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Self-reported and parent proxy reported

functional impairment among pediatric
cancer survivors and controls
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Abstract

Background: A unique and limiting component in the research on functional impairment among children has
been the exclusive use of parent proxy reports about child functioning; and there is limited information regarding
the impact of pediatric cancer treatment on children’s day-to-day functioning and how this is related to
neurocognitive functioning. The objective of the current study was to examine a novel measure of self-reported
functional impairment, and explore the relationship between self-reported and parent-reported child functional
impairment in pediatric cancer survivors compared to controls.

Methods: A cross-sectional cohort of survivors (n = 26) and controls (n = 53) were recruited. Survivors were off
treatment an average of 6.35 years (SD = 5.38; range 1–15 years) and demonstrated an average “medium” Central
Nervous System treatment intensity score. Participants completed measures of functional impairment (FI),
intellectual assessment (RIST) and executive functions (NIH Examiner), while parents reported on children’s
functional impairment.

Results: Survivors were similar to controls in functional impairment. Regardless of group membership, self-reported
FI was higher than parent-reported FI, although they were correlated and parent report of FI significantly predicted
self-reported FI. Across groups, increased impairment was associated with four of seven Examiner scores.

Conclusions: Research regarding self-reported functional impairment of cancer survivors and its association with
parent-reported functional impairment and neurocognitive deficits has been limited. Our results suggest that self-
reported FI appears to be a reasonable and viable outcome measure that corresponds with and adds incremental
validity to parent reported FI. While low treatment intensity may confer relative sparing of functional impairment
among survivors, children report higher FI levels than parents, suggesting that FI can be of clinical utility. In
conclusion, pediatric cancer survivors should be screened for self-reported functional difficulties.

Keywords: Childhood Cancer survivors, Executive function, Functional impairment, Neurocognitive deficits, Pediatric
oncology, Self-report, parent proxy report, Brief impairment scale
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The importance of day-to-day functioning in the context
of children’s physical and psychological health has
emerged as a research focus [1]. However, limited infor-
mation exists regarding the impact of pediatric cancer
treatment on children’s day-to-day functioning. Func-
tional impairment (FI), defined as limitations in man-
aging life activities, has emerged from research involving
children with attention deficits [2–4]. FI provides a
benchmark beyond isolated deficits observed in neuro-
psychological or psychosocial domains and includes
domains such as interpersonal functioning, school func-
tioning, and self-care/self-fulfillment activities [5]. Spe-
cifically, FI shifts the focus from the cause to the impact
of a disease on day-to-day functioning [6] and includes
the ways in which a constellation, rather than isolated
psychological symptoms, interferes with and reduces
performance within important child domains [7]. In this
regard, the importance of FI lies in its ability to capture
activities that are salient to a child’s life. Three major
realms in which daily functioning may be disrupted in-
clude: interpersonal relations (e.g., trouble making
friends), school/work functioning (e.g., trouble getting
schoolwork completed), and self-care/self-fulfillment
(e.g., feelings about appearance) [5]. Previous research
has indicated that FI represents an independent con-
struct and should be distinguished from specific psycho-
logical symptoms [7].
Although FI has previously been linked to children

with traumatic brain injury, attention deficits, and other
mental health problems [2, 8–11], it has received limited
attention in pediatric cancer survivors [12–14]. Survivors
have been observed to demonstrate functional deficits,
such as needing help with personal care and routine
daily rituals, difficulty keeping and holding a job, have
demonstrated difficulties with scholastic achievement,
and are significantly less likely to complete high school
[13]. Long-term findings from the Childhood Cancer
Survivor Study (CSSS) have indicated higher risks for
later employment difficulties and unemployed [14].
A potentially limiting component in FI research has

been the exclusive use of parent proxy reports about
child functioning. While parent reports of child func-
tioning are contextually important, many children are
capable of providing their own perspective on function-
ing, which has been evident in quality of life research
where the child’s perspective has been assessed [15–17].
Research investigating child-parent concordance of psy-
chological symptoms has identified discrepancies in
symptom levels, clustering of symptoms, and caseness
levels; and ways in which reporters provide unique per-
spectives [18]. In contrast, child perspectives have not
been elicited in extant measures of functional impair-
ment. Eliciting the perspective of the child can add im-
portant information not captured by parent report,
thereby benefitting both researchers and clinicians in ap-
preciating the extent to which the child is aware of and
can report their management of activities which are
often a focus of psychological intervention. Researchers
in this area have identified benefits from assessing FI
from both child and parent perspectives [1].
Linkage between child day-to-day functioning and neuro-

cognitive function informs the broad landscape for psycho-
logical interventions that can impact overall quality of life.
Child neurocognitive function importantly includes executive
skills, which include the capabilities for responding adaptively
to novel situations and forming the basis of many cognitive,
emotional, and social skills [19]. Executive functioning has
been implicated in broad functional outcomes such as school
readiness [20], academic achievement [21], theory of mind,
and social competence [22], all of which are relevant to suc-
cessful post-treatment adaptation in pediatric cancer survi-
vors. Campbell and colleagues [23] examined the impact of
executive functioning domains on coping strategies and be-
havioral outcomes among survivors of Acute Lympho-
blastic Leukemia (ALL), finding that performance on
executive functioning tasks was related to coping strategies,
as well as emotional and behavioral problems. Impaired
task efficiency, emotion regulation, organization, and mem-
ory have been associated with lower socioeconomic
achievement [24] and impaired attention has been related
to poor math and reading achievement [25] and poor
health related quality of life [26]. Together, these findings
provide compelling evidence that impairments in executive
functioning may impact functional domains including aca-
demic achievement, social and emotional competence, and
socioeconomic achievement; however, additional research
is needed to further elucidate this relationship.
The current study developed and tested a child self-report

of FI (Brief Impairment Scale-Child; BIS-C), which was based
upon an existing proxy report (Brief Impairment Scale; BIS).
This project sought to achieve 6 goals: 1) examine the prop-
erties of a child self-report measure of FI; 2) compare self-
reported FI scores between cancer survivors and controls; 3)
compare self-reported and parent proxy reported FI scores;
4) determine the child age effect on self-reported FI scores;
5) examine the relationship between self-reported FI and
neurocognitive functioning; and 6) explore predictors of self-
reported FI. We hypothesized that BIS-C scores would dis-
tinguish cancer survivors from controls; BIS-C scores would
correspond with parent-reported BIS scores and be related
to child age; and that BIS-C scores would be associated with
child neurocognitive functioning.

