (possible range 0–24, α=.82) derived from a Cancer and Leukemia Group B
research instrument.28

Post-traumatic stress (PTS)—The Post-traumatic Stress Disorder (PTSD) Checklist
(PCL-C) assesses symptomatology in non-combat populations by presenting a symptom
checklist that closely mirrors DSM-IV criteria for a formal diagnosis of PTSD.29, 30 The
instructions were modified for the current study, such that survivors were asked to rate each
symptom in the past 4 weeks with respect to their diagnosis and treatment for lymphoma.
The continuous scoring method was used and Cronbach’s α ranged from .78-.91.

Statistical Methods
Descriptive statistics were used to estimate the health status and QOL means for this
population overall and by survivorship status (active disease, STS, LTS). Chi-square and
ANOVA were used to compare distributions and mean scores on outcome variables and the
covariates across the three survivor groups. The amount of missing data in income (10%)
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and stage (12%) variables justified multiple imputation via the Markov chain Monte Carlo
(MCMC);31 imputed values for disease status and outcome variables were not generated.

Twenty datasets containing imputed values were used in the multiple linear regression
analyses via the SAS MIANALYZE procedure.32 Multiple linear regressions were
conducted to examine the association between survivorship status and outcomes, adjusting
for covariates. For all comparisons, individuals with active disease were the reference group.
For each of the five outcome summary scores (PCS, MCS, FACT-G, IOC Positive, IOC
Negative), six sequential series of linear regression models were constructed to examine the
association with active disease such that each domain of covariates was added in order of
strength of association with the outcomes (correlations with DEM and CLN were small;
HTH were medium; and PSO and PTS were large). That is, the first model tested for the
relationship between active disease and disease-free status with summary scores without
accounting for covariates; then, subsequent models added DEM, CLN, HTH, PSO and PTS.
The order of entry had no bearing on the final results for each measure. Statistical analyses,
including tests for multi-collinearity, were carried out using SAS 9.1 software.

RESULTS
Seven hundred and sixty-one participants (74% response rate) provided informed consent.
Table 1 lists the information collected by total sample and survivorship status. Sample bias
analyses using demographic information from the registries indicated that participating
survivors were less frequently non-Caucasian and older at diagnosis and study enrollment
than non-participants (all P<.001). Survivors who reported having active disease were more
likely to have been diagnosed with an indolent lymphoma, received biologic therapy, had
more recurrences, types of treatment, and PTS than disease-free survivors (all P<.01). STS
were younger at enrollment, less likely to have a secondary cancer, and had less co-
morbidity than those with active disease or LTS (all P<.05). Although not detailed in Table
1, many reported receiving current treatment for co-morbid conditions, including high blood
pressure (34%), heart disease (17%), back pain (15%), osteoarthritis (15%), and depression
(13%). Fourteen percent of survivors reported a history of other non-skin cancers, including
prostate, breast, melanoma, colon, and bladder.

Bivariate analyses
Figure 2 displays the means and standard deviations for the outcome variables by disease
status. In terms of physical (PCS) and mental (MCS) health, those with active disease
demonstrated worse functioning when compared to disease-free survivors (all P≤.01). Those
with active disease also demonstrated significantly worse QOL as measured by the FACT-G
and lymphoma-specific items than both STS and LTS (all P<.01). Also, those with active
disease reported significantly less positive and more negative impact (all P<.01) via the IOC
than those who were disease-free. STS and LTS did not differ significantly in any of the
outcomes measured. Descriptive statistics for the outcome variables and their correlations
are presented in Table 2. All outcomes were significantly related to each other with the
exception of the IOC Positive Impact, which was related to the MCS (P<.05) and lymphoma
symptoms (P<.001) only.

When compared to general population-based norms (PCS and MCS; mean=50, SD=10),20
individuals with active disease scored lower in physical (mean=41.1, SD=11.9) and mental
(mean=45.4, SD=11.5) health. As expected, disease-free survivors fared better, but still
seemed to have worse physical health (STS, mean=47.3, SD=10.4; LTS, mean=45.7,
SD=9.9) than the general adult population.20 However, after comparing our disease-free
sample with their corresponding age-stratified normed groupings (25–34, 35–44, 45–54, 55–
64, 65–74, ≥75), our sample scored comparably (within ±1.8 points) on the PCS. Regarding
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mental health, scores from our disease-free survivors on the MCS (STS, mean=50.3,
SD=9.9; LTS, mean=49.3, SD=11.4) were close to the general population norm;20 however,
our sample scored lower (≤4.1 points) on the MCS than the corresponding age-stratified
groups (except for 35–44 and ≥75), with the largest difference between the 25–34 age
groups.20

Regression results
Tables 3a and 3b display the regression coefficients for the relationship between
survivorship status and health status and QOL as measured by the SF-36, FACT-G and IOC.
The coefficients for the series of six sequential models represent the increase in the mean
level of health status and QOL related to disease-free survivorship status, after adjusting for
the covariates. For example, the SF-36 Model I indicates that STS and LTS score 6.2 and
4.6 points higher respectively than those with active disease before adjusting for covariates
(P<.001). While statistically non-significant, LTS reported lower health status and QOL
than STS in all models.

