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Background: DLBCL is the most commonly occurring type of non-Hodgkin's lymphoma, which may be found at various extranodal sites. But little is known about the particular trends of extranodal DLBCL.

Methods: A total of 15,882 extranodal DLBCL patients were included in incidence analysis from the Surveillance, Epidemiology, and End Results (SEER) database (1973–2015). The joinpoint regression software was used to calculate the annual percent change (APC) in rates. Nomograms were established by R software to predict overall survival (OS).

Results: The extranodal DLBCL incidence continued to rise at a rate of 1.6% (95% CI, 0.4–2.8, p < 0.001) per year over the study period, until it declined around 2003. The incidence-based mortality trend of extranodal DLBCL had a similar pattern, with a decrease happening around 1993. Five-year survival rates improved dramatically from the 1970s to 2010s (44.15 vs. 63.7%), and the most obvious increase occurred in DLBCL patients with primary site in the head/neck. The C-index showed a value for OS of 0.708, which validated the nomograms performed well and were able to forecast the prognosis of patients with extranodal DLBCL. The calibration curves showed satisfactory consistency between true values and predicted values for 1-, 5-, and 10-year overall survival, respectively.

Conclusions: The incidence and incidence-based mortality of extranodal DLBCL had been increasing for decades, followed by a promising downward trend in recent years. These findings may help scientists identify disease-related risk factors and better manage the disease. The prediction signature cloud identifies high-risk patients who should receive effective therapies to prevent the fatal nature of this disease, and low-risk patients to reduce over-treatment.
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INTRODUCTION

Non-Hodgkin lymphoma (NHL) is the tenth most common cancer in the world in 2018 (1), while the most common NHL subtype is diffuse large B-cell lymphomas (DLBCL), comprising approximately 30% of NHL (2). Lymphoma can arise in any tissue, and approximately one third of patients present with extranodal sites (3). In the United States, NHL incidence has increased about 80% from 1975 to 2003, and extranodal NHL accounts for the most of new cases (4). Etiological exposure, as well as the pattern of incidence and mortality may vary according to anatomical sites. Existing data describing the incidence and mortality trends of DLBCL failed to specially depict extranodal DLBCL, consider the effects of tumor property and demographic character of patients, or make systemic comparison of incidence and mortality trend based on these characteristics (5).

In recent years, the most of DLBCL patients' survival rate have been dramatically increased since R-CHOP (rituximab with cyclophosphamide, doxorubicin, vincristine, and prednisone) was introduced as a first-line therapy (6). However, treatment-related side effects and long-term complications have also been increased, and a significant proportion of patients do not respond to initial treatment or relapse ultimately. At present, the most routine prognostic system in DLBCL patients is the International Prognostic Index (IPI). The number of extranodal sites is one of the evaluation standard of the IPI score. However, Lu CS et al. had indicated that the particular extranodal sites show a better predictive value than the number of extranodal sites involved (7). Besides, there is increasing evidence that primary extranodal sites reflect distinct clinical features and prognostic implications, and require specific therapy (8, 9). Therefore, a new risk stratification signature that includes extranodal sites involved of origin is needed to guide the treatment of extranodal DLBCL. As a graphical expression of a mathematical model, nomographs could combine different information of several features to forecast a specific outcome in clinical practice. By integrating various significant factors, a nomograph could estimate the feasibility of an event for each patient, such as the possibility of death or recurrence. Thus, the nomograph has evolved into an important instrument for forecasting the clinical outcomes of various type of cancer and could provide optimal therapy schemes for physicians.

The present study aimed to explore the incidence and mortality trends of extranodal DLBCL by primary site involved and patient demographic characteristics from the Surveillance, Epidemiology, and End Results (SEER) cancer registry during 1973–2015. The results may help scientists identify disease-related risk factors and better manage the disease. In addition, we have developed a new prediction model specifically for patients with extranodal DLBCL in the rituximab era that may provide an accurate risk stratification of individual and guide the treatment.



MATERIALS AND METHODS


Data Sources
 
Patients to Estimate Incidence and IBM:Seer 9

The incidence cases come from the registries of the SEER-9 cancer incidence file of the US National Cancer Institute from 1973 to 2015. For the SEER database has only been recorded on the Ann Arbor Stage since 1983, we limited the analysis of the impact of the Ann Arbor Stage on the incidence from 1983.

The incidence-based mortality (IBM) cases were different from traditional mortality cases, which linked mortality records to incident cancer cases. The IBM cases were only included from 1988 to 2015 to ensure maximum majority of the deaths occurring after 1973 and IBM rates was not underestimated in the first few years. This interval was chosen, because the mean survival time for patients with DLBCL is 10 years.



Patients to Estimate Survival and Construction the Nomogram:SEER 18

The patients diagnosed from 1973 to 2015 were enrolled from the SEER 18 registries with 28% of the US population in the survival analysis.

The patients diagnosed from 2002 to 2015 were selected out from the SEER 18 registries for construction of nomogram. The patients diagnosed before 2002 were excluded, because we aimed to build a prediction model for the rituximab era and 79% of DLBCL patients have received rituximab as first-line treatment from 2002 (10).




Study Population Selection

Eligible patients were diagnosed with lymphoma with the International Classification of Diseases for Oncology, third edition, ICD-O-3 histology code 9680 (diffuse large B-cell lymphoma, not otherwise specified). These patients were excluded: (1) DLBCL wasn't primary malignancy; (2) the patients were not active follow-up; (3) the primary site of the lymphoma was central nervous system, mediastinum or unknown. Patients with primary CNS DLBCL and primary mediastinal DLBCL were excluded, because they have unique clinical features, prognosis, and the treatment that differ from other sites. The sparse number of patients whose race was unknown were excluded for further evaluation in the incidence and Incidence-Based Mortality (n = 66 and n = 7, respectively) analysis. In addition, those who survived for less than a month were excluded in survival analysis and construction the nomogram, because their survival time were recorded as 0 in SEER database. We excluded the patients whose Ann Arbor Stage and race was unknown when constructing the nomogram.



Definition of Variables

Patients' age at diagnosis, sex, race, clinical stage, primary site of involvement, survival time, and cause of death were collected. Patients were divided into 4 groups based on age at diagnosis: (1) children: ≤14 years; (2) AYAs: 15–39 years; (3) adults: 40–64 years; (4) the elderly: ≥65 years, according to the National Cancer Institute Progress Review Group on AYA Oncology and the National Comprehensive Cancer Network guidelines. Autologous stem cell transplantation (ASCT) is an effective method to treat recurrent patients, but ASCT was most commonly offered to patients <65 years. Survival rates change dramatically with age for those older than 65 due to geriatric syndromes and comorbid diseases. Therefore, the elderly were further divided into groups every 5 years in the process of survival analysis and modeling. The stage was divided into early (Ann Arbor Stage I/II) or advanced (III/IV) stage. Based on the ICD-O-3 topography code published by SEER, primary sites were classified into 10 sites: Skin/soft tissue (C44-44.9, C49-49.9); Gastrointestinal tract (C15-21.8, C26-26.9); Head/Neck (C00-14.8, C30-32.9, C73.9, C76); Genitourinary tract (C51-68.9); Skeletal tissue (C40-41.9, C76.3-76.5); Respiratory system (C33.9-34.9, C39-39.9); Hematologic system (C42-42.4); Liver/pancreas (C22-25.9); Breast tissue (C50-50.9); and Other (C48-48.8, C69-69.9, C74-75.9, C76.1-76.2).



