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Abstract
Introduction: Increasing life expectancy has led to a higher incidence of cancer in the elderly, thus making them vulnerable

and worsening their health-related quality of life (HRQoL) and their need for support.

Objective: The aim of this study was to examine the HRQoL and social support in elderly Greek lung and gastrointestinal

cancer patients undergoing chemotherapy.

Methods: This was a descriptive, cross-sectional study of 104 elderly cancer patients, who were receiving chemotherapy in

the outpatient department and inpatient ward of a General Hospital in Athens. The data were collected using purposive sam-

pling between December 2019 and May 2020, and included demographic and clinical characteristics, the HRQoL question-

naire, Short Form 36 (SF36), and the Personal Resource Questionnaire (PRQ-2000).

Results: The participants’ median age was 72 years; the majority were male (62.5%) and had lung cancer (57.7%). The SF36

data revealed a relatively moderate (42.7–62.61) HRQoL in most subscales. The “Pain” subscale recorded the highest score

(75.0), and the “social function” subscale the lowest (42.79). The PQR-2000 indicated a satisfactory level of social support

(81.65), with values ranging between 48 and 105; married patients with higher education scored more highly (p< .05).

Patients aged 65–75 years reported better HRQoL and greater social support than older patients. In addition, patients

with their own family and a relatively high income reported better HRQoL and social support compared to single individuals, with

low income, who were cared for by their children. Positive and statistically significant (p< .05) correlations were found between

the SF36 subscales of role functioning/physical, vitality, general health, emotional well-being and the PRQ-2000.

Conclusion: The HRQoL and social support of elderly cancer patients positively affect the course of their health. Healthcare systems

and social services should address the multiplying needs of these patients with targeted interventions to support their well-being.
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Introduction
Old age is the period of life starting from 65 years of age.
This period is subdivided into the young old (65–74 years),
middle old (75–84 years), and very old (≥85 years). In
Europe, the number of older people is increasing and older
age is associated with an increased risk of developing
cancer (WHO, 2015). Almost 60% of new cancer diagnoses
and 70% of cancer-related deaths occur in people aged over
65 years (WHO, 2015). Cancer is most frequently considered
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a disease of aging. Forty-three percent of cancer diagnoses
are made in people over 70 years old (Fitch et al., 2015).
Aging comes many problems, which may be functional,
emotional or cognitive (e.g., decreased mobility, frailty,
diminishing cognitive status, depression), and socioeco-
nomic changes. These factors, together with comorbid
health situations, can negatively impact cancer and the con-
sequences of treatment (Fitch et al., 2015). Often, these
patients are admitted to the hospital when cancer progression
happens, to treat cancer-related signs and symptoms (febrile
neutropenia, infection, pain, fever, and dyspnea),
treatment-related complications, and for end-of-life support
(Vandyk et al., 2012). In this context, the health-related
quality of life (HRQoL) of elderly cancer patients is severely
affected.

The World Health Organization (WHO) defines the
quality of life as “an individual’s perception of their position
in life, in the context of the culture in which they live and in
relation to their goals, expectations, standards and concerns”
(WHOQOL Group, 1995). HRQoL is related to patients’ per-
ceptions regarding their physical, emotional, social and
mental functions, and expresses patients’ perceptions about
their life, at any given time in the course of the disease
(Adamakidou & Kalokerinou, 2011). Symptoms of cancer
and its treatment, such as fatigue, vomiting, nausea,
anxiety, depression, and pain, are most common among
elderly cancer patients and, along with other symptoms and
comorbidities, are associated with decreased physical func-
tion and HRQoL (Astrup et al., 2017). HRQoL in the
elderly is recognized as an important patient-reported
outcome to enhance our understanding of the patient’s expe-
rience, the evaluation of disease progression and treatment
outcomes, together with toxicity grading, survival and mor-
tality rates (Cheng et al., 2018; Drageset et al., 2021).