Methods
Participants
Pediatric cancer survivors were recruited from the Univer-
sity of New Mexico’s Pediatric Oncology Late Effects
Clinic. Inclusion criteria were: 1) cancer diagnosis, 2) age
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5–18, 3) at least one-year post-treatment, and 4) ability to
follow instructions. Controls aged 5–18 years were re-
cruited via multiple sources (online ads placed on Craigs-
list, flyers placed in the community, as well as word of
mouth). Children were ineligible if they had impaired cog-
nitive ability (IQ < 70), a chronic illness that could be ex-
pected to increase FI (e.g., seizure disorder or sensory
impairment), or limited English proficiency. A recruitment
pool of 108 survivors was approached to participate and 26
agreed (recruitment rate of 24%). We recruited and evalu-
ated for case-control analyses but did not have adequate
matching between the groups (only 17 survivors matched
in age with controls); therefore, all 53 controls were in-
cluded in subsequent analyses. All control participants
who responded to study advertisements in the community
met eligibility criteria based on a telephone screening.

Procedure
Study procedures were approved by the University of New
Mexico Institutional Review Board. Following assent/con-
sent, children and parents were separated, with children
completing measures (neurocognitive and BIS-C) while par-
ents completed questionnaires (BSMSS, BIS, and a demo-
graphic questionnaire (child age, child sex, child ethnicity,
receiving Supplemental Security Income; and for the cancer
survivor group: treatment intensity, time since end of treat-
ment)), using previously validated questions [27]. A neuro-
cognitive and executive function exam was administered to
the child by a trained psychometrist. After completion of
the neurocognitive exam, the child completed a question-
naire assessing functional impairment. Questions were read
aloud to the child who selected answer choices from a
booklet. This process required approximately 60min of the
child’s time. Parents and children each received a gift card.

Measures
Barratt simplified measure of social status (Hollingshead
AB: Four factor index of social status, unpublished)
Socioeconomic status (SES) was measured using the
Barratt Simplified Measure of Social Status (BSMSS) [28],
with higher values being indicative of higher SES. The
BSMSS is based on Hollingshead’ measure (Hollingshead
AB: Four factor index of social status, unpublished;
Hollingshead AA: Two factor index of social position,
unpublished), a simple measure of social status based on
marital status, occupation, educational attainment, and oc-
cupational prestige. The BSMSS is a proxy for SES based
on two factors: parent(s)’ total education and occupation.

Functional impairment
Functional Impairment was assessed with the Brief Im-
pairment Scale (BIS) [5]. The BIS is a 23-item parent-
completed assessment that provides a global measure of
impairment along three domains of functioning:
interpersonal relations, school/work functioning, and
self-care/self-fulfillment. The measure assesses the de-
gree to which the child struggles with various activities.
Responses are on a 4-point Likert scale ranging from 0
(“no problem”) to 3 (“serious problem”). Content struc-
ture of the BIS further allows for questions to be refused,
not applicable, and “don’t know.” The assessment is
prefaced by the statement “In general, how much of a
problem do you think your child has with.” It then in-
cludes item statements such as: “Getting involved in ac-
tivities together with the rest of the family,” “Making
friends,” and “Getting schoolwork done on time.” Based
upon large multi-national community and clinical sam-
ples, two cutoff scores (i.e., scores of 11.5 or greater; and
scores of 14 or greater) were developed using receiver
operating characteristics to identify clinically significant
impairment or “caseness” [5]. Convergent validity, in-
cluding item representativeness, was demonstrated by
significant correlations (r = − 0.53, 0.52, and − 0.52;
p < .001) between the BIS and an established measure of
the same construct, the CGAS [29]. Concurrent validity
was demonstrated by significant mean BIS score differences
between clinical and non-clinical samples. Test-retest reli-
ability is moderate, with total scale ICC = .070 and subscale
agreement fair to moderate (interpersonal ICC = .56, school
ICC = .54, self ICC = .76). The BIS has internal consistency
with Cronbach’s alpha ranging from .81 to .88, as well as
fair to substantial test-retest reliability.
We sought to further enhance the measurement of

functional impairment by adapting the BIS so that it could
be completed by children (Brief Impairment Scale-Child
Version; BIS-C). Thus, we sought to determine the extent
to which children were able to report on their own func-
tional status. The BIS-C was based on the same 4-point
Likert scale as the original version with options for refusal,
not applicable, and “don’t know.” Similar to the original,
items were introduced with the statement, “In general,
how much of a problem do you think you have with.”
For this preliminary study, BIS-C item content was ex-

amined for face and content validity, as well as reading
level, by the research team. Using team consensus
methods, item content was slightly modified, including
simplified language and examples for children. Example
items include: “Getting involved in activities together
with the rest of the family,” “Making friends,” and “Get-
ting schoolwork done on time.” Reading level was
assessed with the Flesch Reading Ease Score and ad-
justed to achieve a 5th grade reading level used in
assent/consent documents.

General intellectual function
General intellectual ability was assessed using the Reyn-
olds Intellectual Screening Test (RIST) [30]. This is
comprised of two subtests and was administered to all
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children. The RIST was standardized on 2438 individuals
in 41 states and is representative of the 2001 US Census.
Reliability coefficients range from 0.84 to 0.96. Test-
retest reliability ranged from 0.79 to 0.86. Correlations
with the Wechsler Intelligence Scale for Children, Third
Edition (WISC-III) Full Scale IQ were 0.76. The RIST
can be completed by children in less than 20min.

Executive function
Executive function was assessed using the NIH Examiner
[31]. The Examiner assesses multiple domains of executive
functioning including working memory, inhibition, set shift-
ing, fluency, planning, insight, and social cognition/behavior.
The Examiner also provides an executive function composite
score as well factor scores across three sub domains: working
memory, fluency, and cognitive control. The Examiner has
demonstrated good psychometric properties. All tasks had
appropriate internal consistency with alpha ranging from .64
to .98. Test-retest reliability across the executive function
composite and factor scores ranged from 0.76 to 0.94. Con-
vergent validity was demonstrated by significant correlations
(r =− 0.21, p < .001) between the NIH examiner composite
score and a measure of parent report of real-world executive
function (BRIEF). The NIH Examiner was used to develop
scores for Fluency (Verbal Fluency), Planning (Unstructured
Task, Unstructured Task Weighted Composite), Cognitive
Control (Continuous Performance Task (CPT) Targets Cor-
rect, CPT Target Errors), Working Memory (NBack), Set
Shifting, and an Executive Composite score.

