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Health behavior changes 
and mortality among South Korean 
cancer survivors
Wonjeong Jeong1, Eun‑Cheol Park2,3, Chung Mo Nam3,4, Sohee Park4, Jin Young Nam5 & 
Sung‑In Jang2,3*

Considering the rapid growth in the number of cancer survivors, the successful management of their 
health behaviors requires further attention. However, there are lack of information about cancer 
survivors’ health behaviors and the risk of mortality using Korean cohort data. This study aimed to 
examine the effects of health behavior changes on mortality among cancer survivors and to develop 
a validated nomogram. This cohort study was conducted using claims data. Data from adult cancer 
survivors from the National Health Insurance Service–National Sample Cohort, conducted between 
2002 and 2015, were included. Individuals who were alive for five years after their cancer diagnosis 
were defined as cancer survivors. Cox proportional-hazards regression was used to estimate the 
target associations. Discrimination (Harrell’s C-index) and calibration (Hosmer–Lemeshow test) 
were employed to validate the nomogram. Data from 9300 cancer survivors were used for analysis. 
Compared to non-smokers, those who started or quit smoking had a higher risk of all-cause mortality. 
Those who were physically inactive had a higher risk of all-cause mortality than those who were 
continuously active. In the nomogram, the C-index value was 0.79 in the training data and 0.81 in 
the testing data. Hosmer–Lemeshow test was not significant, demonstrating a good fit. We found 
that individuals with unhealthy behaviors had a higher risk of mortality, thereby highlighting the 
importance of managing health behaviors among cancer survivors. The development of a validated 
nomogram may provide useful insights regarding official policies and existing practices in healthcare 
systems, which would benefit cancer survivors. Our study could provide the evidence to inform the 
priority of guideline for managing the health behavior among cancer survivors.

With improvements in the early detection and treatment of cancer, the long-term outcomes for cancer patients 
have improved, leading to an increase in the number of cancer survivors1,2. These trends of increase in the inci-
dence of cancer and the number of cancer survivors are also seen in Korea3. The 5-year relative survival rate of 
patients with cancer in South Korea improved substantially from 42.9% in 1993–1995 to 70.4% in 2013–20174. As 
this number is expected to grow dramatically in the next decades, attention is being paid to the health problems 
faced by cancer survivors5.

Concerns about the quality of life of cancer survivors and physical and mental health problems due to 
neglected healthcare during cancer treatment are increasing6. Cancer survivors have many unique healthcare 
needs, including managing the sequelae of cancer treatment and monitoring for cancer recurrence7. Chal-
lenges for long-term survivors include psychosocial late effects that call for comprehensive management in 
which primary care physicians play a critical role5. The comprehensive care of cancer survivors must address 
appropriate health promotion and disease prevention strategies for other conditions, to reduce their physical 
and psychological distress8,9.

Cancer survivors’ health behaviors have important implications for morbidity and mortality10. As more 
people diagnosed with cancer live longer, the implications of lifestyle behaviors such as cigarette smoking that 
worsen cancer prognosis, are of major importance for public health11. Healthy behaviors, such as being physically 
active, adopting a healthy diet, not smoking, and limiting alcohol intake, may prevent the onset and development 
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of late effects, reduce the incidence of cancer recurrence, and increase life expectancy of cancer survivors11,12. 
However, the prevalence of cigarette smoking among cancer survivors remains high13,14. Many cancer survivors 
continue to smoke despite the knowledge that continued smoking leads to poor clinical outcomes and shorter 
survival times13,15. Interestingly, a study showed that more than 50% of cancer survivors who smoked attempted 
to quit smoking unsuccessfully13. Considering the high proportion of unsuccessful quitting attempts among 
cancer survivors, there is a need for improvement and integration of smoking cessation measures13. Therefore, 
increasing attention is being paid to such continued health problems to help cancer survivors successfully man-
age their health behaviors3.

It is important to provide support to cancer survivors to help them incorporate healthy behaviors in their life-
style to improve their long-term health outcomes16. Studies have shown that cancer survivors, who had received 
health information and support to promote physical activity, showed increased physical activity compared to 
other self-care groups17. However, guidelines for helping cancer survivors develop and maintain healthy behaviors 
in South Korea are still lacking. To systematically manage the health of cancer survivors, a Korean version of the 
cancer survivor healthcare model is needed.

It is necessary to investigate the effects of health behavior changes and the risk of mortality among cancer 
survivors to prevent premature mortality by managing their health behaviors. We hypothesized that cancer sur-
vivors with healthy behaviors, such as physical activity and not smoking, will have a lower risk of mortality than 
those with unhealthy behaviors. Consequently, this study examined the risk of mortality according to changes in 
health behaviors among South Korean cancer survivors. We aimed to develop a validated nomogram to predict 
the survival rate in cancer survivors.

Results
Table 1 shows the incidence rates of all-cause mortality among the cancer survivors. Among 9300 cancer survi-
vors, 351 all-cause mortalities were identified during the 245,571.9 person years. Appendix 1 shows the general 
characteristics of the cancer survivors according to smoking status. Among 9300 cancer survivors, 235 (2.5%) 
started smoking, 880 (9.5%) continued smoking, 964 (10.4%) quit smoking after their diagnosis, and 7221 
(77.6%) were nonsmokers. Appendix 2 shows the general characteristics of the cancer survivors according to 
physical activity. Among 9300 cancer survivors, 2197 (23.6%) were consistently active, 1915 (20.6%) increased 
physical activity after diagnosis, 1857 (20.0%) decreased physical activity, and 3331 (35.8%) were physically 
inactive.

