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Introduction
The management of ovarian cancer is not only multifactorial, but also patient-specific. Different 
treatment modalities lead to varying levels of toxicity and individual patient responses, 
necessitating a personalized approach to each treatment plan. Surgical treatment along with first-
line and salvage chemotherapies, are standard modalities but recent innovations in chemotherapy 
delivery and innovative therapy with mechanism of action are reviewed in this article. Extensive 
experience with standard chemotherapy has outlined algorithms for managing various toxicities. 
The focus of treatment may ultimately point towards palliative care and clinicians must be 
comfortable and well versed in addressing this important option. Overall, management of ovarian 
cancer requires a multi-faceted approach, keeping the patients' overall health, curative goals and 
well-being at the forefront. It is nearly impossible to detail exact management plans for every 
possible toxicity for every patient; formulating personalized treatment plans should be based on 
evidence and clinician experience, all part of the art of medicine. The objective of this article is to 
highlight the most frequently encountered and most limiting toxicities of current standard therapies 
for epithelial ovarian cancer. 

Surgical Treatment

The primary approach to the treatment of advanced ovarian cancer has been aggressive tumor 
debulking. However, significant morbidity has been associated with radical debulking surgery. 
Infection, blood loss, thromboembolic event, and mortality are potential complications. While risk 
scoring systems have been proposed to predict adverse events, these have not been validated in 
multicenter studies.[1] Proponents of radical surgery cite the improved oncologic outcomes versus 
higher morbidity. Reports of primary optimal resection rates demonstrate a wide, disparity with 
some centers showing 75% or greater and others 40% or less.Proponents of extensive radical 
debulking have reported significant complications in up to 22% of patients with mortality of 
1.4%.Advanced age may be associated with increased morbidity (>40%) and mortality (6%).

Recently, the concept of neoadjuvant chemotherapy followed by surgery has been proposed as a less 
morbid approach with comparable outcomes. A recent randomized, controlled trial performed in 
Europe demonstrated that neoadjuvant therapy was not inferior to primary debulking surgery.The 
study demonstrated that neoadjuvant therapy was safer with more adverse effects in the primary 
surgery group. This study has been criticized owing to the low optimal bulking rates in both arms of 
the study. Multivariable analysis demonstrated that absence of residual tumor after surgery was the 
most important factor. Other observational studies have demonstrated primary debulking surgery to 
have better outcomes than neoadjuvant treatment.A recent survey of US gynecological oncologists 
reveals that few use neoadjuvant therapy.

Individualization and patient selection is important for achieving a high optimal debulking rate 
while limiting significant morbidity. Tumor marker and radiographic studies have been investigated 
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as potential triage tools to predict surgical resectability. To date, accuracy of prediction is not high; 
however, certain factors have been associated with suboptimal cytoreduction. These factors include 
disease involving the mesentery of bowel, porta hepatis involvement, peritoneal carcinomatosis and 
significant liver or lung metastases.Factors such as these and patient performance status should be 
used to guide surgeons in choosing primary debulking or a neoadjuvant approach.

In summary, consensus has not yet been reached in the USA on the use of neoadjuvant therapy. 
High-volume centers may have improved survival and decreased morbidity.While no randomized 
trial of extensive radical surgery for ovarian cancer exists, observational studies may demonstrate 
higher survival at the cost of significant morbidity. Clinicians must make decisions for individual 
care based on the extent of disease and comorbidities in the absence of level I data.

Most advanced-stage ovarian cancer patients will experience a recurrence of their disease. Even in 
patients with a complete response to front-line chemotherapy, up to 70% will recur.Subsequent 
survival is related to the interval between platinum-based chemotherapy and recurrence (the 
platinum-free interval). Response rates to second-line chemotherapy range from 20 to 30% for 
patients with short progression-free intervals less than 12 months versus 60% for progression-free 
intervals of 12–18 months.However, except on rare occasions, chemotherapy in recurrent disease is 
not curative but serves to extend survival and palliate symptoms. It is important that our 
chemotherapeutic interventions do not inadvertently worsen the patient's quality of life in an 
attempt to extend the quantity of life.There is clearly a need for better second-line chemotherapy 
given the limited curative potential, the development of resistance to cytotoxic therapy and the 
cumulative toxicity associated with current drugs.

