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Are there disparities in quality of life among survivors of this disease who
are treated at the VA and those who receive care at private clinics?
These researchers report on what'’s the same and what's different.

arly detection of cancer and

advances in treatment have

resulted in longer life for pa-

tients with cancer, making
quality of life for survivors of this
disease increasingly important.! VHA
Directive 2003-034, National Cancer
Strategy, points out that the nature
of current treatments for cancer and
their high cost as well as the often
protracted nature of the disease have
led to dramatic reductions in health-
related quality of life (HRQOL) for
cancer patients.? Similarly, an Insti-
tute of Medicine report acknowl-
edged the challenge that cancer
survivorship presents and the im-
portance of HRQOL, recommending
that health care providers ensure ap-
propriate survivorship care.>* Data
on HRQOL, which has been studied
extensively with increasing empha-
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sis on cancer patients,’ can be used
to compare the impact of cancer on
different populations and serve as a
basis for the design of interventions
to improve patient-centered care. In-
formation about patients’ HRQOL
also can aid clinicians in helping pa-
tients cope with their condition and,
in the process, help providers care for
individuals’ overall well-being rather
than just the disease.

Patients with nonmuscle-invasive
bladder cancer (NMIBC) present an
ideal population for exploring these
issues because of the prevalence and
nature of this disease. Of 70,530 new
cases of bladder cancer (BlCa) ex-
pected in U.S. adults in 2010, about
three-quarters will be NMIBC.>*¢
In addition, patients with NMIBC
often survive for many years after
their diagnosis.

The literature on HRQOL in
BlCa patients is limited, compared
with HRQOL studies of prostate
and other cancers. In addition, most
BlCa HRQOL work has focused on
patients who have undergone cystec-
tomy, whereas our research targets
NMIBC patients. To our knowledge,
no previous study has examined
differences between veterans and
nonveterans with NMIBC. The in-
vestigation described here compared
differences in the sociodemograph-
ics, psychological characteristics, and

HRQOL of NMIBC patients being
treated at the VA with those of
NMIBC patients who were seeking
care at a private clinic. Our goal was
to understand the particular needs
of veterans living with NMIBC as the
first step toward developing a patient-
education and coping intervention
tailored for veterans.

BACKGROUND

The age-adjusted prevalence rate
for urologic diseases overall has
increased in the veteran popula-
tion between 1999 and 2002.7
With regard specifically to BlCa, so-
ciodemographic characteristics of vet-
erans—namely, being elderly, male,
and white—put them at greater risk
for BlCa than the general U.S. popu-
lation.® The average age of diagnosis
of BlCa is 65 years, and the cancer is
3 times more prevalent in men than
in women and 2.4 times more preva-
lent in whites than in others.”®-!! In
addition, smoking increases the risk
of BICa, and a 2007 survey showed
that prevalence of smoking among
veterans enrolled in the VA is higher
than in the general population.'? As
of 2007, 30,000 veterans had BlCa on
their “problem list.”*

METHODS

We used a cross-sectional study de-
sign to assess areas of impaired
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HRQOL in NMIBC survivors and to
identify differences between veterans
who received care at VA facilities and
patients who received care at a private
clinic. Patients presenting at either
type of clinic from January 2008 to
February 2009 were identified for po-
tential inclusion in the study. Study
approval was obtained from the Bay-
lor College of Medicine Institutional
Review Board, and informed consent
was provided by the participants.

A letter requesting participation
and offering an opportunity to “opt-
out” was sent to all identified indi-
viduals at both clinics, followed by
a telephone call to individuals who
did not opt out of participation. To be
eligible, individuals needed to have
a diagnosis of NMIBC in the preced-
ing 4 years and be able to read and
speak English and receive materials
through the U.S. postal service. Of
the initial sample of 210 possible par-
ticipants, the final group consisted of
67 respondents.

We gathered data using telephone
interviews and assessed HRQOL,
psychological distress, fear of recur-
rence, and illness intrusiveness using
validated scales. Interviewers asked
participants about basic sociodemo-
graphic characteristics, including age
at diagnosis, gender, race/ethnicity,
education, and relationship status,
using validated questions from previ-
ous surveys of cancer survivors. We
also measured patient clinical char-
acteristics, such as number of comor-
bidities, number of treatments, and
time since diagnosis.