Table 2 shows the effects of health behavior changes on all-cause and cancer-related mortality among cancer 
survivors. Compared to those who were non-smokers, those who started or quit smoking had a higher risk of 
all-cause mortality. The risk of cancer-related mortality was not statistically significant. These findings are shown 
in the results of the risk of mortality among cancer patients within 5 years from diagnosis (Appendix 3), which 
demonstrate that those who continued smoking or quit smoking had a higher risk of cancer-related mortality 
than non-smokers before their 5-year survival. Those who were physically inactive had a higher risk of all-cause 
mortality than those who were continuously active.

Appendix 4 shows the results of subgroup analysis for the risk of all-cause mortality according to smoking 
status and physical activity changes. Among non-smokers, those who were physically inactive after their cancer 
diagnosis had a higher risk of all-cause mortality than those who were continuously active (decreased physical 
activity: HR = 1.56, 95% CI = 1.01–2.40; inactive: HR = 1.68, 95% CI = 1.12–2.53). Appendix 5 shows the results 
of subgroup analysis for the risk of all-cause mortality and cancer type, according to smoking status and physical 
activity. Among stomach cancer survivor, those who started smoking had higher risk of all-cause mortality than 
those who were non-smoking. However, there was no statistically significant results in cancer type according 
to physical activity (Fig. 1).

The 3-year survival nomogram is shown in Fig. 2. The total number of points was calculated by summing the 
points for each factor. Based on the sum of the assigned number of points for each factor in the nomogram, higher 
total points were associated with a higher mortality risk. The predicted probabilities of a 3-year survival rate can 

Table 1.   Incidence rates of all-cause mortality in the cancer survivors’ cohort.

Exposure Number of participants Number of deaths Person years Incidence rate (95% CI) per 100,000 person 
yearsTotal 9300 351 245,571.9

Smoking status

Started smoking 235 21 5895.9 356.1 (228.1–555.9)

Continued smoking 880 36 23,172.2 155.3 (111.4–216.6)

Quit smoking 964 53 25,022.4 211.8 (160.7–279.1)

Non-smoking 7,221 241 191,481.3 125.8 (110.7–143.1)

Physical activity

Continuously active 2,197 52 58,810.4 88.4 (67.2–116.4)

Increase 1,915 58 50,919.5 113.9 (87.7–147.8)

Decrease 1,857 84 48,667.2 172.6 (138.7–214.7)

Inactive 3,331 157 87,174.8 180.1 (153.5–211.3)
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Variables

All-cause mortality Cancer-related mortality

Adjusted HR 95% CI Adjusted HR 95% CI

Smoking status

Started smoking 1.98 (1.25–3.15) 1.55 (0.77–3.11)

Continued smoking 1.08 (0.75–1.58) 0.71 (0.39–1.29)

Quit smoking 1.44 (1.05–1.97) 1.52 (1.00–2.29)

Non-smoking 1.00 1.00

Physical activity

Continuously active 1.00 1.00

Increase 1.20 (0.82–1.75) 1.13 (0.70–1.84)

Decrease 1.46 (1.03–2.07) 1.34 (0.86–2.10)

Inactive 1.45 (1.05–2.02) 1.08 (0.70–1.66)

Sex

Male 1.00 1.00

Female 0.42 (0.32–0.54) 0.40 (0.28–0.57)

Age

 < 50 1.00 1.00

50–59 2.59 (1.50–4.50) 2.73 (1.39–5.37)

60–69 5.87 (3.50–9.83) 5.85 (3.08–11.12)

 ≥ 70 13.65 (8.06–23.09) 10.67 (5.48–20.80)

Income

Low 1.04 (0.78–1.39) 0.95 (0.64–1.43)

Middle 1.03 (0.81–1.31) 0.93 (0.66–1.30)

High 1.00 1.00

Region

Metropolitan 1.00 1.00

City 1.24 (0.92–1.67) 1.42 (0.96–2.12)

Rural 1.12 (0.86–1.45) 1.13 (0.79–1.62)

Medical insurance

Insurance (Corporate) 1.00 1.00

Insurance (Regional) 1.13 (0.90–1.41) 1.16 (0.85–1.58)

Medical aid 0.83 (0.20–3.42) 0.89 (0.12–6.62)

Disability

Yes 0.89 (0.62–1.27) 0.67 (0.38–1.19)

No 1.00 1.00

Alcohol consumption

0 times 1.00 1.00

1–2 times a week 0.60 (0.43–0.85) 0.45 (0.27–0.75)

 ≥ 3 times a week 0.81 (0.58–1.13) 0.80 (0.51–1.28)

BMIa

Underweight 1.67 (1.19–2.34) 1.28 (0.64–2.57)

Normal 1.00 1.00

Overweight 0.77 (0.59–1.02) 0.81 (0.55–1.19)

Obesity 0.77 (0.59–1.00) 0.89 (0.62–1.27)

Cancer type

Stomach cancer 1.00 1.00

Colorectal cancer 0.84 (0.55–1.30) 0.81 (0.43–1.51)

Lung cancer 1.17 (0.73–1.88) 1.89 (1.04–3.45)

Liver cancer 1.92 (1.27–2.90) 1.96 (1.09–3.53)

Other cancer 1.01 (0.74–1.39) 1.04 (0.66–1.65)

Charlson Comorbidity Index (CCI)

0 1.00 1.00

1 1.48 (0.82–2.69) 1.39 (0.70–2.74)

2 1.44 (0.80–2.58) 1.17 (0.59–2.30)

 ≥ 3 2.17 (1.24–3.79) 1.33 (0.70–2.56)

Diabetes before cancer

Yes 1.25 (0.98–1.59) 1.09 (0.76–1.56)

Continued
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be obtained by projecting the locations of the total points onto the bottom scales. For example, a male patient who 
quit smoking, was physically inactive, aged 60–69, living in the city, with medical aid, with no disability, having 
normal weight, no chronic disease (0 for CCI score), and with diabetes before cancer diagnosis would have a total 
of 178.5 points (41 points for sex, 3 points for quitting smoking, 23.5 points for physical inactivity, 67 points for 
age, 2.5 points for region, 12 points for medical insurance, 7.5 points for disability, 20 points for BMI, 0 points 
for CCI score, and 2 points for diabetes before cancer diagnosis), and had a predicted 3-year survival of 93%.