New treatment modalities are now emerging in the field of ovarian cancer therapy. Bevacizumab, a 
monoclonal anti-EGF, has shown promising potential but is not without risk. Trials have used 
bevacizumab in recurrence of ovarian cancer, demonstrating a 21% overall response rates and 40% 
6-month progression free rates.These initial data have now prompted investigators to examine its 
use as an adjunct to front-line therapy.

The toxicity of bevacizumab ranges from mild, including headache, rhinitis and dry skin to more 
significant and possibly fatal, such as bowel perforation. Hypertension, both new onset and 
exacerbation of, appears to be the most commonly observed toxicity in reported data, with grade 3/4 
seen in up to 14% of patients.This incidence does not appear to change with dose alteration. 
Mechanisms proposed include VEGF inhibition leading to decreased levels of nitrous oxide, 
vasoconstriction and, subsequently, hypertension versus altering the angiotensin I/II system. It 
seems reasonable to recommend standard modalities for antihypertensive treatment as no specific 
therapy has been investigated. Some speculation that angiotensin-converting enzyme inhibitors and 
angiotensin II receptor blockers may be preferred secondary to the proposed mechanisms of 
developing hypertension exists; however, this has not been proven in clinical trials. Frequent blood 
pressure monitoring and possible exclusion of patients with uncontrolled hypertension may prove 
beneficial.

Proteinuria is also commonly encountered, with 63% of patients reporting on all levels with grade 
3/4 occurring up to 4%.These effects are mostly mild and often reversible, and do not frequently 
require therapy cessation. However, irreversible nephrotic syndrome has rarely been noted. 
Mechanisms of developing proteinuria are unknown but its action at the glomerular level has been 
discussed. It seems reasonable to recommend routine monitoring in patients on bevacizumab, using 
a calculated ratio of measuring urinary protein and creatinine levels. Withholding cycles with 
reported ratio values greater than 3.5 and subsequently discontinuing therapy if high levels persist 
has been recommended in prior protocols. The likelihood of developing renal failure versus 
treatment benefit will have to be made on an individual basis.

Gastrointestinal perforation with bevacizumab use has been reported. While the incidence of 



perforation has been demonstrated to be as high as 11% in some trials, with a weighted estimated 
risk of 7%, the documented mortality rate can be as high as 66%.The mechanism is again unclear 
but several authors have proposed multiple theories. Bowel wall weakening secondary to 
angiogenic inhibition in bowel previously compromised by tumor, previous obstruction, 
inflammatory bowel response, changing bowel motility and its effects on mucosal regeneration 
have all been discussed. Traditionally, surgeons were taught that perforation required emergent 
surgical repair; however, with new data available, this thinking has been challenged. Surgical repair 
is indicated in patients who are unstable; however, nonoperative management, including bowel rests 
and antibiotics, are alternative options. Patients most appropriate for nonoperative management may 
be those in whom surgical risk and postoperative complications outweigh the benefit, such as 
patients in a hospice.Patient selection is also of importance. Patients with a history of obstruction, 
heavy intraperitoneal tumor burden may have an unfavorable risk:benefit ratio.Evidence of 
rectosigmoid involvement on pelvic examination or CT scan as well as a history of pre-existing 
bowel disease may also increase risk of perforation.

Bevacizumab has also been related to increased rates of arterial thromboembolism. Standard 
medical therapy in addition to discontinuation of bevacizumab is the mainstay of treatment for such 
related events.Reversible posterior leukoencephalopathy syndrome has been observed in patients 
taking bevacizumab. This neurological disorder is managed supportively, as in cases related to 
hypertension or eclampsia.Defects in wound healing have also been associated with bevacizumab 
use. No specific treatment differences, aside from discontinuing therapy if significant morbidity 
results, regarding the management of wound complications exist.