Participants’ general HRQOL
was measured with a validated in-
strument, developed by the Euro-
pean Organization for Research and
Treatment of Cancer (EORTC), the
EORTC Quality of Life Questionnaire
core module version 3 (QLQ-C30
v. 3).13 This instrument, designed
specifically for assessment of cancer

patients, includes both an HRQOL
subscale and a symptom subscale.
The QLQ-C30 HRQOL subscale as-
sesses how well the patient functions
physically, emotionally, cognitively,
and socially; the patient’s role in daily
activities and the pursuit of leisure in-
terest; and the patient’s global health
status. The QLQ-C30 symptom sub-
scale consists of 9 items, namely, fa-
tigue, pain, dyspnea, appetite loss,
nausea/vomiting, insomnia, consti-
pation, diarrhea, and financial prob-
lems. A high score on the QLQ-C30
HRQOL subscale indicates acceptable
functioning, while a high score on the

© 2011. Joe Gorman

symptom subscale corresponds with
severe symptoms.

We also measured disease-specific
HRQOL with bladder cancer super-
ficial-24 (BLS-24), a new measure
recently developed by the EORTC
and the only validated measure of
disease-specific HRQOL for NMIBC
patients. Questions are designed to
measure the impact of NMIBC on
urinary symptoms and sexual func-
tioning; other queries assess worries
about repeated cystoscopies and their
convenience as well as adverse ef-
fects of intravesical treatment, such
as fever and malaise."*'> A high score
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Table 1. Characteristics of NMIBC patients

Veterans Private patients
mean = SD or mean = SD or

Variables (n = 67) n (%) n (%) P value
Age, y 67.7 + 8.5 67.3 +9.2 .8746
Gender, male 29 (100.0) 27 (71.1) .00162
Education .1133

High school diploma 7 (24.1) 8 (21.1)

Some college 14 (48.1) 10 (26.3)

College degree 6 (20.7) 10 (26.3)

Graduate school 2 (6.9) 10 (26.3)
Race, white 26 (89.7) 35 (92.1) 1.00002
Relationship status .15272

Married 18 (62.1) 29 (76.3)

Never married 1(3.5) 1(2.6)

Separated/divorced 8 (27.6) 3(7.9)

Widowed 2 (6.9) 5(13.2)
Number of comorbidities 1.7+1.1 1.1+£0.9 .0214
Number of BICa treatments 1.8+ 0.6 1.6 +0.8 .3815
Time since diagnosis, y 23+1.0 19+14 .2015
sFisher’s exact test. BICa = bladder cancer; NMIBC = nonmuscle-invasive bladder cancer.

on the BLS-24 urinary urgency and
frequency subscale indicates a greater
number of symptoms.

Finally, we assessed psychologi-
cal characteristics of respondents
using 4 different scales; for each of
these scales, a higher score indi-
cates an increased level of the type
of psychological distress being mea-
sured. Psychological distress was
measured using the Brief Symptom
Inventory-18 (BSI-18).'° The scale
consists of 3 subscales—depression,
anxiety, and somatic symptoms—
and provides symptoms and inten-
sity of symptoms at a specific point
in time. Fear of recurrence was mea-
sured with a 5-item measure used
in the Cancer of the Prostate Strate-
gic Research Endeavor study.'” The
Impact of Events Scale (IES) mea-

sures subjective response to stress
and consists of 2 subscales: intru-
sive thoughts and avoidance.'® Par-
ticipants were instructed to indicate
how often during the past 7 days they
had experienced traumatic or stress-
ful symptoms. We then calculated the
mean score of each of the subscales.
The Illness Intrusiveness Rating Scale
(IIRS) assesses the impact of illness
on functioning, with a total score
for 13 items. The IIRS comprises 3
subscales, namely, relationship and
personal development, intimacy, and
“instrumental life.”'* The relationship
and personal development subscale
addresses family and social relations,
self-expression and improvement, re-
ligious expression, community and
civic involvement, and passive recre-
ation. The intimacy subscale score re-

lates to the patients relationship with
his/her partner and sexual activity,
while the instrumental life subscale
assesses health, work, financial situ-
ation, and active recreation. A high
score on the IIRS scale indicates a
high level of illness intrusiveness.