The C-index value was 0.79 in the training data and 0.81 in the testing data. The C-index is the fraction of 
all pairs of subjects whose predicted survival times are correctly ordered, which means concordant with actual 
survival times18. A value of 0.79 indicates that 79% of the patients are correctly classified in the training data, 
considering that C-index is 1.0 indicate a perfect predictive accuracy, and 0.5 indicate the model is not better 
than random chance18,19. The performance of the nomogram was not significantly different between the training 
and testing datasets. Moreover, the Hosmer–Lemeshow test was not significant (P > 0.05), which demonstrated 
a good fit.

Discussion
This study investigated the impact of changes in health behavior on the risk of mortality among cancer survivors. 
First, cox proportional-hazards regression was used to calculate the association between health behavior changes 
and the risk of mortality among cancer survivors. Our findings indicate that unhealthy behavior is associated 
with an increased risk of all-cause and cancer-related mortality. Second, the nomogram was constructed based on 
Cox proportional-hazards regression and validate the model. A validated nomogram was developed to provide 
information to predict the rate of survival in cancer survivors.

Based on our results, compared to those who were non-smokers, those who started or quit smoking had a 
higher risk of all-cause mortality. Moreover, those who were physically inactive had a higher risk of all-cause 
mortality than those who were continuously active. One study shows that cancer survivor’s health behavior 
plays a crucial role in the posttreatment or tertiary prevention contributing other health outcomes20. Exercise is 
the one of the most important health behaviors for cancer survivors for maintain their health outcomes such as 
longer survivors, improved disease specific outcomes21,22. Smoking is well-known to increase the risk for cancer 

Table 2.   Association between health behavior changes and mortality among cancer survivors. a Body mass 
index.

Variables

All-cause mortality Cancer-related mortality

Adjusted HR 95% CI Adjusted HR 95% CI

No 1.00 1.00

Hypertension before cancer

Yes 0.95 (0.75–1.20) 0.86 (0.63–1.19)

No 1.00 1.00

Year of cancer diagnosis

2005 1.00 1.00

2006 0.82 (0.57–1.17) 0.79 (0.47–1.31)

2007 0.66 (0.46–0.95) 0.68 (0.41–1.13)

2008 0.55 (0.38–0.80) 0.70 (0.42–1.15)

2009 0.36 (0.24–0.54) 0.40 (0.23–0.71)

2010 0.14 (0.08–0.25) 0.17 (0.08–0.37)

Figure 1.   Timeline of the study on health behavior changes among cancer survivors.
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proliferation and major contributor to cancer mortality20,23. Still there are lack of information or guidelines for 
the survivors to promote their health behaviors, and only 7.6% survivors met all six health behaviors including 
physical activity, smoking, using sunscreen regularly, alcohol consumption, weight management, and annual 
primary care visits24.

Cancer type is highly associated with their health behavior, such as lung cancer patients were more related to 
smoking. The distribution of the cancer type might affect the result of the study, but our subjects are similar with 
the distribution at the targeted period. According to the Korea Central Cancer Registry data, the prevalence of 
stomach cancer was 18.3%, lung cancer 12.1%, colorectal cancer 12.0%, and liver cancer 10.9% in 2003–200525. 
Those distributions are similar with the cancer type of our data. The rate of lung cancer was slightly lower, which 
seems that caused by smoking in the case of lung cancer. These findings demonstrate that those who smoked a 
lot had higher risk of mortality before their 5-year survival. As our study targeted cancer survivors who survived 
more than 5 years, the impact of cancer type seems low.

For constructing nomogram, our study divided the study population into training and test group randomly, 
which was shown in appendix 6. The nomogram was measure using smoking status, physical activity, sex, age, 
region, medical insurance, disability, BMI, CCI, diabetes before cancer. The model performance was evaluated 
with respect to discrimination and calibration26. The nomogram was subjected to repeatedly extracted resamples 
about 100 times or more from our original data to obtain C-index values, respectively, and then verified with the 
average value of the C-index26. Harrell’s C-index was performed to examine discrimination and Hosmer–Leme-
show test was used to measure calibration of our model. As all C-indexes in our nomogram were higher than 

Figure 2.   A nomogram for predicting survival in cancer survivors. To develop and validate the nomogram, 
the variables of smoking status, physical activity, sex, age, region, medical insurance, disability, BMI, Charlson 
Comorbidity Index, and diabetes before cancer were adjusted.
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0.7, the model accuracy means high27. This shows that the nomogram performed well in predicting the outcome, 
which shows similar results with other studies28. Calibration was considered good when p-value > 0.05, suggesting 
that the predicted percentage of survival was in accordance with actual percentage of survival29.

