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Abstract 

The course of patients with advanced ovarian carcinoma is often complicated by bowel 

obstruction and/or massive ascites. A transnasal long tube may be placed to relieve 

bowel obstruction, but produces nasal discomfort and pain. Recently, the effectiveness 

of percutaneous endoscopic gastrostomy (PEG) tube placement for malignant bowel 

obstruction due to ovarian carcinoma has been reported, but not all patients received 

effective decompression. Diversion of a transnasal long tube to the PEG site in this case 

provided a useful method of long-term decompression while providing improved quality 

of life. 
 

Introduction 

The course of patients with advanced ovarian carcinoma is often complicated by bowel 
obstruction and/or massive ascites. A transnasal long tube may be placed to relieve bowel 
obstruction, but produces nasal discomfort and pain. Recently, percutaneous endoscopic 
gastrostomy (PEG) tube placement was reported as an effective alternative in these 
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patients [1]. However, ascites is thought to be a contraindication to PEG placement 
because leakage of gastric contents can occur with consequent peritonitis or peristomal 
leakage. A new method combining PEG pull-through technique with a gastropexy device 
enabled patients with ascites to undergo the PEG placement safely [2]. 

We encountered a woman with massive ascites who had suffered from nasal pain due 
to the transnasal long tube placement for two months. 

Case Report 

A 54-year-old woman who had bowel obstruction and ovarian carcinomatous peritonitis was 
referred to the gastroenterology department in our hospital in August 2006. Although ovarian 
carcinoma had developed with massive ascites one and a half years ago, chemotherapy had been 
effective until June 2006, when bowel obstruction complicated with massive ascites developed. Total 
parental nutrition was started and a 18 Fr transnasal long tube was placed. She suffered from nasal pain 
due to transnasal long tube placement for 2 months and requested that the transnasal route be diverted 
to another route. 

PEG with standard pull method (20 Fr) was successful using the gastropexy device without 
problems. Clamping of the transnasal long tube led to development of abdominal pain so that PEG 
placement alone and removal of the transnasal long tube was not considered feasible. One week after 
PEG placement the PEG tube was removed. The oral side of the transnasal long tube was introduced 
into the stomach using a standard endoscope and pulled out from the PEG site using an ultrathin 
endoscope (GIF-N260, Olympus, Japan) (fig. 1). The long tube for decompression functioned without 
problems until the patient died in November 2006. 

Discussion 

PEG tube placement for malignant bowel obstruction due to ovarian carcinoma has 
been reported to be successful, but not all patients receive effective decompression [1]. In 
this patient the PEG functioned very well, but the patient complained of abdominal pain 
shortly after clamping of the transnasal long tube, causing us to abandon plans to remove 
the long tube. 

Generally, ascites is thought to be a contraindication to PEG placement because it may 
be followed by leakage of gastric contents. In this patient we used the gastropexy device 
with the PEG method and the PEG tube was successfully placed in spite of massive ascites. 
However, the sutures required to fix the gastric wall and the abdominal wall led to some 
pain in the abdominal wall. Diversion of the transnasal long tube to the PEG site was 
done with the assistance of an ultrathin endoscope (outer diameter 5.2 mm) passed 
through the PEG site, leading to successful long-term decompression and improved 
quality of life. 
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Fig. 1. Abdominal plain film shows that the oral side of the transnasal long tube is pulled out from the 
PEG site (arrow). 
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