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Abstract

Malignant small bowel obstruction in advanced ovarian carcinoma is uncommon but carries high morbidity;
prompt diagnosis and targeted intervention are critical to relieve symptoms and maintain nutrition. This
case is distinguished by an isolated obstruction at the third portion of the duodenum without a discrete
intraluminal mass, an atypical site and mechanism in recurrent high-grade serous ovarian carcinoma,
necessitating a tailored surgical approach. A 61-year-old female with an established diagnosis of high-grade
serous ovarian carcinoma presented with acute-onset abdominal distension, nausea, and obstipation.
Contrast-enhanced CT with oral contrast was not feasible due to the patient’s inability to tolerate oral
intake; therefore, non-contrast imaging was obtained, demonstrating marked dilation of the stomach and
proximal duodenum with a transition point at the third portion of the duodenum. Endoscopic
decompression yielded 1,700 mL of bilious material; no discrete intraluminal lesion was identified, raising
suspicion for extrinsic compression. Exploratory laparotomy confirmed peritoneal and mesenteric implants,
with biopsy consistent with recurrent high-grade serous carcinoma. Given the absence of a focal
intraluminal lesion amenable to stenting and the presence of multifocal extrinsic disease, a surgical bypass
was favored over endoscopic palliation to provide more durable symptom relief and maintain enteral
nutrition. Operations performed included gastrojejunal bypass and jejunostomy tube placement.
Postoperatively, the patient tolerated nasogastric decompression and total parenteral nutrition, successfully
transitioning to jejunal feeding. She ultimately resumed oral intake and was discharged home on
postoperative day 17, with plans for adjuvant chemotherapy. This case highlights the importance of an
interdisciplinary approach, incorporating early imaging, endoscopic evaluation, and individualized surgical
decision-making, in managing malignant small bowel obstruction in ovarian cancer. Recognition of atypical
obstruction sites and mechanisms can guide appropriate intervention, improving gastrointestinal function
and overall quality of life.

Categories: General Surgery, Oncology, Gastroenterology
Keywords: endoscopy, gastrojejunostomy, high-grade serous ovarian cancer, malignant small bowel obstruction,
mullerian origin, push enteroscopy

Introduction

Malignant bowel obstruction (MBO) is an uncommon pathology in which a neoplasm causes mechanical
obstruction of the gastrointestinal (GI) tract, often associated with high morbidity and mortality. In the
United States, the overall mortality rate of this unique pathology was 21.4% in 2010, with the incidence only
expected to rise [1]. As per the National Institute of Health (NIH)’s National Cancer Institute’s Surveillance,
Epidemiology, and End Results data, the most common malignant causes of MBOs are GI and ovarian
cancers, respectively. GI malignancies have a higher prevalence, and ovarian pathology is the leading cause
of death among other gynecological malignancies [2]. The global incidence of MBO is 3-15% of cancer
patients, but can reach 20-50% in patients with malignancy of ovarian origin [3]. An international consensus
group has proposed the following standardized diagnostic criteria for MBO: (a) clinical evidence of bowel
obstruction, (b) obstruction distal to the ligament of Treitz, (c) the presence of primary intra-abdominal or
extra-abdominal malignancy with peritoneal involvement, and (d) absence of reasonable curative options
[3]. Despite its recognized association with advanced ovarian cancer, duodenal involvement is rare and poses
unique diagnostic and therapeutic challenges. This report aims to highlight an atypical presentation of
ovarian cancer-related MBO at this location, emphasizing the importance of precise diagnostic evaluation
and individualized, multidisciplinary management.

