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Palliative care in gynaecology

Introduction

Despite advances in the management of gynaecological 
oncological diseases, patients are still presenting at advanced 
or terminal stages of disease. Up to 25% of women diagnosed 
with a gynaecological malignancy will die from recurrent dis-
ease [1]. The art of palliative care is often lacking, even though 
it can offer considerable relief of suffering, both to those who 
have the disease and to their loved ones. We must also consid-
er palliative care in chronic benign gynaecological conditions, 
such as chronic pelvic pain and lichen sclerosus. Since clarifi-
cation of the aetiology and therefore a definitive cure may not 
be possible, such patients will benefit from proper long-term 
palliative care plans. 

The World Health Organisation (WHO) states that “palli-
ative care is an approach that improves the quality of life of 
patients and their families facing the problems associated with 
life-threatening illness, through the prevention and relief of suf-
fering by means of early identification and treatment of other 
problems, physical, psychosocial and spiritual” [2]. The Nation-
al Institute for Health and Care Excellence (NICE) describes 
palliative care as “the active holistic care of patients with ad-
vanced, progressive illness” [3]. Management of pain and other 
symptoms and provision of psychological, social, and spiritual 
support is paramount. A multidisciplinary approach is impera-
tive to manage the multiple modalities that contribute to reliev-
ing symptoms. Palliative care is not solely for those who are 
terminally ill: it may be offered alongside curative care as well 
as end-of-life care [4]. 

Multiple randomised trials have shown that the addition of 
palliative care to usual oncological care either maintains or im-
proves survival [5-10]. In the most well-known randomised trial 
of routine early integration of palliative care into cancer care, 
palliative care was associated with statistically significant im-

proved survival [9]. Observation studies concluded that pallia-
tive care input led to significant improvements in patient care 
and symptom control [11-13]. 

For the purpose of this paper, we shall be focusing primar-
ily on palliative care in malignant gynaecological conditions, 
however similar complications may arise in benign conditions, 
which will share the same management.

Gynaecological malignancies 

Ovarian cancer is the leading cause of death from gynaeco-
logical cancer in developed countries, with most patients pre-
senting with advanced stage tumours, as defined by the spread 
of the disease outside the pelvis (International Federation of 
Obstetrics and Gynaecology (FIGO) stages III and IV). The es-
timated number of new ovarian cancer cases in Europe in 2012 
was 65 538, with 42 704 deaths [14]. More than two thirds of 
patients are diagnosed at an advanced stage [14]. Although endo-
metrial cancer has a better survival rate, it is the most common 
gynaecological cancer in developed countries. The number of 
newly diagnosed cases in Europe was nearly 100 000 in 2012, 
with an age-standardised incidence rate of 13.6 per 100 000. 
Most endometrial cancers are diagnosed early, however, five-
year survival rates are much lower if there is regional spread or 
distant disease (68% and 17% respectively) [15]. Cervical cancer 
is the second most diagnosed gynaecological cancer, with more 
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than 58.000 new cases diagnosed and 24.000 patient deaths 
recorded in Europe every year [16]. Five-year relative survival 
in European women diagnosed with cervical cancer in 2000–
2007 was 62%, ranging from 57% in Eastern Europe to 67% 
in Northern Europe [17]. The fourth most common gynaecolog-
ical cancer is vulvar cancer, which has an annual incidence of 
2.5–4.4 per 100 000 persons per year [18].

Palliative care issues in gynaecological
malignancies 

Common palliative care issues in gynaecology include 
communicating bad news, pain management, nausea and vom-
iting, gastrointestinal complications, recurrent ascites, tissue 
necrosis and fistulae. 

Pain management 
Pain is a very common complaint in patients with cancer, 
reported in 20% to 50% of patients with any type of cancer. 
About 80% of patients with advanced-stage cancer experience 
moderate to severe pain [19,20]. A review by the European So-
ciety of Medicine found that more than 40% of patients with 
advanced ovarian cancer and 70–75% of those with advanced 
cervical cancer experience pain that significantly impairs their 
quality of life [21]. 

