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Introduction

This booklet has been written to answer questions that you, or your family and friends may
have about surgery for advanced ovarian cancer.

Your surgeon will talk to you about the operation and will tell you any details specific to you.
This information leaflet covers all aspects of the surgery, and some may not be applicable to
you. Please do not hesitate to call the Macmillan Clinical Nurse Specialist (CNS) team if you have
any worries or questions.

What are my treatment options?

The standard treatment for patients with advanced ovarian cancer is a combination of surgery
and chemotherapy. The sequence of treatment may vary between patients and there are not
many alternatives to the surgery and chemotherapy.

1. Surgery followed by chemotherapy: for patients who are fit and well-nourished and have
no large volume of free fluid (ascites) and/or cancer in the abdomen, we offer surgery
first followed by chemotherapy.

2. Upfront (neoadjuvant) chemotherapy followed by surgery and further chemotherapy:
for patients who are poorly from the cancer, requiring drainage of fluid from the
abdomen, giving some chemotherapy first has been proven to be beneficial in symptom
control and therefore helping the body get ready for surgery.

3. Chemotherapy alone: there are patients who are not well enough for surgery due to
the cancer or underlying medical problems and there are others in whom the cancer
continued to grow through chemotherapy; in such cases, we do not offer an operation as
the risks outweigh the benefits.

4. No active treatment: rarely, patients are not fit for any treatment, and we are only able
to offer supportive care. If left untreated, the cancer will grow and start to cause further
symptoms which can be controlled with the help of palliative and end of life specialists.

Why does ovarian cancer surgery take place?

Clinical studies showed that the surgical removal of the cancer (called cytoreduction or
debulking) is one of the most important prognostic factors in the management of patients
with advanced ovarian cancer. The ultimate aim of the operation is to remove all visible cancer,
which has been proven to prolong life.




What is ovarian cytoreductive (debulking) surgery?

The aim of the operation is to remove all visible signs of cancer. Sometimes because the
cancer has spread around, the operation can be complex, involving multiple pelvic and
abdominal organs.

Basic procedures performed during ovarian cancer surgery are:
e Total hysterectomy to remove the womb, cervix, ovaries and tubes
e Removal of the fatty apron called omentum

Additional, more complex procedures which may be required as part of the cytoreductive
(debulking) surgery are:

e Removal of parts of the small and/or large bowel with

- anastomosis (suturing the bowel ends back together) and/or

- stoma bag formation (colostomy/ileostomy)
e Removal of lymph nodes from large blood vessels or from the chest
e Removal of the spleen

e Removal of the layer called peritoneum from the pelvis, the tummy wall, or from
diaphragm

e Removal of parts of the diaphragm (breathing muscle)
e Removal of the end part of the pancreas

e Removal of parts of stomach

e Removal of small parts of the liver

e Removal of the gallbladder

What is a stoma bag?

If removing a part of the bowel is needed during surgery, your surgeon will always aim to
suture the bowel ends back together called anastomosis. However, if this is not deemed safe, a
tunnel will be created through your tummy wall and a piece of your bowel be brought out to
the surface of the skin (stoma). This allows stool to be collected in a bag which you can empty
yourself. Our nurses will teach you how to manage the stoma. A stoma may be temporary or
more likely, permanent.

Bowel surgery is not required for all patients with ovarian cancer, but in our Centre, 1in 5
ladies will need it. Prior to the operation, we rarely know who will require bowel surgery and
therefore we prepare everyone for it. We will ask you to follow a low fibre diet for a few

days prior to surgery and give you bowel preparation medicine to help empty your bowels to
minimise the complications from bowel surgery (see separate leaflet about bowel preparation).
We will also ask your permission to mark your abdomen on the morning of surgery, to give the
surgeons options for the placement of a stoma. Preparation in this way will help you afterwards
as the stoma will be marked in a place easier for you to care for and considers your body

shape, clothes and positioning for changing the bag. Lots of ladies who are prepared for bowel
surgery and a site marked do not receive a stoma.




What is splenectomy?