We used Fisher’s exact test and
the chi-square test to evaluate asso-
ciations between the respondents by
groups (veteran/private) in categori-
cal demographic variables, such as
gender, education, race, and rela-
tionship status. Differences in con-
tinuous variables were assessed using
the Students t test or the Wilcoxon-
Mann-Whitney test, as appropriate.
We used a multiple regression model
to evaluate the impact of veteran sta-
tus on each HRQOL domain, con-
trolling for other covariates that were
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Table 2. NMIBC patients’ responses to health-related quality of life scale

Veterans Private patients
mean = SD mean = SD
General EORTC QLQ-C30 (n =29) (n = 38) P value
EORTC QLQ-C30 HRQOL subscale
Global health status/QOL 67.8 + 23.2 84.2 +10.8 .0011
Physical functioning 77.0+14.8 90.2 +12.9 .0003
Role functioning 80.5 +20.9 95.6 +11.4 .0011
Emotional functioning 84.2 + 18.3 91.9+12.3 .0569
Cognitive functioning 73.0 + 20.6 85.1 +11.5 .0069
Social functioning 79.9 + 201 93.9 + 14.7 .0016
EORTC QLQ-C30 symptom subscale
Fatigue 31.4 +£27.2 11.7 + 16.1 .0015
Nausea/vomiting 1.7+6.8 0427 .4096
Pain 20.1 +24.6 5.7 +10.5 .0139
Dyspnea 31.0 £+ 29.5 4.4 +13.8 <.0001
Insomnia 20.7 + 28.7 10.5 +23.4 .0817
Appetite loss 16.1 = 27.6 1.8+7.5 .0057
Constipation 13.8+4.8 6.1 +£13.1 .2954
Diarrhea 8.1+21.2 3.5+104 4129
Financial problems 23.0 £ 28.3 9.6 +21.8 .0190

EORTC QLQ-C30 = European Organization for Research and Treatment of Cancer Quality of Life Questionnaire core module version; HRQOL = health-
related quality of life; NMIBC = nonmuscle-invasive bladder cancer; QOL = quality of life.

significantly different between the
2 groups. The 2-sided statistical sig-
nificance for this study was set at
P < .05. As the study is exploratory,
we did not correct for multiple test-
ing. All analyses were performed
using SAS v. 9.1.3 (SAS Institute, Inc.,
Cary, North Carolina).

RESULTS

Mean age at diagnosis for all 67 re-
spondents (29 from VA clinics,
38 from private clinics) was 65.4
( 8.8) years (range, 48 to 85 years)
(Table 1). Most respondents were
white (91.1%), male (83.6%), and
married (70.2%), and the largest
percentage (35.8%) reported having
some college education. Respondents

overall had from 0 to 4 comorbidi-
ties, with a mean of 1.3 (+ 1.0). Mean
years since diagnosis was 2.1 (+ 1.2),
while mean number of treatments
was 1.7 (£ 0.7).

The veterans group did not differ
from the private patient group in age,
education, race, relationship status,
number of BlCa treatments received,
or time since diagnosis (P > .05),
but significantly more women
were in the private patient group
(P = .0016). The veterans group had
a higher mean number of comorbidi-
ties (P =.0214).

Compared with veteran respon-
dents, patients from the private
clinic reported a better HRQOL,
with higher HRQOL scores overall

(Table 2). In fact, private patients
scored higher than veterans on all
the HRQOL subscales (P < .05), ex-
cept for emotional functioning, where
their higher score was not statistically
significant (P = .057).