A thorough assessment can aid in successful management 
of a patient’s pain. It is important to carry out a holistic assess-
ment which involves assessing the physical experience, psy-
chological issues, the understanding and expectations of the 
patient and their family, their support network, and their current 
mental health. All these factors can affect how an individual 
experiences pain and how they will respond to treatments. 

The WHO developed a pain management algorithm for 
cancer pain relief in the form of a three-step analgesic ladder 
[22]. It provides a framework for the pharmacological manage-
ment of cancer pain starting with more simple analgesia such 
as paracetamol and non-steroidal anti-inflammatory drugs 
(NSAIDs) and stepping up to weaker opioids such as codeine 
followed by stronger opioids such as morphine. If a patient is 
in moderate or severe pain, it is important to consider starting a 
strong opiate straight away. 

The opioid most commonly used is morphine. Newer opi-
ates such as oxycodone are also becoming more popular and 
can be useful when patients cannot tolerate morphine. Patients 
can be started on a four-hourly dose, which can then be titrat-
ed up to a dose that alleviates pain without causing significant 
side effects. The total 24-hour dose is then converted into a 
12-hourly sustained-release preparation, in conjunction with a 
breakthrough dose of one sixth to one tenth of the total 24-
hour dose. The long-acting opioid dose can be adjusted every 
two to 4 days based on the prior days’ need for breakthrough 
pain medication. An antiemetic should be prescribed regularly 
during the first week of treatment with the opioid, after which 
it can be switched to an as required medication. A regular laxa-
tive should also be prescribed. 

If a patient cannot tolerate oral morphine due to severe 
vomiting or bowel disease that reduces absorption, then other 

routes may be used such as transdermal or subcutaneous. If a 
patient has renal impairment, alternative opiates such as alfen-
tanil should be considered. Opioid intoxication can lead to res-
piratory failure, which can be identified by reduced respiratory 
drive, pinpoint pupils and unconsciousness. Death following 
opioid overdose may be prevented with early identification and 
the use of naloxone. Naloxone is an opiate antagonist that will 
completely reverse the effects of the opioid and it has virtually 
no side effect profile.

With advanced malignancies, cervical and endometrial in 
particular, patients can experience severe pelvic pain related to 
metastatic invasion into tissue and nerve endings throughout 
the pelvic floor. It can also be caused by bone metastases. In 
these cases, the pain is often refractory to simple and opiate 
analgesia. Neuropathic agents, such as pregabalin, amitripty-
line and gabapentin, can be tried as adjuvants. Bisphospho-
nates, corticosteroids or NSAIDs can also be used for bone 
pain. These are not always successful, and it may be necessary 
to use other routes of analgesia delivery such as intrathecal or 
nerve blocks. The serious side effects of a sacral block need to 
be taken into consideration, such as loss of bladder and bowel 
control. Discussing all this with the patient is crucial as these 
side effects may be too significant for them to accept the pro-
cedure. An indwelling epidural is another option. Again, side 
effects need to be considered and discussed with the patient, 
such as lower limb weakness and urinary retention, however 
these usually resolve if the indwelling catheter is removed. 

Radiotherapy can also be used to manage pain related to 
bone metastases, to reduce the symptoms of mass effect, and 
for localised metastasis. Studies have shown that up to 65% of 
patients will achieve significant pain relief both with a single 
dose (8 Gy), as well as with more standard dosing for target-
ed bone metastasis [23]. However, the time to optimal symptom 
control, even after short courses of radiotherapy, is usually 
measured in weeks to months after radiation treatments are 
delivered [23]. Therefore, when expected survival is short, pal-
liative radiotherapy may have minimal, if any, clinical benefit 
for patients [23]. 

Nausea and vomiting 
Nausea and vomiting affect 50–70% of patients with advanced 
cancer. Nausea can be caused by opiate medications, brain me-
tastasis, gastrointestinal motility problems, ascites or biochem-
ical alterations such as hypercalcaemia [24]. 

