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Adherence in Cancer Patients with Hypertension

Yılmaz  et al.

RESEARCH ARTICLE

Treatment Adherence and Quality of Life 
in Hypertensive Cancer Patients Receiving 
Chemotherapy

ABSTRACT

Background: Effective management of hypertension (HT) and adherence to antihy-
pertensive therapy are essential for maintaining quality of life in cancer patients. This 
study aimed to assess medication adherence and quality of life in cancer patients 
diagnosed with HT.

Methods: This prospective descriptive study was carried out from January to 
September 2024 in the outpatient chemotherapy (CT) unit of a tertiary care research 
hospital in Istanbul. Participants were adults over 18 years old undergoing CT with 
a pre-existing diagnosis of HT. Each patient completed the Turkish versions of the 
Functional Assessment of Cancer Therapy - General (FACT-G) and the Hill-Bone 
Compliance to High Blood Pressure Therapy Scale (HBCHBPT) through face-to-face 
interviews.

Results: Sixty-two cancer patients with HT (mean age 63.0 ± 8.2 years; 65% female) 
were included, with gastrointestinal cancers being the most common (40%). Median 
baseline blood pressure (BP) was 125/73 mmHg, with most patients achieving tar-
get BP. Older age and longer HT duration were associated with lower diastolic BP. 
Medication adherence, measured by the HBCHBPT Scale (Cronbach’s alpha = 0.644), 
was positively correlated with baseline systolic BP and differed by cancer type and 
therapy, with lower adherence observed in patients with hematologic cancers and 
those receiving targeted therapies. Quality of life, assessed with the FACT-G, was 
generally lower in physical, functional, and emotional well-being subscales. Male 
patients had higher physical well-being scores than females, while other subscale 
and total scores were not significantly affected by demographic or clinical factors.

Conclusion: Although a trend suggesting an association between higher adherence 
and better quality of life was observed, it did not reach statistical significance. These 
results indicate a possible link that should be explored in further studies, with atten-
tion to identifying factors that negatively influence adherence and quality of life and 
developing targeted interventions that enhance medication adherence and overall 
well-being in this population.

Keywords: Cancer, hypertension, medication adherence, onco-hypertension, quality 
of life

INTRODUCTION

Cancer is one of the leading causes of death worldwide, but with the devel-
opment of new chemotherapy (CT) agents, survival rates have significantly 
improved. However, there has been a notable increase in cardiovascular adverse 
events observed in the post-survival period.1Moreover, cardiovascular diseases 
have been reported as one of the most critical life-limiting factors among can-
cer survivors who live for more than 5 years after treatment.2Hypertension 
(HT) is one of the most common comorbid cardiovascular conditions seen in 
cancer patients.3,4A bidirectional relationship between cancer and HT has been 
suggested. Hypertension may be a pre-existing condition in cancer patients, or 
it may develop as a result of cancer treatment.5-7

In cancer patients, the etiology of HT may vary depending on cancer treat-
ment, lifestyle factors, radiotherapy, and the type of.8-10To better understand 
the complex interaction between these 2 conditions, the concept of onco-
HT has emerged. This concept aims to balance the efficacy and risks of both 
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What is already known on 
this topic?

• Hypertension (HT) management
and adherence to antihyperten-
sive medications play an impor-
tant role in determining the quality
of life among patients with cancer.

• Cancer patients with HT fre-
quently experience polyphar-
macy and complex treatment
regimens, which can reduce med-
ication adherence.

• Evidence examining the asso-
ciation between antihypertensive
treatment adherence and quality
of life in cancer patients remains
limited.

What this study adds on this 
topic?

• This study identifies a clear asso-
ciation between adherence to
antihypertensive therapy and
quality of life in cancer patients,
showing that better adherence is
linked to improved quality of life.

• It demonstrates that polyphar-
macy is associated with reduced
treatment adherence, which may
negatively influence quality of life
outcomes.