Primary Chemotherapy
First-line therapy for advanced epithelial ovarian cancer is a combination of a platinum compound 
and taxanes.This therapy can be administered intravenously or intraperitoneally.Intraperitoneal 
therapy is appropriate for patients with optimally resected disease. Even with initial response rates 
as high as 80% during primary therapy, recurrence is not uncommon.With overall 5-year survival 
rates of 30%, many patients will experience the side effects and toxicities of therapy not only during 
primary treatment, but in any recurrent therapies.The overall goal of therapy is to attempt to cure 
patients with initial therapy and prolong survival in recurrent disease while minimizing 
toxicities.Myelosuppression, alopecia, peripheral neuropathy, arthalgias and hypersensitivity 
reactions are the most commonly observed toxicities associated with paclitaxel and carboplatin 
combinations.Nephrotoxicity, ototoxicity and gastrointestinal toxicities are also well known.

Older studies have suggested that adjusted continuous-day dosing of carboplatin can result in higher 
dose intensity with less toxicity, but this is associated with significant in-hospital costs and has yet 
been proven to be of benefit in ovarian cancer therapy.

Myelosuppression
Neutropenia is the dose-limiting factor of paclitaxel, which appears to be dose and schedule 
dependent. Limiting toxicities of carboplatin include thrombocytopenia and myelosupression. 
Prevention of severe neutropenia and, subsequently, neutropenic fever is the goal of colony-
stimulating factors. In patients hospitalized for febrile neutropenia-associated complications, 
mortality rates have been recorded as high as 20%.The risk of severe grade 3/4 neutropenia with the 
common intravenous regimen of carboplatin/paclitaxel is 50%, with febrile neutropenia having a 
2% risk.Current guidelines recommend the use of colony-stimulating factors if the risk of febrile 
neutropenia is greater than 20% and to consider use if the risk is between 10 and 20%. Most 
gynecologic oncologists follow these guidelines in clinical practice.Neutropenia in the elderly is a 
common cause of limited treatment. Prophylactic filgrastin/pegfilgrastin should be considered in 
patients aged >65 years when moderate toxicity risk exists.Colony-stimulating factor, pegfilgrastim, 
is commonly administered according to prescribing information, 24 h after chemotherapy and 14 



days prior to the subsequent dose of chemotherapy. However, new data suggest that it may be as 
effective and safe to administer same-day pegfilgrastim but Phase III data are lacking.It may also be 
an option in select cases where inability to return the following day is a major factor. Outcomes of 
the study, approved prescribing use and the risks of off-label dosing should be discussed with the 
patient.

The incidence of cancer-related anemia is difficult to accurately assess, as it is multifactorial. 
Severe anemia has been observed in patients receiving chemotherapy with evidence of anemia 
increasing with successive cycles. Anemia may lead to many symptoms including fatigue, 
subsequently impacting a patient's activities of daily living. The role of the stimulating agent (ESA) 
continues to be investigated. US FDA labelling for ESAs contains a black box warning of adverse 
effects on survival, progression and recurrence. Concerns regarding ESA agents in a curative setting 
have been raised but may be appropriate for patients in whom therapy is palliative. The American 
Society of Clinical Oncology has recently revised its guidelines concerning the use of ESA in the 
curative setting, allowing oncologists to balance the risk–benefits versus transfusion. Prescribers 
and hospitals must enroll in and comply with a Risk Evaluation and Mitigation Strategy (REMS) 
program to prescribe and/or dispense ESA to patients with cancer. If ESA agents are used, the 
lowest dose possible with the addition of the iron repletion support should be the mainstay of 
therapy. However, ESA agents have been related to venous thromboembolism risk and their use in 
high-risk patients should be individualized.