To manage nausea, patients should be started on a first line 
antiemetic medication, after which the possibility of adding ad-
ditional agents for breakthrough nausea can be considered. The 
second agent should be of a different class to optimise nausea 
management and reduce the risk of side effects. If possible, 
therapy should be directed towards the most likely cause or 
causes, however this approach is limited, as most patients have 
multiple causes of nausea and vomiting. 

Metoclopramide, a dopamine antagonist, may be effective 
in managing nausea related to opiates. As it acts as a prokinetic, 
it may also help with motility-associated nausea, which may 
be seen in non-obstructing carcinomatosis. However, if gastric 
stasis or obstruction is suspected, prokinetic agents should be 
avoided. Other agents such as cyclizine haloperidol and pro-
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methazine also provide some patients with symptomatic relief, 
especially when the nausea is worse with movement. Haloper-
idol and promethazine can cause drowsiness which may limit 
their use in some patients. 

Chemotherapy-related nausea is caused by stimulation of 
the serotonin-mediated chemoreceptor trigger zone, and it is 
best treated with serotonin antagonists such as ondansetron and 
granisetron. Radiation and corticosteroids, serving to lessen the 
mass effect at least temporarily, can help in the management 
of nausea related to localised brain metastases. Octreotide de-
creases peristalsis and gastrointestinal secretions. It can be used 
to try to control nausea and vomiting associated with intestinal 
obstruction or carcinomatosis ileus. 

Non-pharmacological, environmental changes can also 
help to alleviate nausea. These include smaller, more frequent 
meals, ensuring a quiet and relaxing environment, hydration, 
and good oral hygiene. Although its value in the palliative care 
setting has not yet been fully explored, acupuncture has also 
shown some success, and might be considered as part of the 
treatment plan.

Bowel obstruction 
Bowel obstruction is commonly seen in gynaecological ma-
lignancies, particularly ovarian cancer recurrence, and it is 
associated with a poor prognosis. Up to 50% of women with 
epithelial ovarian cancer have been reported to develop bowel 
obstruction during their illness [25]. The pathophysiology can in-
clude infiltration of the mesentery or bowel muscles and nerves 
by the tumour, inflammatory oedema, faecal impaction, and 
use of constipating drugs. Benign causes include adhesions, 
post-radiation bowel damage, inflammatory bowel disease, 
and hernia. Patients usually present with any of the following: 
nausea, vomiting, abdominal pain and distension, constipation, 
liquid stool. 

A conservative approach is usually attempted first, and this 
usually involves intravenous fluids, fasting, insertion of a naso-
gastric tube, and medications for pain and nausea control. If 
bowel obstruction does not resolve within about 72 hours, other 
options are explored such as surgery. Surgery has a high risk of 
morbidity in these patients and can result in complications that 
may negatively impact their quality of life. Factors considered 
when deciding whether or not to opt for surgical management 
include the extent of the disease, the likelihood of the surgical 
resection being successful, the site of the obstruction, and the 
patient’s life expectancy and comorbidities. 

Other adjuvant agents that may be helpful, especially if 
surgery is not considered a beneficial option, include steroids 
and octreotide. Steroids are thought to decrease peri-tumour-
al oedema and can be given as a four- to five-day trial, and 
stopped if no benefit is obtained. The downside of steroid use 
is the risk of gastric ulceration, mood swings, hyperglycaemic 
episodes and infections [26]. 

Octreotide, a somatostatin analogue, is thought to reduce 
gastrointestinal secretions and motility. It has been evaluated in 
fifteen randomised controlled trials and observational reports 
for a total of 281 patients surveyed. It was found to have a ther-
apeutic success rate of 60–90% [27]. Cost is a factor that prohib-
its its use. Hyoscine butylbromide is another alternative. It is 

an anti-muscarinic agent with antispasmodic and antisecretory 
properties. It cannot cross the blood-brain barrier and therefore 
has no drowsiness effects. It can be effective in reducing the 
unpleasant symptoms associated with intestinal colic when ad-
ministered subcutaneously.

