
Abstract. Background/Aim: Upper gastrointestinal obstruction 
is an extremely rare complication of primary ovarian cancer. 
We present a case of primary advanced ovarian cancer with 
gastroduodenal obstruction successfully managed with 
neoadjuvant chemotherapy (NAC) and conservative treatment. 
Case Report: A 60-year-old woman was referred to our hospital 
for advanced ovarian cancer with upper gastrointestinal 
obstruction. Computed tomography and endoscopy revealed 
severe duodenal obstruction caused by dissemination. NAC was 
initiated with conservative management using a nasogastric 
tube and total parenteral nutrition (TPN). She was able to eat 
and TPN was stopped after three months. Complete resection 
was achieved with interval debulking surgery (IDS) not 
involving pancreatoduodenectomy, which would have been 
necessary for primary debulking surgery. There were no serious 
postoperative complications. Conclusion: NAC with 
conservative management can improve upper gastrointestinal 
obstruction in patients with primary advanced ovarian cancer. 
Furthermore, IDS is expected to allow complete resection, 
avoiding highly invasive surgeries.  
 
Ovarian cancer often progresses via peritoneal dissemination. 
Complete resection of intra-abdominal lesions is important 
for improving the prognosis of patients with advanced 
ovarian cancer. However, invasive surgical procedures, such 

as bowel resection, diaphragmatic resection, splenectomy, 
and peritonectomy, are required to achieve cytoreduction 
without residual disease. Cytoreduction for advanced ovarian 
cancer is highly invasive, poses a risk of serious 
complications, and can be life-threatening. 

Gastrointestinal obstruction caused by an intra-abdominal 
malignancy is described as malignant bowel obstruction 
(MBO), which is associated with 25-40% of advanced ovarian 
cancer cases (1-3). The main sites of MBO are the small 
intestine and colon. Patients with MBO report abdominal 
fullness, severe nausea, vomiting, and pain; therefore, it is 
important to control these symptoms. Surgical intervention is 
suggested for MBO if the patient has a good general condition, 
with one or two obstruction sites, and when symptomatic relief 
is expected to improve the prognosis (4). The surgical 
intervention type (i.e., bypass, diverting ileostomy, or 
colostomy) depends on the obstruction and lesion location.  

Upper gastrointestinal obstruction associated with primary 
ovarian cancer is extremely rare, and its management has not 
been established. There are no reported cases of primary ovarian 
cancer with upper gastrointestinal obstruction treated with 
neoadjuvant chemotherapy (NAC) and interval debulking 
surgery (IDS). Herein, we present a case of primary advanced 
ovarian cancer with gastroduodenal obstruction for which NAC 
and conservative management include a nasogastric (NG) tube 
and total parenteral nutrition (TPN), resulting in the release of 
the obstruction and resumption of oral intake. Complete 
resection was achieved with IDS to avoid pancreaticoduo-
denectomy, which is a highly invasive procedure. 
 
Case Report 
 
A 60-year-old woman was referred to our gynecology 
department with suspected advanced ovarian cancer and 
intraperitoneal dissemination. Her medical and family history 
were unremarkable. She was admitted to our hospital with 
vomiting and poor oral intake. Computed tomography (CT) 
revealed intraperitoneal dissemination causing stenosis in the 
third portion of the duodenum and adhesions of the omental 
cake extending to the transverse colon and greater curvature 
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of the stomach (Figure 1A). Enlarged para-aortic lymph 
nodes were also observed. Diffusion-weighted magnetic 
resonance imaging of the pelvis revealed a right adnexal mass 
with a high signal intensity. Upper gastrointestinal endoscopy 
revealed severe stenosis of the pinhole near the inferior 
duodenal angulus (Figure 2A). As endoscopy did not reveal 
neoplastic lesions of the gastrointestinal mucosa, obstruction 
caused by external compression was considered rather than a 
primary gastrointestinal tumor (Figure 2B). A central venous 
port and NG tube were placed for decompression, and TPN 
was initiated. High-grade serous ovarian carcinoma was 
pathologically diagnosed based on the results of a 
percutaneous needle biopsy of the omental cake. 