SF-36—Consistent with bivariate analyses, Model I (Table 3a) indicates that disease-free
survivorship had a strong relationship to better PCS scores (P<.001). However, this
relationship quickly became non-significant after accounting for the CLN covariates. In
total, 48% of the variance was accounted for by all covariates. Similar to the PCS, the
relationship between disease-free survivorship and the MCS was significant (P<.01). Unlike
the PCS, significant differences persisted until the PTS covariate was added. A slightly
higher percentage (52%) of the variance was accounted for by all covariates.

FACT-G—Consistent with the SF-36, Model I (Table 3b) indicates that disease-free
survivorship had a strong relationship to better QOL scores (P<.001). The adjustment for the
DEM, CLN, HTH and PSO domains reduced the magnitude of the survivorship status
relationship, but in LTS remained significant until the addition of the PTS variable. A
sizable amount of the variance (68%) in this cancer-specific instrument was explained by the
covariates.

IOC—Consistent with the other outcome measures, disease-free survivorship had a strong
relationship to better IOC Positive Impact scores (P<.001), as indicated by Model I (Table
3b). The adjustment for the CLN covariates reduced the magnitude of the survivorship status
relationship, but remained significant (p<.05) through Model VI. The covariates explained
only 32% of the variance.

Significant differences based on disease status also were found with the IOC Negative
Impact scores. Similar to the Positive Impact scale, accounting for the CLN variables
reduced the magnitude of the survivorship status relationship. However, differences between
those with active disease and disease-free survivors became non-significant with the
addition of the PSO variables for STS and PTS variable for LTS. This model accounted for a
sizable 60% of the variance.

DISCUSSION
This study provides one of the first examinations of health status and QOL among NHL
survivors. Findings included a strong independent relationship between active disease and
all outcome measures. However, the relationship between survivorship status and most
outcomes became non-significant upon adjustment, which indicates that differences in these
measures based on active disease are essentially explained by associated differences in some
of the covariates. Only one outcome measure continued to elucidate differences between
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those with and without active disease: the IOC Positive Impact scale. One reason for this
might be that the IOC is the only QOL-related measure that contains items related to post-
traumatic growth; hence, it may be a more sensitive outcome measure for individuals who
are disease-free and more likely to report having benefited from their cancer experience.

Across most outcome measures there was evidence of moderation, where the inclusion of
the PTS covariate produced the largest increases in R2 except for the SF-36 PCS and IOC
Positive Impact models, where adding HTH and PSO covariates respectively produced the
largest increases. These data suggest that survivors indicating PTS are more likely to report
negative health status and QOL, as adjusting for this variable in Model VI erased the
difference between active disease and disease-free scores. Also, there was evidence that
HTH covariates (e.g., co-morbidity) played a pivotal role in explaining physical health status
and functioning and a lesser role in overall QOL. Further, the importance of PSO variables
(e.g., social support) is evident in the context of cancer-related QOL, as indicated by the
largest and second-largest increase in R2 in the IOC Positive Impact and FACT-G models
respectively. While the present study was not designed to determine the mechanisms linking
survivorship status and health and QOL-related outcomes, it is likely that active disease
contributes to worse outcomes through the increase in emotional and physical distress that is
associated with the disease and treatment-related effects.

Unexpectedly, no significant differences were found between STS and LTS on any of the
health or QOL measures, suggesting that simply time out from diagnosis and treatment is
not an explanation for such status after cancer, and that psychosocial effects resolve by or
continue beyond the conventional five-year threshold. Given this finding, survivorship
researchers might consider expanding their LTS population to include STS as a means to
increase sample size and thereby enhance the power of their statistical analyses. For
clinicians, this non-significant finding implies that screening for health and QOL-related
issues related to having had cancer should not conclude prior to the 5-years post-diagnosis
milestone for those who evidenced poor QOL earlier. Other critical elements, such as social
support or the alleviation of physical symptoms, play a key role in achieving enhanced
functioning, regardless of when these elements occur.

