
Introduction

Ovarian cancer is the fourth most frequent neoplasia in

women, with 22,280 newly diagnosed cases and 15,550

mortality cases are projected in the U.S.A. for 2012 ac-

cording to the American Cancer Society [1]. Ovarian can-

cer spreads on the peritoneal surface with no regard for the

anatomical boundaries of the pelvic and abdominal organs

and viscera [2]. Thus, when diagnosed, most cases are ad-

vanced and peritoneal carcinomatosis is already present and

patients have stage IIIC/IV (FIGO)/TNM epithelial ovar-

ian cancer (AJCC 2010) [3,4]. 

Despite a surgical treatment that ideally removes all of the

visible peritoneal disease leaving lesions no larger than

10mm each (optimal cytoreduction) and notwithstanding the

advances in adjuvant chemotherapy, many patients will re-

lapse and be considered incurable. Gastrointestinal tract sur-

geries are performed not only for cytoreduction, the so-called

multivisceral resection, but also for palliative purposes.5

Thus, palliative surgery is that which is performed on incur-

able patients and is of great help in accomplishing the ob-

jective of reducing the patient’s suffering. Therefore, it is

essential that the surgeon who plans to treat ovarian cancer

have the mastery of several surgical procedures, which are

often outside the range of gynecological surgery per se [5-7]. 

Among the complications resulting from the progression

of malignant neoplasia, intestinal obstruction stands out as

the main indication for palliative surgery, which may also

be indicated for rectovaginal and enterovaginal fistulas as

well as for genital and lower gastrointestinal hemorrhage.

Materials and Methods

Articles from the MEDLINE/PUBMED, EMBASE, and

LILACS databases up to May 05, 2012 were included with no

bars on foreign languages. The key words used were taken from

the Medical Subject Headings and are as follows: ovarian cancer

AND palliative surgery, ovarian cancer AND complications, and

ovarian cancer AND intestinal obstruction. Subsequently, the ref-

erences from the original articles were also analyzed.

Results 

Intestinal Obstruction
Intestinal obstruction is a common feature of ovarian can-

cer in its advanced stages or in its recurrence. Most of the

patients with an obstructed intestine have a poor physical

health status and limited life expectancy [8].

The primary cause of intestinal obstruction is the frozen

pelvis with involvement of the sigmoid colon and the rec-

tum along with the loops of the small intestine. Although ob-

struction may occur anywhere in the digestive tract, a list of

intestinal obstruction sites, according to Stephen [9], includes

the small intestine (44%), the large intestine (33%), and the

simultaneous occurrence of the small and large intestine

(22%). The main surgeries are enterectomy (Figure 1A), ileo-

transverse anastomosis (Figure 1B), transverse or terminal
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sigmoid colostomy, and omentectomy (Figure 1C). The lat-

ter is performed in order to leave the entire upper colon free

so as to allow a clear view of the entire digestive tract. And

thus median laparotomy is carried out aiming to make an in-

ventory of the entire abdominal cavity so as to diagnose all

possible obstruction sites and determine a safe point, beyond

which it is disease-free (usually up to the transverse colon,

for the pelvis is frozen more often than not).

When the disease is very advanced and surgical correc-

tion of the obstruction is no longer possible, a decompres-

sive gastrostomy may be performed or nothing at all may

be done. An ileostomy is contraindicated because of its ex-

tremely high rate of incurability and morbidity for the pa-

tients. At the time of deciding whether or not to perform

palliative surgery, bad prognostic factors should be taken

into account, such as palpable abdominal and pelvic

masses, more than three liters of ascites, multiple obstruc-

tions, a preoperative weight loss of over nine kg, and re-

cent chemo- or radiotherapy [10].

Intestinal fistulas
Digestive fistulas are rarely formed in cases of ovarian

cancer; nevertheless, the most frequent are those connecting

the small intestine or the rectum and the vagina [11-15]. 

The discharge of solid feces through the vagina is charac-

teristic of the rectovaginal fistula, which must be treated with

loop transverse colostomy. A few authors advocate a loop

sigmoid colostomy, but we favor a loop transverse colostomy

due to the high incidence of frozen pelvis and because the

former procedure often requires great technical skill and a

laparotomy to perform the colostomy on the sigmoid.

Although a loop transverse colostomy is a more frequent

cause of complications such as prolapse and paracolostomy

hernias, it does not necessitate a laparotomy and it may be

performed with a local incision (Figure 2A). 

To minimize complications, technical care must be taken

not to leave free space between the colostomy and the wall

and a careful choice of site on the abdominal wall must be

made for maturation of the stoma.

When the discharge through the vagina is profuse and liq-

uid and made up of enteric effluent, the enterovaginal fistula

should be investigated. Diagnosis is generally carried out

with computed tomography assessing the intestinal transit of

an oral contrast agent (Figure 2B). An opaque enema CT

Figure 2. – A: contrast radiography demonstrating enterovaginal

fistula; B: colostomy.

Figure 1. – Technical aspects of palliate surgery: A: enterectomy

and enteroanastomosis; B: bypass ileotranversoanastomosis; C:

omentectomy.
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scan should also be performed to rule out the possibility of

an associated rectovaginal fistula. The treatment for the fis-

tula of the small intestine is resection of the fistulous path-

way with enterography and enterectomy. [11-15].

Genital and rectal bleeding
In lower gastrointestinal bleeding, enterorrhagia gener-

ally occurs through tumor infiltration in the sigmoid colon

and the rectum. When feasible, a resection of the infiltrated

site is the only treatment for stopping the often recurrent

hemorrhage [11-15].

In the cases of profuse vaginal bleeding, the bilateral hy-

pogastric artery ligation performed three cm below the

source of hemorrhage to avoid the origin of the superior

gluteal artery is the indicated treatment when interventional

radiology is not available for embolization [11-15].

Conclusions

A large number of women with advanced ovarian cancer

will require surgery at some point during the course of the

disease to relieve the symptoms, such as intestinal ob-

structions, fistulas, and hemorrhages. 

Although incurable, the patients with complications due

to ovarian cancer may have an extended survival and an

improved quality of life with palliative surgery for the fol-

lowing reasons: a) improvement in the nutritional state after

treatment for intestinal obstruction due to the possibility of

oral nutrition; and b) improvement in clinical conditions,

allowing for palliative chemotherapy.
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