The concept of social support emerged in studies of the
1970s. It can be defined as the perceived availability, or
actual provision of a relationship, information, or assistance,
that empowers a person to manage their day-to-day life effec-
tively in the presence or absence of a crisis. Social support
can be classified into structural or functional aspects.
Structural measures refer to the existence of social relation-
ships and have a linear relation with people’s quality of
life. Functional measures, on the other hand, refer to
resources and services provided by people within an individ-
ual’s social network and are typically what people think of
when considering social support. In addition, there are
further categories of functional measures, such as emotional,
instrumental, and informational support (Ghazzawi et al.,
2016). In the cancer care context, social support is defined
by the National Cancer Institute (NCI) as a network of
family, friends, neighbors, and community members who
are available in times of need to provide psychological, phys-
ical, and financial help to patients with cancer (National
Cancer Institute). Social support is important for cancer
patients, and several studies have shown that social support

improves coping, well-being, physical function, emotional
status, and overall QoL, while decreasing disease-related
stress (Mattioli et al., 2008; Nausheen et al., 2009; Usta, 2012).

Social support also plays a key role in supporting elderly
cancer patients, mitigating the negative effects of the diagnosis
and treatment of cancer, and improving cancer outcomes
(Kadambi et al., 2020). Expectedly, but unfortunately, the
elderly come face to face with life changes, such as widowhood
or retirement that lead to a reduction of their social support net-
works. This can easily result in isolation and loneliness that can
be intensified by the cancer experience (Robb et al., 2013) and
the progression of chemotherapy and hospitalization, which can
worsen the HRQoL of patients (Sultan et al., 2017; 2018). As a
result, the elderly are more vulnerable when they have unmet
social supportive care needs (Williams et al., 2019).

Social support is a complicated concept and its many dimen-
sions and perceptions can vary among geographic, social, eco-
nomic, racial, and ethnic groups, thus making its measurement
difficult (Taylor et al., 2007). Thus, we have to take into
account the differences between perceived and received social
support. Perceived social support refers to the subjective evalua-
tion of the availability and adequacy of social connections, while
received social support is the quantity and the quality of the actual
support provided to a person. This differentiation is material
because different methods are used to assess each type of
support and in turn, each support type has a different effect on
HRQoL and general health and well-being (Haber et al., 2007).

From the current literature, it is clear that adequate social
support for older cancer patients is necessary to maintain
HRQoL and reduce mortality and morbidity. Nevertheless,
studies in Greece relating to this issue are scarce and the
social support needs and problems of these patients need
further investigation. Thus, the aim of this study was to
investigate the HRQoL and perceived social support of
elderly lung and gastrointestinal cancer patients undergoing
chemotherapy and to examine the relationship between
these variables and the factors affecting them.

Methods

Research Design
A descriptive, cross-sectional study using the purposive sam-
pling method was conducted during the period from
December 2019 to May 2020.

Research Questions

1. What is the correlation between QoL and social support
of elderly cancer patients undergoing chemotherapy?

2. Which patients’ characteristics affect the QoL and social
support of elderly cancer patients undergoing
chemotherapy?
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3. Do patients’ demographic, clinical data, and social
support predict the QoL of elderly cancer patients under-
going chemotherapy?

Sample
The study sample consisted of cancer patients undergoing che-
motherapy as inpatients at the oncology ward and as outpatients
at the day care oncology clinic of a central General Hospital of
Athens. Of the 120 patients who met the inclusion criteria, 104
agreed to participate in the study (response rate of 87%).

As the sample availability was limited and only 120
patients from the hospital met the inclusion criteria, a sensi-
tivity analysis using G*power 3.1.9.7 (Faul et al., 2009) was
conducted in order to compute the required effect size given
the available sample size (104 participants). For a statistical
power of 90% and 12 predictors of a multiple regression
model, the required effect size to achieve significance was
f2= 0.23 which is equivalent to an R2= 0.19.