Statistical analyses
All analyses were conducted using SPSS 25 [32]. Initial
analysis of the BIS and BIS-C included examination of in-
dividual item scores. One item (Suspended from school in
the past 12months) had no variance so it was deleted in
both BIS and BIS-C analyses. Responses that were coded
as refusal, not applicable, and “don’t know” were coded as
missing and subsequent interpolation for missing values
resulted in N = 79. Alpha for the BIS was good (.81; 22
items) and for the BIS-C was acceptable (.69; 22 items). A
3-domain structure was proposed by Bird et al. [5] for the
BIS, identifying three specific areas of impairment (e.g.,
interpersonal functioning, school functioning, and self-
care/self-fulfillment). The rationally derived domain struc-
ture was maintained in the BIS-C analyses.
Characteristics of the BIS and BIS-C were examined

with correlation and t-tests. For age analyses, child age
was rationally divided into groups (5–7; 8–10; 11–14;
15–18 years) of roughly equal numbers of children. As-
suming a small effect size (0.25), correlation between
measures (0.50), and desired statistical power of 0.95, a
sample size of 79 was sufficient for analyses.
Hierarchical linear regressions were conducted to de-

termine the impact of predictors of BIS-C scores. We
sought to test two models of predicting BIS-C scores. In
the first model, age and SES were entered first, with
parent-completed BIS total scores entered second. Age
was included because although we found no significant
(parent proxy) BIS total difference by age, the older the
child, the greater the tendency towards greater BIS (FI)
[33]. SES was included because life stressors, closely as-
sociated with SES, represent a significant predictor of
functional impairment in children [34]. In the second re-
gression model, all Examiner subscales were initially en-
tered as a block and RIST IQ was entered second.
Results
Preliminary analysis
Descriptive statistics for 53 controls and 26 survivors are
presented in Table 1. Cancer survivors were significantly
older, with no other demographic differences evident.
Survivors had ended treatment an average of 6.35 years
(SD = 5.38; range 1–15 years) prior to participation.
Among the survivor group, 62% of children had CNS-
related cancers, while 38% had non-CNS cancers. Survi-
vors qualified for a median CNS treatment intensity of
2.0 (Mean = 1.42; range 0–4) [27]. In fact, 17 of 26 survi-
vors had an intensity score of 1–2 and 7 had no CNS
treatment. BIS-C scores were not different for the sur-
vivor and control groups (Table 1), so the groups were
combined for subsequent analyses. There was no effect
of child sex on BIS-C total or subscales.
Child report of FI compared with parent report of FI
BIS-C scores were significantly higher than BIS scores
on total, interpersonal relations, school, and self-care/
self-fulfillment subscales (t = 6.63, p = .000; t = 5.95
p = .000; t = 2.89, p = .005; and t = 4.71, p = .000, respect-
ively) (Table 2). The BIS-C significantly correlated with
BIS (r = .298, p = .008), and regarding correlations be-
tween like-subscales, the BIS-C school correlated with
BIS school (r = .436, p = .000). Both BIS-C and BIS sub-
scale scores were highly intercorrelated (Table 3).
BIS-C caseness was not related to sex or IQ (chi-

square). When the BIS caseness cutoff was set at
GE11.5, there was agreement for 28 dyads regarding
non-casenesss and 14 dyads regarding caseness. Specific-
ally, caseness was achieved for 47 children based on BIS-
C; and 18 based on BIS, and this caseness discrepancy
was at a trend-level, but non-significant (Chi square =
3.28, p = .07). When the BIS caseness cutoff was set at
GE14, there was agreement between child and parent re-
ports of FI for 40 dyads re: non-caseness and 9 dyads re:
caseness. Specifically, caseness was achieved for 37 chil-
dren based on BIS-C; and 11 based on BIS, and this
caseness discrepancy was significant (Chi square = 6.28,
p = 012) (Table 2).



Table 1 Sociodemographic variables, illness severity, Brief Impairment Scale-Child (BIS-C), Brief Impairment Scale-Parent (BIS),
Reynolds Intellectual Screening Test (RIST), and NIH Examiner

Controls (n = 53) Mean (SD) Cancer Survivors (n = 26) Mean (SD) p-value

Child age (Years) 9.94 (3.64) 12.35 (3.99) .009**

Child sex (Male) 53% 50% .813

SES (Barrett score)a 37.19 (10.61) 33.47 (10.83) .150

Child Ethnicity b .155

Hispanic 45% 46%

White 23% 27%

Receiving SSI c 6% 8% .727

Treatment Intensity d N/A 1.42 (0.99)

Time since end of treatment (years) N/A 6.35 (3.62)

RISTf

Total Index IQ 98.68 (13.58) 99.27 (12.88) .854

Guess What 45.53 (11.85) 47.46 (10.00) .476

Odd-Item-Out 51.35 (10.36) 50.62 (9.27) .709

BIS-Child

School 3.97 (2.85) 3.19 (2.98) .264

Interpersonal 5.47 (3.75) 4.29 (3.84) .199

Self 4.94 (2.75) 4.81 (2.40) .831

Total 14.38 (6.18) 12.29 (7.16) .184

BIS-Parent e

School 2.63 (2.70) 2.69 (3.03) .822

Interpersonal 2.45 (2.18) 2.23 (2.27) .985

Self 3.08 (2.61) 2.92 (2.95) .690

Total 8.16 (6.13) 7.85 (6.28) .979

NIH Examiner g

Verbal Fluency Total 21.48 (9.08) 26.04 (8.85) .038*

Unstructured Task Total 15.40 (7.24) 19.08 (8.33) .047*

Unstructured Task Weighted Composite h −6.53 (1.46) −6.48 (2.08) .905

CPT Targets Correct 72.69 (18.60) 77.65 (6.01) .190

CPT Target Errors 1.83 (2.88) 1.96 (5.52) .888

N-Back Score 1.61 (0.68) 1.78 (0.77) .358

Set Shifting Score 6.68 (1.15) 7.08 (1.20) .170

Executive Composite −0.42 (5.33) 1.70 (6.43) .134
aBarratt Simplified Measure of Social Status; Raw Score Range: 8–66
bEthnicity: Hispanic and Non-Hispanic
cSSI: Supplemental Security Income; Percent yes
dTreatment Intensity (range 0–3)
eBIS: Brief Impairment Scale raw (0–69)
fReynolds Intellectual Screening Test. Composite IQ is standard score; Guess What and Odd-Item-Out scores are T-scores
gNIH Examiner raw scores
hWeighted composite = UTpct*log10(UTTotal+ 1; UTpct = percentage of completed puzzles that were considered high value items; UTTotal = total number of
points earned)
*p < .05, ** p < .01, ***p < .001
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Age and survivor versus control group effects on BIS-C
To test our hypothesis regarding an age effect, four age
groups were created for purposes of analysis (5–7; 8–10;
11–14; 15–18 years) (Table 4). No age group effect was
observed on the BIS-C total score (F = 1.679; p = .095),
but there were main effects for the BIS-C interpersonal
relations and self-care/self-fulfillment domain scales
(F = 4.155, p = .045; F = 4.725, p = .033, respectively) such
that as age increased, children reported less impairment
(Fig. 1a). Significant BIS-C subscale group differences