Case Presentation

A 61-year-old female presented to the emergency department (ED) with bloating, nausea, and vomiting. Her
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symptoms first began one and a half weeks prior with a new-onset epigastric and substernal burning
associated with dyspepsia, which spontaneously resolved, but later returned after ingestion of spicy food.
Past medical history was significant for tobacco use disorder and removal of an ovarian teratoma. The
patient attempted to treat the epigastric burning with over-the-counter esomeprazole, which yielded
marginal relief for one day. However, the patient reported feeling a rapidly progressive acidity and a lump in
her throat. These symptoms were exacerbated on lying supine and eating. The patient also reported fatigue,
nausea, and six to seven episodes of bilious emesis refractory to calcium carbonate and sodium bicarbonate.
The vomitus progressed to a dark brown emesis and was accompanied by significant abdominal distension.
Before presentation, the patient limited her diet to Pedialyte and Ensure but still noted worsening
abdominal distention. A CT scan of the abdomen and pelvis without contrast was performed in the ED,
which showed significant distension of the stomach and the proximal mid-duodenum. There was a changing
caliber as the duodenum crossed the inferior vena cava with moderate constipation (Figure 7).
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FIGURE 1: CT of the abdomen/pelvis without contrast showing
significant distention of the stomach and proximal-mid duodenum.

There is a changing caliber as the duodenum crosses the inferior vena cava. Evaluation for masses limited
without intravenous contrast.

Initial placement of a nasogastric tube (NGT) yielded 1 L of black fluid; however, once successfully placed,
the patient’s vomiting was again triggered. Further history was collected, and the patient denied use of
nonsteroidal inflammatory drugs, dyspepsia with food intake, weight loss, loss of appetite, hematochezia,
melena, and constipation. The patient was subsequently scheduled for an endoscopy
(esophagoduodenoscopy, EGD), which revealed a healing Mallory-Weiss tear (Figure 2), a small hiatal
hernia, but no retained food, and no gastric outlet obstruction.
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FIGURE 2: First endoscopy depicting a Mallory-Weiss tear.

The patient was only able to tolerate two days of a liquid-to-soft diet before her symptoms of nausea, bilious
vomiting, and distention returned. A stat CT enterography was performed, which showed a massively
distended stomach and a questionable mass in the third portion of the duodenum. The study provided
limited insight, and malrotation was suspected (Figure 5).

2026 Machchhar et al. Cureus 18(5): €e108592. DOI 10.7759/cureus.108592 4 of 10


https://assets.cureus.com/uploads/figure/file/1994859/lightbox_82b40b90391511f18c5e1f605a71301a-msbo-mw.png
javascript:void(0)

Cureus

Part of SPRINGER NATURE

FIGURE 3: CT enterography showing distention of the stomach with oral
contrast.

There is marked distention of the duodenal bulb and the second portion of the duodenum. The stomach is found
below the third and fourth portions of the duodenum, which do not appear to cross the midline, suggesting
malrotation. No oral contrast has extended beyond the second portion of the duodenum. There is a collapse of the
remainder of the small bowel. Scattered mild stool is seen throughout the colon. While a mass is not identified, a
mass in the third portion of the duodenum cannot be excluded. Direct visualization was recommended by the
radiologist.

Thus, she underwent a second EGD after a failed reinsertion of an NGT. During this procedure, 1,700 cc of
bilious fluid was removed from the stomach; no discrete mass was appreciated, but biopsies were performed
to rule out Barrett’s esophagus. An orogastric tube (OGT) was placed at this time with settings set to low-
suction.

General surgery was consulted to coordinate further care with the gastroenterologist, and a push
enteroscopy was recommended and performed. These results were similar to both EGDs and noted a
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stenosis at the third part of the duodenum (Figure 4).

FIGURE 4: Enteroscopy showing the (a) duodenal bulb, (b) second part
of the duodenum, and (c, d) fourth portion of the duodenum.

A deformity can be appreciated in the third part of the duodenum, suspicious of narrowing/stenosis and/or mass.

During this time, the patient received a peripherally inserted central catheter line for initiation of total
parenteral nutrition (TPN) and provided supplemental management. The following day, the patient
underwent an ex-lap with excisional biopsy of the peritoneal implant, mesenteric implant, and enlarged
perigastric lymph node. Additionally, a gastrojejunal bypass with a feeding jejunostomy (J-tube) was
performed. Post-operation, the patient remained with an OGT set to low continuous suction while TPN was
maintained until enteral trickle feeds could be initiated via the J-tube. Hematology-Oncology was consulted
in light of the ex-lap findings. The patient’s ex-lap results returned with carcinomatosis consisting of high-
grade carcinoma, favoring serous carcinoma of Mullerian origin (Figure 5).
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FIGURE 5: Immunohistochemistry slide displaying high-grade
carcinoma, favoring serous carcinoma of Mullerian origin.