Private patients also had lower
symptom scores than the veterans,
with the veterans reporting more
severe symptoms on 5 items of the
symptom subscale, namely, fatigue,
pain, dyspnea, appetite loss, and
financial problems (P < .05). The
2 groups did not differ significantly in
regard to nausea/vomiting, insomnia,
constipation, or diarrhea

As to disease-specific HRQOL,
the veterans group did not differ
significantly from the private group
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Table 3. NMIBC patients’ response to disease-specific health-related quality of life scale

Veterans Private patients

mean = SD mean = SD
EORTC BLS-24 variables (n = 29)2 (n =38)° P value
Urinary symptoms and problems 1.8+0.7 1.5+04 .1332
Future perspective on BICa treatment 1.9+0.7 1.6 0.7 .1199
Did you have a fever? 1.0+0.0 1.1+0.3 .0809
Did you feel ill or unwell? 1.2+0.5 1.1+0.3 .2416
To what extent were you interested in sex? 25+1.1 25+1.1 .9695
To what extent were you sexually active? 3.4+09 3.0+0.8 1219
For men only: Did you have difficulty
gaining or maintaining an erection? 2.7+09 3.0+1.1 .2659
For men only: Did you have ejaculation
problems? (eg, dry ejaculation) 3.2+0.7 3.3+1.0 .3254
Felt uncomfortable about being
sexually intimate? 3.5+0.7 3.6 +£0.8 .5434
Worried may contaminate your partner
during sexual contact? 3.6 +0.9 3.4+12 .8396
Was sex enjoyable for you? 29+1.2 23 +1.1 .1950
aFor all questions on sexual activity, n < 15. ®For all questions on sexual activity, n < 29. BICa = bladder cancer; EORTC BLS-24 = European Organization
for Research and Treatment of Cancer bladder cancer superficial-24; NMIBC = nonmuscle-invasive bladder cancer.

in urinary symptoms, future per-
spective about BlCa treatment, pres-
ence of fever, or feeling ill (P > .05)
(Table 3). The 2 groups also did not
differ significantly with regard to
sexual symptoms (P > .05). Because
patients overall were elderly and
many had comorbid conditions, nu-
merous respondents reported being
sexually inactive within the past
4 weeks and the question about fre-
quency was not designed to ascertain
whether this inactivity was because of
bladder cancer.

Veterans indicated significantly
higher fear of recurrence than pri-
vate patients, and also scored higher
for psychological distress on 2 sub-
scales, namely, somatic and anxiety
(P < .05), but not on depression,
where their higher score was not sta-
tistically significant (Table 4). With
regard to illness intrusiveness, vet-

erans also had significantly higher
scores than private patients on inti-
macy and instrumental life subscales
(P < .05), but the 2 groups had statis-
tically similar results on the impact of
events scale.

Pearson correlation analysis indi-
cated a significant (P < .05) moder-
ate inverse correlation between global
HRQOL and psychological distress
(-0.62), fear of recurrence (-0.54), ill-
ness intrusiveness (-0.55), and IES
(-0.38). After we adjusted for number
of comorbidities, gender, and veteran
status, multiple regression analy-
ses indicated that fear of recurrence
was a significant predictor of global
HRQOL (adjusted R-square = 0.41;
P = .0026), along with the number of
comorbidities (P = .0011). But once
illness intrusiveness was included in
the model, fear of recurrence did not
predict global HRQOL (P = .0839).

Illness intrusiveness also was a sig-
nificant predictor of global HRQOL
(adjusted R-square = 0.51; P = .0005),
along with having multiple comor-
bidities (P = .0007). Psychological
distress was a significant predictor of
global HRQOL, even after inclusion
of illness intrusiveness in the model
(adjusted R-square = 0.56; P = .0032).

DISCUSSION

Results of this study describe HRQOL
disparities among local veterans from
a VA clinic and patients from a pri-
vate clinic. Considering interven-
tions that are designed to improve the
HRQOL of individuals with NMIBC
may help alleviate these disparities
and enhance quality of life for these
individuals. Illness intrusiveness has
been suggested as a fundamental de-
terminant of quality of life in chronic
disabling conditions—a concept our
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Table 4. Psychological characteristics of NMIBC patients

Veterans Private patients
mean = SD mean = SD

Variables (n = 67) (n = 29) (n = 38) P value
Fear of recurrence 59.0 + 19.5 42.3 +15.7 .0002
Psychological distress 86+11.4 3.0+4.4 .0183

Somatic 3.2+3.6 1.3+2.1 .0110

Depression 29+54 1125 .0952

Anxiety 24 +3.8 0.7+1.2 .0296
lliness intrusiveness 16.5 + 13.5 10.2 + 13.3 .0601