Statistical Analysis

SEER*Stat version 8.3.2 was used to calculate incidence and IBM rates. All rates were age adjusted to the 2000 US standard population and expressed per 100,000 person-years. Joinpoint regression analysis program, version 4.5.0.1, was used to analyze the incidence and mortality trends of extranodal DLBCL, and annual percentage change (APC) and average annual percentage change (AAPC) were used to assess rate changes. We use the rms package in R Bioconductor to calculate 1-year, 5- and 10-year overall survival (OS). In order to determine how different variable levels were associated relatively, as well as individually, with survival, Univariable and multivariable Cox proportional hazards regression models were used to calculate hazard ratios (HR) and 95% confidence intervals (CI). SPSS used for survival analyses. P < 0.5 was a statistically significant standard.



Construction and Validation of the Nomogram

The steps to construct the nomogram are as follows. Firstly, the primary outcome was set to be OS. Secondly, variables (e.g., age at diagnosis, sex, race, clinical stage, and primary site of involvement) which may determine the outcome were selected on basis of priori clinical hypotheses. Thirdly, the survival related factors were determined via Cox proportional hazards regression model. Finally, a prognostic nomogram for OS was built through R Bioconductor based on multivariate analysis above.

As for the application of the nomogram, firstly, the point for each trait of the patient was allocated via a vertical line from the corresponding variable to the point scale. Then, all the points were summed up and a vertical line was drawn from the total point scale to obtain different probability of 1-, 5-, and 10-year OS.

Concordance index (C-index) and calibration curve are used to assess the performance of the model. C-index >0.5 is considered statistically significant, and a larger value indicates a stronger predictive ability of the model. The closer the predicted value is to the diagonal line on the calibration plot, the stronger the model prediction ability. The model experienced 1,000 bootstrap reiterations.




RESULTS


Patient Characteristics in Incidence and Mortality Analysis

A total of 15,882 patients with extranodal DLBCL as the first malignancy diagnosed were included in the incidence analysis from SEER database from 1973 to 2015. Patient characteristics are outlined in Table 1. Among them, man (8,620 [54.275]), early stage (9,841 [61.963]), the elderly (8,776 [55.258]), and white groups (13,270 [83.554]) comprised the largest proportion in patients included. The most common primary sites were gastrointestinal tract (5,430 [34.190]), head/neck (3,602 [22.680]), and skin and soft tissue (1,717 [10.811]). Of these patients, 8,776 died of extranodal DLBCL from 1988 to 2015 and were included in the incidence-based mortality analysis. Most of the deaths occurred in man (4,745 [54.068]), early stage (5,377 [61.269]), the elderly (6,795 [77.427]), and white group (7,437 [84.742]). Trends of incidence and incidence-based mortality by tumor characteristics were described in Tables 2, 3, respectively.


Table 1. Extranodal diffuse large B-cell lymphoma incidence (1973–2015) and incidence-based mortality (1988–2015): the SEER-9 registry database.
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Table 2. Trends in extranodal diffuse large B-cell lymphoma incidence rates (1973–2015): the SEER-9 registry database.
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Table 3. Trends in extranodal diffuse large B-cell lymphoma incidence-based mortality rates (1988–2015): the SEER-9 registry database.
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Overall Incidence and Mortality Trends

The extranodal DLBCL incidence continued to rise at a rate of 1.6% (95% CI, 0.4–2.8, p < 0.001) per year over study period, until it declined around 2003 (Table 2). The incidence of extranodal DLBCL increased steeply during 1996–2003 (APC, 3.3% [95% CI, 1.4–5.2%]), whereas it turned to decrease during 2003–2015 (APC, −2.2% [95% CI, −2.8 to −1.6%]) (Figure 1). The incidence-based mortality trend of extranodal DLBCL had a similar pattern, with a decrease happening around 1993 (Table 3). The annual percentage rates of incidence-based mortality during 1988–1993 was 7.2% (95% CI, 2.4–12.1%), whereas during 1993–2015 the rate was −0.4% (95% CI, −0.8 to −0.0%]) (Figure S1).


[image: Figure 1]
FIGURE 1. The overall trends of incidence of extranodal DLBCL.




Trends by Sex

The incidence rate in males showed a significant increase from 1978 to 1991 (APC, 8.2% [95% CI, 6.6–9.8%]), and then it stabilized from 1991 to 2005 (APC, 0.5% [95% CI, −0.4 to 1.4%]), followed by a sharp decrease from 2005 to 2015 (APC, −1.8% [95% CI, −2.9 to −0.7%]) (Figure 2). The incidence in females had a similar pattern, with a deceleration around 2004 (APC, −2.6% [95% CI, −4.0 to −1.1%]). The incidence-based mortality of both males and females initially increased rapidly, followed by declines at a rate of −0.5% (95% CI, −0.9 to −0.1) and −1.3% (95% CI, −2.3 to −0.3) in 1993 and 2001, respectively (Figure S2). It's worth noting that the annual incidence and mortality rates in men are ~2 times that in women (i.e., 2.49 vs. 1.22 cases per 100,000 in men vs. women in 1991 for incidence; 1.70 vs. 0.87 cases per 100,000 in men vs. women in 1995 for mortality), and the trends have similar slopes. In addition, the incidence and death rates for men are increasing at about 1.5 times the rate for women per year throughout the study period (i.e., 1.9 vs. 1.4%; 0.9 vs. 0.6%).


[image: Figure 2]
FIGURE 2. Trends of annual incidence of extranodal DLBCL according to gender.




Trends by Stage

Both the incidence and incidence-based mortality of early stage patients showed an initial significant increase and then turn to decrease. The incidence increased steeply during 1983–1990 (APC, 5.7% [95% CI, 2.7–8.8%]) and more slowly from 1990 to 2003 (APC, 1.7% [95% CI, 0.8–2.7%]), then it went down during 2003–2015 (APC, −2.8% [95% CI, −3.7 to −1.9%]) (Figure 3). In terms of IB mortality, it initially grew at a rapid rate of 4.0% (95% CI, 2.4–5.5) from 1988 to 2000, followed by declined at a rate of −1.5% (95% CI, −2.3 to −0.6) from 2000 to 2015 (Figure S3). Therefore, the incidence-based mortality rate declined 3 years earlier than the incidence rate


[image: Figure 3]
FIGURE 3. Trends of annual incidence of extranodal DLBCL according to stage.


For advanced stage patients, the incidence and incidence-based mortality rates started from a rapid increase, with a change occurring 2007 and 1990, respectively, that the incidence rate turned to decrease and mortality rates leveled off.