Gastrointestinal Side Effects
Chemotherapy-induced nausea and vomiting is a well-known side effect of treatment. Acute, 
delayed and anticipatory nausea and vomiting, as well as breakthrough and refractory nausea and 
vomiting are all part of the spectrum.Unfortunately, absolute prevention of symptoms, even in 
moderately emetogenic chemotherapy regimens, has not been successful.However, prophylaxis 
during the first 24 h and further control during the acute 24-h period have improved the risk of 
delayed emesis.Carboplatin typically falls into a moderately emetogenic category being defined as 
an incidence of nausea and vomiting in the 30–90% range, and paclitaxel being low in the 10–30% 
range. Different agents have been used routinely: corticosteroids, 5-hydroxytryptamine-3 (5HT3) 
antagonists and neurokinin-1 receptor antagonists. In addition, agents such as gabapentin, 
metoclopramide, benzodiazepines and cannaboids have been employed.Currently, FDA-approved 
5HT3 antagonists include ondasteron, gansteron, dolasteron and palonsteron.Mostly, 5HT3 
antagonists, combined with the steroid and further combined with an optional neurokinin-1 receptor 
antagonist, represent the first-line therapy.The addition of metoclopramide may be combined with 
corticosteroids as an alternative therapy. If choosing to add aprepitant, doses of dexamethasone at 
day 1 should be lowered.

The safety of corticosteroid use has been investigated. While the usual toxicities of steroid use 
remain, there has not been any evidence to prove that it alters the antitumor effects of 
chemotherapy. Behavioral therapy with or without benzodiazepines may also be useful in a setting 
of anticipatory nausea and vomiting.Results from an open-label study of palonosteron with 
dexamethasone and aprepitant demonstrates that this regimen may be more effective than 
ondasteron with dexamethasone and aprepitant.However, the use of aprepitant is associated with 
significant costs and its use should be individualized.

Hypersensitivity Reactions
Allergic reaction is a well-known complication of any medication use and this is not unique to first-
line intravenous therapies of carboplatin and paclitaxel. While severe reactions are indeed rare and 
are frequently only described as case reports or in clinical trials, mild to moderate reactions may be 
under-reported.Clinicians delivering chemotherapy must be familiar with the presentation, grading 
and management of such reactions as the impact can be profound. With carboplatin use, the 



incidence of any hypersensitivity reaction ranges from 12 to 19%.Reactions of carboplatin are more 
consistently type 1 hypersensitivity reactions, resulting in rash, bronchospasm, urticaria and 
hypotension.Repeated exposures of carboplatin lead to increased risk of reaction, instances as high 
as 27% in patients who have had more than seven cycles.Grade 1/2 reactions with carboplatin do 
not require discontinuing therapy and may benefit from decreasing the rate of the infusion. 
Pretreating and rechallenging are options for further management; however, this may be 
unsuccessful.

The incidence of hypersensitivity reaction with paclitaxel use is from 8 to 45%, with rates as low as 
10% in patients who are pretreated. While similar to type 1 reactions in symptoms, reactions are 
thought to be non-IgE mediated.Reactions typically present with the first or second exposure with 
rapid development of symptoms. Cremophor EL® (BASF SE, Germany) present in the solution 
may be the cause of such reactions; an albumin-bound form without Cremophor EL has been 
associated with minimal reactions.Dyspnea, chest pain, tachycardia, angioedema and urticaria are 
also possible reactions. Premedicating with corticosteroids, diphenhydramine, and H2 antagonists is 
recommended. Infusions can continue with grade 1/2 reactions; however, patients with severe 
reactions should be discouraged from additional attempts or desensitization.