Relationship and personal

development 06+1.2 0.4 +0.7 .2978

Intimacy 25+21 1.2+1.7 .0124

Instrumental life 1.9+15 12+14 .0292
Impact of events 15.0 = 14.9 10.0 = 12.7 1417

Intrusive thoughts 7.1+£82 5.0+6.9 .2639

Avoidance 79+74 5.0+ 6.6 .0904
NMIBC = nonmuscle-invasive bladder cancer.

findings support.?’ Not only was
illness intrusiveness associated with
diminished HRQOL, but veterans
experienced greater illness-induced
disruptions to lifestyles, activities,
and interests than private patients,
suggesting that the Institute of Medi-
cine’s recommendations for increased
survivorship services targeted to can-
cer survivors may be particularly im-
portant for veterans. These services
should include programs that help
patients return as much as possible to
precancer functioning in all areas of
HRQOL.0

HRQOL is an important outcome
measure, as it aids in understanding
the impact of treatment on patients’
activities. Poor HRQOL may affect
treatment response and limit a cancer
survivor’s ability to receive adequate
treatment. The study results indi-
cate that, overall, veterans had lower
HRQOL, which is similar to findings
by Kazis and colleagues, who com-

pared ambulatory VA patients with
patients in a non-VA system of care.?!
In our study, veterans with NMIBC
differed on several aspects of HRQOL
from private patients. Veterans also
had more fatigue, pain, dyspnea, ap-
petite loss, and financial problems
than the private patients, which may
explain their lower HRQOL.
Psychological distress, such as
anxiety and depression, also can, of
course, lead to reduced quality of
life.?>** A study by Soo Hyun and col-
leagues showed that fatigue as well
as depression are negatively associ-
ated with HRQOL.? We found the
veterans group had higher scores for
somatic symptoms and anxiety on
the distress scale as well as higher lev-
els of fatigue than the private patient
group, which may partially explain
the veterans’ lower HRQOL. A study
investigating the short-term effect of
immunotherapy found that survivors
of NMIBC anticipated disease-related

disruptions of their lives, experienced
fear of recurrence, and described their
quality of life only as “moderate.”
These and related reactions to treat-
ment as well as clinical and psycho-
logical characteristics of patients with
NMIBC likely have adverse rami-
fications for HRQOL. Also keep in
mind that because so many NMIBC
patients survive for many years after
diagnosis, potential treatment-related
symptoms can have important impli-
cations for their HRQOL.

Tuominen and colleagues found
that comorbidities are associated with
lower HRQOL.* Similarly, we found
that a lower HRQOL is associated
with an increased number of comor-
bidities, which could partly explain
the lower HRQOL of the veterans
group, because, on average, patients
in this group had a higher number
of comorbidities than those in the
private patient group. It, therefore,
appears that veterans and private pa-
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tients have different health care needs
and how they are met could affect
their long-term recovery. To improve
the HRQOL in veterans, we must be
attentive to these differing needs.

Nonetheless, various factors in-
fluence HRQOL in different groups
of patients, even in an equal-access
system like the VA. In a study of vet-
erans with localized prostate cancer,
men with less education had worse
HRQOL over time and a greater num-
ber of urinary and sexual symptoms
than men with more education.”®
Gender differences also have been
identified: women who received VA
health care were found to have better
HRQOL than male VA patients.”

Our results suggest that the psy-
chosocial burden of cancer may be
even higher than has been recog-
nized when that cancer is BlCa be-
cause of unpredictable outcomes and
the ongoing need for highly invasive
monitoring procedures and possible
repeated decisions about treatment
that are associated with this dis-
6356.3’30’31

As the veteran population ages,
we will constantly be challenged with
identifying the best method to screen
patients and survivors for psychoso-
cial impairment and connect them
with the appropriate referral or re-
source. Now is the time for provid-
ers and researchers within the VA to
examine the magnitude of the need
for psychosocial and other survivor-
ship services for veterans and begin
to identify the appropriate screen-
ing tools, referral pathways, and re-
sources both within the VA and at the
national and local level in the sur-
rounding community.