Recurrent ascites
Ascites is the excess accumulation of fluid in the peritoneal 
cavity. Ovarian cancer is the most common primary site of can-
cer that is associated with ascites [28]. It is a sign of advanced 
disease and has a poor prognosis, with only 11% of affected 
patients surviving longer than 6 months [28]. It can negatively 
affect quality of life and cause significant pain, nausea, vomit-
ing, dyspnoea and increased dependency. 

Diuretics are sometimes used in the management of malig-
nant ascites. The efficacy of these agents is thought to decline 
with disease progression, and evidence for their use is weak. 
Side effects such as electrolyte disturbance and hypotension 
also limit their use. Cases of ascites due to hepatic metasta-
ses or portal hypertension, rather than ovarian malignancy, are 
more likely to respond to diuretics [29]. 

Paracentesis is a common intervention used to provide 
immediate short-term palliation of symptoms of malignant 
ascites. It can become more difficult to perform if the ascites 
becomes loculated due to disease or abdominal adhesions. It 
may also have a major impact on the patient’s quality of life, 
as the procedure often requires a hospital stay and may have to 
be frequently repeated. To combat this issue, peritoneovenous 
shunts or catheter drainage can be considered. 

Peritoneovenous shunting may be appropriate in patients 
with a longer life expectancy, although major risks, occurring 
in 6% of patients, include pulmonary oedema, pulmonary em-
bolus and infection [30]. An alternative with less major risks 
is insertion of an indwelling intraperitoneal catheter. This in-
volves tunnelling a catheter subcutaneously towards the peri-
toneal cavity. This solution can enhance patient autonomy and 
improve quality of life as these catheters are easy to self-drain 
and reduce the need for repeated hospital admissions for para-
centesis. A review assessing the safety and efficacy of the use 
of indwelling intraperitoneal catheters for the management of 
refractory malignant ascites found it to be a safe and effective 
palliative strategy [31].

Anaemia and bleeding 
Anaemia occurs in 68–77% of patients with advanced cancer. 
In gynaecological malignancies, particularly cervical and en-
dometrial, it is usually due to vaginal bleeding [32]. 

Vaginal bleeding can range from spotting to heavy intracta-
ble bleeding necessitating acute admission and blood transfu-
sion. Pharmacological agents that can be useful in these cases 
include antifibrinolytics such as tranexamic acid. For patients 
with endometrial carcinoma, progestogens such as medroxy-
progesterone can be used. Vaginal packing in the acute situa-
tion for a patient with heavy bleeding is an effective temporary 
measure and can be improved by using dressings coated in va-
soconstrictive/haemostatic agents.

Blood transfusion for patients with advanced disease is 
controversial: it is unclear what the benefit of blood transfusion 
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is in advanced cancer, who is most likely to respond, and also 
for how long. Studies have found that it can give temporary 
relief from symptoms such as fatigue and dyspnoea for up to 
two weeks [31]. 

When patients have a longer life expectancy, surgical 
measures such as uterine artery ligation or radiological arterial 
embolisation may be considered. Embolisation may be espe-
cially appropriate in selected cases of cervical cancer to con-
trol massive bleeding. Palliative pelvic radiotherapy has also 
been shown to be effective in controlling bleeding symptoms in 
some patients with locally advanced cervical cancer.

Fistulae
Fistulae and obstructions may occur as a result of primary tu-
mour invasion, tumour recurrence or prior treatment (surgery 
or radiotherapy). Cervical carcinoma is the most common gy-
naecological malignancy resulting in fistula formation, with 
vesciovaginal fistulae occurring most frequently. These fistu-
lae can cause constant leakage of urine or faeculent discharge, 
which can have a major impact on quality of life. It is important 
to ensure early involvement of colorectal surgeons in order to 
obtain optimal management and reduce morbidity.