The remainder of the patient’s admission focused on clamp trials in light of persistent bilious OGT output,
transitioning to tube feeds at goal, and eventually insertion of a percutaneous gastrostomy tube for gastric
decompression. She was successfully discharged with a plan for chemotherapy, tube feeds at goal, and home
care (Table 7).
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Date

Day 0
Day 0
Day 2
Day 5
Day 5
Day 8
Day 9

Days
10-16

Day
17

Day
19

Investigation/Procedure

CT of the abdomen and Pelvis (no

contrast)
Nasogastric tube placement

Esophagoduodenoscopy (EGD
#1)

CT enterography

Esophagoduodenoscopy (EGD
#2)

Push enteroscopy

Exploratory laparotomy with
excisional biopsies and bypass

Postoperative supportive care

Percutaneous endoscopic
gastrostomy (PEG) placement

Discharge

Key findings/Interventions

Marked distension of the stomach and proximal duodenum; caliber change at the inferior
vena cava crossing (Figure 1)

1 L black fluid drained; symptoms briefly improved

A Mallory—Weiss tear at the gastroesophageal junction; no obstruction; small hiatal hernia
(Figure 2)

Massive gastric distension; possible third-portion duodenal mass or malrotation (Figure 3)

1,700 cc bilious fluid removed; biopsies taken; no discrete mass

Stenosis/Deformity in the third part of the duodenum; mass suspected (Figure 4)

Peritoneal/Mesenteric implants and lymph node biopsied; high-grade serous carcinoma
diagnosed; gastrojejunal (GJ) bypass and GJ-tube placed (Figure 5)

Low-suction oral gastric tube, total parenteral nutrition — transition to jejunal feeds via J-tube

Decompression established; preparation for discharge

Home care with PEG decompression, jejunal feeds, oncology follow-up and chemotherapy
plan

TABLE 1: Timeline of clinical events and interventions.

Discussion

The most common causes of small bowel obstruction (SBO) are adhesions (70-75%) and malignancy, such as
this case (5% to 20%) [4-6]. The diagnosis of SBO in our patient relied on a combination of past medical
history and physical examination findings. In this case, diagnosis was guided by the patient’s oncologic
history, clinical presentation, and imaging findings. Initial evaluation with abdominal radiography and CT

demonstrated proximal bowel dilation with a transition point, raising concern for obstruction. While ovarian
cancer can present with nonspecific GI symptoms such as bloating, ascites, and abdominal pain, it may also
manifest acutely as malignant SBO (mSBO), particularly in advanced disease [7]. Importantly, the first
presentations of mSBO often lead to surgical intervention [8].

mSBO often arises from peritoneal disease and carcinomatosis, typically due to metastatic disease from the
abdomen or pelvis, typically leading to adhesions or obstructions from the ligament of Treitz to the ileocecal
valve [8]. Primary intra-abdominal malignancies can spread through local advancement, causing
intraluminal obstruction or extraluminal compression [8]. They may also disrupt the innervating plexi,
leading to paresis and subsequently mSBO [7,8]. Duodenal involvement is uncommon and represents a
distinct diagnostic and therapeutic challenge, as seen in this case. Other causes of SBO include prior
abdominal surgery (70%), hernias (10%), and irritable bowel disease (5%) [9].

In a 10-year retrospective cohort study, the mean age of mSBO patients was 67 years, predominantly
affecting females [8]. Most cases of mSBO presented emergently, with 89% dying within 10 years and 15%
within one month [7,8]. Many admissions had peritoneal metastatic disease alongside ovarian,
retroperitoneal, and bowel metastases, with others experiencing primary cancer-causing SBO [8]. Most of
these primary cancers had mechanical obstructions due to locally advanced diseases, while some had
advanced disease within the small bowel [7,8]. Prognosis remains poor, particularly in the setting of
peritoneal metastatic disease, underscoring the importance of individualized, goal-directed management.
However, reported outcomes vary widely across studies, and survival is influenced by factors such as disease
burden, functional status, and treatment approach rather than obstruction etiology alone [7,8].