Our finding where most of our age-stratified subgroups scored lower on the MCS than the
norms (i.e., met criteria for minimally important difference)33 contrasts with prior studies in
which long-term survivors’ psychological health approximates that of healthy comparison
groups.2,4,34 The tentative health status of lymphoma patients and the knowledge that their
cancer could come back at any time may contribute to a more tenuous or labile emotional
health state. However, a difference of 4.1 points on the MCS is less than half the standard
deviation of 11.2 in our sample; therefore, the clinical relevance is small. Future studies are
needed to examine the clinical meaning of the lower MCS scores especially in a young
survivor cohort.

The relationship between having active disease and self-reported health status and QOL has
important implications. For example, health care professionals may want to give closer
attention to survivors with chronic (active) disease and screen for QOL-related problems. In
addition, psychosocial intervention design and development should consider balancing
treatment and control groups based on disease status. For example, individuals with active
disease may be more likely to report worse QOL at baseline and may respond differently to
specific treatment components than those who are disease-free. Finally, components of PSO
(less social support, negative appraisals, and more cancer-related insurance and
employment-related issues) and PTS were shown to be related to health status and QOL and
are potentially modifiable.
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There are several limitations in this study. As is typical for any cross-sectional study, we can
not establish a cause-effect relationship between survivorship status and health and QOL
status. For example, we cannot ensure that the risk factor (active disease) preceded the
variables of interest (health status, QOL) due to the inability to assess this cohort over time
as would be possible in a longitudinal design. Further, the sequential models adjusted for
many, although likely not all, of the characteristics that might have confounded the
relationship between survivorship status and outcomes. In addition, the inclusion of patients
from only two large comprehensive cancer centers in NC may limit the generalizability of
our results to survivors living in other regions and treated at smaller hospitals. However, our
demographic profile closely mirrors that of the national population of NHL survivors,35
thereby strengthening the robustness and generalizability of our analyses. Also, the IOC was
initially developed for and only tested with off-treatment survivors who are 5–10 years post-
diagnosis and appropriately might not be sensitive for those in active treatment, although
there are no data to support this. Also, without a matched comparison group based on socio-
demographic and co-morbid conditions it is difficult to determine if these survivors had
better or worse status than a similar group of people who never had cancer. However, the
results of comparisons to general population norms support the need to address health status
and functioning concerns in this population, as evidenced by lower PCS (for those with
active disease) and MCS scores in our sample. Finally, the lower percentage of those with
active disease (14%) implies less precise group mean score estimates compared to disease-
free survivors.

In summary, the use of general health status and cancer-specific measures revealed
significant differences between NHL survivors who reported having active disease and those
who were disease-free. In addition, there were no significant differences in outcomes
between STS and LTS, which challenges the current use of the 5-year mark in LTS research.
These data also illustrate the value of using multiple instruments to assess areas that are
particularly relevant to cancer survivors and of studying subgroups with differing disease
status.
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Figure 1.
Conceptual Model of Cancer Survivorship
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Figure 2. Health Status and Quality of Life in non-Hodgkin Lymphoma Survivors (n=761)
SF-36: Medical Outcomes Study-Short form; PCS: Physical Component Summary; MCS:
Mental Component Summary; FACT-G: Functional Assessment of Cancer Therapy-
General; FACT-LYM: Functional Assessment of Cancer Therapy-Lymphoma; IOC: Impact
of Cancer
Higher scores indicate better quality of life except for the IOC Negative Impact; error bars
represent 1 standard deviation from mean; comparisons between active and disease-free
survivors are statistically significant (all P< .01); no statistical difference between short-term
and long-term disease-free survivors (all P>.10).

Smith et al. Page 11

Cancer. Author manuscript; available in PMC 2010 July 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Smith et al. Page 12

TA
B

LE
 1

C
ha

ra
ct

er
is

tic
s o

f t
he

 S
tu

dy
 S

am
pl

e 
(n

=7
61

)

A
ll 

su
rv

iv
or

s*
 N

= 
76

1
A

ct
iv

e 
di

se
as

e†
n=

10
9

Sh
or

t-t
er

m
 su

rv
iv

or
╪

n=
15

0
L

on
g-

te
rm

 su
rv

iv
or

§  
n=

50
2

D
em

og
ra

ph
ic

s (
D

E
M

)
N

%
N

%
N

%
N

%
P-

va
lu

e

G
en

de
r

 
M

al
e

38
3

50
.3

54
49

.5
73

48
.7

25
6

51
.0

.8
68

 
Fe

m
al

e
37

8
49

.7
55

50
.5

77
51

.3
24

6
49

.0

R
ac

e

 
C

au
ca

si
an

65
9

86
.6

88
80

.7
13

3
88

.7
43

8
87

.3
.1

03

 
A

fr
ic

an
-A

m
er

ic
an

67
8.