It is difficult to assess who will have significant reactions; however, a history of reactions in a 
similar drug class, general history of medication reaction or repeated exposures to prior 
chemotherapy may be risk factors.Rechallenging patients with offending medications requires a 
risk–benefit analysis. Overall, it is the responsibility of the team delivering treatment to recognize 
reactions and to respond promptly. Patients should be monitored closely, especially with the first 
cycle and increasingly repeated cycles, including observing for delayed reactions. Desensitization 
has been demonstrated to be safe and effective for both carboplatin and paclitaxel; however, this 
should only be instituted for selected patients with specific guidelines for treatment staff and may 
need to be conducted in intensive care unit settings.

Neuropathy
Peripheral neuropathy is also a well-known toxicity of a carboplatin–paclitaxel combination, with 
grade 3/4 neuropathy experienced by 30% of patients.Patients will typically present with symmetric 
distal neuropathy, with possible devastating outcomes including complete sensory loss and 
paralysis.Diagnosis is typically based on patient history, physical examination and, if deemed 
necessary, nerve conduction studies. When patients begin to experience symptoms, chemotherapy 
doses can initially be reduced or delayed. If this does not improve symptoms, therapy may need to 
be terminated.There has been a lack of good evidence for the routine use of neuroprotective agents 
in the chemotherapy regimen, such as vitamin E, amifostine, amitriptyline, dimensa, gabapentin, 
glutamine and lamotrigine.There are ongoing Phase II/III trials evaluating specific agents; however, 
at this time, the American Society of Clinical Oncology does not support their routine use. The 
treatment of neuropathic pain has several options, but again their use has not been validated by 
large, randomized controlled trials. In small numbers of patients gabapentin 400 mg three-times 
daily and amitriptyline 10–50 mg have been shown to provide relief in severe neuropathic pain 
patients.Prednisone doses of 10 mg twice a day beginning 24 h after therapy for 5 days has 
demonstrated some improvement in chemotherapy-associated neuropathy.A discussion with the 
patient on the lack of good data to support the use of such agents should occur prior to any trial of 
therapy.

Nephropathy
Nephrotoxicity is a well-known side effect of platinum therapy, specifically cisplatin. As 
carboplatin has replaced cisplatin in first-line intravenous therapy, its side effects have still 
complicated intraperitoneal therapy. Approximately a third of patients will manifest higher 
creatinine levels and lower glomerular filtration rates, magnesium and potassium levels, seen 



approximately 10 days post-therapy. Carboplatin is unique in that it is dosed by the Calvert formula, 
using the 24-h creatinine clearance as an estimate of glomerular filtration rate. New data exist 
demonstrating that, based on estimated glomerular filtration rate, the current method may 
overestimate clearance rates in malnourished and petite patients, subsequently overestimating the 
appropriate amount of drug given.Using accurate glomerular filtration rates, based on true body cell 
mass, rather than a formula based on serum creatinine, gender age and ethnicity alone may prove to 
be a less nephrotoxic, as well as an inexpensive, method of calculation.It may be reasonable to 
employ this method in patients whose actual bodyweight may be less than ideal bodyweight.

In addition, the European Society of Clinical Pharmacy Special Interest Group has identified several 
methods for preventing cisplatin-related nephrotoxicity. In addition to adjusting dosage based on 
existing renal function, ensuring adequate hydration and avoiding additional diuretics are standard 
recommendations. Nephrotoxicity incidence does increase with aminoglycoside use, as well as 
NSAIDs, and this should be monitored very closely.

Rare Complications & Additional Considerations
Rarely, acute pneumonitis, as well as an isolated case of fatal pulmonary fibrosis, has been seen 
with paclitaxel use. In patients with underlying pulmonary disease, the side effects of therapy 
should be closely monitored for the 1–2 months after initiation. In addition, if pneumonitis 
develops, treatment with steroids as in noncancer patients is appropriate.