Avenues for beginning that dia-
logue continue to develop through
the VA Survivorship Advisory Group,
now part of the Cancer Collaborative,
and through the Association of VA
Hematology/Oncology. Until guide-

ASSESSING HRQOL IN VETERANS WITH NMIBC

lines are developed and approved for
screening veteran survivors for dis-
tress, providers should strive to be
sensitive to psychosocial difficulties
in BlCa survivors and make referrals
to supportive services as needed.

Study limitations

Results of this study should be in-
terpreted carefully, considering its
limitations. Our sample size was rela-
tively small, and the results may not
be generalizable to the larger popu-
lation. In addition, the veterans and
private patients in our study may
have characteristics unique to their
group. For example, the literature
suggests that VA ambulatory patients
differ from other non-VA populations
as to distribution of illness and in-
surance needs.?! In addition, this is
a cross-sectional investigation, thus
the associations between variables do
not indicate causal relationships. Fur-
thermore, given the number of sexu-
ally inactive participants, additional
questions should be included in stud-
ies using the disease-specific HRQOL
scale (BLS-24) to determine the eti-
ology of sexual inactivity and how
BlCa may impact sexual activity. Even
though our results are consistent with
those found for other disease states,
further confirmatory studies with a
larger sample are needed.

CONCLUSIONS

The VHA patient population has
about 35,000 new cases of cancer
each year, and cancer is the second
leading cause of death in veterans.?
As the veteran population ages, the
burden of cancer on veterans and
the VA health care system will con-
tinue to increase, along with concerns
about enhancing HRQOL in these
patients. Information on HRQOL of
NMIBC patients will help in develop-
ing supportive care for these individ-
uals and, in turn, lead to potentially

positive treatment outcomes and
higher satisfaction with care. We have
found that veterans with NMIBC
have poorer HRQOL than patients
with the same disease from a private
clinic, which suggests the need for
additional supportive care in veterans
with NMIBC. The Institute of Medi-
cine’s report on cancer survivorship
recommends psychosocial interven-
tions to help patients manage symp-
toms more effectively. Educational
and coping interventions should be
especially beneficial for patients with
NMIBC. o
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verse effects—before administering
pharmacologic therapy to patients.

REFERENCES

1. Moye J, Schuster J, Latini DM, Naik A. The future
of cancer survivorship care for veterans. Fed Pract.
2010;27(2):36-43.

2. National Cancer Strategy, VHA Directive 2003-034.
Washington, DC: Department of Veterans Affairs,
Veterans Health Administration; 2003.

3. Hewitt M, Greenfield S, Stovall E, eds. Institute of
Medicine. From Cancer Patient to Cancer Survivor:
Lost in Transition. Washington, DC: National
Academies Press; 2005.

4. Rowland JH, Hewitt M, Ganz PA. Cancer survivor-
ship: A new challenge in delivering quality cancer
care. ] Clin Oncol. 2006;24(32):5101-5104.

5. Gotay CC. Assessing cancer-related quality of life
across a spectrum of applications. J Natl Cancer Inst
Monogr. 2004;(33):126-133.

6. American Cancer Society Cancer Facts and Figures
2010. Atlanta, GA: American Cancer Society; 2010.

7. Sohn M, Zhang H, Taylor BC, et al. Prevalence and
trends of selected urologic conditions for VA health-
care users. BMC Urology. 2006;6:30.

8.  Department of Veterans Affairs, National Center for
Veteran Analysis and Statistics. The Veteran Popu-
lation. National Survey of Veterans (NSV9503).
http://www1.va.gov/vetdata/docs/VETPOP.pdf.
Published April 1995. Accessed November 11,
2010.

9. Konety BR, Carroll PR, eds. Urothelial carcinoma:
Cancers of bladder, ureter, & renal pelvis. In:
Tanagho EA, McAninch JW, eds. Smiths General
Urology. 16th ed. New York, NY: McGraw-Hill;
2004.

10. SEER National Cancer Institute. NCI-SEER Stat
Fact Sheets: Bladder. SEER Web site. http:/seer
.cancer.gov/statfacts/html/urinb.html.  Accessed
November 11, 2010.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Lam HT, Leslie DM. Treatment options in the man-
agement of nonmuscle-invasive bladder cancer. US
Pharm (Oncology suppl). 2009;34(2):9-15.
National Smoking and Tobacco use Cessation
Program November 26, 2008. VHA Directive
2008-081. Washington, DC: Department of
Veterans Affairs, Veterans Health Administration;
2008.