8
15

13
.8

10
6.

7
42

8.
4

 
M

ul
tip

le
 ra

ce
27

3.
5

5
4.

6
5

3.
3

17
3.

4

 
O

th
er

8
1.

1
1

0.
9

2
1.

3
5

0.
9

Et
hn

ic
ity

 
N

on
-H

is
pa

ni
c

75
0

98
.6

10
7

98
.2

14
8

98
.7

49
5

98
.6

.9
33

 
H

is
pa

ni
c

11
1.

4
2

1.
8

2
1.

3
7

1.
4

In
co

m
e 

le
ve

l

 
< 

$3
0,

00
0

18
3

26
.7

28
28

.0
32

21
.3

12
3

27
.3

.7
63

 
$3

0,
00

0 
– 

$5
9,

99
9

20
8

30
.3

32
32

.0
39

26
.0

13
7

30
.4

 
$6

0,
00

0 
– 

$8
9,

99
9

12
6

18
.4

21
21

.0
27

18
.0

78
17

.3

 
≥

 $
90

,0
00

16
9

24
.6

19
19

.0
37

24
.7

11
3

25
.1

Ed
uc

at
io

n

 
H

ig
h 

sc
ho

ol
 o

r l
es

s
20

8
27

.8
29

27
.6

28
18

.8
15

1
30

.5
.0

80

 
So

m
e 

co
lle

ge
 o

r t
ra

de
 sc

ho
ol

23
6

31
.6

31
27

.5
55

36
.9

15
0

30
.4

 
C

ol
le

ge
 o

r p
os

t-g
ra

d
30

4
40

.6
45

47
.9

66
44

.3
19

3
39

.1

M
ar

ita
l s

ta
tu

s

 
M

ar
rie

d 
or

 li
vi

ng
 to

ge
th

er
57

9
76

.3
81

75
.0

12
2

81
.3

37
6

75
.0

.2
68

 
N

ot
 m

ar
rie

d 
or

 li
vi

ng
 to

ge
th

er
18

0
23

.7
27

25
.0

28
18

.7
12

5
25

.0

Em
pl

oy
m

en
t s

ta
tu

s

 
R

et
ire

d 
or

 u
ne

m
pl

oy
ed

45
0

59
.8

69
63

.9
80

54
.1

30
1

60
.7

.2
29

 
Em

pl
oy

ed
30

2
40

.2
39

36
.1

68
45

.9
19

5
39

.3

A
ge

 a
t e

nr
ol

lm
en

t: 
m

ea
n 

(S
D

)
62

.7
 (1

3.
4)

62
.7

 (1
2.

6)
59

.7
 (1

4.
1)

63
.6

 (1
3.

2)
.0

08

Cancer. Author manuscript; available in PMC 2010 July 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Smith et al. Page 13

A
ll 

su
rv

iv
or

s*
 N

= 
76

1
A

ct
iv

e 
di

se
as

e†
n=

10
9

Sh
or

t-t
er

m
 su

rv
iv

or
╪

n=
15

0
L

on
g-

te
rm

 su
rv

iv
or

§  
n=

50
2

D
em

og
ra

ph
ic

s (
D

E
M

)
N

%
N

%
N

%
N

%
P-

va
lu

e

 
25

–4
9

13
5

17
.7

20
18

.3
36

24
.0

79
15

.7
.2

82

 
50

–6
4

27
9

36
.7

44
40

.4
54

36
.0

18
1

36
.1

 
65

–7
9

27
1

35
.6

34
31

.2
48

32
.0

18
9

37
.6

 
≥

80
76

10
.0

11
10

.1
12

8.
0

53
10

.6

C
lin

ic
al

 C
ha

ra
ct

er
is

tic
s (

C
L

N
)

N
H

L 
hi

st
ol

og
y

 
In

do
le

nt
36

1
50

.2
85

81
.0

57
40

.4
21

9
46

.3
<.

00
1

 
A

gg
re

ss
iv

e
35

8
49

.8
20

19
.0

84
59

.6
25

4
53

.7

N
H

L 
st

ag
e 

at
 d

ia
gn

os
is

 
St

ag
e 

I
21

0
31

.3
29

34
.1

39
28

.7
14

2
31

.6
.2

78

 
St

ag
e 

II
14

1
21

.0
10

11
.7

31
22

.8
10

0
22

.2

 
St

ag
e 

II
I

13
1

19
.5

23
27

.1
26

19
.1

82
18

.2

 
St

ag
e 

IV
18

9
28

.2
23

27
.1

40
29

.4
12

6
28

.0

Su
m

 o
f t

re
at

m
en

t t
yp

es
: m

ea
n 

(S
D

)
2.