Trends by Age

There was no joinpoint in the trend of incidence and incidence-based mortality in the children over the study periods, which rose at a rate of 1.5% (95% CI, 0.2–2.8) and fell at a rate of −1.6% (95% CI, −2.5 to −0.7) per year, respectively. For the AYA and the elderly, the incidence showed an initial increase, followed by declines at a rate of −1.1% (95% CI, −2.0 to −0.3) and −2.3% (95% CI, −3.0 to −1.6) around 1991 and 2003, respectively (Figure 4). The incidence-based mortality for the AYA and the elderly had a similar pattern, with a decrease happening around 1993 and 2002, respectively. For the adults, the incidence has been on the rise over study period, except for a brief decline from 2007 to 2010, whereas the incidence-based mortality has been on a downward trend since 1995 (Figure S4). It was worth noting that the incidence in the elderly was about 4.6 times that of adults, 16.6 times that of AYA, and more than 141.9 times that of children (i.e., 9.93 vs. 2.14 cases per 100,000 in elderly vs. adults in 2003; 9.93 vs. 0.60 cases per 100,000 in elderly vs. AYA in 2003; 9.93 vs. 0.07 cases per 100,000 in elderly vs. children in 2003). The trends have similar slopes. But the increasing rate per year in AYA incidence was the fastest throughout the study period, and was about 2.4 times the rate for elderly (i.e., 4.1 vs. 1.7%).


[image: Figure 4]
FIGURE 4. Trends of annual incidence of extranodal DLBCL according to age.




Trends by Race

There was a continued increase in both incidence and incidence-based mortality of white patients, with a decrease happening 2003 and 2002, respectively. The incidence of white patients increased steeply during 1980–1990 (APC, 9.0% [95% CI, 7.0–11.1%]) and 1997–2003 (APC, 3.5% [95% CI, 0.3–6.8%]), then it went down during 2003–2015 (APC, −2.4% [95% CI, −3.2 to −1.6%]) (Figure 5). In terms of IB mortality, it increased significantly at a rapid rate of 9.7% (95% CI, 0.7–19.5) during 1988–1991 and turn to level off (APC, 0.9% [95% CI, −0.1 to 2.0%]) from 1991 to 2002, followed by declined at a rate of −1.1% (95% CI, −1.7 to −0.4) from 2002 to 2015 (Figure S5). A turn point was found in incidence for black and other patients around 2005 and 1993, respectively, but no change was found in incidence-based mortality for them.


[image: Figure 5]
FIGURE 5. Trends of annual incidence of extranodal DLBCL according to race.




Trends by Sites

We observed two different patterns in incidence analysis by sites (Figure 6): (1) After an initial period of substantial and sustained growth, there has been a promising decline in recent years (including sites: head/neck, skin and soft tissue, gastrointestinal tract, genitourinary tract, and liver/pancreas); (2) The incidence almost has been on an upward trend (including sites: skeletal tissue, respiratory system, hematologic system, breast tissue, and other). The incidence-based mortality at each site followed a similar pattern, except for genitourinary tract. There was no turn point in incidence-based mortality in genitourinary tract (Figure S6).


[image: Figure 6]
FIGURE 6. Trends of annual incidence of extranodal DLBCL according to sites.




Survival Analysis

Overall median survival for patients with extranodal DLBCL was 93 months, with 1-, 5-, and 10- year survival rates of 75.767, 57.937, and 44.021%, respectively. Five-year survival rates improved dramatically from the 1970s to 2010s (44.15 vs. 63.7%; Figure 7A). The most obvious increase of 5-year survival rate occurred in patients with primary site in the head/neck (48.82 vs. 72.76%; Figure 7B). There was a slight, but not statistically significant improvement of 5-year survival rate in patients with primary site in the hematologic system (62.5 vs. 65.95%; Figure 7C). The change of 5-year survival rates from the 1970s to 2010s according to different primary sites were shown graphically in Figure S7.


[image: Figure 7]
FIGURE 7. Kaplan–Meier's analysis for extranodal DLBCL. Graph shows increasing survival from the 1970s to 2010s. (A) Overall survival analysis; (B) Overall survival in Head/Neck; (C) Overall survival in Hematologic system.




Construction and Validation of the Nomograms

A total of 17,744 patients with complete information from the SEER-18 database were included in the construction of the nomograms from 2002 to 2015 (Table S1). Among them, most patients were man, early stage, and white. Gastrointestinal tract, head/neck and skin and soft tissue were the most common primary sites.

On multivariate analysis, male sex, older age, black race, advanced Ann Arbor Stage (III/IV), and primary sites in the skin and soft tissue, gastrointestinal tract, genitourinary tract, respiratory system, liver/pancreas, breast tissue, and other were associated with decreased survival (Table S2).

Next, the factors closely related to survival on multivariate analysis were used to construct nomograms by the R Bioconductor (Figure 8). The prognostic signature for 1-, 5-, and 10-year overall survival is demonstrated in Figure 8. The C-index and the calibration plots were powerful in assessing the performance of a model. To confirm whether the prognostic signature could predict the prognosis of patients with extranodal DLBCL, these two methods were applied. The C-index showed a value for OS of 0.708, which also validated the signature performed well and was able to forecast the prognosis of patients with extranodal DLBCL successfully. The calibration curves showed satisfactory consistency between predicted values of the model and true values for 1-, 5-, and 10-year OS (Figures 9–11).


[image: Figure 8]
FIGURE 8. Nomograms of patients with extranodal DLBCL for predicting overall survival.



[image: Figure 9]
FIGURE 9. The calibration curves for predictions of overall survival at 1 year after diagnosis.



[image: Figure 10]
FIGURE 10. The calibration curves for predictions of overall survival at 5 years after diagnosis.



[image: Figure 11]
FIGURE 11. The calibration curves for predictions of overall survival at 10 years after diagnosis.





DISCUSSION

As far as we know, this is the first ever study based on large population to uncover trend of the incidence and mortality for extranodal DLBCL by clinical features, and to systematically compare them based on these characteristics, which may help scientists identify disease-related risk factors and better manage the disease. The appropriate management of extranodal DLBCL should be able to stratify patients into distinct prognostic groups. Therefore, we have developed a new prediction model in the rituximab era that may provide an accurate risk stratification of individual to determine the best treatment options for the individual. We demonstrate that the incidence and incidence-based mortality of extranodal DLBCL have been increasing for decades, but it has shown a promising downward trend in recent years. This phenomenon may be partly explained by our survival analysis. The 5-year survival rates have improved dramatically from the 1970s to 2010s (44.15 vs. 63.7%), and the most obvious increase occurred in patients with primary site in the head/neck.

The overall mortality trend of extranodal DLBCL began to decline in 1993, which was 10 years earlier than incidence, indicating that the main reason for the decline of extranodal DLBCL mortality is the improvement of survival rate. We hypothesize that improvements in management and treatment of patients may lead to improved survival. One of the most significant improvements was the introduction of the IPI index as the gold standard for classifying high-risk and low-risk patients and guiding treatment (11). Another significant cause was the introduction of rituximab since 1988, which had the potential to cure patients (12). In addition, a deeper and more comprehensive understanding of the genetics and molecular biology of DLBCL, such as BCL2 protein expression (13) and genetic complexity (14), may also be helpful in patient management and aid in improving survival.