• The findings emphasize the need
for interventions focused on
improving medication adherence
to enhance quality of life in can-
cer patients with HT.

Copyright@Author(s) - Available online at http://trendsinpharmacy.org/
Content of this journal is licensed under a Creative Commons Attribution-NonCommercial 4.0 
International License.

http://orcid.org/0009-0004-9054-709X
http://orcid.org/0000-0002-1147-6683
http://orcid.org/0000-0002-1901-5603
mailto:songulbutur@gmail.com
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/


Yılmaz  et al. Adherence in Cancer Patients with Hypertension

2

antihypertensive medications and chemotherapeutic 
agents.1,6,11 Hypertension is more frequently observed in 
cancer patients undergoing anticancer treatment com-
pared to the general population. This increased prevalence 
is thought to result from various mechanisms, primarily the 
direct vascular and renal effects of anticancer therapies. 
The frequent coexistence of cancer and HT in oncology 
patients leads to an increased cardiovascular risk.12

Certain anticancer therapies were observed to be associ-
ated with the emergence or progression of HT during treat-
ment. These included targeted agents, notably tyrosine 
kinase inhibitors and vascular endothelial growth factor 
pathway inhibitors, as well as non-targeted chemothera-
peutic agents such as alkylating drugs.1,3,4 In addition, sup-
portive medications frequently administered in oncology 
practice, including glucocorticoids, erythropoiesis-stimu-
lating agents, and non-steroidal anti-inflammatory drugs, 
were also considered potential contributors to increased 
(BP) or the worsening of pre-existing HT.3

Hypertension management in patients receiving antican-
cer therapy is largely empirical, as there is currently a 
lack of clinical data supporting specific agents or treat-
ment targets for this distinct population.8The manage-
ment of HT in cancer patients requires consideration of 
various factors, including accurate BP measurement and 
adjuvant therapies.13Cancer therapy–induced HT is often 
dose-limiting and typically resolves after treatment dis-
continuation. However, it significantly increases cardiovas-
cular risk and mortality in cancer survivors.

In clinical practice, HT that arises during or after cancer 
therapy and national HT guidelines have limited avail-
ability of randomized, evidence-based studies focusing 
specifically on therapy-induced HT in oncology patients. 
Consequently, a comprehensive baseline cardiovascular 
evaluation, including the assessment of modifiable risk fac-
tors, is recommended prior to the initiation of anticancer 
treatment.14 Both the cardio-oncology guidelines of the 
European Society of Cardiology (ESC) and American Heart 
Association underscore the importance of a coordinated, 
multidisciplinary approach to optimize BP control and 
reduce the risk of cardiotoxic effects. In addition, recent 
2023 position statements from these organizations stress 
the value of incorporating pharmacists into the multidisci-
plinary care team and clearly outlining their responsibilities 
in the management of HT among patients with cancer.9,14

Hypertension is a common comorbidity in cancer patients. 
However, there is a limited number of studies exploring the 
relationship between medication adherence and quality of 
life in this specific population. The aim of this study is to 
evaluate medication adherence and quality of life in cancer 
patients with HT.

MATERIAL AND METHODS

This study was a prospective cross-sectional study and 
was conducted at the Outpatient Chemotherapy Unit of a 

tertiary-level Education and Research Hospital in Istanbul. 
Following the approval of the Marmara University institu-
tional ethics committee (Date: October 18, 2023; Protocol 
No: 09.2023.1304), cancer patients over the age of 18 who 
had a prior diagnosis of HT and were undergoing CT were 
included in the study. The study was conducted between 
January and September 2024. During the study period, all 
consecutive patients who met the inclusion criteria and 
agreed to participate were enrolled. Therefore, although 
no formal a priori sample size calculation was performed, 
the sample size was determined by the number of eligi-
ble and consenting patients presenting during the study 
duration. Written informed consent was obtained from all 
participants. After recording patients’ sociodemographic 
characteristics, the medication usage of the patients was 
recorded. Additionally, the target BP threshold of <140/90 
mmHg was determined based on the 2024 ESC Guidelines 
for the management of arterial HT, which define HT as 
office BP ≥140/90 mmHg; BP control in this study was 
defined as <140/90 mmHg.15