Cancer survivors tend to make positive changes in their lifestyles in response to their increased risk of mortal-
ity and subsequent health problems, such as with cancer recurrence and other diseases10. Research has revealed 
that cancer diagnosis has been described as a teachable moment for survivors to engage in health-promoting 
behaviors30. Cancer survivors’ health behaviors have important implications for morbidity and mortality, and 
cancer diagnosis often serves as an impetus for making health behavior changes10. Previous studies have shown 
that young adult survivors have higher levels of life stress, which is related to higher levels of health behavior 
changes31. In one study, cancer survivors even tried to quit smoking as they felt obliged or pressured by healthcare 
providers, not because they felt ready to quit32. Therefore, healthy lifestyle changes, such as increasing physical 
activity and smoking cessation, are indirectly influenced by physical, emotional, and social adjustment following 
the diagnosis and treatment that cancer survivors face30.

Based on our study, among non-smokers, those who were physically inactive after their cancer diagnosis had 
a higher risk of all-cause mortality than those who were continuously active. A study showed that compared to 
those who were in the high-risk unhealthy behavior group (over- or underweight and current or former smok-
ers), those who were in the moderate-risk group (at least two of the three risk factors) had an increased median 
of 2.1 years, the moderate- to low-risk group (only one of the three risk factors) had an increased median of 
3.6 years, and the low-risk group (no risk factors) had an increased median of 5.4 years for their survival33. 
Although modifying one to two behaviors could still lead to a lower risk of mortality, this implies that not par-
ticipating in any unhealthy behavior is important to obtain the most positive health outcomes.

Physically inactive lifestyles are associated with persistent physical fatigue among cancer survivors for months 
or even years34. One study showed that cancer survivors scored lower on measures of physical performance, 
suggesting that participation in regular physical activity is not sufficient to overcome the underlying physiologi-
cal changes imposed by intensified therapies and prolonged hospitalizations35. Our study found that those who 
were physically inactive after diagnosis, especially those whose physical activity decreased, had a higher risk 
of all-cause mortality than those who were continuously active. Although physical activity is highly associated 
with cancer survivors’ improved quality of life and positive health outcomes, being physically active after cancer 
diagnosis is difficult for cancer survivors.

It should be noted that the current study has several limitations. First, the stage or severity of cancer could not 
be included in this study because the NHIS data were not a cancer registry data, which could not provide the data 
about cancer severity36. However, as we included only cancer survivors who had survived 5 years after diagnosis, 
the influence of this limitation has decreased and could ensure homogeneity. Additionally, data showed that 
many lung cancer patients who continuously smoked could not survive for 5 years after their cancer diagnosis. 
Second, although people with breast cancer are often considered to have a 10-year survival rate, this study could 
not distinguish breast cancer due to lack of information. The data could not distinguish ICD-10 codes C50–C58 
and C60–C63, including breast cancer, as these cancer types were not provided in the NHIS-NSC data37. Finally, 
for the nomogram, only internal validation was performed owing to data limitations, and external validation 
was not performed; for a more accurate analysis, external validation is necessary. Therefore, caution needs to be 
taken to interpret other patient cohorts. However, considering that NHIS is the representative data of the South 
Korean population which is one of the largest data about medical claim, these results might be meaningful. 
Further researches using larger data sets from different source is necessary.

Despite these limitations, certain strengths of this study are noteworthy. This study used national sampling 
cohort data to assess the association between changes in health behavior and the risk of mortality. As this data 
represented the entire South Korean population, it could provide useful information regarding citizens’ utiliza-
tion of health insurance and health examinations and create higher value-added policies38. This study included 
data collected over a period of nearly 14 years, from 2002 to 2015, and considering that 5-year cancer survivors 
needed at least 5 years of follow-up, the long follow-up time could enable inferences about a long-term associa-
tion. Finally, the validated nomogram can provide useful insights into health policies.

The current study identified a significant relationship between changes in health behaviors and mortality 
among cancer survivors in South Korea. Based on our results, individuals who increasingly engaged in unhealthy 
behaviors had a higher risk of all-cause and cancer-related mortality. This highlights the importance of man-
aging health behaviors among cancer survivors. We believe that this study can have a meaningful impact not 
only physically and economically but also socially and politically, by raising awareness about the importance of 
managing health behaviors among cancer survivors to reduce the risk of adverse health outcomes. Moreover, the 
development of a validated nomogram may provide useful insights into both official policy and existing practice 
in healthcare systems, which would benefit further research for cancer survivors.

Methods
Data and study participants.  Data for this study were obtained from the 2002–2015 National Health 
Insurance Service–National Sample Cohort (NHIS-NSC). The NHIS-NSC data included all medical claims from 
approximately 2% of the South Korean population using stratified random sampling. Of these participants, indi-
viduals over the age of 20 years were included in this study. We extracted 30,128 individuals who were diagnosed 
with cancer between 2005 and 2010 using the International Classification of Disease, 10th revision (ICD-10) 
code: C00-C97. Only 22,629 individuals, who were still alive for 5  years after being diagnosed with cancer, 
were included and specified as “cancer survivors”39,40. Those who were unable to provide information about 
health behaviors because the data were not collected annually were excluded. Consequently, 9300 individuals 
were included as cancer survivors. Distribution of target population according to cancer type were shown in 
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Appendix 7, which means that the subjects is similar, although excluding due to lack of information. All data 
are available in the Korean National Health Insurance Sharing Service database (https://​nhiss.​nhis.​or.​kr) and 
can be accessed upon reasonable request. The NHIS-NSC data are secondary and do not contain any identify-
ing information. This study was reviewed and approved by the Institutional Review Board of Yonsei University 
Health System (IRB number: 4-2021-1294) and waived the requirement to obtain any informed consent because 
the data provided by the NHIS were anonymized in compliance with the confidentiality guidelines. This study 
adhered to the tenets of the Declaration of Helsinki.