Inclusion Criteria
The recruitment of the sample was guided by the following
inclusion criteria:

1. Patients’ age 65 or older
2. Patients diagnosed with lung or gastrointestinal cancer
3. Being in current chemotherapy treatment after the third or

fourth cycle and after the first assessment of the disease’s
response to treatment

4. Patients with the ability to speak and understand the
Greek language

Exclusion Criteria
Patients who were younger than 65 years old, did not have
the ability to communicate, were diagnosed with a mental
disorder, or could not understand the Greek language were
excluded from the study.

Measurements
The set of questionnaires included the patients’ demographic
and clinical characteristics, the QoL questionnaire, Short Form
36 (SF36) (Ware Jr & Sherbourne, 1992) and the Personal
Resource Questionnaire (PRQ-2000) (Weinert, 2003). The esti-
mated time for completion of the questionnaires was approxi-
mately 20 min. The data were collected by the basic
researcher before the patient’s chemotherapy session, after
receiving written informed consent.

Short-Form 36. This questionnaire consists of 36 self-
administered questions, using eight multi-item scales, physical
function (PF), role function/physical (RFP), role function/emo-
tional (RFE), vitality, emotional well-being (EWB), social

function (SF), bodily pain (BP), and general health perception
(GH). The eight scales were scored separately from 0 to 100,
with higher scores indicative of a better outcome. The number
of questions included in each scale ranges from 2 for SF and
BP to 10 for PF, and the number of response options per ques-
tion ranges from 2 (yes or no) to 6 (none, very mild, mild, mod-
erate, severe, or very severe). The questionnaire is validated in
the Greek language by Pappa et al. (2005).

Personal Resource Questionnaire (PRQ-2000). PRQ-2000 is
designed to measure perceived social support and includes
15 questions. It is graded on a seven-point Likert scale and
shows the degree of the respondent’s agreement or disagree-
ment (from 1= strongly disagree to 7= strongly agree). The
score of the scale ranges from 15 to 105, with the highest
score being an indication of a higher level of perceived
social support. The questionnaire is validated in the Greek
language by Kavga-Paltoglou (2016).

Ethics
The study was approved by the Hospital Ethics Committee
and all patients signed an informed consent form prior to
the participation in the study.

Statistical Analysis
Data analysis was performed using IBMSPSS® software, version
25 (IBM Corp., Armonk, NY), and the level of significance was
set at p< .05. For the qualitative variables, relative, and absolute
frequencies were calculated, while for the quantitative variables,
the mean values and standard deviations or the median (intra-
quaternary range) were calculated. To investigate the relationship
between quality of life and social support, Spearman’s nonpara-
metric correlation coefficient (rs) was calculated. Additionally, in
order to determine whether social support predicts quality of
life, linear regression models were constructed in which demo-
graphic and clinical data were added as possible covariates.
Finally, for the comparison of the questionnaire scores based on
the demographic and clinical characteristics, for the normally dis-
tributed variables the Student t-test for independent samples (for
two groups) or ANOVA analysis (for more than two groups)
was performed, while for the asymmetric variables the nonpara-
metric Mann–Whitney U test (for two groups) or the Kruskal–
Wallis test (for more than two groups) was used.

Results

Sample Characteristics
The patients’ characteristics are presented in Table 1. Of the
104 cancer patients recruited, 62.5% were men and 70.2%
were married. The patients’ mean age was 72 years.
Regarding their diagnosis, the majority had lung cancer
(57.7%) and the rest (42.3%) had gastrointestinal cancers
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(colorectal cancer, stomach cancer). Means, standard devia-
tions and ranges for the SF-36 subscales and PRQ 2000
scale are shown in Table 2.

Research Question Results

Correlation Between HRQoL and Social Support
Positive correlations were found between the SF36 subscales
of RFP, Vitality, EWB, GH, and PRQ-2000, and these were

statistically significant (p < .05). The strongest correlation
factors were observed for EWB (rs= 0.520, p < .01) and
GH (rs= 0.526, p< .01). However, no statistically significant
correlations were observed between PRQ-2000 and the SF36
subscales of PF, RFE, SF, and BP (Table 3).