The spleen is an organ under your left ribcage, it helps manage old blood cells and also defends
the body against bacteria and viruses. In our Centre, 1 in 3 patients undergo removal of the
spleen (splenectomy). If you have a splenectomy you will need lifelong antibiotic tablets and
booster vaccinations from viruses, two weeks after your operation. Severe complications, for
example, infections, are rare after splenectomy if the vaccinations and the antibiotics are taken.

What can be the outcome of the surgery?
Removal of the cancer is dependent on where the cancer is.

e Your surgeon may be able to remove all visible cancer deposits from your abdomen. In
Birmingham, 7 out of 10 patients will have all the cancer removed.

e Sometimes, we can remove the majority of the cancer, but need to leave small deposits
behind due to where they are in the abdomen, for example, on the surface of the
small bowel.

e Rarely (1in 10), we can only remove some of the disease. In this situation we may remove
cancer that might cause a problem in the future, and worsen your symptoms.

Are there any alternatives to surgery?

Chemotherapy alone, but, as discussed earlier, this is usually used when there are other health
concerns or the cancer is in places where surgery would be unsafe. Surgery with chemotherapy
is the best treatment for ovarian cancer.

Best supportive care is always available in conjunction with the palliative care team.

Are there any risks associated with surgery?

Ovarian cancer cytoreductive surgery is often a very complex operation, some women need
lots of different procedures. Patients often develop mild complications but rarely, severe, life-
threatening complications might develop.

Any surgical intervention comes with the following general complications:

e bleeding which may require blood transfusion. If you received chemotherapy before the
operation, it is much more likely that you will require a blood transfusion during or after
your operation. Transfusion rarely comes with severe adverse reactions (1 in 1 thousand to
1 million).

e infection of chest, abdomen, urine or wound; we give you antibiotics during surgery to
reduce this risk

e blood clots in vessels (thrombosis) in legs or lungs — we will prescribe you with special
blood thinning injections and stockings to wear to reduce your risk of getting a clot, but
occasionally patients can still develop a blood clot.

e injuries to organs (bladder, ureters, bowels, liver, diaphragm, pancreas, gall bladder, bile
duct, spleen, vessels, nerves, any other abdominal organs)




Specific complications of cytoreductive surgery are:

e stool leakage from where we have sutured two sections of bowel back together -
anastomosis (5 in 100)

e changed bowel habit after removing part of the bowels: this is due to the shortened
bowel length and cutting through nerves in the pelvis. If surgery is lower down the
bowel, patients may develop low anterior resection syndrome (4 in 10), symptoms may
include changes with your bowel activity; constipation and pressure symptoms or the
opposite, more urgency, frequency or loose stool.

e breakdown of stoma stitches, which can encourage the stoma to retract inwards causing
difficulty in attaching a stoma bag, resulting in potential leakage of stool

e wound breakdown, which may encourage scar overgrowth - keloid formation
e fluid collection in abdomen or chest

e hernia formation underneath the wound

e leakage of pancreas because of a hidden injury during removal of spleen (rare)
e |eakage of bile as a result of injury to gallbladder or bile duct (rare)

e fistula formation - which is a passageway or small hole which can open up between
bladder and vagina, or bowel and vagina, causing leakage of urine or stool.

e Lymphoedema - which is a collection of fluid in the pelvis and/or legs which can happen
when lymph nodes are removed from the pelvis or abdomen (rare)

e |oss of fertility and menopause if you are premenopausal
e further surgery may be needed to manage complications (3 in 100)

e fatal complication, risk of dying, after operation (1 in 100)

What tests will | need before my operation?

You will be asked to attend a pre-admission clinic about a week or two before your operation.
Tests will be arranged to ensure you are physically fit for surgery including recordings of your
heart trace (ECG) and a blood test to check blood and nutrition levels.

The pre-assessment nurse will explain to you about the care you will receive following your
operation. You will have the opportunity to ask any questions that you or your family may
have. It may help to write them down before you come to the clinic. The nurse will give you

an antiseptic wash to use when bathing or showering the night before, and on the morning of
your operation.