Pancreatoduodenectomy as the primary debulking surgery 
for complete resection was considered too invasive. Other 
treatments, such as gastrojejunal bypass or duodenal stent 
placement, have been suggested for upper gastrointestinal 
obstruction. However, the bypass procedure was difficult to 
perform because the omental cake involved the gastric wall. 
Furthermore, the duodenal stent was difficult to place because 
of severe obstruction. Her symptoms and physical condition 
were well-controlled with the NG tube and TPN, and the 
intraperitoneal metastasis of high-grade serous ovarian 
carcinoma was expected to resolve with chemotherapy. 
Therefore, we performed exploratory laparotomy and NAC 
after obtaining informed consent from the patient. 

During the exploratory laparotomy, we observed the 15-
cm-diameter omental cake invading the transverse colon and 
greater curvature of the stomach. Furthermore, the tumor 

adhered strongly to the duodenum on the dorsal side, 
forming a mass (Figure 3A). The right adnexa had swelled 
to a diameter of 1.5 cm. We performed right salpingo-
oophorectomy, and histopathological examination revealed 
primary high-grade serous ovarian carcinoma. 

Chemotherapy comprising paclitaxel and carboplatin 
was initiated on postoperative day (POD) 7. On POD 8, 
she was discharged from the hospital with an NG tube and 
TPN management. The omental cake decreased gradually. 
On POD 49, after two cycles chemotherapy, the NG tube 
was removed and she was able to consume water. 
Subsequently, she was able to consume solid foods. On 
POD 84, TPN was terminated after three cycles of 
chemotherapy. CT showed improvement of the duodenal 
obstruction (Figure 1B).  

Thereafter, IDS involving Wertheim hysterectomy, left 
salpingo-oophorectomy, low anterior resection, right 
diaphragmatic resection, omentectomy, and retroperitoneal 
lymphadenectomy was performed. The operative time and 
blood loss were 475 min and 880 g (without blood 
transfusion), respectively. During laparotomy, the omental 
tumor was observed as a 2.5-cm nodule that did not invade 
the duodenum or pancreatic head. Therefore, the lesion that 
caused duodenal obstruction was removed along with the 
omentum by adhesiotomy of the duodenum and pancreatic 
head (Figure 3B). As the omental nodule adhered strongly 
to the greater curvature of the stomach and transverse 
colon, we resected the nodule and serosa of the greater 
curvature and transverse colon together (Figure 3B). 
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Figure 1. Contrast-enhanced computed tomography (CT) image before treatment revealing dissemination (red arrow) causing obstruction at the 
third portion of the duodenum (yellow arrow) and the omental cake (green arrow) with adhesions extending to the transverse colon and greater 
curvature of the stomach (A). CT image after neoadjuvant chemotherapy revealing reduction of the omental cake and improvement of the duodenal 
obstruction (white arrow) (B).



Consequently, surgery without pancreatoduodenectomy was 
performed. On POD 14, the patient developed chylous 
ascites. Bowel rest and octreotide administration resulted 
in rapid improvement of the ascites. The patient did not 

experience any other complications and was discharged on 
POD 30. Adjuvant chemotherapy was initiated on POD 37. 
Thirty months after the initial treatment, there was no 
evidence of recurrence.  
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Figure 2. Upper gastrointestinal endoscopy image revealing severe stenosis (red arrow) near the inferior duodenal angulus of the third portion of 
the duodenum (A). Endoscopy image demonstrating stenosis of the duodenum caused by external compression but no neoplastic lesions in the 
gastrointestinal mucosa (B).

Figure 3. Invasion of the greater curvature of the stomach and transverse colon (blue arrow) by the omental cake (green arrow) during exploratory 
laparotomy. The tumor was strongly adhered to the duodenum on the dorsal side (A). The shrunken omental nodule (2.5 cm; black arrow) was 
partially adhered to the greater curvature of the stomach and transverse colon (blue arrow) at the time of interval debulking surgery. Both the 
duodenum (white arrow) and pancreatic head (purple arrow) were exfoliated from the tumor (B).