Obesity is clearly an ongoing concern for the medical community and ovarian cancer patients may 
comprise part of this population. Concerns for overdosing women whose body surface area is 
greater than 2 m2 and incurring unnecessary toxicity may be unfounded. This may lead clinicians to 
prescribing doses based on ideal bodyweight rather than actual bodyweight, leading to possible 
under dosing chemotherapy in this population. Retrospective data have demonstrated that in obese 
women receiving adjuvant carboplatin/paclitaxel, dosing based on actual body weight did not result 
in any statistically significant difference in toxicity. Clinicians should consider avoiding empiric 
dose reduction in this obese population and prescribe doses based on actual bodyweight. 

Fatigue is a typical side effect in many cancer treatment patients, possibly due to the medications 
themselves, and the physical and emotional demands placed during time-intense therapy. No 
specific therapy has proven to be of significant benefit in fighting fatigue in cancer treatment 
patients. Small studies have suggested the possible benefit of methylphenidate, but this has also 
been associated with an increased incidence of nausea and vomiting, side effects commonly seen 
with chemotherapy alone. Clinicians will need to determine with the patient if the addition of 
methylphenidate would be beneficial.

The aging population has demonstrated a higher ovarian cancer incidence and mortality, specifically 
amongst those aged 80–84 years. Data suggest elderly patients can tolerate standard doses, however 
treatment is often modified for concerns of increased toxicity. Lower albumin and hemoglobin 
levels may increase toxicity with protein-bound therapies such as paclitaxel. Specific renal 
toxicities related to age have not been demonstrated, most likely owing to dosing calculation based 
on glomerular filtration rate. Moreover, treatment is often stopped secondary to anticipated rather 
than true experienced toxicity. A full geriatric assessment of patients should be made prior to 
initiating any treatment plan. Clinicians specially trained in geriatric medicine may be able to 
provide further assistance when developing long-term goals for ovarian cancer patients. A thorough 
discussion of expected toxicities and proposed treatment plans should be made directly with elderly 
patients at the initiation of chemotherapy. Older patients should also be encouraged to consider 
clinical trial participation; their involvement should not be discriminated against based on age 
alone. 



Intraperitoneal Chemotherapy Toxicity
Intraperitoneal chemotherapy has emerged as a new modality for ovarian cancer in the optimally 
debulked patient. After three large randomized trials demonstrated better outcomes with 
intraperitoneal therapy, it is now recommended to be offered for first-line therapy. Gynecologic 
Oncology Group (GOG) 172 demonstrated an increased progression-free survival and overall 
survival, even in patients who did not complete all cycles of the trial; however, this comes at the 
cost of higher toxicity and catheter-related complications. The discontinuation of therapy rate in 
GOG 172 was 58%.Intraperitoneal chemotherapy has not been completely accepted in the oncology 
community owing to concerns regarding toxicity and dosing schedule. More intense schedule 
dosing, more equipment and resources necessary to deliver adequate therapy lead some clinicians to 
avoid intraperitoneal modalities.

Toxicity can be related to the route of administration itself. Catheter-related complications are 
specifically cited as a common reason for discontinuation, with 30% of patients who discontinue 
therapy in GOG 172 citing this cause. Common reasons that therapy is abandoned are typically 
secondary to catheter complications: abdominal pain, fatigue, metabolic and gastrointestinal 
toxicities. The regimen of cisplatin and paclitaxel is currently the recommended standard. 
Specifically, more gastrointestinal upset was observed with cisplatin than with carboplatin. Patients 
will also experience more fatigue and pain, and hematologic, gastrointestinal, metabolic and 
neurotoxicity than with the intravenous cisplatin. Renal insufficiency – 90% of the drug is renally 
eliminated – is a concern with 5% experiencing nephrotoxic complications. Less ototoxicity is 
observed than with intravenous cisplatin.Carboplatin may eventually replace cisplatin as the first-
line therapy in intraperitoneal chemotherapy regimens. A GOG trial is currently enrolling patients in 
order to determine if equal efficacy and improved toxicities are possible. Several authors suggest 
that if carboplatin is used in lieu of cisplatin, an explanation must be made to the patient that 
original data were performed with cisplatin use.