All make-up, nail varnish, jewellery (except wedding rings which can be taped over), must be
removed before coming to the hospital. Your temperature, pulse, blood pressure, respiration,
weight and urine are measured on the morning of surgery, to give the nurses and doctors a
baseline, or normal, reading.




Is there anything | should do to prepare for the operation?
Yes, make sure that:

e all your questions have been answered and that you understand what is going to happen
to you

e if you are a smoker, please try to stop or cut down smoking and vaping well before the
operation, which will reduce your risk of chest infection

e eat a well-balanced diet with more protein, avoid food types that can bloat you or make
you more constipated

e increase your water intake, aim for two litres (about eight — ten glasses) per day, this will
help with bowel movement and prevent dehydration

e you will need to have bowel preparation the day before surgery and you are advised
to take a low residual diet for 3 days before surgery. This will be explained and further
written information given

e pre-operative nutritional drinks will be given to you, you can take these even if you are
taking bowel preparation

® you remain as active as possible; this allows for better energy levels, more positive mood
and reduced tiredness. Moderate exercise to raise your heart rate is recommended, but
any amount of increased activity will help. Gradually build up and do what you can, such
as brisk walking.

e prepare for when you leave hospital. If you have a freezer, stock it with precooked food.
Arrange for relatives and friends to do your heavy work (such as changing the bed,
vacuuming and gardening) and to look after children if necessary. You may wish to discuss
this further with your nurse specialist (CNS).

* you can prepare by packing a bag ready for the hospital; underwear, nighties/pajamas
(maybe a size too big), wash bag, pads (you will bleed a little just after the op, and
possibly within a couple of weeks post op, this is just the wounds healing and expelling
what'’s not needed), towel, magazines (you may not feel like getting into a book), you
can bring technology, but these will stay in your bag — it may be better for family to bring
these once you are feeling more awake and on the ward.

If you have any concerns about your finances whilst you are recovering from your operation,
you may wish to discuss this with your CNS. You can do this before your operation or whilst you
are recovering in hospital or at home.

When will | come into hospital for my operation?

You will be admitted to Midland Metropolitan University Hospital on the day of surgery, usually
around 7.00am on the Centralised Admission Unit on level 3. You will meet your anaesthetist,
your surgeon and the team looking after you. Your surgeon will talk through the surgery again
and ensure that any questions are answered and that you agree to go ahead. The anaesthetist
will discuss the anaesthetic and pain relief you will receive in theatre and on the ward

after surgery.

One of the nursing team will ask permission to mark your abdomen for a potential stoma site.
They will assess your tummy lying, sitting and standing and agree 2 sites where you can see the
two crosses on your tummy marking a place where a stoma might be positioned during surgery.




Only one site will be used but two are drawn to give the surgeon a choice should a stoma need
to be performed.

Before going to the operating theatre, you will be asked to change into a theatre gown and
helped to apply your stockings. False teeth, contact lenses, wigs and scarves must be removed
before going to theatre, and can be given back to you as soon as you are awake enough to ask.

The surgery can last anything between 3 hours and 10 hours, depending on the amount of
surgery required. There will be time in the anaesthetic room before the operation and you will
be monitored closely as you wake up in the recovery room.

What happens after the operation?

It is likely that you will spend one or two nights in the Enhanced Care Unit, where you will be
monitored closely. When you are stable you will return to our ward, usually the next day.

When you return from theatre, we will give anti-sickness and pain control medications as
necessary and we will check your vital signs on a regular basis.

e Pain management: you may have a device called patient controlled analgesia (PCA) that
you use to control your pain yourself. All you need to do is to press the device when you
experience pain. Alternatively, an epidural or spinal block may be inserted in your back
for pain relief. The anaesthetist will discuss the choice between a PCA and epidural with
you before surgery.

e Oxygen: you will be given oxygen through a clear mask to help you breathe comfortably
immediately after your operation, this can change to nasal specs, which are smaller, as
soon as you tolerate less oxygen. Once you are awake take several deep breaths, breathe
deeply, feeling the lower ribs move out sideways. Repeat this 4-5 times when you wake
up and then repeat every hour. A rolled towel or a pillow across your tummy will help
support your abdomen if you need to cough.