The quality of life and adherence of the patients were 
assessed with 2 validated questionnaires: the Turkish ver-
sion of the Functional Assessment of Cancer Therapy - 
General (FACT-G) to assess quality of life16and the Turkish 
version of the Hill-Bone Compliance to High Blood Pressure 
Therapy Scale (HBCHBPT).17 These questionnaires were 
administered face-to-face only once (at the beginning of 
the study).

Functional Assessment of Cancer Therapy - General is a 
validated instrument used to assess quality of life and con-
sists of 4 subscales: physical well-being, social/family well-
being, emotional well-being, and functional well-being. 
Each subscale is scored according to its standardized 
scoring system.18The total FACT-G score is calculated by 
summing the subscale scores and ranges from 0 to 108, 
with higher scores indicating better quality of life.19

The HBCHBPT scale is a 14-item questionnaire. Each item 
is scored as 0 = never, 1 = sometimes, 2 = most of the time, 
and 3 = all of the time. Several items are reverse-coded 
prior to analysis. The total HBCHBPT score is obtained by 
summing all item scores, with a possible range of 0 to 42; 
higher scores indicate lower medication adherence.17

In this study, the median HBCHBPT total score was 4, and 
the maximum observed score was 15.

Statistical Analysis
Statistical analyses were conducted with SPSS software 
(version 15.0; SPSS Inc., Chicago, IL, USA). Continuous and 
categorical variables were summarized using measures of 
central tendency and dispersion (mean, standard deviation, 
and median) as well as frequencies and percentages. The 
distributional properties of quantitative data were evalu-
ated through the Shapiro–Wilk test in combination with 
visual inspection of plots. When normality assumptions 
were not met, differences between 2 independent groups 
were examined using the Mann–Whitney U-test, while 
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comparisons involving more than 2 independent groups 
were assessed with the Kruskal–Wallis test. Changes within 
the same group were analyzed using the Wilcoxon signed-
rank test. Multiple comparisons were adjusted using the 
Dunn–Bonferroni procedure. Associations between contin-
uous variables were explored using Pearson’s correlation 
coefficient. The reliability of the measurement scales was 
determined by calculating Cronbach’s alpha. Statistical 
significance was defined as a P value below .05.

RESULTS

A total of 62 cancer patients diagnosed with HT were 
included in this study. The mean age of the 62 patients was 
63.03 ± 8.23 years (range: 47-77, median: 63.5), and 65% 
of the participants were female. It was determined that 
40% of the patients were receiving treatment for gastro-
intestinal system cancers. The median number of chronic 
diseases, including HT, was 2 (range: 1-6), and the median 
number of regularly used medications was 4 (range: 1-14). 
The median duration since HT diagnosis was found to be 
8 years (range: 0.42-50 years). Other sociodemographics 
are presented in Table 1.

On the beginning day of the study, the patients’ median 
BP measurements were found to be 125 mmHg for systolic 
BP (SBP) and 73 mmHg for diastolic BP. It was determined 
that 72.6% of the patients had a SBP <140 mmHg, and 
93.5% had a diastolic BP <90 mmHg.

A significant negative correlation was observed between 
patients’ age, duration of HT diagnosis, and diastolic BP 
(P < .05). No statistically significant association was found 
between the initial systolic or diastolic BP measurements 
and participants’ gender, type of cancer, or type of CT 
drug used (P > .05) (Table 2).

Evaluation of Patients’ Adherence to Hypertension 
Treatment
Patients’ adherence to HT treatment was assessed using 
the Turkish version of the HBCHBPT scale. The internal 
consistency (Cronbach’s alpha) of the scale was found to 
be 0.644.