It is worth noting that the mortality trend of early stage patients has been declining since 2007, and the mortality rate of advanced stage patients has only stabilized from the initial rapid growth since 1993, but it has not shown a downward trend. This phenomenon may suggest that new, more effective and systemic treatments, in addition to R-CHOP schemes, are needed to prevent the fatal nature of patients at advanced stage. Chimeric antigen receptor modified T (CAR-T) cell therapy by targeting the CD19 antigen has made breakthroughs in the treatment of NHL at advanced stage, and showed the possibility of cure (15). Axicabtagene ciloleucel (16) and tisagenlecleucel (17) have been approved by the FDA. The continued monitoring of extranodal DLBCL mortality may help to assess the effectiveness of clinical approaches and aid the development of new therapeutic approaches.

We here showed the decline of primary gastrointestinal DLBCL mortality since 1993. A large number of studies have shown that Helicobacter pylori (H. pylori) and Campylobacter jejuni was closely related to primary gastrointestinal DLBCL (18–21). In 1993, Wotherspoon found that there was a high incidence of H. pylori infection among patients with gastric lymphoma, and 5 out of 6 patients achieved complete remission after eradication of H. pylori infection (18, 22). T Chronic enteritis and gastritis secondary to Campylobacter jejuni and H. pylori has been identified as an important predisposition to primary gastrointestinal lymphoma (23). In recent years, endoscopic ultrasonography could be used to track such patients for a long time, classify the disease stage and eradicate the infection in time (24). These advances may be associated with the large decline in the incidence of primary gastrointestinal DLBCL from 2005. In addition, the dramatic decline in the incidence and mortality of primary liver/pancreas DLBCL patients since 2001 and 2011, respectively, may be related to the following aspects: (1) the recognition that the hepatitis C Virus is a key factor in the development of primary liver DLBCL; (2) the availability of advanced methods for the effective prevention and control of the hepatitis C virus (25–27).

In our analysis, the incidence and mortality of male extranodal DLBCL was twice that of women, and its annual growth rate was about 1.5 times that of women, which was consistent with previous studies (28). This was reminiscent of the fact that for most cancers, men were at high risk. Although the underlying causes were unknown (29), there were several possible reasons for this: (1) After the reporting of the initial phase 3 trials, data suggested that female responded better to rituximab than male (30–32). The speed at which rituximab is cleared in the body is the key cause of this phenomenon (33). The data from RICOVER-60 trial showed that elderly females who gained the best beneficial effects from rituximab had a statistically significant slower clearance of rituximab, which brought about longer exposure time and higher serum levels in relation to an age-dependent decrease in clearance of rituximab in females (32). But elder males have a faster clearance of rituximab which leads to suboptimal dosing with rituximab when dosed at 375 mg/m2. (2) The differences were in occupational exposure factors, health awareness, and lifestyle (28). For example, smoking has been shown to be a predisposing factor for non-hodgkin's lymphoma in a dose-dependent manner (34). (3) The immune response has been shown to be closely related to lymphomagenesis (35), and women had stronger humoral and cellular immunity than men (36). (4) Hormonal differences were between men and women. For example, reproductive hormone could regulate the immune response in a variety of ways (37). (5) Men were more susceptible to H. pylori infection, which was closely related to primary gastrointestinal lymphoma (38).

In our article, we showed that the incidence of extranodal DLBCL increased with age, which was consistent with the theory that the incidence increased exponentially with age in the multi-step carcinogenic model of solid tumors (39). Two factors may account for this result: (1) With age, the immune system of the elderly gradually declined and the incidence of chronic inflammation gradually increased. For example, the prevalence of EBV virus increased with age. Continuous stimulation of the EBV virus leads to T-cell exhaustion that favors telomere attrition and immune senescence (40). In addition, EBV virus was an important susceptibility factor leading to extranodal DLBCL (41, 42). (2) Some genes and molecules would change with age (14). For example, the elderly were more likely to have higher levels of BCL2 than younger patients (43).

The death rate for white patients has declined significantly since 2002, while that for black and other ethnic groups has remained virtually unchanged. One possible explanation for this was reported by an article showing that the black and other race people had less access to rituximab than white people in 2002, when rituximab was first used (44). Another reason may be that the number of black people and other ethnic groups in our study was too small, hindering the discovery of a significant decline in mortality. More large population-based researches were needed to explore genetic and molecular differences between extranodal DLBCL patients with different races.

We here showed that extranodal DLBCL patients with primary site in the head/neck had the most obvious increase of 5-year survival rate from the 1970s to 2010s (48.82 vs. 72.76%), which is consistent with previous studies (45–47). The possible reasons were listed as following: (1) the knowledge on extranodal lymphoma of the head and neck remained rare from 1970s to 80s (48), while many studies on such subgroup of lymphoma are being published at present considering its heterogeneous nature (47). (2) Rituximab was replenished to conventional CHOP or CHOP-like schemes for DLBCL in the late 1990s, which has led to considerable improvement in patients' survival. Furthermore, the development of novel drugs for lymphoma of distinct pathological types has resulted in a higher probability of cure (49). (3) The head and neck area which could be easily approached and assessed by palpation or endoscopy is a frequent site for tissue confirmation. Surgeons on head and neck are often consulted for biopsies and prognosis judgements of suspicious extranodal lymphomas. These may lead to the phenomenon that primary DLBCL in head and neck could be diagnosed and treated early in the clinical setting. It has been previously reported that DLBCL patients with extranodal sites in the head and neck experienced longer survival than those with nodal lymphoma. Additionally, the extranodal group also had longer disease-specific survival than the nodal group with extranodal involvement of other sites (45).

At present, the most routine prognostic system in DLBCL patients is the International Prognostic Index (IPI). However, there is multiple variables and prognosis heterogeneity in some defined risk groups according to the IPI guidelines. As a graphic expression of a mathematical model, the nomogram helps to determine the possibility of clinical event by combing biological and clinical variables. Nomograms are widely used in various types of cancers (50, 51). There is increasing evidence that primary extranodal sites reflect distinct clinical features and prognostic implications, and require specific therapy (8, 9). The number of extranodal sites is one of the evaluation standard of the IPI score. However, Lu CS et al. had demonstrated that some specific extranodal sites have a better predictive value than the number of extranodal sites involved (7). Therefore, primary site, as an independent prognostic factor by multivariate COX, was added to this model. The prognostic value of this model was verified by C-index and the calibration curves, which are powerful in assessing the performance of a model. The high value (0.708) of C-index for OS indicated that the model may provide the best prognostic function. The Calibration curves displayed a wonderful agreement between the predicted values and the true outcomes, which may ensure the reliability of the risk stratification signature. Compared with IPI, the new risk stratification signature could divide extranodal DLBCL patients into high risk and low risk groups more accurately, which could help decrease over-therapy in low-risk patients and promote effective therapies in high-risk patients to prevent the fatal nature of this disease. Moreover, the nomograms could compute one individual's 1-, 5-, and 10-year survival rates, respectively, and therefore may develop a more rational follow-up schedule with the patient's doctor.

