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Summary 

Introduction: It is difficult to predict which patients with ovarian cancer will require bowel surgery. We propose that sigmoido
scopy performed by an experienced colorectal surgeon could predict the need for bowel resection as part of optimum cytoreduction 
by assessment of rigidity and encasement of the rectosigmoid colon or mucosa! involvement. Laparotomy may then be performed 
electively in collaboration with a colorectal surgeon after administration of bowel preparation. 

Methods: In a prospective study 30 panents undergoing surgery for ? high suspicion of ovarian malignancy and with at least two
of either a complex pelvic mass on ultrasound, elevated CA125 or ascites were studied. Flexible sigmoidoscopy performed at time 
of admission was reported as "clear bowel", "external compression only" or "mucosa! involvement" with the recommendation to 
"avoid resection" or "may need resection". 

Results: Sigmoidoscopy was completed in all patients and was well tolerated. Satisfactory preparation and evaluation was possi
ble in 70% and did not delay definitive surgery. 67% (20/30) of cases proved to have ovarian carcinoma. Overall prediction to avoid 
resection was correct in 21/25 and to resect in 5/9 with accurate prediction in those with ovarian cancer of 17/20 cases. This inclu
ded 3/4 sigmoid colectomies for ovarian malignancy as part of an optimum debulking procedure. Sigmoidoscopy was more accu
rate than relying on a history of change in bowel habit alone in predicting the need for bowel resection. 

Conclusions: Sigmoidoscopy was shown to be a practical procedure, causing no significant morbidity in patients with ovarian 
carcinoma. In evaluating a pelvic mass it can exclude primary colorectal pathology and impending obstruction. Flexible sigmoido
scopy correctly identified the majority of cases which required colorectal surgery and allowed an optimal resection to take place as 
a planned procedure. 
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Introduction 

Ovarian cancer frequently presents with extensive 
intraabdominal disease. Current treatment rationales 
recommend debulking surgery at the time of primary 
laparotomy [I]. More extensive procedures, such as 
bowel resection or peritoneal stripping to remove all 
residual disease are, however, not universally practi
sed as this approach has not consistently shown a sur
viva! benefit compared with patients who did not 
undergo these procedures and yet had residual disease 
remaining [2]. 

It is difficult to predict preoperatively which patients 
with ovarian cancer will have involvement of the 
rectum or sigmoid colon. Change in bowel habit may 
suggest infiltration but may equally be secondary to 
external compression. Every effort should be made to 
achieve optimum debulking avoiding bowel resection 
but in the presence of direct extension of the tumour 
into the bowel or its mesentery, rectosigmoid resection 
may be required [3]. While mucosal involvement is a 
rare event, invasion of the muscularis is more common 
and such cases frequently metastasize to the mesenteric 
lymph nodes [4]. 
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Resection of the mesentery with a high tie of the infe
rior mesenteric vessels similar to current standards for 
primary bowel cancer would therefore be appropriate. 
Although such series have failed to show a survival 
benefit, 78% avoided a permanent colostomy [5] with 
low additional morbidity rate [6, 7, 8] and palliation of 
symptoms from large pelvic tumours may occur with 
improved quality of life for these women [9]. 

Flexible sigmoidoscopy is a well tolerated, low mor
bidity procedure. Not only may mucosa) ulceration be 
identified but we propose that when performed by an 
experienced colorectal surgeon, more dynamic informa
tion regarding rigidity and encasement of the rectosig
moid colon to suggest muscularis invasion may aid in 
the prediction regarding bowel resection. Laparotomy 
could then be performed in collaboration with a colo
rectal surgeon after administration of bowel prepara
tion. While the pouch of Douglas is often obliterated, 
the posterior space behind the rectum is normally pre
served enabling a modified posterior exenteration, 
incorporating high tie of the inferior mesenteric vessels 
as described by Eisenkop, to be approached in a planned 
fashion [10]. 

We hypothesized that flexible sigmoidoscopy, by 
detection of mucosal involvement or encasement of the 
rectosigmoid, may predict prior to the surgery, which 
patients may require such colorectal surgery. A planned 
team approach can then be arranged. 
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carcinoma in all but one case which proved to have a car
cinoid tumour of the appendix. The majority of sigmoi
doscopies were performed by an experienced colorectal 
surgeon to assess muscularis invasion which may be 
more difficult to assess compared with mucosa! penetra
tion. It would not be expected that small bowel resection 
or right-sided colonic disease could be anticipated by 
such an investigation. Both cases of impending obstruc
tion were also correctly identified. 

One of the main aims of the study was to identify 
which patients would require surgery to the rectum or 
sigmoid colon and if optimum debulking was contempla
ted, alert the colorectal surgeon, who may otherwise have 
clinical duties on site elsewhere in a typical district 
general hospital setting. The prediction for the study 
group proved correct in 84% of cases and in 85% for 
those with ovarian cancer. 

It is current policy in our unit to perform bowel resec
tion during surgery for ovarian malignancy only if this 
would allow optimal debulking (to 2 cm or less) [II] or 
palliation to relieve impending obstruction [ 12]. It is 
usual practice for surgical management of ovarian carci
noma to be performed by the consultant gynaecologist 
making the diagnosis and this may affect the extent to 
which cytoreduction is undertaken. The surgeon was not 
blinded to the sigmoidoscopy evaluation and knowledge 
of this may have influenced the operative procedure. 

In this small study there was no significant difference 
between the requirement for bowel resection at surgery 
and that predicted by prior sigmoidoscopy although the 
requirement for rectosigmoid colectomy was accurately 
predicted in 75% of cases. 

The place of sigmoidoscopy requires more extensive 
evaluation and may prove more specific than relying on 
a history of change in bowel habit alone. 
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