The relationship between patients’ sociodemographic 
characteristics and HBCHBPT is presented at Table 3. A sig-
nificant correlation was found between participants’ initial 
SBP measurements and the nutrition subscale (r = 0.259, 
P = .042), treatment (r = 0.276, P = .030) subscales, as well 
as the total scale score (r = 0.345, P = .006). No statistically 
significant difference was found in the treatment subscale 
and total HBCHBPT scores according to cancer type (P 
> .05). However, a statistically significant difference was
found in the nutrition subscale scores based on cancer
type (P = .008). Post-hoc analyses revealed that patients
with hematologic cancers had significantly lower scores
than those with sarcoma and lung cancer (P = .049 and
P = .028, respectively). No statistically significant differ-
ence was found in the nutrition subscale scores according

to the type of CT drug used (P > .05). However, patients 
receiving targeted therapy had lower scores (means more 
adherent) in the treatment subscale and total HBCHBPT 
scores compared to those receiving non-targeted thera-
pies (P = .043 and P = .037, respectively).

Assessment of Quality of Life of the Patients
The quality of life of the patients was assessed at the 
beginning of the study using the Turkish version of the 
FACT-G scale. Among the subdimensions of the scale, 
physical well-being, functional well-being, and emotional 
well-being scores were found to contribute relatively less 
to the total quality of life score (Table 4).

No statistically significant correlation was found between 
patients’ age, number of chronic diseases, number of 
chronic diseases excluding HT, number of medications, 
duration since HT diagnosis, initial SBP, and initial diastolic 
BP and the subscale or total scores of the FACT-G (P > .05) 
(Table 5). Likewise, no statistically significant differences 
were found in the FACT-G physical well-being, social/fam-
ily well-being, emotional well-being, functional well-being, 

Table 1. Sociodemographic and Clinical Characteristics of 
the Patients

n %
Smoking 25 40.3
Alcohol use 6 9.7
 Single 1 1.6
 Married 50 80.6
 Divorced/widowed 11 17.7
Family history of cancer 27 43.5
Chronic illness (excluding HT) 62 100.0
 Diabetes mellitus 24 38.7
 Coronary artery disease 17 27.4
 Psychiatric disorders 9 14.5
 COPD 4 6.5
 Osteoporosis 3 4.8
 Hyperlipidemia 1 1.6
 Other 27 43.5
Type of cancer
 GIS 25 40.3
 Breast 14 22.6
 Gynecological 8 12.9
 Bladder 2 3.2
 Skin 1 1.6
 Hematological 3 4.8
 Sarcoma 3 4.8
 Lung 5 8.1
 Glioblastoma 1 1.6
Type of chemotherapy
 Targeted therapy 27 43.5
 Cytotoxic agents 35 56.5

COPD, chronic obstructive pulmonary disease; GIS, gastrointestinal 
system; HT, hypertension.
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or total scores according to marital status, presence of 
cancer in the family, type of cancer, or type of CT drug 
used (P > .05). Regarding gender, there were no statisti-
cally significant differences in the social/family, emotional, 
functional, or total scores of the FACT-G (P > .05). However, 
males had significantly higher scores in the physical well-
being subscale compared to females (P = .018).

DISCUSSION

The effective management of chronic comorbidities in 
patients with cancer is clinically significant, as these con-
ditions may affect the course and continuity of onco-
logic therapy. Hypertension is among the most frequently 
encountered chronic diseases in this population.3 Elevated 
BP may develop secondary to anticancer treatments and, 
in some cases, persist long term. Inadequate BP control 
can result in delays or discontinuation of cancer therapy 
and is associated with an increased risk of cardiovascu-
lar morbidity and mortality.6 These complications may, in 
turn, adversely influence medication adherence and over-
all quality of life. Accordingly, the present study assessed 
adherence to antihypertensive medications and quality of 
life in cancer patients diagnosed with HT receiving care in 
an outpatient CT unit.