Urological complications 
Various cancers occurring within the abdomen, pelvis or retro-
peritoneum can cause infiltration of the bladder and ureter. This 
can result in hydronephrosis, and consequently a non-function-
al kidney. In gynaecological malignancies this complication 
is most often seen in cervical cancer. Hydronephrosis-related 
symptoms include pain, urinary tract infections, nausea and 
vomiting, renal failure and urinary tract bleeding [33].
Management usually involves relieving the obstruction, and 
patients can undergo stent placement or urinary diversion pro-
cedures such as a nephrostomy [33]. Hydronephrosis in cervical 
cancer patients is associated with notable morbidity. In a ret-
rospective study by Rose et al., it was found that in patients 
with stage IIIB cervical cancer restricted to the pelvis, hydro-
nephrosis at presentation is a significant prognostic factor as-
sociated with poor performance status and poorer survival [34]. 
These authors also found that relief of ureteral obstruction via 
stent or percutaneous nephrostomy is correlated with improved 
outcome.

 Conclusions
 
Providing early and optimal palliative care plans has been 

shown to improve the quality of life of patients and their 
families facing the problems associated with life-threatening 
illness. This improvement is linked to the prevention and relief 
of suffering through early identification and treatment of other 
problems, physical, psychosocial and spiritual. The first steps 
to introducing care plans should involve all physicians. Work-
ing in a multidisciplinary manner ensures that patients prompt-
ly receive optimal and effective care.

References

1.	 Cain JM. Palliative care in gynaecology. Curr Obs Gynaecol. 
2006;16:111-6.

2.	 World Health Organization. Palliative care. Available at: https://www.
who.int/cancer/palliative/definition/en/. Accessed September 25, 2020.

3.	 NICE guideline [NG142]. End of life care for adults: service deliv-
ery. October 16, 2019. Available at: https://www.nice.org.uk/guid-
ance/ng142. Accessed September 25, 2020. 

4.	 Palliative Care 2020. 2014 European Declaration on Palliative Care. 
Available at: https://www.apcp.com.pt/uploads/european_declara-
tion_on_palliative_care_2014.pdf. Accessed September 25, 2020.

5.	 Zimmermann C, Swami N, Krzyzanowska M, et al. Early palliative 
care for patients with advanced cancer: a cluster-randomised con-
trolled trial. Lancet. 2014;383:1721-30.

6.	 El-Jawahri A, Greer JA, Temel JS. Does palliative care improve out-
comes for patients with incurable illness? A review of the evidence. 
J Support Oncol. 2011;9:87-94. 

7.	 Higginson IJ, Evans CJ. What is the evidence that palliative care 
teams improve outcomes for cancer patients and their families? Can-
cer J. 2010;16:423-35.

8.	 Parikh RB, Kirch RA, Smith TJ, Temel JS. Early specialty pallia-
tive care--translating data in oncology into practice. N Engl J Med. 
2013;369:2347-51.

9.	 Temel JS, Greer JA, Muzikansky A, et al. Early palliative care for 
patients with metastatic non-small-cell lung cancer. N Engl J Med. 
2010;363:733-42.

10.	 May P, Normand C, Morrison RS. Economic impact of hospital in-
patient palliative care consultation: review of current evidence and 
directions for future research. J Palliat Med. 2014;17:1054-63.

11.	 Rugno FC, Paiva BS, Paiva CE. Early integration of palliative 
care facilitates the discontinuation of anticancer treatment in wom-
en with advanced breast or gynecologic cancers. Gynecol Oncol. 
2014;135:249-54.

12.	 Lefkowits C, Teuteberg W, Courtney-Brooks M, Sukumvanich P, 
Ruskin R, Kelley JL. Improvement in symptom burden within one 
day after palliative care consultation in a cohort of gynecologic on-
cology inpatients. Gynecol Oncol. 2015;136:424-8.

13.	 Nevadunsky NS, Gordon S, Spoozak L, et al. The role and timing of 
palliative medicine consultation for women with gynecologic malig-
nancies: association with end of life interventions and direct hospital 
costs. Gynecol Oncol. 2014;132:3-7.

14.	 Colombo N, Sessa C, Bois AD, et al; ESMO-ESGO Ovarian Cancer 
Consensus Conference Working Group. ESMO-ESGO consensus 
conference recommendations on ovarian cancer: pathology and mo-
lecular biology, early and advanced stages, borderline tumours and 
recurrent disease. Int J Gynecol Cancer. 2019:ijgc-2019-000308.