Table 2 Brief Impairment Scale-Parent (BIS) and Brief
Impairment Scale-Child (BIS-C) scores

Mean (SD), N = 79

BIS BIS-C

Total*** 8.06 (6.14) 13.55 (6.58)

Interpersonal*** 2.38 (2.20) 4.94 (3.74)

School** 2.65 (2.79) 3.76 (2.89)

Self-Care*** 3.03 (2.71) 4.85 (2.61)

Caseness GE 11.5 18 47

Caseness GE 14* 11 37

The BIS is a parent-report measure of impairment in children that assesses
areas of interpersonal functioning, school functioning, and self-care
or fulfillment
The BIS-C is a self-report measure of impairment in children that assesses
areas of interpersonal functioning, school functioning, and self-care
or fulfillment
* p < .05; ** p < .01; *** p < .001
Caseness defined by BIS and BIS-C scores greater than or equal to 11.5 or 14
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were observed between 5–7 years and both 8–10 years
and 15–18 years on the self-care/self-fulfillment sub-
scale, with 5–7 years reporting greater self-care/self-ful-
fillment FI (p = .01, p = .032, respectively). These findings
are contrary to our previous trend-level findings that as
child age increases, parents report greater amounts of
functional impairment [33] (Fig. 1b). There were also no
group, group x age, or sex effects on BIS-C total and
three subscales.
Relationship between FI and IQ/examiner
In addressing our hypothesis regarding the relation-
ship between BIS-C and Examiner/IQ, correlations
demonstrated that BIS-C correlated with Verbal Flu-
ency (r = −.231, p = .026), CPT Target Errors (r = .270,
p = .011), N-Back (r = −.238, p = .023), and Executive
Composite (r = −.214, p = .037) in the predicted direc-
tions. BIS-C subscales and Examiner/IQ correlations
revealed that the BIS-C interpersonal relations sub-
scale correlated with CPT target errors (r = .297,
p = .013); and the BIS-C self-care/self-fulfillment sub-
scale correlated with RIST scores (r = −.253, p = .034).
However, because age was associated with BIS-C and
Table 3 Correlation matrix of child and parent Brief Impairment Sca

Correlation coefficient BIS-C Total BIS-C Int

BIS Total 0.307** 0.175

BIS Interpersonal 0.299** 0.197

BIS School 0.357** 0.216

BIS Self-Care 0.084 0.014

The BIS-C is a self-report measure of impairment in children that assesses areas of i
The BIS is a parent-report measure of impairment in children that assesses areas of
*p < 0.05
**p < 0.01
***p < 0.001
with Examiner scores, when age was controlled, all
correlations lost significance.
Predicting BIS-C scores
Table 5 presents the results from hierarchical linear re-
gression modeling of predictors of BIS-C scores. The
first model indicated that step 1 (SES and child age) was
significant at a trend level (adjusted R2 = .049, F = 2.997,
p = .056) and step 2 (BIS) was significant (adjusted
R2 = .146, F = 5.449, p = .002). Child age and BIS were
unique and significant predictors (Beta = −.269, p = .014;
Beta = .339, p = .003, respectively) (Table 5). The second
regression model (Examiner and RIST IQ) revealed that
step 1 (Examiner scores) was non-significant (adjusted
R2 = .028, p = .071) and step 2 was also non-significant at
a trend level (adjusted R2 = .062, p = .076), with no vari-
able explaining unique and significant BIS-C variance.
Discussion
Assessment of child self-reported FI allows for the de-
scription of broad domains of functioning from the pa-
tients’ point of view, giving valuable information for
improvement of health care and resource allocation. We
adapted and tested the BIS-C, a multi-dimensional and
easy to use self-report measure for children. The current
study explored the impact of pediatric cancer upon self-
reported FI; and the relationship between self-reported
FI and parent-reported child FI and neurocognitive func-
tioning in cancer survivors relative to controls. We
found that survivors were similar to controls in self-
reported FI. Regardless of group membership, self-
reported FI was higher than parent-reported FI, although
they were correlated and parent report of FI significantly
predicted self-reported FI. Across groups, self-reported
FI was associated with four of seven neurocognitive
scores.
We hypothesized that based on prior research with FI-

related constructs [12–14, 34, 35], BIS-C scores would
distinguish pediatric cancer survivors from controls [14].
This was not the case, as we found that the two groups
were similar on self-reported FI. Our results align with
le (BIS) scores (n = 79)

erpersonal BIS-C School BIS-C Self-Care

0.332** 0.154

0.338** 0.097

0.436*** 0.108

0.030 0.158

nterpersonal functioning, school functioning, and self-care or fulfillment
interpersonal functioning, school functioning, and self-care or fulfillment



Table 4 Brief Impairment Scale-Child (BIS-C) scores and caseness percent by age group

Mean (SD) Caseness

BIS-C Total BIS-C Interpersonal BIS-C School BIS-C Self-Care GE 11.5 GE 14

5–7 years (n = 20) 16.40 (6.34) 6.18 (3.38) 3.73 (2.96) 6.49 (3.09) 80.0% 60.0%

8–10 years (n = 22) 12.99 (6.44) 5.26 (4.01) 3.70 (2.75) 4.03 (1.86) 54.5% 36.4%

11–14 years (n = 18) 12.47 (6.79) 3.89 (4.10) 3.94 (2.94) 4.64 (2.66) 50.0% 44.4%

15–18 years (n = 19) 12.22 (6.40) 4.26 (3.21) 3.68 (3.16) 4.28 (2.13) 52.6% 47.4%