1 
(1

.1
)

2.
4 

(1
.3

)
2.

2 
(1

.1
)

2.
1 

(1
.0

)
.0

06

 
Su

rg
er

y
22

6
30

.5
25

22
.9

44
30

.6
15

7
32

.0
.2

35

 
R

ad
ia

tio
n

36
4

47
.8

48
44

.0
61

40
.7

25
5

50
.8

.0
64

 
C

he
m

ot
he

ra
py

61
7

81
.1

83
76

.2
12

0
80

.0
41

4
82

.5
.2

90

 
B

on
e 

m
ar

ro
w

/s
te

m
 c

el
l t

ra
ns

pl
an

t
11

9
15

.6
16

14
.7

28
18

.7
75

14
.9

.5
21

 
B

io
lo

gi
c 

th
er

ap
y

21
5

28
.3

60
55

.1
59

39
.3

96
19

.1
<.

00
1

C
ur

re
nt

 tr
ea

tm
en

t s
ta

tu
s

 
N

ot
 in

 tr
ea

tm
en

t
68

6
90

.9
38

35
.5

15
0

10
0.

0
50

2
10

0.
0

n/
a

 
R

ec
ei

vi
ng

 tr
ea

tm
en

t
69

9.
1

69
64

.5
0

0.
0

0
0.

0

N
um

be
r o

f N
H

L 
re

cu
rr

en
ce

s

 
0

51
7

68
.6

51
47

.7
12

0
80

.5
34

6
69

.5
<.

00
1

 
≥

1
23

7
31

.4
56

52
.3

29
19

.5
15

2
30

.5

A
ge

 a
t d

ia
gn

os
is

: m
ea

n 
(S

D
)

52
.3

 (1
4.

1)
54

.5
 (1

3.
2)

55
.9

 (1
4.

2)
50

.7
 (1

4.
0)

<.
00

1

R
an

ge
:

19
–8

7
20

–8
2

22
–8

7
19

–8
2

Y
ea

rs
 si

nc
e 

di
ag

no
si

s:
 m

ea
n 

(S
D

)
10

.4
 (7

.2
)

8.
1 

(5
.1

)
3.

8 
(0

.7
)

12
.9

 (7
.3

)
<.

00
1

 
2–

4 
yr

s
18

2
23

.9
32

29
.4

15
0

10
0.

0

 
5–

9 
yr

s
28

5
37

.5
48

44
.0

23
7

47
.2

Cancer. Author manuscript; available in PMC 2010 July 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Smith et al. Page 14

A
ll 

su
rv

iv
or

s*
 N

= 
76

1
A

ct
iv

e 
di

se
as

e†
n=

10
9

Sh
or

t-t
er

m
 su

rv
iv

or
╪

n=
15

0
L

on
g-

te
rm

 su
rv

iv
or

§  
n=

50
2

D
em

og
ra

ph
ic

s (
D

E
M

)
N

%
N

%
N

%
N

%
P-

va
lu

e

 
10

–1
4 

yr
s

12
5

16
.4

19
17

.4
10

6
21

.1

 
15

–1
9 

yr
s

81
10

.6
6

5.
5

75
15

.0

 
≥

20
 y

rs
88

11
.6

4
3.

7
84

16
.7

G
en

er
al

 H
ea

lth
 (H

T
H

)

Se
co

nd
ar

y 
ca

nc
er

 
Y

es
10

4
13

.7
16

14
.8

11
7.

3
77

15
.4

.0
40

 
N

o
65

5
86

.3
92

85
.2

13
9

92
.7

42
4

84
.6

C
o-

m
or

bi
di

tie
s:

 m
ea

n 
(S

D
)

2.
9 

(2
.1

)
3.

0 
(2

.2
)

2.
5 

(2
.1

)
3.

0 
(2

.1
)

.0
53

Ps
yc

ho
so

ci
al

 (P
SO

)

So
ci

al
 su

pp
or

t: 
m

ea
n 

(S
D

)
83

.6
 (1

5.
9)

81
.7

 (1
6.

1)
85

.9
 (1

4.
2)

83
.3

 (1
6.

3)
.0

92

 
R

an
ge

:
26

–1
00

34
–1

00
36

–1
00

26
–1

00

A
pp

ra
is

al
 o

f l
ife

 th
re

at
 a

nd
 tr

ea
tm

en
t i

nt
en

si
ty

: m
ea

n 
(S

D
)

19
.4

 (6
.0

)
19

.0
 (6

.5
)

19
.1

 (5
.9

)
19

.5
 (5

.8
)

.5
75

 
R

an
ge

:
6–

30
6–

30
6–

30
6–

30

Em
pl

oy
m

en
t a

nd
 in

su
ra

nc
e 

is
su

es
 re

la
te

d 
to

 c
an

ce
r: 

m
ea

n 
(S

D
)

1.
0 

(2
.0

)
1.