A cohort study conducted in Korea investigated car-
diovascular outcomes, particularly HT, among cancer 

patients, and reported that 62% of hypertensive cancer 
patients were male.20Similarly, the multicenter Oncology–
Echocardiography (ONCOECHO) study from Poland 
assessed the prevalence of cardiovascular risk factors in 
cancer patients, revealing that 79% of the study popula-
tion were female.21In this study, 65% of the participants 
were female. These findings indicate that the gender distri-
bution of cancer patients may vary across studies depend-
ing on the population and study setting.

Blood pressure monitoring is essential in hypertensive 
patients to evaluate the response to treatment. In this 
study, patients’ BP values were assessed as either within or 
outside the target range, taking into account their comor-
bid conditions. It was found that the majority of patients 
had BP values within the target range (SBP <140 mmHg, 
diastolic BP <90 mmHg).

A multicenter study conducted in Poland demonstrated 
a statistically significant difference in diastolic BP values 
among cancer patients according to cancer type. Renal 
cancer was reported to be associated with the highest 
BP levels.21In the present study, no statistically significant 
association was found between cancer type and either 
systolic or diastolic BP values. It is believed that this dis-
crepancy may be due to the relatively small sample size 
and the heterogeneity of cancer types included in the 
study.

Table 2. Evaluation of the Relationship Between Patients’ Sociodemographic Characteristics and Blood Pressure 
Measurements

Systolic Blood Pressure Diastolic Blood Pressure
Age r 0.003 −0.231

P
Number of chronic diseases (excluding HT) r

P
Total number of chronic diseases r −0.041 −0.122

P 0.753 0.345
Duration of HT diagnosis r −0.055 −0.263

P 0.671 .039*
n Median (Q1, Q3) Median (Q1, Q3)

Gender
 Female 40 124.5 (118, 143.5) 71.5 (62.5, 81)
 Male 22 125.5 (118, 134) 75 (61, 80)
aTest value (z) −0.059 −0.022
P 0.953 .982
Type of chemotherapy
 Targeted therapy 27 128 (113, 146) 74 (63, 82)
 Cytotoxic agents 35 122 (118, 135) 72 (61, 80)
aTest value (z) −0.611 −0.860
P .541 .390

r = Pearson correlation coefficient.
HT, hypertension.
aMann–Whitney U-test; values are presented as median (Q1-Q3).
bKruskal–Wallis test; values are presented as median (Q1-Q3).
*P < .05.
Bold values indicate statistically significant results (P < .05)
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Age and sex are among the primary sociodemographic 
factors influencing BP. While BP tends to increase with age, 
diastolic BP typically peaks around the fourth decade of 

life and then shows a declining trend.22Systolic BP, on the 
other hand, continues to rise with age.23-25When analyzed 
by sex, men have been found to have higher BP profiles 

Table 3. Evaluation of the Relationship Between Patients’ Sociodemographic Characteristics and the HBCHBPT

Nutrition Medication Total
Age r 0.018 −0.100 −0.076

P .891 .437 .555
Number of chronic diseases (excluding HT) r −0.180 0.022 −0.060

P .162 .864 .641
Total number of chronic diseases r −0.180 0.022 −0.060

P .162 .864 .641
Number of medications r −0.169 −0.186 −0.230

P .190 .147 .072
Duration of HT diagnosis r −0.087 -0.149 −0.163

P .500 .247 .204
Systolic BP r 0.259 0.276 0.345

P .042* .030* .006*
Diastolic BP r 0.091 0.105 0.128

P .481 .416 .321
n Median(Q1, Q3) Median (Q1, Q3) Median (Q1, Q3)