Total (n = 79) 13.55 (6.58) 4.94 (3.74) 3.76 (2.89) 4.85 (2.61) 59.5% 46.8%

The BIS-C is a self-report measure of impairment in children that assesses areas of interpersonal functioning, school functioning, and self-care or fulfillment
Caseness defined by BIS-C scores greater than or equal to 11.5 or 14
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our previous finding that parent-reported FI did not
distinguish between the two groups [33], which may be
the product of a variety of methodological issues: low
survivor participation rate, lack of treatment intensity
heterogeneity, and small sample size. Further, group
differences may be more difficult to detect in small
samples because such group differences may be based
on the relatively small subset of survivors who exhibit
impairment, thereby being evident only in large
samples [35].
Fig. 1 a Brief Impairment Scale-Child total and domain scores by age grou
age group
Obtaining child reports of FI provides novel informa-
tion and identifies a higher rate of FI than does parent
report. Thus, across groups (survivor, control), children
reported higher levels of FI and higher percentages of
clinical caseness (for the higher BIS cutoff (GE 14)) than
did their parents, suggesting that children are identifying
additional deficits and clinical impairment across do-
mains. The reason children self-report higher levels of FI
than their parents’ warrants further investigation. As hy-
pothesized, the two sets of reports were correlated, and
p. b Brief Impairment Scale-Parent total and domain scores by



Table 5 Bivariate and Multiple Regression for Predicting BIS-C Total Score

Model 1 (n = 79) Model 2 (n = 71)

Bivariate Step 1 (Demographic) Step 2 (+BIS Total) Bivariate Step 1 (NIH Examiner scales) Step 2 (+ RIST)

Socioeconomic Status a −0.182 −0.110 − 0.070 −0.071

Child Age (years) −0.201* −0.338 − 0.454* −0.508

BIS Total 0.307** 0.363**

Verbal Fluency Total −0.231* −0.095 −0.083

Weighted composite 0.053 0.411 0.306

CPT Total Targets Correct −0.043 0.007 −0.006

CPT Target Errors 0.270** 0.641 0.785

N-Back Score −0.238* −0.537 −0.724

Set Shifting score −0.070 0.268 0.408

Executive Function Composite Score −0.214* 0.098 0.208

RISTtotal index IQ b −0.170 −0.116

Total explained variance (adjusted R2) 0.049 0.146 0.028 0.062

Model 1 includes demographic variables (SES and child age) and Parent reported BIS Total
Model 2 includes neurocognitive variables (NIH Examiner scales, RIST)
R-squared values used in this table are adjusted variables
aBarratt Simplified Measure of Social Status
bReynolds Intellectual Screening Test Composite IQ is standard score
*p-value < 0.05
**p-value < 0.01
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parent-report of FI predicted child-reported FI above
and beyond child age and SES, but the finding that chil-
dren report greater levels and greater numbers reaching
a clinical cutoff suggest that children are identifying
greater FI in themselves than are their parents. In fact,
our finding that approximately half of both cancer survi-
vors and controls reported clinically significant levels of
FI, in excess of that reported by parents, calls into ques-
tion the issue of how to address key differences in per-
spectives between child-reports and parent-proxy
reports of function and behavior.
Although we did not find an age effect on BIS-C total,

FI decreased with age on two BIS-C subscales: interper-
sonal relations and self-care/self-fulfillment domain
scales. The only significant group differences on BIS-C
subscales were between 5–7 years and both 8–10 years
and 15–18 years, with 5–7 years reporting greater self-
care/self-fulfillment FI. This finding is in the opposite
direction of parent-reported FI, wherein we found no
significant BIS total difference by age, but the older the
child, the greater the tendency towards greater BIS (FI),
with this difference trending between age 11–14 versus
15–18 years [32]. Examination of parent-reported do-
main scores between age groups revealed this same pat-
tern, with significant differences between 11 and 14
versus 15–18 age groups in interpersonal relations and
self-care/self-fulfillment. Our BIS-C finding may in part
be explained by the fact that very young children (5–7
year olds) may have had difficulty with comprehension
or answer choice selection, thereby limiting the validity
of their self-report. While both child and parent reports
of total FI did not distinguish survivors from control
children, they suggest modest but opposite age-related
patterns of impairment, particularly in interpersonal re-
lations and self-care/self-fulfillment domains. This age-
related issue and questions about instrument validity
with younger children warrant additional investigation.
We found that neurocognitive functioning was mod-

estly related to FI, with four of seven Examiner scales
correlating with FI in the predicted directions. This find-
ing aligns with our previous parent-reported FI finding
that several neurocognitive measures were related to
both total and subscale BIS scores for both cancer survi-
vors and controls [33]. There clearly is a link between
parent-report of psychosocial adaptation and survivor
EF, particularly among children with Central Nervous
System (CNS) tumors [36]. Survivors of CNS tumors
have demonstrated that cognitive and emotional func-
tioning are predictors of quality of life [37]. Further, in a
study of older adults, functional capacity correlated posi-
tively with cognitive variables, and each type of func-
tional capacity was predicted by somewhat different
cognitive variables [38]. Our significant correlations be-
came non-significant when age was controlled, suggest-
ing that age explains a great deal of the shared variance
of the BIS-C and Examiner scores.
Moreover, our findings of age-related differences sug-

gest that child and parent perspectives change as chil-
dren grow older. This critical distinction in perspectives
on function and how they are divergent is important in
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the subsequent design of intervention studies for helping
children improve their day-to-day function. Psychosocial
interventions that solely focus upon parent perception
are likely to miss children who may be in distress sec-
ondary to their perception of increasing functional diffi-
culties. Perhaps a solution to this dilemma is to
capitalize upon both parent and child perceptions of
day-to-day functioning by using a discrepancy between
these perspectives for a specific psychosocial interven-
tion and, conversely, using a similarity in perception for
a completely different intervention. Although this study
provides evidence of the importance of child perspec-
tives to pediatric outcomes research, exporting such a
measure to another culture may bring challenges if a
child’s voice in health care is perceived or valued
differently.