2 
(2

.2
)

1.
0 

(2
.0

)
1.

0 
(2

.0
)

.6
71

 
R

an
ge

:
0–

17
0–

12
0–

11
0–

17

Po
st

-tr
au

m
at

ic
 S

tr
es

s (
PT

S)

PT
SD

 sy
m

pt
om

 c
lu

st
er

s:
 m

ea
n 

(S
D

)
0.

6 
(0

.9
)

0.
6 

(0
.9

)
0.

6 
(0

.9
)

.0
14

 
R

an
ge

:
0–

3
0–

3
0–

3

PT
SD

 sy
m

pt
om

s:
 m

ea
n 

(S
D

)
26

.7
 (9

.7
)

26
.2

 (8
.3

)
26

.0
 (9

.3
)

<.
00

1

 
R

an
ge

:
17

–7
8

17
–5

5
17

–7
8

SD
: s

ta
nd

ar
d 

de
vi

at
io

n;
 N

H
L:

 n
on

-H
od

gk
in

 ly
m

ph
om

a;
 P

-v
al

ue
 is

 fo
r t

he
 o

ve
ra

ll 
co

m
pa

ris
on

* N
ot

 a
ll 

va
ria

bl
es

 to
ta

l 7
61

 d
ue

 to
 m

is
si

ng
 d

at
a

† A
ct

iv
e 

di
se

as
e 

re
pr

es
en

ts
 in

di
vi

du
al

s w
ho

 se
lf-

re
po

rte
d 

cu
rr

en
t N

H
L 

di
se

as
e

╪
Sh

or
t-t

er
m

 su
rv

iv
or

 g
ro

up
 re

pr
es

en
ts

 in
di

vi
du

al
s 2

–4
 y

ea
rs

 p
os

t-d
ia

gn
os

is
 a

nd
 w

ho
 re

po
rte

d 
be

in
g 

di
se

as
e-

fr
ee

§ Lo
ng

-te
rm

 su
rv

iv
or

 g
ro

up
 re

pr
es

en
ts

 in
di

vi
du

al
s ≥

5 
ye

ar
s p

os
t-d

ia
gn

os
is

 a
nd

 w
ho

 re
po

rte
d 

be
in

g 
di

se
as

e-
fr

ee

Cancer. Author manuscript; available in PMC 2010 July 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Smith et al. Page 15

TA
B

LE
 2

D
es

cr
ip

tiv
e 

st
at

is
tic

s a
nd

 c
or

re
la

tio
ns

 (n
=7

61
)

It
em

M
(S

D
)

2
3

4
5

6

1.
 S

F-
36

 P
C

S
45

.4
(1

1.
0)

.2
3*

**
.5

1*
**

.5
2*

**
−
.0

6
−
.3

7*
**

2.
 S

F-
36

 M
C

S
49

.0
(1

1.
2)

.7
1*

**
.6

3*
**

−
.0

8*
−
.5

6*
**

3.
 F

A
C

T
-G

86
.1

(1
6.

6)
.8

1*
**

−
.0

1
−
.7

2*
**

4.
 F

A
C

T
-L

Y
M

 sy
m

pt
om

s
48

.4
(9

.5
)

−
.1

4*
**

−
.7

3*
**

5.
 IO

C
 P

os
iti

ve
 Im

pa
ct

15
.4

(3
.3

)
.2

7*
**

6.
 IO

C
 N

eg
at

iv
e 

Im
pa

ct
7.

8
(2

.8
)

M
: M

ea
n;

 S
D

: s
ta

nd
ar

d 
de

vi
at

io
n;

 P
C

S:
 S

F-
36

 P
hy

si
ca

l C
om

po
ne

nt
 S

um
m

ar
y;

 M
C

S:
 S

F-
36

 M
en

ta
l C

om
po

ne
nt

 S
um

m
ar

y;
 F

A
C

T-
G

: F
un

ct
io

na
l A

ss
es

sm
en

t o
f C

an
ce

r T
he

ra
py

 –
 G

en
er

al
; F

A
C

T-
LY

M
:

Fu
nc

tio
na

l A
ss

es
sm

en
t o

f C
an

ce
r T

he
ra

py
 –

 L
ym

ph
om

a;
 IO

C
: I

m
pa

ct
 o

f C
an

ce
r;

* P<
.0

5;

**
P<

.0
1;

**
* P<

.0
01

.