Management of mSBO requires a stepwise and multidisciplinary approach. Initial treatment is typically
conservative, including bowel rest, nasogastric decompression, and fluid resuscitation. In this patient, the
transition from conservative to surgical management was driven by persistent obstruction, inability to
tolerate oral intake, and imaging and endoscopic findings suggestive of a fixed transition point without a
targetable intraluminal lesion. While endoscopic stenting may be considered in select cases, it is often
limited in proximal or extrinsically compressed lesions. Given the patient’s duodenal obstruction from
multifocal peritoneal disease, surgical gastrojejunal bypass was selected to provide more durable
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symptomatic relief and enable enteral nutrition. The role of adjunctive therapies in mSBO is nuanced. TPN
may serve as a temporary supportive measure in carefully selected patients, but does not independently
improve survival and should be aligned with the overall goals of care. Similarly, systemic chemotherapy may
be considered in patients with chemosensitive disease, but it is not an acute intervention for obstruction
and should be individualized. Corticosteroids may provide short-term symptomatic relief but have a limited
impact on long-term outcomes |[8].

High-grade serous ovarian carcinoma, the most common subtype of ovarian cancer, is characterized by
aggressive behavior and a propensity for peritoneal dissemination, predisposing patients to mSBO [10]. This
case highlights several key learning points: the atypical location of obstruction at the third portion of the
duodenum, the diagnostic challenge posed by the absence of an intraluminal lesion, and the importance of
integrating imaging, endoscopic evaluation, and surgical judgment in management. Compared with existing
literature, which predominantly describes distal small bowel involvement, this case underscores the need to
consider proximal obstruction and tailor interventions accordingly.

Overall, this case reinforces the importance of a multidisciplinary, patient-centered approach in mSBO,
particularly in rare presentations such as duodenal obstruction in ovarian cancer, where individualized
decision-making is essential to optimize symptom control and quality of life.

Conclusions

In patients with SBO, it is imperative for clinicians to identify the underlying cause, particularly when
malignancy is suspected. The acute onset of generalized GI symptoms such as abdominal pain, nausea, and
vomiting in patients without prior similar symptoms should prompt evaluation for an underlying pathology.
This case highlights malignant duodenal obstruction as an uncommon presentation of recurrent high-grade
serous ovarian carcinoma, emphasizing the diagnostic challenge of a proximal obstruction without a
discrete intraluminal lesion. When treating malignancyj, it is also important to ensure patient comfort and
adherence to the overall treatment plan. Our case underscores the value of early multidisciplinary
management, including radiologic, endoscopic, and surgical approaches, in guiding timely intervention and
optimizing symptom control. This case serves as a reminder that bowel obstruction can have a variety of
causes and that patients presenting with nonspecific symptoms should be closely monitored and followed
until resolution, particularly when atypical obstruction sites are involved.

Additional Information
Author Contributions

All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design: Riddhi Machchhar, Fatima Mossolem, Ahmed D. Al Mahrizi, Sherein Bain, Alexandra
Greenberg

Acquisition, analysis, or interpretation of data: Riddhi Machchhar, Alexandra Greenberg

Drafting of the manuscript: Riddhi Machchhar, Fatima Mossolem, Ahmed D. Al Mahrizi, Alexandra
Greenberg

Critical review of the manuscript for important intellectual content: Riddhi Machchhar, Fatima
Mossolem, Ahmed D. Al Mahrizi, Sherein Bain, Alexandra Greenberg

Supervision: Alexandra Greenberg

Disclosures

Human subjects: Informed consent for treatment and open access publication was obtained or waived by all
participants in this study. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all
authors declare the following: Payment/services info: All authors have declared that no financial support
was received from any organization for the submitted work. Financial relationships: All authors have
declared that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Other relationships: All authors have
declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

References

1. Gonzalez-Ochoa E, Alqaisi HA, Bhat G, Jivraj N, Lheureux S: Inoperable bowel obstruction in ovarian cancer:
prevalence, impact and management challenges. Int ] Womens Health. 2022, 14:1849-62.
10.2147/1JWH.S366680

2026 Machchhar et al. Cureus 18(5): €108592. DOI 10.7759/cureus.108592 90of 10


javascript:void(0)
javascript:void(0)
https://dx.doi.org/10.2147/IJWH.S366680
https://dx.doi.org/10.2147/IJWH.S366680

Cureus

Part of SPRINGER NATURE

2. National Cancer Institute. Cancer Stat Facts: Ovarian cancer. SEER Cancer Statistics, U.S. Department of
Health and Human Services. (2023). Accessed: April 15, 2026:
https://seer.cancer.gov/statfacts/html/ovary.html.