e Wound: your surgeon will make a long vertical midline incision. The wound will be
closed together with clips which will remain for 14 days. Your wound will be covered
with a dressing for a couple of days and then the wound will be left exposed. You will be
advised to take a shower to help keep your wound clean. Avoid highly scented soaps and
do not rub the wound area. When drying, pat the area dry and avoid rubbing the wound.
The area around the scar will feel numb for a while after the operation but the sensation
will usually return

® Fluids: a drip will be attached to your arm to give you fluids and prevent dehydration.
This allows you to recover from surgery. This will remain in until you are eating and
drinking sufficiently enough.

e Naso-gastric tube: a tube going up your nose and down into your stomach, may be put
in whilst you are in theatre asleep. This drains stomach fluids into a drainage bag. This
is stomach acid (produced constantly by the stomach) and draining it this way will help
alleviate nausea and vomiting. It will keep the digestive tract empty, allowing it to rest,
especially if you needed bowel surgery.

e Drains: plastic tubes may be inserted into your abdomen to drain any blood or excess
fluid. The drain(s) will be removed when they are no longer draining any fluid,
which can take a few days.




e Bladder catheter: a flexible plastic tube will be inserted into your bladder in theatre to
drain urine away. The catheter will need to stay in until you are more mobile. When the
catheter is removed, the nurses will monitor how much urine you are passing to ensure
you are emptying your bladder properly.

e Bowel movements: you may have some discomfort due to the build-up of wind for the
first few weeks following surgery. This is temporary and we can give laxatives if needed.
Hot peppermint water or peppermint tea is also helpful to relieve wind pain, as is
walking. Sometimes bowel motions can be slow to resume as a result of surgery, reduced
mobility and some pain medicines.

e Vaginal discharge: you may have some vaginal spotting or light bleeding for the first
few weeks following surgery. The bleeding normally turns to brownish discharge before
disappearing. As long as it is not heavy and there is no offensive smell, this is part of the
normal healing process after a hysterectomy.

e Mobilising: whilst in bed, move your ankles up and down for 30 seconds, and once
sitting bend and straighten your knees (one at a time) for 30 seconds to improve
your circulation. The physiotherapy team will help you out of bed and will guide you
mobilising after the operation.

Risk management of blood clots after surgery

Patients having cytoreductive surgery are at risk of developing blood clots in the legs or pelvis
known as deep vein thrombosis (or DVT). This can lead to a clot travelling to the lungs called
embolism. To prevent this happening, we will ask you to:

e move around as soon as possible after your operation

e wear the special surgical stockings whilst in hospital and up to 6 weeks after your
operation, until you are moving around more.

e have a daily small dose of blood thinning injection (heparin) for 28 days following your
operation. It is very simple to give yourself this injection and the ward nurses will teach
you or a family member how to administer the injections prior to discharge.

How long will | be in hospital?

You will be in hospital for approximately a week but it may take longer to recover (up to
14 days) depending on the extent of surgery and any complications developing after the
operation.

Will | have a scar?

Yes, although it may fade with time. The surgeon will make a long vertical incision. The wound
will be closed together with clips, which will remain for 14 days. The area around the scar

will feel numb for a while after the operation but the sensation will usually return. The clips
can be removed by your Practice Nurse at your GP practice and we will give you a letter and
clip remover to take with you. It may be advisable to book the appointment before you leave
hospital, just in case you encounter any difficulties.




When can | get back to normal?