Study limitations
A relatively small and heterogeneous sample of cancer
survivors with a low participation rate, limited treatment
intensity with an average “medium” treatment intensity,
a large range in time since treatment, and a cross-
sectional design limit generalizability and inferences of
causality. In large part, as a function of our small cancer
survivor sample size characterized by relatively low
treatment intensity, we found no FI difference between
cancer survivors and controls. It is possible that FI is not
a distinguishing characteristic for our sample, with other
researchers observing mixed results when evaluating FI
as an outcome [4, 39, 40].
The low recruitment rate of cancer survivors (24%)

speaks to the possibility that survivors who agreed to
participate differed systematically from those who were
approached but declined participation. To the extent
that relevant variables were available for non-
participants, a selection bias was evaluated. Non-
participant data were limited to child age, sex, and diag-
nosis. Based on these variables, females were more likely
to participate than males, indicating a relative overrepre-
sentation of female cancer survivors. There were no sig-
nificant differences in age and diagnosis between
participants and non-participants. However, there were
additional variables that may have affected study
participation that were not evaluated. Finally, our BIS-C
age-related findings raise questions about instrument
validity with younger children, warranting additional
investigation.

Recommendations for research and practice
Obtaining reports of functional impairment from youth
and parents is an emerging research area [40]. Our lim-
ited sample of pediatric cancer survivors indicates a need
for improvement in this line of research, including larger
and more diverse samples, along with psychometric
analyses that provide greater clarity to the response
characteristics of a functional impairment measure. Cer-
tainly there is a need for a validated tool for screening
and monitoring the health of pediatric oncology survi-
vors, evident in the guidelines from the Children’s On-
cology Group [41]. Our research and that of others is
pointing to the need to ascertain child functional impair-
ment from both parent and child perspectives. A tool
that can assess functional impairment has the potential
for many uses, including population and clinical screen-
ing, acute impact of natural disaster assessment, as well
as intervention monitoring. With further development,
functional impairment appears to have the potential to
provide a robust target for clinical intervention.
Conclusions
In conclusion, the BIS-C appears to be an adequate
screening tool to identify self-reported FI among chil-
dren ages 5–18, with some validity concerns in children
ages 5–7. These preliminary results of this measure may
add to the picture currently obtained by parent-reported
FI, in that although there is substantial agreement and
overlap between self-reported and parent-reported FI,
there is also unique information provided by the BIS-C.
Specifically, our finding that children report greater total
and subscale FI, as well as greater numbers reaching a
clinical cutoff (when set high) compared with their par-
ents’ reports, warrants further investigation to determine
what impairments children are identifying that parents
are not. Additional validation studies of the BIS-C are
warranted, particularly among younger children. In con-
clusion, pediatric cancer survivors should be screened
for psychosocial functioning based on risk- and
exposure-related guidelines [41].

Abbreviations
ALL: Acute Lymphoblastic Leukemia; BIS: Brief Impairment Scale; BIS-C: Brief
Impairment Scale-Child Version; CCSS: Childhood Cancer Survivor Study;
CPT: Continuous Performance Task; CNS: Central Nervous System;
FI: Functional Impairment; RIST: Reynolds Intellectual Screening Test;
SES: Socioeconomic Status

Acknowledgements
We wish to thank the families who participated in this study for their
contribution to this research area.

Authors’ contributions
All authors made significant contributions to the design, analysis, and/or
write up of this manuscript. The author(s) read and approved the final
manuscript.

Funding
This work was supported by the UNMHSC Pediatrics Research Committee
Award (PI Annett).

Availability of data and materials
Data and material are available for review and replication purposes.



Erickson et al. Health and Quality of Life Outcomes          (2020) 18:142 Page 10 of 11
Ethics approval and consent to participate
This study obtained human subjects approval from the University of New
Mexico Institutional Review Board. All participants voluntarily consented to
participate in this study and appropriate consent/assent was obtained.

Consent for publication
If this manuscript is accepted, the authors consent for publication.

Competing interests
Authors have no competing interests to disclose.

Author details
1Department of Psychology, Logan Hall, University of New Mexico, MSC03
2220, Albuquerque, NM 87131, USA. 2Private practice, Albuquerque, NM, USA.
3Department of Pediatrics, University of Mississippi Medical Center, Jackson,
MS, USA.

Received: 1 July 2019 Accepted: 30 April 2020

References
1. Palermo TM, Long AC, Lewandowski AS, Drotar D, Quittner AL, Walker LS.

Evidence-based assessment of health-related quality of life and functional
impairment in pediatric psychology. J Pediatr Psychol. 2008;33(9):983–96.
https://doi.org/10.1093/jpepsy/jsn038.

2. Gajria K, Kosinski M, Sikirica V, Huss M, Livote E, Reilly K, Dittmann RW, Erder
MH. Psychometric validation of the Weiss functional impairment rating
scale-parent report form in children and adolescents with attention-deficit/
hyperactivity disorder. Health Qual Life Outcomes. 2015;13(1):184. https://
doi.org/10.1186/s12955-015-0379-1.

3. Dose C, Hautmann C, Doepfner M. Functional impairment in children with
externalizing behavior disorders: psychometric properties of the Weiss
functional impairment rating scale–parent report in a German clinical
sample. J Atten Disord. 2019;23(13):1546–56. https://doi.org/10.1177/
1087054716661234.

4. Kernder T, Doepfner M, Dose C, Goertz-Dorten A. Psychometric properties
of a modified version of the Weiss functional impairment rating scale-
parent report (WFIRS-P) in a clinical sample of children with aggressive
behavior. Qual Life Res. 2019;28(1):241–51. https://doi.org/10.1007/s11136-
018-2015-0.

5. Bird HR, Canino GJ, Davies M, Ramírez R, Chávez L, Duarte C, Shen S. The
Brief impairment scale (BIS): a multidimensional scale of functional
impairment for children and adolescents. J Am Acad Child Adolesc
Psychiatry. 2005;44(7):699–707. https://doi.org/10.1097/01.chi.0000163281.
41383.94.

6. World Health Organization. International classification of impairments,
disabilities, and handicaps. Geneva: World Health Organization; 1980.

7. Rapee RM, Bőgels SM, Van Der Sluis CM, Craske MG, Ollendick T. Annual
research review: conceptualising functional impairment in children and
adolescents. J Child Psychol Psychiatry. 2012;53(5):454–68. https://doi.org/10.
1111/j.1469-7610.2011.02479.x.

8. Fay TB, Yeates KO, Wade SL, Drotar D, Stancin T, Taylor HG. Predicting
longitudinal patterns of functional deficits in children with traumatic brain
injury. Neuropsychology. 2009;23(3):271. https://doi.org/10.1037/a0014936.