Some limitations due to information availability in the SEER database should be noticed when interpreting our findings. First, information regarding therapy is limited. In SEER, there is no information about chemotherapy, which is a major modality of treatment for DLBCL. Therefore, we couldn't explore the effect of treatment on survival and the trend of incidence and mortality. We partially addressed this issue by dividing the time of diagnosis into 1970s, 1980s, 1990s, 2000s, and 2010s. Second, the incidence-based mortality rates by Ann Arbor Stage may be underestimated, because the SEER database has recorded the information of Ann Arbor Stage since 1983, which shortened the incubation period between diagnosis and death. Third, the information about radiation exposure, environmental exposures and individual life style and family history, which may be associated with the rates of incidence and mortality, was not available. Fourth, there was no record of baseline performance status, B-symptoms, bulky disease, and lactate dehydrogenase levels. Therefore, we couldn't include these potential prognostic factors in the prediction model.



CONCLUSION

Our study shows that the incidence and incidence-based mortality of extranodal DLBCL had been increasing for decades, but have shown a promising downward trend in recent years. The findings may provide new insight into better healthcare quality and better manage extranodal DLBCL. Moreover, the 5-year survival rates have improved dramatically from the 1970s to 2010s (44.15 vs. 63.7%), and the most obvious increase occurred in patients with primary site in the head/neck. We also constructed the nomogram, a robust, and clinically practical risk stratification, in the rituximab era, which may help guide treatment and develop individual-specific tracking programs.



DATA AVAILABILITY STATEMENT

Publicly available datasets were analyzed in this study. This data can be found here: the Surveillance, Epidemiology and End Results database.



ETHICS STATEMENT

This study was conducted in full compliance with the publication guidelines provided by SEER. The data were obtained from SEER, so the approval of an ethics committee was not needed.



AUTHOR CONTRIBUTIONS

XY collected and analyzed the data and wrote the paper. AX, FF, ZH, QC, and LZ research literature, edit the paper, and revise the paper. CS and YH conceived and designed this study, analyzed the data, and wrote the paper. All authors reviewed the paper, and approved the final manuscript.



FUNDING

This work was supported by grants of the National Natural Science Foundation of China (No. 81670197 for CS; No. 81700206 for FF); and the Clinical Research Physician Program of Tongji Medical College, HUST (to CS); and the Integrated Innovative Team for Major Human Diseases Program of Tongji Medical College, HUST.



ACKNOWLEDGMENTS

We would like to thank the researchers and study participants for their contributions.



SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fonc.2019.01198/full#supplementary-material

Table S1. Demographics and clinical characteristics of the patients included in the construction of the nomograms (2002–2015): The SEER-18 Registry Database.

Table S2. Univariate and multivariate analysis of prognostic factors for overall survival in extranodal diffuse large B-Cell Lymphoma Patients included in the construction of the nomograms (2002–2015): The SEER-18 Registry Database.

Figure S1. The overall trends of incidence-based mortality of extranodal DLBCL.

Figure S2. Trends of annual incidence-based mortality of extranodal DLBCL according to gender.

Figure S3. Trends of annual incidence-based mortality of extranodal DLBCL according to stage.

Figure S4. Trends of annual incidence-based mortality of extranodal DLBCL according to age.

Figure S5. Trends of annual incidence-based mortality of extranodal DLBCL according to race.

Figure S6. Trends of annual incidence-based mortality of extranodal DLBCL according to sites.

Figure S7. Kaplan–Meier's analysis according to sites. Graph shows increasing survival from the 1970s to 2000s. (A) Overall survival in Skin and soft tissue; (B) Overall survival in Gastrointestinal tract; (C) Overall survival in Skeletal tissue. (D) Overall survival in Respiratory system; (E) Overall survival in Liver/pancreas; (F) Overall survival in Breast tissue; (G) Overall survival in Genitourinary tract; (H) Overall survival in Other.



ABBREVIATIONS

DLBCL, diffuse large B-cell lymphoma; SEER, Surveillance, Epidemiology, and End Results database; HR, hazard ratio; OS, Overall Survival; R-CHOP, rituximab with cyclophosphamide, doxorubicin, vincristine, and prednisone; C-index, The concordance index; IPI, the International Prognostic Index; H. pylori, Helicobacter pylori; IBM, incidence-based mortality.



REFERENCES

 1. Fitzmaurice C, Akinyemiju TF, Al Lami FH, Alam T, Alizadeh-Navaei R, et al. Global, regional, and national cancer incidence, mortality, years of life lost, years lived with disability, and disability-adjusted life-years for 29 cancer groups, 1990 to 2016: a systematic analysis for the global burden of disease study. JAMA Oncol. (2018) 4:1553–68. doi: 10.1200/JCO.2018.36.15_suppl.1568

 2. Morton LM, Turner JJ, Cerhan JR, Linet MS, Treseler PA, Clarke CA, et al. Proposed classification of lymphoid neoplasms for epidemiologic research from the Pathology Working Group of the International Lymphoma Epidemiology Consortium (InterLymph). Blood. (2007) 110:695–708. doi: 10.1182/blood-2006-11-051672

 3. Zucca E, Roggero E, Bertoni F, Cavalli F. Primary extranodal non-Hodgkin's lymphomas. Part 1: Gastrointestinal, cutaneous and genitourinary lymphomas. Ann Oncol. (1997) 8:727–37. doi: 10.1023/A:1008282818705

 4. Lopez-Guillermo A, Colomo L, Jimenez M, Bosch F, Villamor N, Arenillas L, et al. Diffuse large B-cell lymphoma: clinical and biological characterization and outcome according to the nodal or extranodal primary origin. J Clin Oncol. (2005) 23:2797–804. doi: 10.1200/JCO.2005.07.155

 5. Howlader N, Morton LM, Feuer EJ, Besson C, Engels EA. Contributions of subtypes of non-hodgkin lymphoma to mortality trends. Cancer Epidemiol Biomark Prevent. (2016) 25:174–9. doi: 10.1158/1055-9965.EPI-15-0921

 6. Sehn LH, Donaldson J, Chhanabhai M, Fitzgerald C, Gill K, Klasa R, et al. Introduction of combined CHOP plus rituximab therapy dramatically improved outcome of diffuse large B-cell lymphoma in British Columbia. J Clin Oncol. (2005) 23:5027–33. doi: 10.1200/JCO.2005.09.137

 7. Lu CS, Chen JH, Huang TC, Wu YY, Chang PY, Dai MS, et al. Diffuse large B-cell lymphoma: sites of extranodal involvement are a stronger prognostic indicator than number of extranodal sites in the rituximab era. Leuk Lymphoma. (2015) 56:2047–55. doi: 10.3109/10428194.2014.982636