Effect of Patients’ Characteristics on HRQoL and Social
Support
There were no statistically significant differences in the SF36
or the PRQ-2000 scores (p= .70) in relation to either sex or
the type of cancer (PRQ-200, p= .49). In general, though,
correlations were observed between the demographic and
clinical characteristics and the scales of the study. Firstly,
age had an effect, with older patients (75 years and older)
having lower scores at a statistically significant level than
those aged 65–75 years in the SF36 subscales of PF (p=
.01), Vitality (p= .03), SF (p= .001), and BP (p= .04), but
also in PRQ-2000 (p= .002). Moreover, a statistically signif-
icant major effect of education on PRQ-2000 was observed
(p= .03). Multiple comparisons with the Sidak significance
criterion correction showed that participants with higher edu-
cation scored higher on the PRQ-2000 scale (p < .05) than
those with just primary education. Marital status also did
not impact the SF-36 subscales. However, married partici-
pants scored higher than nonmarried participants in the
PRQ-2000 (p= .045). Notably, the person who cared for
the patient impacted the PRQ-2000 (p= .02). Sidak correc-
tion multiple analyses showed higher scores for participants
receiving care from their spouse and children than for those
receiving care only from their children or their siblings,
and those not receiving care from anyone (p < .05).

Income was statistically significantly associated with the
SF36 subscales of RFE (p= .02) and GH (p= .03) and the
PRQ-2000 (p= .04). Multiple analyses with the Dunn–
Bonferonni correction showed higher scores on all of these
three scales (p < .05) for participants with a monthly
income of over 1000 euros than for those with an income
of less than 500 euros.

Table 1. Demographic and Clinical Characteristics.

Patient characteristics N %

Sex

Male 65 62.5

Female 39 37.5

Age (years)

65–75 80 76.9

75–85 20 19.2

>85 3 2.9

Education

Primary 39 37.5

Middle 40 38.5

Higher 25 24.0

Insurance

Yes 86 82.7

No 17 16.3

Marital Status

Married 73 70.2

Single 15 14.4

Widowed 11 10.6

Divorced 4 3.8

Children

Yes 81 77.9

No 21 20.2

Relationship with patient

Spouse 65 62.5

Children 12 11.5

Other 27 26.0

Responsible for their care

Siblings 5 4.8

Spouse 37 35.6

Children 20 19.2

Spouse & children 19 18.3

None 23 22.1

Types of cancer

Colon 32 30.8

Rectal 11 10.6

Lung 60 57.7

Stomach 1 1.0

Monthly income (euros)

<500 27 26.0

500-1000 42 40.4

>1000 34 32.7

Comorbidity

Yes 52 50

No 52 50

Table 2. Distribution of SF36 Subscale Scores and PRQ-2000 Total

Score.

Min Max Mean SD

Physical function 0.00 100.00 62.61 32.85

Role functioning/physical 0.00 100.00 49.28 41.14

Role functioning/emotional 0.00 100.00 50.32 44.79

Energy/fatigue 0.00 100.00 58.32 22.56

Emotional well-being 16.00 100.00 58.82 20.39

Social functioning 0.00 100.00 42.79 27.14

Pain 0.00 100.00 78.75 29.14

General health 10.00 95.00 54.38 18.64

PRQ-2000 48.0 105.0 81.65 12.74
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Predictors of HRQoL
To investigate the extent to which demographic and clinical
data, as well as the degree of social support, predicted partic-
ipants’ HRQoL, a series of multiple linear regression models
were constructed for each subscale. The regression models
for the SF36 subscales were not statistically significantly
better at predicting HRQoL scores than simple averages,
except for the subscales of Vitality, EWB and GH. In partic-
ular, of all the independent variables, only social support
(PRQ-2000) predicted a statistically significant score differ-
ence on the Vitality (b= 0.46), EWB (b= 0.51), and GH (b
= 0.47) subscales, while other factors did not (Table 4).