9. Huppert JD, Simpson HB, Nissenson KJ, Liebowitz MR, Foa EB. Quality of life
and functional impairment in obsessive–compulsive disorder: a comparison
of patients with and without comorbidity, patients in remission, and healthy
controls. Depression Anxiety. 2009;26(1):39–45. https://doi.org/10.1002/da.
20506.

10. Lollar DJ. Function, impairment, and long-term outcomes in children with
ADHD and how to measure them. Psychiatr Ann. 2008;38(1). https://doi.org/
10.3928/00485713-20080101-06.

11. Wille N, Bettge S, Wittchen HU, Ravens-Sieberer U, BELLA Study Group. How
impaired are children and adolescents by mental health problems? Results
of the BELLA study. Eur Child Adolesc Psychiatry. 2008;17(1):42–51. https://
doi.org/10.1007/s00787-008-1005-0.

12. Hudson MM, Mertens AC, Yasui Y, Hobbie W, Chen H, Gurney JG, Yeazel M,
Recklitis CJ, Marina N, Robison LR, Oeffinger KC. Health status of adult long-
term survivors of childhood cancer: a report from the childhood Cancer
survivor study. JAMA. 2003;290(12):1583–92. https://doi.org/10.1001/jama.
290.12.1583.
13. Mitby PA, Robison LL, Whitton JA, Zevon MA, Gibbs IC, Tersak JM, Meadows
AT, Stovall M, Zeltzer LK, Mertens AC. Utilization of special education
services and educational attainment among long-term survivors of
childhood cancer: a report from the childhood Cancer survivor study.
Cancer. 2003;97(4):1115–26. https://doi.org/10.1002/cncr.11117.

14. Pang JW, Friedman DL, Whitton JA, Stovall M, Mertens AC, Robison LL,
Weiss NS. Employment status among adult survivors in the childhood
Cancer survivor study. Pediatr Blood Cancer. 2008;50(1):104–10. https://doi.
org/10.1002/pbc.21226.

15. Wahi A, Phelan M, Sherman-Bien S, Sender LS, Fortier MA. The impact of
ethnicity, language, and anxiety on quality of life in children with Cancer.
Appl Res Qual Life. 2016;11(3):817–36. https://doi.org/10.1007/s11482-015-
9399-6.

16. Jurbergs N, Russell KM, Long A, Phipps S. Adaptive style and differences in
parent and child report of health-related quality of life in children with cancer.
Psycho-Oncology. 2008;17(1):83–90. https://doi.org/10.1002/pon.1195.

17. Russell KM, Hudson M, Long A, Phipps S. Assessment of health-related
quality of life in children with cancer: consistency and agreement between
parent and child reports. Cancer. 2006;106(10):2267–74. https://doi.org/10.
1002/cncr.21871.

18. Erickson SJ, Krapf EM, Gerstle M. Adolescent cancer survivors’ posttraumatic
stress symptoms: concordance between self-report and maternal-proxy
report. J Health Psychol. 2017;22(14):1789–98. https://doi.org/10.1177/
1359105316636949.

19. Lezak MD, Howieson DB, Bigler ED, Tranel D. Neuropsychological
assessment. 5th ed. New York: Oxford University Press; 2012.

20. Blair C. School readiness: integrating cognition and emotion in a
neurobiological conceptualization of children's functioning at school entry.
Am Psychol. 2002;57(2):111. https://doi.org/10.1037/0003-066X.57.2.111.

21. Espy KA, McDiarmid MM, Cwik MF, Stalets MM, Hamby A, Senn TE. The
contribution of executive functions to emergent mathematic skills in
preschool children. Dev Neuropsychol. 2004;26(1):465–86. https://doi.org/10.
1207/s15326942dn2601_6.

22. Hughes C, Dunn J, White A. Trick or treat?: uneven understanding of mind
and emotion and executive dysfunction in “hard-to-manage” preschoolers. J
Child Psychol Psychiatry Allied Discip. 1998;39(7):981–94. https://doi.org/10.
1111/1469-7610.00401.

23. Campbell LK, Scaduto M, Van Slyke D, Niarhos F, Whitlock JA, Compas BE.
Executive function, coping, and behavior in survivors of childhood acute
lymphocytic leukemia. J Pediatr Psychol. 2009;34(3):317–27. https://doi.org/
10.1093/jpepsy/jsn080.

24. Ellenberg L, Liu Q, Gioia G, Yasui Y, Packer RJ, Mertens A, Donaldson SS,
Stovall M, Kadan-Lottick N, Armstrong G, Robison LL. Neurocognitive status
in long-term survivors of childhood CNS malignancies: a report from the
childhood Cancer survivor study. Neuropsychology. 2009;23(6):705. https://
doi.org/10.1037/a0016674.

25. Reeves CB, Palmer SL, Reddick WE, Merchant TE, Buchanan GM, Gajjar A,
Mulhern RK. Attention and memory functioning among pediatric patients
with medulloblastoma. J Pediatr Psychol. 2006;31(3):272–80. https://doi.org/
10.1093/jpepsy/jsj019.

26. Penn A, Shortman RI, Lowis SP, Stevens MC, Hunt LP, McCarter RJ, et al.
(2010). Child-related determinants of health-related quality of life in children
with brain tumours 1 year after diagnosis. Pediatric Blood Cancer. 2010;
55(7):1377–85. https://doi.org/10.1002/pbc.22743.

27. Vannatta K, Gerhardt CA, Wells RJ, Noll RB. Intensity of CNS treatment for
pediatric cancer: prediction of social outcomes in survivors. Pediatr Blood
Cancer. 2007;49(5):716–22. https://doi.org/10.1002/pbc.21062.

28. Barratt W. The Barratt simplified measure of social status (BSMSS); 2012.
29. Shaffer D, Gould MS, Brasic J, Ambrosini P, Fisher P, Bird H, Aluwahlia S. A

children’s global assessment scale (CGAS). Arch Gen Psychiatry. 1983;40(11):
1228–31. https://doi.org/10.1001/archpsyc.1983.01790100074010.

30. Reynolds CR, Kamphaus RW. Reynolds intellectual assessment scales (RIAS).
Lutz, FL: Psychological Assessment Resources; 2003.

31. Kramer JH. Special series introduction: NIH EXAMINER and the assessment
of executive functioning. J Int Neuropsychol Soc. 2014;20(1):8–10. https://
doi.org/10.1017/S1355617713001185.