Variables.  The risks of all-cause and cancer-related mortality were the dependent variables in this analysis. 
As only 5-year cancer survivors were included, mortality occurred 5 years after diagnosis. For cancer-related 
mortality, the death codes were classified according to ICD-10 codes. Among the 5-year cancer survivors, the 
data were analyzed for mortality within the follow-up period or by the end of the follow-up period (December 
31, 2015). Since each cancer survivor had a different cancer diagnosis date, the 5-year survival date was calcu-
lated. The follow-up period was considered from the 5-year survival date to the date of death or December 31, 
2015.

The primary independent variable was changes in health behavior, including changes in smoking status 
and physical activity. Health behaviors were calculated by comparing health behaviors before and after cancer 
diagnosis until the 5-year survival period. For each cancer survivor, the 5-year survival rate was calculated from 
the date of cancer diagnosis to the 5-year survival mark (Fig. 1). As data were not collected annually, the first 
response before cancer diagnosis was used as the status of smoking and physical activity before diagnosis. The last 
response from cancer diagnosis to 5 years after diagnosis was considered as health behavior after diagnosis. For 
smoking status, individuals who reported being current smokers were placed in the smoking group, and the data 
for which were observed from before cancer diagnosis and from cancer diagnosis to the 5-year survival mark. 
For physical activity, those who were physically active at least once a week were categorized into the physically 
active group, and the data for which were observed from before cancer diagnosis and from cancer diagnosis to 
the 5-year survival mark. As the questions about physical activity was subdivided into walking, moderate physi-
cal activity, and vigorous physical activity after the year 2009, the answer of moderate physical activity was used.

The controls for covariates during both analyses were sex, age, income, region, medical insurance, disability, 
alcohol consumption, body mass index (BMI)41, cancer type, Charlson Comorbidity Index (CCI) score, diabetes 
before cancer, hypertension before cancer, and year of cancer diagnosis. The cancer types were categorized as 
stomach cancer (ICD-10: C16), colorectal cancer (ICD-10: C18–C20), lung cancer (ICD-10: C33–C34), liver 
cancer (ICD-10: C22), and other cancers, indicating the top incidences of cancer in South Korea. As the National 
Health Insurance Service (NHIS) provides some data excluding information about cancer type, which is con-
sidered sensitive information; breast cancer could not be included as a separate category of cancer in this study 
due to lack of relevant information42. The cancer type was chosen based on the first cancer diagnosis for each 
individual. Alcohol consumption and BMI were calculated based on the response after cancer diagnosis. For 
diabetes before cancer and hypertension before cancer, diabetes (ICD-10: E10, E11), and hypertension (ICD-10: 
I10–I15) respectively, were measured using data collected before the date of cancer diagnosis. Cancer was not 
included in the CCI score, as all individuals were diagnosed with cancer. AIDS/HIV were not included, as the 
related data were considered sensitive information and were not provided for the sample cohort.

Statistical analysis.  The chi-square test was used to investigate the general characteristics of cancer sur-
vivors, which were reported as frequencies and percentages. Cox proportional-hazards regression was used to 
calculate the association between health behavior changes and the risk of mortality among cancer survivors; it 
was determined by the adjusted hazard ratio (HR) and 95% confidence interval (CI). Survival time was defined 
as the number of days from the 5-year survival date (time zero) to the date of death or December 31, 2015, 
whichever occurred first.

To construct the nomogram, the data were randomly divided into training and testing data at a split ratio 
of 3:1. The nomogram was constructed based on Cox proportional-hazards regression using training data, and 
testing data were used to validate the model that predicts survival risk. For the nomogram, we aimed to develop 
a main model with 10 predictors43. To confirm the predictive accuracy of the nomogram, we assessed the nomo-
gram model performance by examining discrimination (Harrell’s C-index) and calibration (Hosmer–Lemeshow 
test). Harrell’s C-index was used to reflect the predictive accuracy and discrimination ability of each factor and the 
nomogram, with values near 1 indicating that the risk scores are good at determining accuracy of prediction44. 
The Hosmer–Lemeshow test was conducted to test the calibration of the nomogram, which was used to examine 
the goodness-of-fit44. In this study, the Hosmer–Lemeshow test for the Cox proportional-hazards regression 
model was used. With a P-value > 0.05, it demonstrates a good fit. For the analysis, the R package ‘rms’ and 
‘survival’ were used. All data analyses were performed using SAS Enterprise Guide 7.1 (SAS Institute Inc., Cary, 
NC, USA) and R Studio 1.0.136 software (R Studio Inc., Boston, MA, USA).

Ethical declaration.  This study was reviewed and approved by the Institutional Review Board of Yonsei 
University Health System (IRB number: 4–2021-1294) and waived the requirement to obtain any informed con-
sent because the data provided by the NHIS were anonymized in compliance with the confidentiality guidelines. 
This study adhered to the tenets of the Declaration of Helsinki.

https://nhiss.nhis.or.kr


8

Vol:.(1234567890)

Scientific Reports |        (2022) 12:16011  | https://doi.org/10.1038/s41598-022-20092-z

www.nature.com/scientificreports/

Data availability
The datasets generated and/or analysed during the current study are available in the Korean National Health 
Insurance Sharing Service database repository, (https://​nhiss.​nhis.​or.​kr). The datasets used and/or analysed 
during the current study available from the NHIS on reasonable request.