 8. Chihara D, Oki Y, Fanale MA, Westin JR, Nastoupil LJ, Neelapu S, et al. Stage I Non-Hodgkin Lymphoma: difference in survival outcome by primary extranodal site of involvement. Br J Haematol. (2018) 185:334–8. doi: 10.1111/bjh.15444

 9. Castillo JJ, Winer ES, Olszewski AJ. Sites of extranodal involvement are prognostic in patients with diffuse large B-cell lymphoma in the rituximab era: an analysis of the Surveillance, Epidemiology and End Results database. Am J Hematol. (2014) 89:310–4. doi: 10.1002/ajh.23638

 10. Link BK, Brooks J, Wright K, Pan X, Voelker M, Chrischilles E. Diffuse large B-cell lymphoma in the elderly: diffusion of treatment with rituximab and survival advances with and without anthracyclines. Leuk Lymphoma. (2011) 52:994–1002. doi: 10.3109/10428194.2011.557167

 11. International Non-Hodgkin's Lymphoma Prognostic Factors Project. A predictive model for aggressive non-Hodgkin's lymphoma. N Engl J Med. (1993) 329:987–94. doi: 10.1056/NEJM199309303291402

 12. Coiffier B, Lepage E, Briere J, Herbrecht R, Tilly H, Bouabdallah R, et al. CHOP chemotherapy plus rituximab compared with CHOP alone in elderly patients with diffuse large-B-cell lymphoma. N Engl J Med. (2002) 346:235–42. doi: 10.1056/NEJMoa011795

 13. Kramer MH, Hermans J, Parker J, Krol AD, Kluin-Nelemans JC, Haak HL, et al. Clinical significance of bcl2 and p53 protein expression in diffuse large B-cell lymphoma: a population-based study. J Clin Oncol. (1996) 14:2131–8. doi: 10.1200/JCO.1996.14.7.2131

 14. Rosenwald A, Wright G, Chan WC, Connors JM, Campo E, Fisher RI, et al. The use of molecular profiling to predict survival after chemotherapy for diffuse large-B-cell lymphoma. N Engl J Med. (2002) 346:1937–47. doi: 10.1056/NEJMoa012914

 15. Park JH, Geyer MB, Brentjens RJ. CD19-targeted CAR T-cell therapeutics for hematologic malignancies: interpreting clinical outcomes to date. Blood. (2016) 127:3312–20. doi: 10.1182/blood-2016-02-629063

 16. Roberts ZJ, Better M, Bot A, Roberts MR, Ribas A. Axicabtagene ciloleucel, a first-in-class CAR T cell therapy for aggressive NHL. Leuk Lymphoma. (2018) 59:1785–96. doi: 10.1080/10428194.2017.1387905

 17. Nair R, Neelapu SS. The promise of CAR T-cell therapy in aggressive B-cell lymphoma. Best Pract Res Clin Haematol. (2018) 31:293–8. doi: 10.1016/j.beha.2018.07.011

 18. Wotherspoon AC, Ortiz-Hidalgo C, Falzon MR, Isaacson PG. Helicobacter pylori-associated gastritis and primary B-cell gastric lymphoma. Lancet. (1991) 338:1175–6. doi: 10.1016/0140-6736(91)92035-Z

 19. Seymour JF, Anderson RP, Bhathal PS. Regression of gastric lymphoma with therapy for Helicobacter pylori infection. Ann Intern Med. (1997) 127:247. doi: 10.7326/0003-4819-127-3-199708010-00026

 20. Du MQ, Isaccson PG. Gastric MALT lymphoma: from aetiology to treatment. Lancet Oncol. (2002) 3:97–104. doi: 10.1016/S1470-2045(02)00651-4

 21. Peterson MC. Immunoproliferative small intestinal disease associated with Campylobacter jejuni. N Engl J Med. (2004) 350:1685–6. doi: 10.1056/NEJM200404153501619

 22. Wotherspoon AC, Doglioni C, Diss TC, Pan L, Moschini A, de Boni M, et al. Regression of primary low-grade B-cell gastric lymphoma of mucosa-associated lymphoid tissue type after eradication of Helicobacter pylori. Lancet. (1993) 342:575–7. doi: 10.1016/0140-6736(93)91409-F

 23. Juarez-Salcedo LM, Sokol L, Chavez JC, Dalia S. Primary gastric lymphoma, epidemiology, clinical diagnosis, and treatment. Cancer Control. (2018) 25:1073274818778256. doi: 10.1177/1073274818778256

 24. Di Raimondo F, Caruso L, Bonanno G, Naso P, Chiarenza A, Fiumara P, et al. Is endoscopic ultrasound clinically useful for follow-up of gastric lymphoma? Ann Oncol. (2007) 18:351–6. doi: 10.1093/annonc/mdl378

 25. Genvresse I, Spath-Schwalbe E, Meisel H, Kaufmann O, Kruger DH, Possinger K. Primary hepatic or splenic diffuse large B-cell lymphoma and hepatitis C virus infection: a non-fortuitous association? Ann Hematol. (2000) 79:530–2. doi: 10.1007/s002770000201

 26. Page RD, Romaguera JE, Osborne B, Medeiros LJ, Rodriguez J, North L, et al. Primary hepatic lymphoma: favorable outcome after combination chemotherapy. Cancer. (2001) 92:2023–9. doi: 10.1002/1097-0142(20011015)92:8<2023::AID-CNCR1540>3.0.CO;2-B

 27. Kasama Y, Sekiguchi S, Saito M, Tanaka K, Satoh M, Kuwahara K, et al. Persistent expression of the full genome of hepatitis C virus in B cells induces spontaneous development of B-cell lymphomas in vivo. Blood. (2010) 116:4926–33. doi: 10.1182/blood-2010-05-283358

 28. Costas L, de Sanjose S, Infante-Rivard C. Reproductive factors and non-Hodgkin lymphoma: a systematic review. Crit Rev Oncol. Hematol. (2014) 92:181–93. doi: 10.1016/j.critrevonc.2014.07.004

 29. Cook MB, Dawsey SM, Freedman ND, Inskip PD, Wichner SM, Quraishi SM, et al. Sex disparities in cancer incidence by period and age. Cancer Epidemiol Biomark Prevent. (2009) 18:1174–82. doi: 10.1158/1055-9965.EPI-08-1118

 30. Ngo L, Hee SW, Lim LC, Tao M, Quek R, Yap SP, et al. Prognostic factors in patients with diffuse large B cell lymphoma: before and after the introduction of rituximab. Leuk Lymphoma. (2008) 49:462–9. doi: 10.1080/10428190701809156

 31. Riihijarvi S, Taskinen M, Jerkeman M, Leppa S. Male gender is an adverse prognostic factor in B-cell lymphoma patients treated with immunochemotherapy. Eur J Haematol. (2011) 86:124–8. doi: 10.1111/j.1600-0609.2010.01541.x