Discussion
The evaluation of HRQoL and social support of elderly lung
and gastrointestinal cancer patients are two parameters that
significantly influence both the choice and the results of treat-
ment. The present study attempted to evaluate these two param-
eters. The main finding was that patients had a moderate
HRQoL and satisfactory perceived social support, and that
these two were positively correlated. Younger patients,
married, with higher income and higher education, and those
cared for by their families, had better HRQoL and support.

Our findings are in accordance with those of other studies.
In general, cancer patients reported a significantly higher
level of perceived social support than the general population,
but a lower HRQoL (Yoo et al., 2017).

In the general elderly population, social support and
HRQoL are strongly associated (Bahramnezhad et al.,
2017) and this also applies to elderly cancer patients. An
analysis of a geriatric cancer population showed that
elderly patients living with their spouse had a lower risk of
anxiety, depression, and mortality than unmarried patients.
The researchers concluded that patients with higher levels
of social support had better mental health and better
HRQoL (Kadambi et al., 2020). Higher levels of perceived
social support were also associated with better mental
health outcomes and higher HRQoL in older adults with
advanced cancer (Applebaum et al., 2014). In a study from

Iran, the majority of patients (94.5%) perceived a high rate
of social support from their families, friends, and relatives
(Naseri & Taleghani, 2012).

The main source of care and empowerment of cancer patients,
especially the elderly, is their close family environment (spouses,
children). According to the results of a study by Heiydari et al.
(2008), most of these patients considered their family members
and spouses as the main supporters of their social network.
This is in line with our own finding that patients who were
cared for by their spouse and children had better support than
others. There seems to be a direct relationship between
HRQoL and not only social support but also the size of the
social networks of patients with cancer (Heiydari et al., 2008).

In addition, studies have shown that social support is
influenced by a society’s culture and religion and promotes
the patient’s HRQoL. The quality and quantity of social
support can vary between geographical, social, economic,
and racial–ethnic groups (Yoo et al., 2010).

Furthermore, married patients had higher levels of social
support than unmarried patients. One study looked at the
levels of hope and social support among married cancer
patients compared to those who did not have a spouse. The
results showed that hope and social support were at higher
levels in married patients than in unmarried ones (Goldzweig
et al., 2016). Another study, which included 53 elderly cancer
patients in a large hospital in Northern Greece, showed that
married patients had a better HRQoL and greater social
support than other patients (Lavdaniti et al., 2017). Cancer
patients with a mean age of 65 years consider their spouse to
be the most important source of social support (Leung et al.,
2014; Geue et al., 2019). Additional research has shown that
married cancer patients have lower levels of stress and
anxiety and faster adaptation to their disease problems than
single patients (Naseri & Taleghani, 2012).

The HRQoL of our sample was mediocre. The main
symptom that affected the patients’ HRQoL was pain,
while they had high EWB. Managing pain in elderly cancer
patients is difficult and complicated. Ineffective treatment
of cancer pain can lead to depression, anxiety, isolation,
sleep and appetite disorders, and especially loss of functional
capacity and HRQoL (Colloca et al., 2015).

Table 3. Spearman rs Correlation Coefficients Between SF-36 Subscales and PRQ-2000 Scale.