32. IBM Corp. IBM SPSS Statistics for Mcintosh, Version 25.0. 2017.
33. Erickson SJ, Hile S, Rieger RE, Moss NC, Dinces S, Annett RD. Association

between executive functioning and functional impairment among pediatric
Cancer survivors and controls. Arch Clin Neuropsychol. 2019;34(5):599–609.
https://doi.org/10.1093/arclin/acy079.

https://doi.org/10.1093/jpepsy/jsn038
https://doi.org/10.1186/s12955-015-0379-1
https://doi.org/10.1186/s12955-015-0379-1
https://doi.org/10.1177/1087054716661234
https://doi.org/10.1177/1087054716661234
https://doi.org/10.1007/s11136-018-2015-0
https://doi.org/10.1007/s11136-018-2015-0
https://doi.org/10.1097/01.chi.0000163281.41383.94
https://doi.org/10.1097/01.chi.0000163281.41383.94
https://doi.org/10.1111/j.1469-7610.2011.02479.x
https://doi.org/10.1111/j.1469-7610.2011.02479.x
https://doi.org/10.1037/a0014936
https://doi.org/10.1002/da.20506
https://doi.org/10.1002/da.20506
https://doi.org/10.3928/00485713-20080101-06
https://doi.org/10.3928/00485713-20080101-06
https://doi.org/10.1007/s00787-008-1005-0
https://doi.org/10.1007/s00787-008-1005-0
https://doi.org/10.1001/jama.290.12.1583
https://doi.org/10.1001/jama.290.12.1583
https://doi.org/10.1002/cncr.11117
https://doi.org/10.1002/pbc.21226
https://doi.org/10.1002/pbc.21226
https://doi.org/10.1007/s11482-015-9399-6
https://doi.org/10.1007/s11482-015-9399-6
https://doi.org/10.1002/pon.1195
https://doi.org/10.1002/cncr.21871
https://doi.org/10.1002/cncr.21871
https://doi.org/10.1177/1359105316636949
https://doi.org/10.1177/1359105316636949
https://doi.org/10.1037/0003-066X.57.2.111
https://doi.org/10.1207/s15326942dn2601_6
https://doi.org/10.1207/s15326942dn2601_6
https://doi.org/10.1111/1469-7610.00401
https://doi.org/10.1111/1469-7610.00401
https://doi.org/10.1093/jpepsy/jsn080
https://doi.org/10.1093/jpepsy/jsn080
https://doi.org/10.1037/a0016674
https://doi.org/10.1037/a0016674
https://doi.org/10.1093/jpepsy/jsj019
https://doi.org/10.1093/jpepsy/jsj019
https://doi.org/10.1002/pbc.22743
https://doi.org/10.1002/pbc.21062
https://doi.org/10.1001/archpsyc.1983.01790100074010
https://doi.org/10.1017/S1355617713001185
https://doi.org/10.1017/S1355617713001185
https://doi.org/10.1093/arclin/acy079


Erickson et al. Health and Quality of Life Outcomes          (2020) 18:142 Page 11 of 11
34. Ezpeleta L, Granero R, De La Osa N, Guillamón N. Predictors of functional
impairment in children and adolescents. J Child Psychol Psychiatry Allied
Discip. 2000;41(6):793–801. https://doi.org/10.1111/1469-7610.00666.

35. Mulhern R, Butler RW. Neuropsychological late effects. W: Brown RT (red.).
In: Comprehensive handbook of childhood cancer and sickle cell disease. A
biopsychosocial approach; 2006.

36. Netson KL, Ashford JM, Skinner T, Carty L, Wu S, Merchant TE, Conklin HM.
Executive dysfunction is associated with poorer health-related quality of life
in pediatric brain tumor survivors. J Neuro-Oncol. 2016;128(2):313–21.
https://doi.org/10.1007/s11060-016-2113-1.

37. Bull KS, Liossi C, Culliford D, Peacock JL, Kennedy CR. Children’s Cancer and
Leukaemia Group (CCLG). Child-related characteristics predicting
subsequent health-related quality of life in 8-to 14-year-old children with
and without cerebellar tumors: a prospective longitudinal study. Neuro
Oncol Pract. 2014;1(3):114–22. https://doi.org/10.1093/nop/npu016.

38. Tan JE, Hultsch DF, Strauss E. Cognitive abilities and functional capacity in
older adults: results from the modified scales of independent behavior–
revised. Clin Neuropsychol. 2009;23(3):479–500. https://doi.org/10.1080/
13854040802368684.

39. Chorpita BF, Weisz JR, Daleiden EL, Schoenwald SK, Palinkas LA, Miranda J,
Higa-McMillan CK, Nakamura BJ, Austin AA, Borntrager CF, Ward A. Long-
term outcomes for the child STEPs randomized effectiveness trial: a
comparison of modular and standard treatment designs with usual care. J
Consult Clin Psychol. 2013;81(6):999. https://doi.org/10.1037/a0034200.

40. Jassi A, Lenhard F, Krebs G, Gumpert M, Jolstedt M, Andrén P, et al. The
Work And Social Adjustment Scale, Youth And Parent Versions:
Psychometric Evaluation Of A Brief Measure Of Functional Impairment In
Young People; 2019. https://doi.org/10.31234/osf.io/f8zev.

41. Annett RD, Hile S, Bedrick E, Kunin-Batson AS, Krull KR, Embry L, MacLean
WE Jr, Noll RB. Neuropsychological functioning of children treated for acute
lymphoblastic leukemia: impact of whole brain radiation therapy. Psycho
Oncol. 2015;24(2):181–9. https://doi.org/10.1002/pon.3586.

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

https://doi.org/10.1111/1469-7610.00666
https://doi.org/10.1007/s11060-016-2113-1
https://doi.org/10.1093/nop/npu016
https://doi.org/10.1080/13854040802368684
https://doi.org/10.1080/13854040802368684
https://doi.org/10.1037/a0034200
https://doi.org/10.31234/osf.io/f8zev
https://doi.org/10.1002/pon.3586

	Abstract
	Background
	Methods
	Results
	Conclusions

	Methods
	Participants
	Procedure
	Measures
	Barratt simplified measure of social status (Hollingshead AB: Four factor index of social status, unpublished)
	Functional impairment
	General intellectual function
	Executive function

	Statistical analyses

	Results
	Preliminary analysis
	Child report of FI compared with parent report of FI
	Age and survivor versus control group effects on BIS-C
	Relationship between FI and IQ/examiner
	Predicting BIS-C scores

	Discussion
	Study limitations

	Recommendations for research and practice
	Conclusions
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