 32. Pfreundschuh M, Schubert J, Ziepert M, Schmits R, Mohren M, Lengfelder E, et al. Six versus eight cycles of bi-weekly CHOP-14 with or without rituximab in elderly patients with aggressive CD20+ B-cell lymphomas: a randomised controlled trial (RICOVER-60). Lancet Oncol. (2008) 9:105–16. doi: 10.1016/S1470-2045(08)70002-0

 33. Müller C, Murawski N, Wiesen MH, Held G, Poeschel V, Zeynalova S, et al. The role of sex and weight on rituximab clearance and serum elimination half-life in elderly patients with DLBCL. Blood. (2012) 119:3276–84. doi: 10.1182/blood-2011-09-380949

 34. Taborelli M, Montella M, Libra M, Tedeschi R, Crispo A, Grimaldi M, et al. The dose-response relationship between tobacco smoking and the risk of lymphomas: a case-control study. BMC Cancer. (2017) 17:421. doi: 10.1186/s12885-017-3414-2

 35. Taylor JG, Gribben JG. Microenvironment abnormalities and lymphomagenesis: immunological aspects. Semin Cancer Biol. (2015) 34:36–45. doi: 10.1016/j.semcancer.2015.07.004

 36. Bouman A, Heineman MJ, Faas MM. Sex hormones and the immune response in humans. Hum Reprod Update. (2005) 11:411–23. doi: 10.1093/humupd/dmi008

 37. Cutolo M, Brizzolara R, Atzeni F, Capellino S, Straub RH, Puttini PC. The immunomodulatory effects of estrogens: clinical relevance in immune-mediated rheumatic diseases. Ann NY Acad Sci. (2010) 1193:36–42. doi: 10.1111/j.1749-6632.2009.05383.x

 38. Replogle ML, Glaser SL, Hiatt RA, Parsonnet J. Biologic sex as a risk factor for Helicobacter pylori infection in healthy young adults. Am J Epidemiol. (1995) 142:856–63. doi: 10.1093/oxfordjournals.aje.a117725

 39. Armitage P, Doll R. The age distribution of cancer and a multi-stage theory of carcinogenesis. Br J Cancer. (2004) 91:1983–9. doi: 10.1038/sj.bjc.6602297

 40. Bellon M, Nicot C. Telomere dynamics in immune senescence and exhaustion triggered by chronic viral infection. Viruses. (2017) 9:E289. doi: 10.3390/v9100289

 41. Swerdlow SH, Campo E, Pileri SA, Harris NL, Stein H, Siebert R, et al. The 2016 revision of the World Health Organization classification of lymphoid neoplasms. Blood. (2016) 127:2375–90. doi: 10.1182/blood-2016-01-643569

 42. Okuno Y, Murata T, Sato Y, Muramatsu H, Ito Y, Watanabe T, et al. Defective Epstein-Barr virus in chronic active infection and haematological malignancy. Nat Microbiol. (2019) 4:404–13. doi: 10.1038/s41564-018-0334-0

 43. Reiter A, Klapper W. Recent advances in the understanding and management of diffuse large B-cell lymphoma in children. Br J Haematol. (2008) 142:329–47. doi: 10.1111/j.1365-2141.2008.06988.x

 44. Flowers CR, Shenoy PJ, Borate U, Bumpers K, Douglas-Holland T, King N, et al. Examining racial differences in diffuse large B-cell lymphoma presentation and survival. Leuk Lymphoma. (2013) 54:268–76. doi: 10.3109/10428194.2012.708751

 45. Lee DY, Kang K, Jung H, Park YM, Cho JG, Baek SK, et al. Extranodal involvement of diffuse large B-cell lymphoma in the head and neck: an indicator of good prognosis. Auris Nasus Larynx. (2019) 46:114–21. doi: 10.1016/j.anl.2018.05.006

 46. Thakral B, Zhou J, Medeiros LJ. Extranodal hematopoietic neoplasms and mimics in the head and neck: an update. Hum Pathol. (2015) 46:1079–100. doi: 10.1016/j.humpath.2015.05.007

 47. Hart S, Horsman JM, Radstone CR, Hancock H, Goepel JR, Hancock BW. Localised extranodal lymphoma of the head and neck: the Sheffield Lymphoma Group experience (1971-2000). Clin Oncol. (2004) 16:186–92. doi: 10.1016/j.clon.2003.10.010

 48. McGurk M, Goepel JR, Hancock BW. Extranodal lymphoma of the head and neck: a review of 49 consecutive cases. Clin Radiol. (1985) 36:455–8. doi: 10.1016/S0009-9260(85)80184-7

 49. Hui D, Proctor B, Donaldson J, Shenkier T, Hoskins P, Klasa R, et al. Prognostic implications of extranodal involvement in patients with diffuse large B-cell lymphoma treated with rituximab and cyclophosphamide, doxorubicin, vincristine, and prednisone. Leuk Lymphoma. (2010) 51:1658–67. doi: 10.3109/10428194.2010.504872

 50. Zhang ZY, Luo QF, Yin XW, Dai ZL, Basnet S, Ge HY. Nomograms to predict survival after colorectal cancer resection without preoperative therapy. BMC Cancer. (2016) 16:658. doi: 10.1186/s12885-016-2684-4

 51. Wang ZX, Qiu MZ, Jiang YM, Zhou ZW, Li GX, Xu RH. Comparison of prognostic nomograms based on different nodal staging systems in patients with resected gastric cancer. J Cancer. (2017) 8:950–8. doi: 10.7150/jca.17370

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Yin, Xu, Fan, Huang, Cheng, Zhang, Sun and Hu. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fonc-09-01198-t002.jpg
Overall
(1973-2015)
APC
(95% Cl)
Overall 1.6
041028
Age,y
<14 15
021028
15-39 4.1
291052)
40-64 2.1
(-14105.7)
65-85+ 1.7
06102.8)
Sex
Male 1.9
081030
Female 14
(-05t03.4)
Race
White 1.7
071026)
Black 14
(-02t02.4)
Other 25
(111039)
Ann Arbor Stage
i 09
©At01.7)
(7Y 25
(10t04.1)
Unknown 18
(-29t0 -06)
site
Head/Neck 23
(12103.4)
Skin and soft 23
tissue (121033)
Gastrointestinal 0.1
tract (~11t01.4)
Genitourinary 23
tract (121033)
Skeletal tissie 2.0
(-1.41055)
Respiratory 42
system (04108.1)
Hematologic 82
system (6.010105)
Liver/pancreas 4.8
811066
Breast tissue 21
(12t083.1)
Other -0.5
(-7.1106.7)

Year

1973-1979

1973-2015

1973-1991

1973-1975

1973-1978

1973-1978

1973-1981

1973-1980

1973-2006

1973-1993

1983-1990

1983-1990

1983-2015

1973-1986

1973-2000

1973-1978

1973-2008

1973-1981

1973-1985

1974-1992

1974-2001

1973-20156

1973-1982

APC
(95% CI)

—22
(-59101.6)

15
021028
1.4
88t014.1)
224
(-189t0845)

-25
(-86108.9)

—27
(-10.1105.2)
-03
(~49104.6)

-05
(-4.11083)
29
(16104.2)
57
(291086)