PF RFP RFE Vitality EWB SF BP GH PRQ-2000

PF – 0.595** 0.223 0.519** 0.230 0.533** 0.253 0.419** 0.280

RFP – – 0.213 0.501** 0.337* 0.349* 0.223 0.401** 0.331*

RFE – – – 0.456** 0.469** 0.306 0.163 0.445** 0.289

Vitality – – – – 0.718** 0.440** 0.369** 0.631** 0.494**

EWB – – – – – 0.191 0.256 0.514** 0.520**

SF – – – – – – 0.321* 0.351** 0.242

BP – – – – – – – 0.328* 0.171

GH – – – – – – – – 0.526**

*p< .05 (Holm–Bonferroni correction for multiple comparisons). All correlations are Spearman’s rs.
**p< .01 (Holm–Bonferroni correction for multiple comparisons) (n= 36).
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In the present study, social support positively affected the
RFP, vitality, EWB, and GH of elderly cancer patients, with
EWB and GH taking the lead. Thus, elderly patients who
have support from family, friends, or social environment
have a better HRQoL in the above areas. Studies have
shown that social support makes cancer patients more opti-
mistic and enables them to develop the belief and hope that
they will beat cancer (Li et al., 2016). A descriptive study
of 71 patients over the age of 60 who received chemotherapy
showed that higher levels of social support helped patients
feel safe and experience low levels of fatigue. In addition,
the results showed that patients with adequate social
support felt safe, and this helped reduce the level of fatigue
they experienced from chemotherapy (Karakoç &
Yurtsever, 2010). Likewise, in another study, patients with
low perceived social support reported significantly higher
levels of depression, lower scores on all functional scales,
and lower HRQoL, indicating that perceived social support
was directly associated with mental health and HRQoL
(Eom et al., 2013).

In general, social support is accepted as one of the key
psychosocial factors that have shown significant but incon-
sistent prognostic value in cancer. Further research into the
mechanisms underlying this relationship showed that lack
of social support (or high levels of subjective loneliness)
can translate into psychosocial stress, which then alters the
endocrine and immune systems. Vascular endothelial
growth factor (VEGF) was found to be an angiogenic mech-
anism through which loneliness may lead to worse cancer-
related outcomes. Research in patients with colorectal
cancer showed that higher levels of perceived loneliness
independently predicted stronger expression of VEGF, after
controlling for Dukes’ stage and actual loneliness, both of
which were nonsignificant predictors (Nausheen et al., 2010).

Regarding income, we found that a higher income was
associated with greater perceived social support and RFE,
GH. A study from Turkey (Yilmaz et al., 2017) showed
that there was a statistically significant association between
social support and HRQoL, and that the best predictor that
had an effect on perceived social support scores was per-
ceived economic status (both middle, and good to very
good economic status). Similar results were reported in a
study conducted in the United States with 136 elderly

cancer patients, diagnosed with breast, colon, lung, and pros-
tate cancer, where low-income patients had poorer health and
social support than higher-income patients (Schwartz et al.,
2019). It is possible that relative financial comfort enables
the patients and their carers to obtain some form of assistance
at an appropriate cost, while allowing them not to worry
about medical costs and other health expenses and improving
their way of living during treatment.

Furthermore, our findings suggest that the higher the level
of education of the elderly patients, the higher the level of
HRQoL and social support. In China, Wang et al. (2015)
studied the relationship between social support and HRQoL
in 803 patients with esophageal cancer. Correlations were
found between physical function and social support. Aging
and low education negatively predicted social support
scores. Elderly patients with a low level of education had
very little social support compared to patients with a higher
level of education (Wang et al., 2015).

In addition, older elderly patients (over 75 years old) had
less PF, felt more fatigue and pain, and had less energy than
patients 65–75 years old. Their social contacts and the social
support they received were also lower compared to the
patients in the age group of 65–75 years. As patients’ age
increases, their HRQoL decreases (especially in the areas
of PF, vitality, SF, BP) as does their perceived social
support. A large study of 1460 elderly cancer patients
explored their need for social support. Elderly patients had
reduced levels of social support, as a result of retirement or
widowhood. This led them to isolation and loneliness, result-
ing in a negative impact on their HRQoL (Kadambi et al.,
2020). Another study of 96 elderly patients (mean age 73.5
years) undergoing chemotherapy found that their health
status was positively related to their HRQoL and that
having social support greatly reduced depression and
fatigue (Robb et al., 2013).