Gender
 Female 40 1 (1, 2) 3 (2, 5) 4.5 (3, 6)
 Male 22 1 (0, 2) 2.5 (1, 4) 3.5 (2, 6)
aTest value (z) −0.585 −1.472 −0.929
P .559 .141 .353
Family history of cancer
 Yes 27 1 (0; 2) 3 (1; 4) 4 (3; 6)
 No 35 1 (1; 2) 3 (2; 5) 5 (3; 6)
aTest value (z) −0.135 −0.639 −0.244
P .892 .523 .807
Cancer type
 GIS 25 1 (1; 1) 3 (2; 5) 5 (3; 6)
 Breast 14 1 (1; 2) 3 (2; 4) 4 (3; 5)
 Gynecologic 8 1 (1; 1) 4 (2; 6) 5 (4; 7)
 Bladder 2 0.5 (0; 1) 4 (4; 4) 4.5 (4; 5)
 Skin 1 2 (2; 2) 5 (5; 5) 7 (7; 7)
 Hematologic 3 0 (0; 0) 2 (0; 3) 2 (0; 3)
 Sarcoma 3 2 (2; 4) 0 (0; 5) 4 (2; 7)
 Lung 5 2 (2; 4) 1 (1; 3) 3 (3; 8)
 Glioblastoma 1 3 (3; 3) 9 (9; 9) 12 (12; 12)
bTest value (χ2) 20.701 10.675 10.107
P .008* .221 .258
Chemotherapy medication type
 Targeted therapy 27 1 (0; 2) 2 (1; 4) 3 (3; 5)
 Cytotoxic therapy 35 1 (1; 2) 4 (2; 5) 5 (3; 7)
aTest value (z) −0.158 −2.023 −2.086
P .874 .043* .037*

r = Pearson correlation analysis
BP, blood pressure; GIS, gastrointestinal system;	 HT, hypertension.
aMann–Whitney U-test, data presented as median (Q1-Q3).
bKruskal–Wallis test data presented as median (Q1-Q3).
*P < .05.
Bold values indicate statistically significant results (P < .05)
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compared to women.22In the REGARDS study conducted 
in the United States, it was reported that as the duration 
since a HT diagnosis increased, patients’ average SBP val-
ues also rose.24In this study, SBP was observed to increase 
with age, whereas diastolic BP decreased—findings that 
are consistent with large-scale studies and current clinical 
guidelines. Furthermore, no statistically significant associ-
ation was found between diastolic BP and sex in this study.

Recent clinical guidelines indicate that adherence to anti-
hypertensive treatment remains suboptimal.15In a study, 
it was reported that approximately 33% of adults in the 
United States were nonadherent to their antihypertensive 
medications.26Similarly, a study involving cancer patients 
found that 66% of those with HT were nonadherent to 
their treatment regimen.20In another study focusing on 
breast cancer patients, adherence to antihypertensive 
therapy was evaluated using the Medication Possession 
Ratio, a metric reflecting the proportion of days patients 
have their medication available. Based on this measure, 
37% of patients were classified as nonadherent.27In a study 
evaluating adherence to chronic disease treatment among 
elderly women diagnosed with breast cancer, 14% of the 
patients were found to be nonadherent to HT therapy.28In 
this study, adherence to antihypertensive therapy was 
assessed using the HBCHBPT Scale. According to the 
results of this scale, medication adherence among patients 
was found to be high. When considering the findings of 
this study alongside existing literature, it becomes evident 
that adherence rates may vary across different popula-
tions and sample sizes.

It is well established that targeted therapies can contribute 
to the development of HT.29In the present study, although 
not statistically significant, patients receiving targeted 
therapy were found to have higher BP levels. In a study 
conducted among oncology patients with metastatic 
renal cell carcinoma receiving targeted therapy, the mean 
increase in systemic BP among those with pre-existing HT 
was reported to be 17%.30

Furthermore, the relevant review highlights that HT may 
develop or worsen during the use of targeted therapies; 
therefore, ensuring adherence to antihypertensive treat-
ment is of particular importance.11There are no available 
data evaluating adherence to antihypertensive therapy in 

cancer patients treated with targeted agents. However, 
it has been reported that adherence to antihypertensive 
therapy among cancer patients is generally low. In addi-
tion, poor adherence to antihypertensive medications has 
been associated with increased mortality and morbidity. 
Therefore, it has been emphasized that greater attention 
should be given to improving adherence to antihyperten-
sive therapy in cancer patients in order to achieve better 
cardiovascular outcomes.20 Patients in this study receiving 
targeted therapy demonstrated significantly higher medi-
cation adherence compared to those not receiving such 
treatment. This finding suggests that the type of therapy 
may influence adherence patterns among patients in the 
study population.