The European Organization for Research and
Treatment of Cancer. Quality of Life Group activities.
EORTC Web site. http://groups.eortc.be/qol/qolu
_activities.htm. Accessed November 11, 2010.
Botteman ME Pashos CL, Hauser RS, Laskin
BL, Redaelli A. Quality of life aspects of bladder
cancer: A review of the literature. Qual Life Res.
2003;12(6)675-688.

The European Organization for Research and
Treatment of Cancer. EORTC Quality of Life Group
projects. http://groups.eortc.be/qol/qolg_projects.
htm. Accessed November 11, 2010.

Derogatis LR. BSI-18: Administration, Scoring and
Procedures Manual. Minneapolis, MN: National
Computer Systems; 2000.

Hart SL, Latini DM, Cowan JE, Carroll PR;
CaPSURE Investigators. Fear of recurrence, treat-
ment satisfaction, and quality of life after radical
prostatectomy for prostate cancer. Support Care
Cancer. 2008;16(2):161-169.

Horowitz M, Wilner N, Alvarez W. Impact of Event
Scale: A measure of subjective stress. Psychosom
Med. 1979;41(3):209-218.

Devins GM, Using the Tllness Intrusiveness Ratings
Scale to understand health-related quality of life
in chronic disease. J Psychosom Res. 2010;68(6):
591-602.

Devins GM. Illness intrusiveness and the psycho-
social impact of lifestyle disruptions in chronic
life-threatening disease. Adv Ren Replace Ther.
1994;1(3):251-263.

Kazis LE, Miller DR, Clark J, et al. Health-
related quality of life in patients served by the
Department of Veterans Affairs. Results from the
Veterans Health Study. Arch Intern Med. 1998;
158(6):626-632.

22,

23.

24.

25.

26.

27.

28.

20.

30.

31

Cully J, Paukert A, Falco J, Stanley M. Cognitive-
behavioral therapy: Innovations for cardiopulmo-
nary patients with depression and anxiety. Cogn
Behav Pract. 2009;16(4):394-407.

Goodwin JS, Zhang DD, Ostir GV. Effect of depres-
sion on diagnosis, treatment, and survival of older
women with breast cancer. ] Am Geriatr Soc.
2004;1(52):106-111.

Moore M, Hofer S, McGee H, Ring L. Can the
concepts of depression and quality of life be
integrated using a time perspective? Health Qual
Life Outcomes. 2005;3:1. http://www.hglo.com
/content/3/1/1. Accessed November 11, 2010.

Kim SH, Son BH, Hwang SY, et al. Fatigue and
depression in disease-free breast cancer survivors:
Prevalence, correlates, and association with qual-
ity of life. J Pain Symptom Manage. 2008;35(6):
644-655.

Mack D, Frick J. Quality of life in patients
undergoing bacille Calmette-Guerin therapy for
superficial bladder cancer. Br J Urol. 1996;78(3):
369-371.

Tuominen U, Blom M, Hirvonen J, et al. The effect
of co-morbidities on health-related quality of life
in patients placed on the waiting list for total joint
replacement. Health Qual Life Outcomes. 2007;5:16.
http://www.hqlo.com/content/5/1/16.  Accessed
November 11, 2010.

Knight SJ, Latini DM, Hart SL, et al. Education
predicts quality of life among men with pros-
tate cancer cared for in the Department of
Veterans Affairs. A longitudinal quality of life
analysis from CaPSURE. Cancer. 2007;109(9):
1769-1776.

Singh JA, Murdoch M. Effect of health-related
quality of life on women and men’s Veterans
Affairs (VA) health care utilization and mortality.
J Gen Intern Med. 2007;22(9):1260-1267.

Institute of Medicine: Cancer Care for the Whole
Patient: Meeting Psychosocial Health Needs.
Washington, DC: National Academies Press; 2008.
Holland JC, Andersen B, Breitbart, WS, et al.
Distress management. | Natl Compr Canc Netw.
2010;8(4):448-485.

38 - FEDERAL PRACTITIONER + JANUARY 2011