Received: 11 April 2022; Accepted: 8 September 2022

References
	 1.	 Wronski, S. Defining cancer survivor and cancer survivorship: The who, what, and when. Psicooncología 12, 7 (2015).
	 2.	 Newhauser, W. D., deGonzalez, A. B., Schulte, R. & Lee, C. A review of radiotherapy-induced late effects research after advanced 

technology treatments. Front. Oncol. 6, 13 (2016).
	 3.	 Shin, D. W., Cho, B., Kim, S. Y., Jung, J. H. & Park, J. H. Management of cancer survivors in clinical and public health perspectives: 

Current status and future challenges in Korea. J. Korean Med. Sci. 28, 651–657. https://​doi.​org/​10.​3346/​jkms.​2013.​28.5.​651 (2013).
	 4.	 Yun, E. H. et al. Trends in participation rates of the national cancer screening program among cancer survivors in Korea. Cancers 

13, 81. https://​doi.​org/​10.​3390/​cance​rs130​10081 (2021).
	 5.	 Bober, S. L. et al. Caring for cancer survivors. Cancer 115, 4409–4418. https://​doi.​org/​10.​1002/​cncr.​24590 (2009).
	 6.	 Yoon, Y. H. Common primary medical problems in cancer survivors: improving quality of life. Kor. J. Fam. Med. 31, 232 (2010).
	 7.	 McMullen, C. K. et al. Caregivers as healthcare managers: health management activities, needs, and caregiving relationships for 

colorectal cancer survivors with ostomies. Support. Care Cancer 22, 2401–2408. https://​doi.​org/​10.​1007/​s00520-​014-​2194-3 (2014).
	 8.	 Ganz, P. A. Late effects of cancer and its treatment. Semin. Oncol. Nurs. 17, 241–248. https://​doi.​org/​10.​1053/​sonu.​2001.​27914 

(2001).
	 9.	 Huang, I. C. et al. Emotional distress impacts quality of life evaluation: A report from the Childhood Cancer Survivor Study. J. 

Cancer Surv. 11, 309–319. https://​doi.​org/​10.​1007/​s11764-​016-​0589-5 (2017).
	10.	 Park, C. L., Edmondson, D., Fenster, J. R. & Blank, T. O. Positive and negative health behavior changes in cancer survivors: A stress 

and coping perspective. J. Health Psychol. 13, 1198–1206. https://​doi.​org/​10.​1177/​13591​05308​095978 (2008).
	11.	 Talluri, R., Fokom Domgue, J., Gritz, E. R. & Shete, S. Assessment of Trends in Cigarette Smoking Cessation After Cancer Diagnosis 

Among US Adults, 2000 to 2017. JAMA Netw. Open 3, e2012164-e2012164. https://​doi.​org/​10.​1001/​jaman​etwor​kopen.​2020.​12164 
(2020).

	12.	 Pugh, G. et al. Health behavior change interventions for teenage and young adult cancer survivors: A systematic review. J. Adolesc. 
Young Adult Oncol. 5, 91–105. https://​doi.​org/​10.​1089/​jayao.​2015.​0042 (2016).

	13.	 Gritz, E. R., Talluri, R., Fokom Domgue, J., Tami-Maury, I. & Shete, S. Smoking behaviors in survivors of smoking-related and 
non–smoking-related cancers. JAMA Netw. Open 3, e209072. https://​doi.​org/​10.​1001/​jaman​etwor​kopen.​2020.​9072 (2020).

	14.	 National Cancer Institute Cancer survivors and smoking: cancer trends progress report. National Cancer Institute. (2021).
	15.	 Sheikh, M., Mukeriya, A., Shangina, O., Brennan, P. & Zaridze, D. Postdiagnosis smoking cessation and reduced risk for lung 

cancer progression and mortality. Ann. Intern. Med. 174, 1232–1239. https://​doi.​org/​10.​7326/​M21-​0252 (2021).
	16.	 Fujisawa, D., Umezawa, S., Basaki-Tange, A., Fujimori, M. & Miyashita, M. Smoking status, service use and associated factors 

among Japanese cancer survivors—A web-based survey. Support. Care Cancer 22, 3125–3134. https://​doi.​org/​10.​1007/​s00520-​
014-​2284-2 (2014).

	17.	 Valle, C. G., Tate, D. F., Mayer, D. K., Allicock, M. & Cai, J. A randomized trial of a Facebook-based physical activity intervention 
for young adult cancer survivors. J. Cancer Surviv. 7, 355–368. https://​doi.​org/​10.​1007/​s11764-​013-​0279-5 (2013).

	18.	 Li, J. et al. Diagnostic accuracy of dual-energy CT-based nomograms to predict lymph node metastasis in gastric cancer. Eur. 
Radiol. 28, 5241–5249. https://​doi.​org/​10.​1007/​s00330-​018-​5483-2 (2018).

	19.	 RiosVelazquez, E. et al. Externally validated HPV-based prognostic nomogram for oropharyngeal carcinoma patients yields more 
accurate predictions than TNM staging. Radiother. Oncol. 113, 324–330. https://​doi.​org/​10.​1016/j.​radonc.​2014.​09.​005 (2014).

	20.	 Oberguggenberger, A. et al. Health behavior and quality of life outcome in breast cancer survivors: Prevalence rates and predictors. 
Clin. Breast Cancer 18, 38–44. https://​doi.​org/​10.​1016/j.​clbc.​2017.​09.​008 (2018).

	21.	 Ibrahim, E. M. & Al-Homaidh, A. Physical activity and survival after breast cancer diagnosis: Meta-analysis of published studies. 
Med. Oncol. 28, 753–765. https://​doi.​org/​10.​1007/​s12032-​010-​9536-x (2011).