It is usual to continue to feel tired when you go home. It can take up to three months to fully
recover from this operation, but patients usually feel back to normal after 6 weeks. For the first
6 weeks at home, try to:

e avoid standing for too long (30 mins or more) particularly in the early days

e avoid heavy lifting, like a vacuum cleaner, a bag of groceries, a full kettle. Encourage any
children to come to you for cuddles, sitting next to you at first, rather than lifting them
up or sitting in your lap.

e start your pelvic floor exercises and initial abdominal exercises six weeks after surgery
e start walking daily, building up distance day by day
e listen to your body and stop anything that is uncomfortable

After 6 weeks:

e gradually try low impact exercises such as swimming, cycling, low level pilates, a cross-
trainer, more vigorous walking or gentle aerobics

e if you exercise with an instructor, make sure you tell them you have had recent
gynaecological surgery

e you will need to wait at least 3 months before starting more demanding physical exercise,
including high impact activities and competitive sports. Some exercises involving heavy
straining may need to be avoided for life.

You can rest as often as you need, but avoid resting all the time and for very prolonged periods
to avoid blood clots. Do not be alarmed if you feel exhausted after doing a little bit more and
feeling as though you have taken a backwards step is quite normal after an operation. Doing
more one day and needing to rest more the next is a sign you are recovering. Recovery comes
slowly and surely but not always in a steady curve.

When can | have sex?

Following your surgery you may not feel physically or emotionally ready to start having sex
again for a while. Although the vaginal healing usually takes 6 weeks, it can take up to 3
months to physically recover from the operation and even longer for the energy and sexual
desire to improve. During this time, it may feel important for you and your partner to maintain
intimacy, even if you choose not to have sexual intercourse. However, some couples are both
physically and emotionally ready to resume having sex much sooner and this can feel like

a positive step. It is important to start slowly. Ensure any vaginal bleeding or discharge has
stopped, and use adequate lubrication if needed. If you have any worries or concerns, please
discuss them with your CNS.

It can also be a worrying time for your partner. He or she should be encouraged to be involved
in discussions about the operation and how it is likely to affect your relationship afterwards. If
you do not have a partner, you may have concerns either now or in the future about starting
a relationship after having ovarian debulking surgery. Please do not hesitate to contact your
CNS if you have any queries or concerns about your sexuality, change in body image or your
sexual relationship either before or after surgery.




What about losing my fertility?

At any age having to have your womb and/or ovaries removed can affect the way you feel
about yourself. A hysterectomy will prevent you from having children in future. Loss of fertility
can have a huge impact if you have not started or completed your family and you have an
operation that takes that choice away. It is important to have the opportunity to discuss this
and how you feel about it with your CNS before your operation. They will also continue to offer
you support during your recovery.

Will I need hormone replacement therapy (HRT)?

If you have not been through the menopause, after your surgery you may experience
menopausal symptoms. These can include hot flushes, night sweats, loss of concentration,
dry skin, mood changes and dryness of the vagina, feeling low and anxious and being

less interested in sex. Menopausal symptoms can be managed naturally or with the use of
hormone replacement therapy (HRT), having said that, it may be contraindicated to use
hormones from an oncological point of view. Your surgeon will counsel you about your
eligibility for HRT and explain about non-hormonal medicine if you are not able to have HRT.

Will | need to continue with cervical smears?

No, cervical smears are usually not necessary after this operation, as your cervix has been
removed. However, it is important to attend your regular follow up appointments for review.

When can | start driving again?

You are advised not to start driving for at least six weeks following your operation. However,
this will depend on the extent of surgery you have had and your recovery. As a guide, you need
to be physically comfortable and able to:

e wear the seatbelt comfortably

e press a brake pedal hard enough for an emergency stop without feeling pain in the
abdomen (you should practice this whilst stationary)

e turn to look over your shoulder, and turn the steering wheel without pain

It is advisable to check the details of your car insurance policy, as some contain clauses about
driving following an operation.

When can | return to work?

If you work, when you can return will depend upon the type of work you do, how well you

are recovering and how you feel physically and emotionally. It also depends on whether you
need further treatment, such as chemotherapy, after your operation. We would recommend 6-8
weeks off work, and longer if further treatment is needed. A further fit note can be obtained
from your GP as needed.




Will | need to visit the hospital again after my operation?