Global quality of life is an important consideration in sup-
porting patient management and care planning across dif-
ferent cancer types and stages of care.31In this study, the 
FACT-G scores indicated that patients’ overall quality of life 
was at a moderate-to-good level. In a study conducted in 
Ethiopia evaluating health-related quality of life in cancer 
patients, the total quality of life score was found to be at a 
low-to-moderate level.32 Studies conducted in Türkiye have 
shown that social support significantly influences the qual-
ity of life of cancer patients.33In this study, the social well-
being subscale of the FACT-G questionnaire was observed 
to have higher scores compared to the other subscales.

In this study, it was observed that as patients’ medica-
tion adherence scores (Hill-Bone) decreased, their quality 
of life scores increased. A study conducted in the Middle 
East examined the relationship between adherence to 
antihypertensive therapy and quality of life. The findings 
indicated that patients who adhered to their treatment 
had better quality of life scores, suggesting that adher-
ence may positively influence quality of life.34Considering 
these findings, it can be suggested that improved medica-
tion adherence in hypertensive patients may lead to better 
quality of life.

In conclusion, this study highlights the critical role of medi-
cation adherence and quality of life in the management 
of cancer patients, particularly those receiving antihy-
pertensive therapy. An increase in medication adherence 
was associated with improved quality of life, underscor-
ing the importance of supportive care in optimizing treat-
ment outcomes. Effective management of these complex 
cases requires a multidisciplinary approach involving 
oncologists, cardiologists, and pharmacists to minimize 
cardiovascular toxicities and enhance therapeutic success. 
Future research should focus on identifying the underly-
ing factors that reduce adherence in patients undergoing 
targeted therapy and developing targeted interventions to 
improve both adherence and quality of life in this vulner-
able population.

Limitations
This study was conducted as part of a master’s thesis 
and has several limitations. The relatively small sample 

Table 4. Quality of Life of the Patients

Minimum-
Maximum (Median)

FACT-G physical well-being (0-28) 3-27 (15)
FACT-G social/family well-being (0-28) 8.75-28 (24.15)
FACT-G emotional well-being (0-24) 4.8-24 (16.8)
FACT-G functional well-being (0-28) 2.8-28 (15.16)
FACT-G total score (0-108) 34.55-101.49 

(74.85)
FACT-G, Functional Assessment Of Cancer Therapy - General.
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Table 5. The Relationship Between Patients’ Sociodemographic Characteristics and Quality of Life

​ ​
Physical Well-

Being
Social Well-

Being
Emotional 
Well-Being

Functional 
Well-Being Total Qol Score

Age r −0.057 0.073 −0.003 −0.214 −0.090
P .659 .571 .982 .094 .489

Number of chronic 
diseases (excluding HT

r −0.074 −0.135 −0.145 −0.043 −0.128
P .565 .297 .262 .741 .321

Total number of chronic 
diseases

r −0.074 −0.135 −0.145 −0.043 −0.128
P .565 .297 .262 .741 .321

Number of the 
medications

r −0.011 −0.059 0.056 0.093 0.034
P .935 .649 .664 .473 .791

Duration of HT diagnosis r 0.137 0.019 0.190 −0.101 0.086
P .288 .886 .139 .433 .508

Systolic BP r 0.032 −0.002 0.028 0.140 0.076
P .803 .987 .829 .278 .557

Diastolic BP r −0.061 −0.034 0.101 0.094 0.034
P .638 .791 .433 .468 .795

​ n Median
(Q1, Q3)