Cancer. Author manuscript; available in PMC 2010 July 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Smith et al. Page 16

TA
B

LE
 3

T
A

B
L

E
 3

a 
R

eg
re

ss
io

n 
C

oe
ffi

ci
en

ts
 fo

r 
th

e 
R

el
at

io
ns

hi
p 

be
tw

ee
n 

Su
rv

iv
or

sh
ip

 S
ta

tu
s (

A
ct

iv
e 

vs
. D

is
ea

se
-fr

ee
) a

nd
 H

ea
lth

 S
ta

tu
s (

n=
76

1)

SF
-3

6 
Ph

ys
ic

al
 C

om
po

ne
nt

 S
um

m
ar

y 
(P

C
S)

SF
-3

6 
M

en
ta

l C
om

po
ne

nt
 S

um
m

ar
y 

(M
C

S)

M
od

el
 C

ov
ar

ia
te

s
R2

ST
S 

vs
. A

ct
iv

e 
b 

(S
td

 e
rr

or
)

L
T

S 
vs

. A
ct

iv
e 

b 
(S

td
 e

rr
or

)
R2

ST
S 

vs
. A

ct
iv

e 
b 

(S
td

 e
rr

or
)

L
T

S 
vs

. A
ct

iv
e 

b 
(S

td
 e

rr
or

)

I. 
SS

.0
28

6.
2 

(2
.0

)*
**

4.
6 

(1
.4

)*
**

.0
18

4.
9 

(2
.0

)*
**

4.
0 

(1
.5

)*
*

II
. S

S+
D

EM
.2

22
4.

8 
(1

.3
)*

**
4.

2 
(1

.1
)*

**
.0

76
4.

8 
(1

.4
)*

**
3.

7 
(1

.2
)*

*

II
I. 

SS
+D

EM
+C

LN
.2

56
2.

6 
(1

.9
)

0.
9 

(1
.8

)
.1

03
7.

1 
(2

.1
)*

**
5.

2 
(2

.0
)*

*

IV
. S

S+
D

EM
+C

LN
+H

TH
.4

47
1.

0 
(1

.6
)

0.
5 

(1
.5

)
.1

84
6.

1 
(2

.0
)*

*
5.

0 
(1

.9
)*

*

V
. S

S+
D

EM
+C

LN
+H

TH
+P

SO
.4

59
0.

7 
(1

.6
)

0.
5 

(1
.5

)
.2

90
5.

5 
(1

.9
)*

*
5.

1 
(1

.8
)*

*

V
I. 

SS
+D

EM
+C

LN
+H

TH
+P

SO
+P

TS
.4

80
−
0.

2 
(1

.6
)

−
0.

7 
(1

.5
)

.5
19

2.
0 

(1
.6

)
1.

2 
(1

.5
)

T
A

B
L

E
 3

b 
R

eg
re

ss
io

n 
C

oe
ffi

ci
en

ts
 fo

r 
th

e 
R

el
at

io
ns

hi
p 

be
tw

ee
n 

Su
rv

iv
or

sh
ip

 S
ta

tu
s (

A
ct

iv
e 

vs
. D

is
ea

se
 fr

ee
) a

nd
 Q

O
L

 (n
=7

61
)

FA
C

T
-G

IO
C

 P
os

iti
ve

 Im
pa

ct
IO

C
 N

eg
at

iv
e 

Im
pa

ct

M
od

el
 C

ov
ar

ia
te

s
R2

ST
S 

vs
. A

ct
iv

e 
b

(S
td

 e
rr

or
)

L
T

S 
vs

. A
ct

iv
e 

b
(S

td
 e

rr
or

)
R2

ST
S 

vs
. A

ct
iv

e 
b

(S
td

 e
rr

or
)

L
T

S 
vs

. A
ct

iv
e 

b
(S

td
 e

rr
or

)
R2

ST
S 

vs
. A

ct
iv

e 
b

(S
td

 e
rr

or
)

L
T

S 
vs

. A
ct

iv
e 

b
(S

td
 e

rr
or

)

I. 
SS

.0
71

13
.3

 (4
.2

)*
**

12
.4

 (3
.0

)*
**

.0
21

1.
6 

(0
.2

)*
**

1.
2 

(0
.1

)*
**

.0
25

−
1.

0 
(0

.1
)*

*
−
1.

3 
(0

.1
)*

**

II
. S

S+
D

EM
.1

60
12

.6
 (2

.0
)*

**
11

.7
 (1

.7
)*

**
.1

36
1.

6 
(0

.4
)*

**
1.

3 
(0

.3
)*

**
.1

13
−
1.