Catheter-related complications are multifactorial. Problems with accessing the device, port 
blockage, small-bowel obstruction, abdominal pain with infusions and intolerance to high-dose 
cisplatin have all been quoted as reasons for cessation in therapy. Abdominal pain related to 
distention can be managed by reducing the volume of instilled fluid, reducing the flow rate or 
avoiding additional instillation fluid, often given to promote distribution of drug. Aggressive 
prehydration with normal saline to reduce the risk of nephrotoxicity should be performed.

Instilled fluid volumes should not be counted in the pre-hydration protocol. Much discussion and 
opinion regarding catheter type exists and data have been conflicting on fenestrated versus 
nonfenestrated catheter types. Studies have demonstrated that fenestrated catheter tips may lead to 
more fibrin deposition; recommendation for non-fenestrated catheters was made by GOG 
investigators. No flush regimens or anti-adhesive agents have proven to decrease blockage. Dye 
studies are safe and preferable to more invasive procedures for determining port patency. Blocked 
catheters can be replaced but not without the risk of peritonitis, abscess formation, gastrointestinal 
injury or fistula formation. Infected ports should be removed promptly.

Port placement is recommended at the time of initial surgery,however, delay of port placement has 
been recommended if large bowel resection has been performed. The 2006 consensus did not 
consider a small-bowel resection contraindication to placement at the time of surgery.

Left colon and recto-sigmoid resection was associated with a decreased likelihood of completing 
therapy.

Intra-operative intra-peritoneal instillation has been discussed; however, the 2006 Consensus 
recommend against this practice. Accessing the port under sterile conditions, as with intravenous 
ports, decreases the risk of secondary infection. Ports should be removed within 1 year of 
completion of treatment and this can be safely performed in the clinic under sterile conditions.

Physicians are also altering regimens specific to patient needs. Many patients will not finish therapy 



for several reasons and intravenous or intra-peritoneal therapy may be selected based on 
inconvenience, discomfort or patient insecurity. The 2006 consensus on intra-peritoneal therapy 
recommends that clinicians deliver, at minimum, ten courses of intra-peritoneal therapy and 
optimally more than 20 courses yearly to remain current. It is obvious that excellent support staff 
are necessary to deliver intra-peritoneal chemotherapy. Recent evidence suggests that age alone is 
not a contraindication to intra-peritoneal therapy. The overall end point of therapy is survival but 
this should not come at a significant cost of quality of life.

Palliative care

One of the most important aspects for limiting toxicity for ovarian cancer patients is terminal care. 
Recognition and patient education of the palliative nature of treatment of recurrent disease can lead 
to early and frank discussion of end-of-life issues. This can help patients and families make rational 
decisions for stopping therapy and use of hospice services. Recent reports state that up to a third of 
terminal cancer patients die in hospitals or intensive care units.Studies have demonstrated that 
cancer patients who utilize hospice and are at home for terminal care have improved quality of life. 
In addition, their families have less bereavement-related distress.However, palliative care comes 
with many associated complications, including but not limited to bowel obstructions, chronic pain 
and pleural effusions. Their specific management should be addressed at the time of complication 
and significant literature is readily available. Clinicians should also be encouraged to seek expert 
consultation in palliative care medicine to aid with these complications if deemed necessary. 

Conclusion

This article has outlined toxicity associated with treatment of ovarian cancer both from surgery and 
additional medical therapy. Guidelines for standard therapy are available but an individualized 
approach must be used to maximize outcomes while providing reasonable toxicity and good quality 
of life. Assessment of the individual for performance status and comorbidities can improve the 
therapeutic ratio. Clinicians have a new array of supportive options to limit side effects of therapy. 
Ultimately, physicians who care for ovarian cancer patients must use their clinical judgment along 
side the available evidence-based medicine to make appropriate individualized management 
decisions for their patients. 
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