Median
(Q1, Q3)

Median
(Q1, Q3)

Median
(Q1, Q3)

Median
(Q1, Q3)

Gender ​ ​ ​ ​ ​ ​
 Female 40 14 (7.5, 20.5) 24.5 (21, 25.66) 16.35 (12, 20.4) 15.08 (9.5, 19.44) 64.57 (56.55, 

80.97)
 Male 22 17.75 (11.66, 25) 23.32 (19.83, 

25.66)
18 (15, 22) 15.7 (12.6, 22) 78.86 (64.99, 

84.83)
aTest value (z) ​ −2.372 −0.518 −1.298 −1.208 −1.655
P ​ .018* .605 .194 .227 .098
Family history of cancer ​ ​ ​ ​ ​ ​
 Yes 27 15.16 (10, 24) 23.3 (19.83, 

25.66)
16.8 (14.4, 22.8) 15 (11, 21) 73.5 (58.2, 82.5)

 No 35 14 (9, 21) 24.5 (21, 26.83) 16.8 (12, 22) 15.4 (9.33, 20) 76.2 (56.7, 82.32)
aTest value (z) ​ −0.817 −1.278 −0.854 −0.043 −0.667
P ​ .414 .201 .393 .966 .505
Cancer type ​ ​ ​ ​ ​ ​
 GIS 25 16 (9, 21) 24.5 (21, 25.66) 16.6 (14.4, 20.4) 15.4 (11.66, 20) 77.63 (59.66, 

79.49)
 Breast 14 15.08 (11.66, 21) 25.43 (22, 25.66) 16.9 (15, 22.8) 18.66 (12, 22.16) 79.7 (58.16, 

88.46)
 Gynecologic 8 15.5 (8.5, 21) 19.6 (18.66, 

25.08)
16.2 (13.2, 22.2) 15.08 (7.63, 18.5) 67.69 (53.8, 79.2)

 Bladder 2 11.08 (10.5, 11.66) 16.04 (8.75, 
23.33)

9.9 (4.8, 15) 12.75 (10.5, 15) 49.77 (34.55, 
64.99)

 Skin 1 15 (15, 15) 26.83 (26.83, 
26.83)

13.2 (13.2, 13.2) 8 (8, 8) 63.03 (63.03, 
63.03)

 Hematologic 3 11 (7, 27) 22.16 (19.83, 
23.8)

18 (9, 22) 8.16 (6, 23) 57.16 (43.99, 
95.8)

 Sarcoma 3 9 (6, 26.83) 23.33 (15.16, 
25.66)

19.2 (6, 24) 17.5 (15, 25) 57.86 (53.33, 
101.49)

 Lung 5 24 (15, 25) 24.5 (22.4, 28) 22.8 (20.4, 24) 12.6 (9, 25) 82.5 (80.06, 
90.4)

 Glioblastoma 1 7 (7, 7) 25.2 (25.2, 25.2) 10.5 (10.5, 10.5) 14 (14, 14) 56.7 (56.7, 56.7)
bTest value (χ2) ​ 5.803 7.512 9.384 5.842 7.486
P ​ .669 .483 .311 .665 .485
Chemotherapy medication type
 Targeted therapy 27 15 (9, 22) 25.2 (21, 26.83) 18 (13.2, 22) 18.66 (11.66, 22) 77.63 (60.4, 

82.32)

(Continued)
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size may limit the generalizability of the findings, reflect-
ing the limited study duration, single-center design, and 
strict inclusion and exclusion criteria. In addition, variabil-
ity in comorbidities and concomitant therapies may have 
influenced differences in QoL scores, but statistical evalu-
ation was not feasible due to the small and heterogeneous 
sample. Finally, as the study was prospective, only patients 
who met eligibility criteria and provided informed consent 
within the predefined timeframe were included, further 
limiting the final sample size.
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