	22.	 Rogers, L. Q. et al. Better exercise adherence after treatment for cancer (BEAT Cancer) study: Rationale, design, and methods. 
Contemp. Clin. Trials 33, 124–137. https://​doi.​org/​10.​1016/j.​cct.​2011.​09.​004 (2012).

	23.	 IARC Working Group on the Evaluation of Carcinogenic Risks to Humans IARC monographs on the evaluation of carcinogenic 
risks to humans. Ingested nitrate and nitrite, and cyanobacterial peptide toxins. IARC monographs on the evaluation of carcinogenic 
risks to humans 94, 5–7, 1–412 (2010).

	24.	 Hyland, K. A., Jacobs, J. M., Lennes, I. T., Pirl, W. F. & Park, E. R. Are cancer survivors following the national comprehensive 
cancer network health behavior guidelines? An assessment of patients attending a cancer survivorship clinic. J. Psychosoc. Oncol. 
36, 64–81. https://​doi.​org/​10.​1080/​07347​332.​2017.​13991​93 (2018).

	25.	 Ministry of Health and Welfare The report of cancer incidence and survival rate. Ministry of Health and Welfare. http://​www.​mohw.​
go.​kr/​react/​al/​sal03​01vw.​jsp?​PAR_​MENU_​ID=​04&​MENU_​ID=​0403&​CONT_​SEQ=​36916​4&​page=1 (2008).

	26.	 Pan, H. et al. Nomogram prediction for the survival of the patients with small cell lung cancer. J. Thoracic Dis. 9, 507–518. https://​
doi.​org/​10.​2137/​jtd.​2017.​03.​121 (2007).

	27.	 Yan, L., Deng, W., Guan, L. & Xu, H. Nomogram forecasting 3-, 5-, and 8-year overall survival and cancer-specific survival of 
gingival squamous cell carcinoma. Cancer Med. 9, 8266–8274. https://​doi.​org/​10.​1002/​cam4.​3436 (2020).

	28.	 Jeong, S. et al. Estimating risk of cardiovascular disease among long-term colorectal cancer survivors: A nationwide cohort study. 
J. Front. Cardiovasc. Med. 2015, 1 (2021).

	29.	 Xiao, L. et al. A novel clinical nomogram to predict bilateral hyperaldosteronism in Chinese patients with primary aldosteronism. 
Clin. Endocrinol. 90, 781–788. https://​doi.​org/​10.​1111/​cen.​13962 (2019).

	30.	 Beehler, G. P., Rodrigues, A. E., Kay, M. A., Kiviniemi, M. T. & Steinbrenner, L. Perceptions of barriers and facilitators to health 
behavior change among veteran cancer survivors. Mil. Med. 179, 998–1005. https://​doi.​org/​10.​7205/​MILMED-​D-​14-​00027 (2014).

	31.	 Tercyak, K. P., Donze, J. R., Prahlad, S., Mosher, R. B. & Shad, A. T. Multiple behavioral risk factors among adolescent survivors of 
childhood cancer in the Survivor Health and Resilience Education (SHARE) Program. Pediatr. Blood Cancer 47, 825–830. https://​
doi.​org/​10.​1002/​pbc.​20602 (2006).

	32.	 Little, M. A. et al. Why don’t cancer survivors quit smoking? An evaluation of readiness for smoking cessation in cancer survivors. 
J. Cancer Prev. 23, 44–50. https://​doi.​org/​10.​1530/​JCP.​2018.​23.1.​44 (2018).

	33.	 Rizzuto, D. & Fratiglioni, L. Lifestyle factors related to mortality and survival: A mini-review. Gerontology 60, 327–335. https://​
doi.​org/​10.​1159/​00035​6771 (2014).

	34.	 Schmidt, M. E. et al. Determinants of long-term fatigue in breast cancer survivors: Results of a prospective patient cohort study. 
Psychooncology 24, 40–46. https://​doi.​org/​10.​1002/​pon.​3581 (2015).

https://nhiss.nhis.or.kr
https://doi.org/10.3346/jkms.2013.28.5.651
https://doi.org/10.3390/cancers13010081
https://doi.org/10.1002/cncr.24590
https://doi.org/10.1007/s00520-014-2194-3
https://doi.org/10.1053/sonu.2001.27914
https://doi.org/10.1007/s11764-016-0589-5
https://doi.org/10.1177/1359105308095978
https://doi.org/10.1001/jamanetworkopen.2020.12164
https://doi.org/10.1089/jayao.2015.0042
https://doi.org/10.1001/jamanetworkopen.2020.9072
https://doi.org/10.7326/M21-0252
https://doi.org/10.1007/s00520-014-2284-2
https://doi.org/10.1007/s00520-014-2284-2
https://doi.org/10.1007/s11764-013-0279-5
https://doi.org/10.1007/s00330-018-5483-2
https://doi.org/10.1016/j.radonc.2014.09.005
https://doi.org/10.1016/j.clbc.2017.09.008
https://doi.org/10.1007/s12032-010-9536-x
https://doi.org/10.1016/j.cct.2011.09.004
https://doi.org/10.1080/07347332.2017.1399193
http://www.mohw.go.kr/react/al/sal0301vw.jsp?PAR_MENU_ID=04&MENU_ID=0403&CONT_SEQ=369164&page=1
http://www.mohw.go.kr/react/al/sal0301vw.jsp?PAR_MENU_ID=04&MENU_ID=0403&CONT_SEQ=369164&page=1
https://doi.org/10.2137/jtd.2017.03.121
https://doi.org/10.2137/jtd.2017.03.121
https://doi.org/10.1002/cam4.3436
https://doi.org/10.1111/cen.13962
https://doi.org/10.7205/MILMED-D-14-00027
https://doi.org/10.1002/pbc.20602
https://doi.org/10.1002/pbc.20602
https://doi.org/10.1530/JCP.2018.23.1.44
https://doi.org/10.1159/000356771
https://doi.org/10.1159/000356771
https://doi.org/10.1002/pon.3581


9

Vol.:(0123456789)

Scientific Reports |        (2022) 12:16011  | https://doi.org/10.1038/s41598-022-20092-z

www.nature.com/scientificreports/

	35.	 Hoffman, M. C. et al. Deficits in physical function among young childhood cancer survivors. J. Clin. Oncol. 31, 2799–2805. https://​
doi.​org/​10.​1200/​JCO.​2012.​47.​8081 (2013).

