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Section 2. Psycho-oncological support for ovarian cancer 
patients 

Introduction 

Ovarian cancer is a life-threatening condition and its treatment may produce significant toxicities, which 
cause substantial short- and long-term side effects and functional loss in various behavioural and life 
domains (physical, cognitive, emotional, social, and vocational), as well as psychosocial distress. Therefore, 
quality of life (QoL) and functional status of the patient may be substantially reduced. Women with cancer 
and their families are faced with a lot of challenges in terms of coping and adjustment.      

Today, the traditional approaches of ovarian cancer treatment such as surgery, chemotherapy and/or 
radiation have extended to a variety of new generations of drugs based on the individual genetic and 
molecular biological characteristics of the tumour. This means in general that treatment of ovarian cancer 
has become more individualised, long lasting and more complex. 

Psychosocial distress and psychiatric comorbidity 

Women with ovarian cancer suffer from high levels of psychosocial distress, not only in early phases after 
the diagnosis but also over the trajectory of the disease. Psychosocial distress is understood as a continuum, 
ranging from normal distress levels such as fear, grief, etc. on one hand to high levels of distress and 
psychiatric comorbidity on the other hand [1-3]. Psychosocial distress includes a variety of emotional, 
cognitive, social and functional problems including body image and impairment of sexual functions. 
Families and especially partners of cancer patients are also affected, often experiencing emotional distress, 
shifting of roles, financial burden, caregiver stress and fear of losing their loved one [4, 5].  

Patients experience a variety of affective states, including anxiety and depression, that closely interact with 
biological stressors such as pain and physical symptom burden [6, 7]. A large meta-analysis of ovarian 
cancer patients on treatment identified depression prevalences of 22.99% (95% CI: 19.85-26.46) and 
anxiety prevalences of 26.23% (95% CI: 22.30-30.56) [8].  

Stepped care model 

The psychosocial care of cancer patients is based on a structured stepped care model aimed at the 
identification of the individual’s distress level and their health care needs and demands for specific 
interventions. In a stepped care model, the first step includes an early assessment and identification of the 
patient’s psychosocial distress [9, 10]. Standardised and international validated instruments are available 
to assess psychosocial distress [11]. Depending on the results of the screening for those patients lying under 
a certain threshold score information and counselling may be sufficient. For those patients above the 
threshold score, a further diagnostic process is necessary to clarify the psychiatric comorbidity [12, 13]. 
Depending on the result of this diagnostic process, various types of interventions may be indicated such as 
individual or group psychotherapy, psychoeducational interventions or relaxation techniques [14]. In 
addition, the individual needs for psychosocial support of the patients should be considered when making a 
decision about any type of psychosocial treatment [15].  

A stepped care model comprises systematic identification of the patient’s need, integrated delivery of care 
by care managers, appropriate specialist supervision and the stepping of care based on systematic 
measurement of outcomes [13].  

Psycho-oncological interventions 
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Psycho-oncological interventions are defined as non-pharmacological interventions using psychological 
techniques, such as education, coping skills training, psychotherapy and relaxation, alone or in combination, 
provided by professional therapists in a direct, face-to-face interpersonal process for patients with cancer 
[14].  

Psycho-oncological interventions address the cognitive, behavioural and emotional facets of the patients’ 
(and their families’) response to cancer and its treatment. The aims of psychological interventions are: 

• to improve coping skills and adjustment to cancer and the treatment sequelae   
• to reduce emotional distress  
• to reduce feelings of depression and anxiety 
• to improve QoL of the patients 
• to improve body image and help the patient to regain self esteem   
• to enhance personal growth 
• to strengthen the personal and social resources of the patient  

In addition to medical treatment, psychological interventions also play an important role in the 
management of various physical symptoms (e.g. pain, fatigue and nausea).  

Psychological interventions include:  

• counselling and psychoeducation  (individual or group) 
• psychotherapy (individual or group)  
• couples’ psychotherapy   
• relaxations and guided imagery techniques (individual or group) 
• art and music therapy (individual or group) 
• dance therapy (individual or group) 

Counselling and psychoeducation are basic interventions for patients with medium-to-high level of distress 
including information and structured elements for stress management and self-exploration of the patient’s 
resources. Psychotherapy is provided for all those patients with high levels of distress and psychiatric 
comorbidity. Couples’ psychotherapy is a helpful intervention for patients and their partner to improve the 
dyadic coping processes and the communication about cancer and the treatment issues, and, furthermore, 
to avoid a vicious circle of misunderstanding. 

Couples’ psychotherapy is also indicated to help the couple cope with sexual issues or to improve self-
disclosure of needs and feelings. Relaxation and guided imagery techniques are widely used as individual 
or group interventions to reduce distress, to strengthen the feeling of individual control or own resources. 
Art and music therapy as well as dance therapy are specific techniques of psychotherapy using artistic 
media to strengthen the individual’s resources, body image and body awareness.  

Cancer and sexuality 

QoL and well-being are influenced by different physical, social, spiritual and mental factors. In this context, 
sexual activity and sexual functioning play an important role. In younger patients, cancer therapy may result 
in ceasing ovarian function and fertility loss, while postmenopausal women may suffer from androgen 
deprivation [16]. 

Patients need to understand that sexual dysfunction does not imply a general failure of the person[17]. 
Physicians and psycho-oncologists have a role-model function regarding the discussion of sexuality as an 
essential element of QoL. Therefore, the potential impact that cancer therapies like surgery, chemotherapy 
or radiation therapy can have on sexual function and fertility needs to be discussed prior to therapy 
initiation, including preventive or therapeutic options [16]. Many women also appreciate when their 
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partner is included in the communication and informed about the possible side effects of therapy on 
sexuality and relationships.  

Survivorship 

Patients with ovarian cancer and a high risk of recurrence face particular distress after active treatment 
during follow-up, such as the loss of frequent monitoring and support, the shift from the responsibility of 
the medical system to the individual and the feeling of abandonment with the loss of a “safety net” [18]. 
Furthermore, patients may suffer from side effects from cancer treatment such as fatigue, fluctuation of 
emotional well-being, fear of recurrence or depression. Similar to other people with chronic diseases, they 
have to rebuild and integrate their injured identity into a new and changed one [18]. Therefore, each patient 
needs continuous supervision in the transition from cancer patient to cancer survivor and an individualised 
survivorship care plan. The plan should include a summary of the diagnosis and treatment, the description 
of possible late effects, commonly faced challenges, a recommendation of ongoing care and follow-up, 
resources for addressing practical care and psycho-oncological support, as well as health-promoting 
behaviours. 

Patients should be empowered to cope with physical and psychosocial long-term and delayed sequelae of 
disease and treatment and to preserve health and good QoL [19]. Internet-based support programs may be 
helpful for ovarian cancer survivors [20]. 

Conclusion 

Early detection of psychosocial distress, sexual dysfunction and psychiatric comorbidity as well as 
identification of psychosocial care needs are of major importance. A stepped care model of interventions 
including counselling, psychoeducation and psychotherapy seems to be the best approach in all areas of 
psychosocial care for cancer patients. To empower patients to cope with the physical and psychosocial long-
term side effects of disease and therapy and to preserve QoL they should receive a personalised 
survivorship care plan. 
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