3. Tuca A, Guell E, Martinez-Losada E, Codorniu N: Malignant bowel obstruction in advanced cancer patients:
epidemiology, management, and factors influencing spontaneous resolution. Cancer Manag Res. 2012,
4:159-69. 10.2147/CMAR.S29297

4. Stern SDC, Cifu AS, Altkorn D: Symptom to Diagnosis: An Evidence-Based Guide . McGraw Hill, New York,
NY; 2010.

5. Miller G, Boman ], Shrier I, Gordon PH: Etiology of small bowel obstruction. Am J Surg. 2000, 180:33-6.
10.1016/s0002-9610(00)00407-4

6. Abbas SM, Merrie AE: Resection of peritoneal metastases causing malignant small bowel obstruction . World
] Surg Oncol. 2007, 5:122. 10.1186/1477-7819-5-122

7.  Gould Rothberg BE, Quest TE, Yeung SJ, et al.: Oncologic emergencies and urgencies: a comprehensive
review. CA Cancer | Clin. 2022, 72:570-93. 10.3322/caac.21727

8. CatoLD, Evans T, Ward ST: A single-centre ten-year retrospective cohort study of malignant small bowel
obstruction. Ann R Coll Surg Engl. 2021, 103:738-44. 10.1308/rcsann.2021.0044

9. Zahnle M, McCormack SM, Tiesenga F, Jorge J: Unresectable mesenteric mass causing small bowel
obstruction. Cureus. 2022, 14:e29871. 10.7759/cureus.29871

10.  Peres LC, Cushing-Haugen KL, Anglesio M, et al.: Histotype classification of ovarian carcinoma: a
comparison of approaches. Gynecol Oncol. 2018, 151:53-60. 10.1016/j.ygyno.2018.08.016

2026 Machchhar et al. Cureus 18(5): €e108592. DOI 10.7759/cureus.108592 10 of 10


https://seer.cancer.gov/statfacts/html/ovary.html
https://seer.cancer.gov/statfacts/html/ovary.html
https://dx.doi.org/10.2147/CMAR.S29297
https://dx.doi.org/10.2147/CMAR.S29297
https://koracademy.com/sites/default/files/inline-files/Symptoms to diagnosis .pdf
https://dx.doi.org/10.1016/s0002-9610(00)00407-4
https://dx.doi.org/10.1016/s0002-9610(00)00407-4
https://dx.doi.org/10.1186/1477-7819-5-122
https://dx.doi.org/10.1186/1477-7819-5-122
https://dx.doi.org/10.3322/caac.21727
https://dx.doi.org/10.3322/caac.21727
https://dx.doi.org/10.1308/rcsann.2021.0044
https://dx.doi.org/10.1308/rcsann.2021.0044
https://dx.doi.org/10.7759/cureus.29871
https://dx.doi.org/10.7759/cureus.29871
https://dx.doi.org/10.1016/j.ygyno.2018.08.016
https://dx.doi.org/10.1016/j.ygyno.2018.08.016

	Malignant Small Bowel Obstruction Unveiling Rare High-Grade Serous Ovarian Carcinoma of Mullerian Origin: A Case Report Detailing Diagnosis and Management
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: CT of the abdomen/pelvis without contrast showing significant distention of the stomach and proximal-mid duodenum.
	FIGURE 2: First endoscopy depicting a Mallory-Weiss tear.
	FIGURE 3: CT enterography showing distention of the stomach with oral contrast.
	FIGURE 4: Enteroscopy showing the (a) duodenal bulb, (b) second part of the duodenum, and (c, d) fourth portion of the duodenum.
	FIGURE 5: Immunohistochemistry slide displaying high-grade carcinoma, favoring serous carcinoma of Mullerian origin.
	TABLE 1: Timeline of clinical events and interventions.

	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