	36.	 Choi, S. et al. Association between Post-Diagnosis Particulate Matter Exposure among 5-Year Cancer Survivors and Cardiovascular 
Disease Risk in Three Metropolitan Areas from South Korea. Int. J. Environ. Res. Public Health 17, 1. https://​doi.​org/​10.​3390/​ijerp​
h1708​2841 (2020).

	37.	 Park, E. H. et al. Basic facts of breast cancer in Korea in 2014: The 10-year overall survival progress. J. Breast Cancer 20, 1–11. 
https://​doi.​org/​10.​4048/​jbc.​2017.​20.1.1 (2017).

	38.	 Lee, J., Lee, J. S., Park, S.-H., Shin, S. A. & Kim, K. Cohort profile: The National Health Insurance Service-National Sample Cohort 
(NHIS-NSC), South Korea. Int. J. Epidemiol. 46, e15. https://​doi.​org/​10.​1093/​ije/​dyv319 (2017).

	39.	 Marzorati, C., Riva, S. & Pravettoni, G. Who is a cancer survivor? A systematic review of published definitions. J. Cancer Educ. 32, 
228–237. https://​doi.​org/​10.​1007/​s13187-​016-​0997-2 (2017).

	40.	 National Coalition for Cancer Survivorship Defining cancer survivorship. National Coalition for Cancer Survivorship. https://​cance​
radvo​cacy.​org/​defin​ing-​cancer-​survi​vorsh​ip/ (2014).

	41.	 Kim, B. Y. et al. Guideline for the management of obesity. Korean Society for the Study of Obestiy. http://​gener​al.​kosso.​or.​kr/​html/​
user/​core/​view/​react​ion/​main/​kosso/​inc/​data/​Quick_​refer​ence_​guide​line.​pdf (2020).

	42.	 Korea Central Cancer Registry / National Cancer Center Annual report of cancer statistics in Korea in 2018. Ministry of Health 
and Welfare (2020).

	43.	 Hyder, O. et al. A nomogram to predict long-term survival after resection for intrahepatic cholangiocarcinoma: An eastern and 
western experience. JAMA Surg. 149, 432–438. https://​doi.​org/​10.​1001/​jamas​urg.​2013.​5168 (2014).

	44.	 Tang, X. et al. A novel nomogram and risk classification system predicting the cancer-specific survival of patients with initially 
diagnosed metastatic esophageal cancer: A SEER-based study. Ann. Surg. Oncol. 26, 321–328. https://​doi.​org/​10.​1245/​s10434-​018-​
6929-0 (2019).

Acknowledgements
This paper is excerpted from the doctoral dissertation of Wonjeong Jeong in 2022. We would like to thank col-
leagues from the Department of Public Health, Graduate School of Yonsei University, who provided their advice 
in the preparation of this manuscript.

Author contributions
W.J. and E.-C.P. conceived and designed the study. W.J. performed the formal analysis and developed the meth-
odology, and C.M.N. helped with the methodology. W.J. wrote the initial drafts. J.Y.N. and S.P. helped to draft the 
manuscript. S.-I.J. is the corresponding author for this work and supervised the entire manuscript. All authors 
read and approved the final manuscript.

Funding
This work was supported by a grant of the Korea Health Technology R&D Project through the Korea Health 
Industry Development Institute (KHIDI), funded by the Ministry of Health & Welfare, Republic of Korea (grant 
number: HI20C1130).

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https://​doi.​org/​
10.​1038/​s41598-​022-​20092-z.

Correspondence and requests for materials should be addressed to S.-I.J.

Reprints and permissions information is available at www.nature.com/reprints.

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

Open Access   This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

© The Author(s) 2022

https://doi.org/10.1200/JCO.2012.47.8081
https://doi.org/10.1200/JCO.2012.47.8081
https://doi.org/10.3390/ijerph17082841
https://doi.org/10.3390/ijerph17082841
https://doi.org/10.4048/jbc.2017.20.1.1
https://doi.org/10.1093/ije/dyv319
https://doi.org/10.1007/s13187-016-0997-2
https://canceradvocacy.org/defining-cancer-survivorship/
https://canceradvocacy.org/defining-cancer-survivorship/
http://general.kosso.or.kr/html/user/core/view/reaction/main/kosso/inc/data/Quick_reference_guideline.pdf
http://general.kosso.or.kr/html/user/core/view/reaction/main/kosso/inc/data/Quick_reference_guideline.pdf
https://doi.org/10.1001/jamasurg.2013.5168
https://doi.org/10.1245/s10434-018-6929-0
https://doi.org/10.1245/s10434-018-6929-0
https://doi.org/10.1038/s41598-022-20092-z
https://doi.org/10.1038/s41598-022-20092-z
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Health behavior changes and mortality among South Korean cancer survivors
	Results
	Discussion
	Methods
	Data and study participants. 
	Variables. 
	Statistical analysis. 
	Ethical declaration. 

	References
	Acknowledgements