In our study, the sample of patients was 104 people over
the age of 65 years. Of these, 80% were aged 65–75 years,
17% were aged 75–85 years, and only 2.9% were over 85
years old. It is reported that 60% of cancers and 70% of
cancer deaths occur in patients over 65 years of age, and
that the incidence of cancer increases to a maximum in the
age range 75–85 years and shows a reduction to flattening
in people over the age of 85 (Cinar & Tas, 2015).

Table 4. Multiple Regression Analysis of SF36 Subscales.

PRQ-2000 PRQ-2000 PRQ-2000

SF36 subscales R2 p B SEB β

Vitality (Energy/fatigue) 0.29 <.05 0.82 0.18 0.46*

EWB 0.34 <.0001 0.85 0.16 0.51*

GH 0.34 <.000 0.69 0.15 0.47*

*p< .001.

B = unstandardized beta; SEB = standardized error of B; β = beta coefficient.
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Strengths and Limitations
The limitations of this study include its cross-sectional
design, which precludes any conclusions regarding causality
in the relationships explored. Moreover, the small study
sample from a single hospital does not allow the generaliza-
tion of our findings. Also, the questionnaires used to collect
the data have the limitations of all subjective assessments.
Despite its limitations, this study was the first attempt in
Greece to identify the HRQoL and social support of elderly
cancer patients and the factors that affect them.

Implications for Practice
Cancer is a life-threatening disease, with significant effects
on the HRQoL of patients, especially the elderly population.
These effects are even greater when patients experience addi-
tional problems due to their advanced age. Having social
support is very important for the elderly, especially when
they are faced with a serious and life-threatening illness
and undergo exhausting and long-term cancer treatment.

Healthcare professionals, especially nurses, have a signif-
icant role in supporting elderly people in the clinical and
community setting. As life expectancy increases, evaluating
the HRQoL and social support of older cancer patients under-
going chemotherapy is becoming increasingly important in
the health sector. Elderly cancer patients should have the
same rights and access to care as any younger patient. This
prevents worse situations that affect these patients’ autonomy
and dignity, resulting in a serious reduction in their HRQoL.
Moreover, attention to the needs of the elderly is a social
necessity, and it seems that evaluating the social network
and HRQoL of the elderly can help toward a better under-
standing of their needs.

Conclusion
The results of the present study showed that elderly cancer
patients had lower levels of HRQoL and social support com-
pared to younger patients. Higher levels of HRQoL and social
support were perceived by patients who received family care,
had a higher monthly income and a higher level of education.
This indicates the importance of these factors for elderly
cancer patient and makes it clear that they should not be over-
looked by cancer care professionals. Research into the
HRQoL and social support of elderly cancer patients needs to
be expanded in the future, given the aging population and the
consequent growth in their healthcare needs.

Future studies should employ longitudinal designs and
include many cancer centers and the testing of interventions
to improve the HRQoL and the well-being of elderly cancer
patients. A continuing investigation of the changing needs of
this specific group of patients will contribute to their success-
ful management. Cancer nurses should make it a priority to
systematically evaluate elderly cancer patients’ emotional

status and HRQoL throughout their cancer trajectory, for
the timely identification of those at risk. Moreover, reinforc-
ing social support with organizational support and the estab-
lishment of some type of screening for distress in patients
may lead to better cancer-related outcomes.

In addition, the state and the Ministry of Health must be
actively involved and measures should be taken to support
elderly patients without a caregiver or family to support
them. These patients need help and support to meet their
daily needs and achieve a better HRQoL. In addition,
public building infrastructure should be developed for the
housing and care of elderly patients who are in advanced
stages of the disease and do not have support or financial
resources. All elderly patients, regardless of their socioeco-
nomic state, deserve equal access to cancer care and pallia-
tive care services to ensure their quality of life.

This study was a step toward understanding the social
network status and HRQoL of elderly cancer patients in
Greece. These findings might shed light on future studies
in Greece and could guide improvement efforts targeting
patients with cancer who are at greater risk.
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