Discussion 

To the best of our knowledge, this is the first case of advanced 
ovarian cancer with upper gastrointestinal obstruction preceded 
by NAC. Upper gastrointestinal obstruction rarely develops 
with primary ovarian cancer and intra-abdominal lesions. NAC 
and conservative management involving an NG tube and TPN 
can improve severe upper gastrointestinal obstruction caused 
by advanced ovarian cancer. IDS may result in complete 
cytoreduction, thus avoiding highly invasive surgery, such as 
pancreaticoduodenectomy. 

During the initial treatment for primary ovarian cancer, 
severe obstruction of the upper gastrointestinal tract can be 
successfully managed with NAC and conservative treatment. 
The most common causes of upper gastrointestinal 
obstruction are gastric and pancreatic carcinomas, with 15-
20% of such cases reportedly experiencing obstruction (5, 6). 
Surgical bypass has been the traditional treatment for upper 
gastrointestinal obstruction. Recently, endoscopic stent 
placement has become an established treatment strategy for 
upper gastrointestinal obstruction symptoms (7). Endoscopic 
stent placement has a technical failure rate of 3% and clinical 
success rate of 87% (8). However, severe obstruction 
sometimes results in difficult stent placement (7). Spencer et 
al. (9) reported that 11 of 438 patients (2.5%) with ovarian 
cancer had complicated upper gastrointestinal obstruction; 
however, all were recurrent cases. Stent placement is effective 
for treating upper gastrointestinal obstruction in patients with 
recurrent ovarian cancer (10). However, few cases of primary 
advanced ovarian cancer complicated by upper 
gastrointestinal obstruction at the time of the initial treatment 
have been reported. Chemotherapy resolved the obstruction 
in our patient within 3 months without complications. Early 
chemotherapy and conservative treatment may be appropriate 
options for severe upper gastrointestinal obstruction, 
especially during the initial treatment of primary ovarian 
cancer, expected to respond well to chemotherapy. 

For advanced ovarian cancer that invades the duodenum, 
IDS can allow complete resection, thereby avoiding highly 
invasive procedures such as pancreaticoduodenectomy. 
Debulking surgery for advanced ovarian cancer requires careful 
attention to prevent postoperative complications. When the 
optimal surgical treatment is difficult, IDS can be performed, 
resulting in no difference in prognosis compared with that 
associated with primary debulking surgery (PDS) and a lower 
risk of complications (11-16). Beissel et al. (17) reported a case 
in which pancreaticoduodenectomy, performed as PDS for a 
patient with ovarian cancer and upper gastrointestinal 
obstruction, resulted in a reduction of obstruction symptoms 
and optimal cytoreduction; however, pancreaticojejunostomy 
anastomotic leakage developed. After the leakage improved, 
the patient was readmitted for the treatment of a pancreatico-
cutaneous fistula. During fistula treatment, a pelvic abscess was 

diagnosed and managed with drainage and antibiotics. 
Approximately two months after PDS, it was possible to 
administer additional chemotherapy. Cytoreductive surgery, 
including pancreaticoduodenectomy, could be highly invasive. 
Our patient had grade 2 chylous ascites as a postoperative 
complication of IDS and received adjuvant chemotherapy 37 
days after surgery. IDS for advanced ovarian cancer can reduce 
surgical interventions. NAC followed by IDS may be safer and 
easier for patients with primary ovarian cancer and upper 
gastrointestinal obstruction. 
 
Conclusion 
 
Severe upper gastrointestinal tract obstruction in patients 
with primary advanced ovarian cancer may be successfully 
managed with NAC and conservative treatment. PDS with 
pancreaticoduodenectomy is associated with a high risk of 
perioperative complications; however, IDS for primary 
ovarian cancer is less invasive. As primary ovarian cancer is 
expected to respond to chemotherapy, NAC with 
conservative management followed by IDS should be 
recognized as a viable option for upper gastrointestinal 
obstruction to avoid pancreaticoduodenectomy.  
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