Yes, it is very important that you attend any further appointments arranged for you. An
appointment is usually made for approximately 3 weeks postoperatively to discuss the results
and your treatment plan. We will usually contact you when your results are ready, if you don't
hear from us, just call. If you were receiving chemotherapy prior to your surgery and there is a
definite plan to continue with this, an appointment will be made for you with your oncologist,
who will feed back the results from your operation and discuss when the chemotherapy should
recommence. It may be necessary to delay this appointment if your histology (tissue sample) is
not back in time. Please do not worry about this, it sometimes takes longer due to workload
and does not mean anything negative.

Symptoms to report post operatively

Anything that worries you should be reported. You can either call the CNS team or the ward
where you had your operation, at any time. We advise you to look out for:

* new and persisting episode of pain

e signs of infection, for example a high temperature, shivering, cough, burning sensation
when you pass water

e shortness of breath, redness or swelling to your lower leg
e incontinence from either urine or faeces

e |eakage or bleeding from your wound or from the vagina
e vomiting, especially if your bowels are not working

It is important that you make a list of all medicines you are taking and bring it with you to all
your follow-up clinic appointments. If you have any questions at all, please ask your surgeon,
oncologist or nurse. It may help to write down questions at home so that you have them ready.
It may also help to bring someone with you when you attend your outpatient appointments.

Glossary of medical terms used in this information
Anaemia: a condition in which the blood is lacking in red blood cells.

Biopsy: a procedure in which a small piece of tissue is removed and examined under
a microscope.

Catheter: a flexible tube used to drain fluid from the bladder.
Cervix: the narrow outer end of the uterus or womb.
Chemotherapy: the treatment of cancer with drugs.

ECG: also known as an electrocardiogram, is a test which measures the electrical activity of
the heart.

Epidural: a pain relieving injection into the spinal column.

Fallopian tube: one of a pair of long, slender tubes that transport eggs released from the ovary
to the womb.

Histology: the study of cells and tissues on a microscopic level.

Lymph nodes: hundreds of small oval bodies that contain lymph. These act as a first line of
defence against infections.
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Omentum: a fold of fatty tissue in the peritoneum which hangs from the stomach and connects
and supports the stomach and other organs in the abdomen.

Ovary: one of two small oval bodies in which eggs and hormones are developed.
Peritoneum: a smooth membrane which lines the cavity of the abdomen.

Physiotherapist: a therapist who treats injury or dysfunction with exercises and other physical
treatments of the disorder.

Uterus: a hollow muscular organ in the female pelvis, in which a fertilised egg develops into
an embryo.

Support

Ask your CNS for the latest information on support groups.
You can also access:

Macmillan Cancer Support
www.macmillan.org.uk
Support line — 0808 808 00 00

Cancer Research UK
www.cancerresearchuk.org
Support line - 08088004040

Target Ovarian Cancer
www.targetovariancancer.org.uk
Support line — 020 7923 5474

Ovacome.. ovarian cancer
www.ovacome.org.uk
Support line — 0800 008 7054
07503 682 311

Various apps such as squeezy — the NHS Physiotherapy app for pelvic floor exercises

Royal College of Obstetricians and Gynaecologists (RCOG)
www.rcog.org.uk/en/patients/patient-leaflets/recovering-well-from-gynacological-procedures/
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About this information

This guide is provided for general information only and is not a substitute for professional
medical advice. Every effort is taken to ensure that this information is accurate and consistent
with current knowledge and practice at the time of publication.

We are constantly striving to improve the quality of our information. If you have a suggestion
about how this information can be improved, please contact us via our website: http://www.
birminghamcancer.nhs.uk.

This information was produced by the Pan-Birmingham Gynaecological Cancer Centre
and was written by Consultant Surgeons, Clinical Nurse Specialists, Allied Health Professionals,
Patients and Carers for usage at the following Trusts:

e Birmingham Women'’s Hospital NHS Foundation Trust

e Sandwell and West Birmingham NHS Trust

e University Hospital Birmingham Foundation Trust

e Walsall Hospital NHS Trust
We acknowledge the support of Macmillan in producing this information.
May 2025

If you would like to suggest any amendments or improvements to this leaflet please contact SWB Library Services

on ext 3587 or email swbh.library@nhs.net.
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