1 
(0

.3
)*

*
−
1.

2 
(0

.3
)*

**

II
I. 

SS
+D

EM
+C

LN
.2

00
13

.1
 (2

.9
)*

**
10

.1
 (2

.7
)*

**
.1

88
1.

6 
(0

.6
)*

*
1.

4 
(0

.5
)*

.2
10

−
1.

2 
(0

.5
)*

−
1.

0 
(0

.4
)*

IV
. S

S+
D

EM
+C

LN
+H

TH
.3

21
10

.6
 (2

.7
)*

**
9.

2 
(2

.5
)*

**
.1

95
1.

6 
(0

.6
)*

*
1.

3 
(0

.5
)*

.2
72

−
0.

9 
(0

.5
)*

−
0.

9 
(0

.4
)*

V
. S

S+
D

EM
+C

LN
+H

TH
+P

SO
.4

89
7.

9 
(2

.4
)*

**
8.

1 
(2

.2
)*

**
.3

15
1.

5 
(0

.5
)*

*
1.

1 
(0

.5
)*

.4
22

−
0.

7 
(0

.4
)

−
0.

9 
(0

.4
)*

V
I. 

SS
+D

EM
+C

LN
+H

TH
+P

SO
+ 

PT
S

.6
77

3.
7 

(1
.9

)*
2.

8 
(1

.8
)

.3
17

1.
5 

(0
.5

)*
*

1.
1 

(0
.5

)*
.5

97
−
0.

0 
(0

.3
)

−
0.

1 
(0

.3
)

SF
-3

6:
 M

ed
ic

al
 O

ut
co

m
es

 S
tu

dy
-S

ho
rt 

fo
rm

; F
A

C
T-

G
: F

un
ct

io
na

l A
ss

es
sm

en
t o

f C
an

ce
r T

he
ra

py
-G

en
er

al
; I

O
C

: I
m

pa
ct

 o
f C

an
ce

r; 
R2

: p
ro

po
rti

on
 o

f v
ar

ia
tio

n 
in

 th
e 

de
pe

nd
en

t v
ar

ia
bl

e 
ex

pl
ai

ne
d 

by
 th

e
re

gr
es

si
on

 e
qu

at
io

n;
 S

TS
: s

ho
rt-

te
rm

 d
is

ea
se

-f
re

e 
su

rv
iv

or
 (<

5 
ye

ar
s)

 ; 
LT

S:
 lo

ng
-te

rm
 d

is
ea

se
-f

re
e 

su
rv

iv
or

 (≥
5 

ye
ar

s)
; b

: u
ns

ta
nd

ar
di

ze
d 

re
gr

es
si

on
 c

oe
ff

ic
ie

nt
 (s

lo
pe

); 
SS

: s
ur

vi
vo

rs
hi

p 
st

at
us

; D
EM

:
de

m
og

ra
ph

ic
s (

ge
nd

er
, r

ac
e,

 e
th

ni
ci

ty
, a

ge
, i

nc
om

e,
 e

du
ca

tio
n,

 m
ar

ita
l s

ta
tu

s, 
em

pl
oy

m
en

t s
ta

tu
s)

; C
LN

: c
lin

ic
al

 (h
is

to
lo

gy
, s

ta
ge

, s
ur

ge
ry

, r
ad

ia
tio

n 
th

er
ap

y,
 c

he
m

ot
he

ra
py

, b
on

e 
m

ar
ro

w
/s

te
m

 c
el

l
tra

ns
pl

an
t, 

bi
ol

og
ic

 th
er

ap
y,

 re
cu

rr
en

ce
, n

um
be

r o
f o

nc
ol

og
y-

re
la

te
d 

vi
si

ts
, s

ite
 o

f t
re

at
m

en
t);

 H
TH

: g
en

er
al

 h
ea

lth
 (o

th
er

 c
an

ce
r e

xc
lu

di
ng

 sk
in

, c
o-

m
or

bi
di

ty
, y

ea
rs

 si
nc

e 
la

st
 p

hy
si

ca
l e

xa
m

); 
PS

O
:

Ps
yc

ho
so

ci
al

 (s
oc

ia
l s

up
po

rt,
 a

pp
ra

is
al

 o
f l

ife
 th

re
at

 a
nd

 tr
ea

tm
en

t i
nt

en
si

ty
, e

m
pl

oy
m

en
t a

nd
 in

su
ra

nc
e 

is
su

es
); 

PT
S:

 (p
os

t-t
ra

um
at

ic
 st

re
ss

).

* P<
.0

5

**
P<

.0
1

**
* P<

.0
01

.

Cancer. Author manuscript; available in PMC 2010 July 15.