5.7
271088
87
(@610 15.1)
~18
(-2910-06)

74
(4.410105)
55
(411068
—46
(-12.2103.6)

43
(B21055)
-102
(-21.71029)
23
(6810 11.1)
133
8.1t018.7)
83
6:8t0109)
2.1
(12103.1)
—18.4
(-29.1to -6.1)

Year

1979-1985

1991-2015

1975-1978

1978-1991

1978-1991

1981-1985

1980-1990

2005-2015

1993-2016

1990-2003

1990-2007

1986-2003

2000-2015

1978-1987

2003-2015

1981-1991

1986-1991

1992-20156

2001-2015

1982-1986

APC
(95% CI)

103
(6.0-14.8)

-1.1
(-2010-03)
-122
(-39.21026.8)

73
(6.0108.6)

82
(6.6109.8)
135
(-451034.8)

90
70t 11.1)
—43
(-8.0t0 ~0.4)
-0.4
(-1.4t00.7)

1.7
(08t02.7)
1.9
0.8103.1)

1.7
041030
-32
(=5.1t0—1.4)
9.3
(681012.9)

27
(=52t ~0.1)
18.7
861024.7)
241
(10t052.6)
4.4
B1to57)
-16
(-4.1101.0)

369
(~306 10 169.8)

Year

1985-1993

1978-1989

1991-1996

1991-2005

1985-2004

1990-1997

2003-2015

2007-2015

2003-2015

1987-2006

1991-2015

1991-2015

19862016

Trend

APC
(95% C1)

Year

52
83to7.1)

1993-1996

86
(60t011.3)

1989-2007

=15
(-631035)

1996-2003

05
(-04t01.4)
24
(131030

2005-2015

2004-2015

-07
(-33t01.9)

1997-2003

2.8
(-3710-19)
—13
(~42t01.6)

-2
(-3.710-0.4)

03
(-1.01005)

2005-2015

1.7
(0.4103.0)
07
(-05t01.8)

1.3(-0.0t02.7)

APC
(95% CI)

-43
(-146t07.2)

06
(-02101.8)

4.0
(1.61065)

~18

(-291t0 -0.7)
-26

(4010 —1.1)

35
031068)

-45
(-6.110 -2.8)

Year

1986-2003

2007-2010

2003-2015

2003-2015

6
APC Year APC
(95% CI) (95% CI)
33 20032015 2.2
(1.4105.2) (-28t0
~1.6
—77 20102015 20
(-23610 11.5) (2310
65)
23
(-30t0-16)
-24
(-3210-16)





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Incidence and Mortality Trends and Risk Prediction Nomogram for Extranodal Diffuse Large B-Cell Lymphoma: An Analysis of the Surveillance, Epidemiology, and End Results Database



		Introduction



		Materials and Methods



		Data Sources



		Patients to Estimate Incidence and IBM:Seer 9



		Patients to Estimate Survival and Construction the Nomogram:SEER 18









		Study Population Selection



		Definition of Variables



		Statistical Analysis



		Construction and Validation of the Nomogram







		Results



		Patient Characteristics in Incidence and Mortality Analysis



		Overall Incidence and Mortality Trends



		Trends by Sex



		Trends by Stage



		Trends by Age



		Trends by Race



		Trends by Sites



		Survival Analysis



		Construction and Validation of the Nomograms







		Discussion



		Conclusion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		Supplementary Material



		Abbreviations



		References

















OPS/images/fonc-09-01198-t001.jpg
Characteristic Incidence Incidence-based mortality

Cases, No. (%) Rate (95% CI) Cases, No. (%) Rate (95% Cl)
Overall 15,882 1.679 (1.565-1.604) 8,776 1.205 (1.179-1.230)
Age,y

<14 93 (0.586) 0.041(0.033-0.50) 6(0.068) 0.004 (0.001-0.008)
15-39 1,400 (8.872) 0359 (0.340-0.878) 352 (4.011) 0.129 (0.116-0.143)
40-64 5,604 (35.285) 1.742 (1.696-1.788) 1623 (18.494) 0682 (0.649-0.716)
65-85+ 8,776 (55.258) 7.230 (7.079-7.384) 6795 (77.427) 7.522 (7.344-7.703)
Sex

Male 8,620 (54.275) 1.934 (1.893-1.976) 4745 (64.068) 1.689 (1.543-1.635)
Female 7,262 (45.725) 1.289 (1.260-1.320) 4031 (45.932) 0.923 (0.895-0.952)
Race’

White 13,270 (83.554) 1.596 (1.568-1.623) 7437 (84.742) 1.233 (1.205-1.261)
Black 967 (6.089) 1,041 0.974-1.111) 491 (5.505) 0.772 (0.7-2-0.845)
Other 1,679 (0.942) 1.797 (1.708-1.889) 841(9.589) 1.285 (1.152-1.323)
Ann Arbor Stage*

i 9,841 (61.963) 1.175 (1.162-1.198) 5,377 (61.269) 0.738 (0.718-0.758)
7% 3,962 (24.946) 0.474 (0.459-0.489) 2,553 (29.091) 0350 (0.387-0.364)
Unknown 749 (4.716) 0.089 (0.083-0.096) 846 (9.640) 0.116 (0.109-0.124)
Site

Head/Neck 3,602 (22.680) 0359 (0.347-0.371) 1,842 (20.989) 0253 (0.241-0.264)
Skin and soft tissue 1,747 (10.811) 0.171 (0.163-0.179) 944 (10.757) 0.130 (0.122-0.138)
Gastrointestinal tract 5,430 (34.190) 0541 (0.527-0.556) 3,235 (36.862) 0.444 (0.429-0.460)
Genitourinary tract 1,175 (7.398) 0.116 (0.110-0.123) 629 (7.167) 0.086 (0.080-0.094)
Skeletal tissue 963 (6.063) 0.094 (0.088-0.100) 387 (4.410) 0,053 (0.048-0.059)
Respiratory system 681 (4.288) 0.068 (0.063-0.073) 438 (4.991) 0.060 (0.054-0.066)
Hematologic system 733 (4.615) 0072 (0.067-0.078) 378(4.307) 0.051 (0.046-0.057)
Liver/pancreas 577(3.633) 0.058 (0.053-0.063) 375 (4.279) 0,052 (0.047-0.057)
Broast tissue 423 (2.669) 0.042 (0.038-0.047) 228 (2.541) 0.081 (0.027-0.035)
Other 581(3.658) 0.058 (0.053-0.063) 325 (3.703) 0044 (0.040-0.049)

#The sparse number of patients whose race was unknown were excluded for further evaluation in the incidence and incidence-Based Mortality (n = 66 and n = 7, respectively) analysis.
Therefore, the percentages of race in the incidence and Incidence-Based Mortality analysis do not add up to 100%.

*The incidence cases come from the registries of the SEER-9 cancer incidence file of the US National Cancer Institute from 1973 to 2015, while the Ann Arbor Stage case has only been
recorded since 1983. Therefore, the percentages of Ann Arbor stages in the incidence analysis do not add up to 100%.
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