15.	 Colombo N, Creutzberg C, Amant F, et al; ESMO-ESGO-ESTRO 
Endometrial Consensus Conference Working Group. ESMO-ES-
GO-ESTRO Consensus Conference on Endometrial Cancer: diagno-
sis, treatment and follow-up. Int J Gynecol Cancer. 2016;26:2-30.

16.	 Marth C, Landoni F, Mahner S, et al; ESMO Guidelines Committee. 
Cervical cancer: ESMO Clinical Practice Guidelines for diagnosis, 
treatment and follow-up. Ann Oncol. 2017;28(suppl_4):iv72-iv83.

17.	 Siegel RL, Miller KD, Jemal A. Cancer statistics, 2019. CA Cancer J 
Clin. 2019;69:7-34.

18.	  Wohlmuth C, Wohlmuth-Wieser I. Vulvar malignancies: an interdis-
ciplinary perspective. J Dtsch Dermatol Ges. 2019;17:1257-76.

19.	 Fischer DJ, Villines D, Kim YO, Epstein JB, Wilkie DJ. Anxiety, 
depression, and pain: differences by primary cancer. Support Care 
Cancer. 2010;18:801-10.

20.	 Bruera E, Kim HN. Cancer pain. JAMA. 2003;290:2476-9.
21.	 Arbyn M, Weiderpass E, Bruni L, et al. Estimates of incidence and 

mortality of cervical cancer in 2018: a worldwide analysis. Lancet 
Glob Health. 2020;8:e191-e203.

22.	 World Health Organization, Geneva, Switzerland, 1996. Cancer pain 
relief: with a guide to opioid availability. Available at: https://apps.
who.int/iris/handle/10665/37896. Accessed September 25, 2020.

23.	 Steenland E, Leer JW, van Houwelingen H, et al. The effect of a sin-

Brincat M et al.

European Gynecology and Obstetrics. 2021; 3(1):29-33



33

gle fraction compared to multiple fractions on painful bone metasta-
ses: a global analysis of the Dutch Bone Metastasis Study. Radiother 
Oncol. 1999;52:101-9.

24.	 Glare P, Pereira G, Kristjanson LJ, Stockler M, Tattersall M. Sys-
tematic review of the efficacy of antiemetics in the treatment of 
nausea in patients with far-advanced cancer. Support Care Cancer. 
2004;12:432-40. 

25.	 Ripamonti CI, Easson AM, Gerdes H. Management of malignant 
bowel obstruction. Eur J Cancer. 2008;44:1105-15.

26.	 Feuer DJ, Broadley KE. Corticosteroids for the resolution of malig-
nant bowel obstruction in advanced gynaecological and gastrointes-
tinal cancer. Cochrane Database Syst Rev. 2000;2000:CD001219.

27.	 Mercadante S, Porzio G. Octreotide for malignant bowel obstruc-
tion: twenty years after. Crit Rev Oncol Hematol. 2012;83:388-92.

28.	 Parsons SL, Lang MW, Steele RJ. Malignant ascites: a 2-year review 
from a teaching hospital. Eur J Surg Oncol. 1996;22:237-9.

29.	 Pockros PJ, Esrason KT, Nguyen C, Duque J, Woods S. Mobilization 
of malignant ascites with diuretics is dependent on ascitic fluid char-

acteristics. Gastroenterology. 1992;103:1302-6.
30.	 Becker G, Galandi D, Blum HE. Malignant ascites: systematic re-

view and guideline for treatment. Eur J Cancer. 2006;42:589-97. 
31.	 Fleming ND, Alvarez-Secord A, Von Gruenigen V, Miller MJ, Ab-

ernethy AP. Indwelling catheters for the management of refractory 
malignant ascites: a systematic literature overview and retrospective 
chart review. J Pain Symptom Manage. 2009;38:341-9.

32.	 Preston NJ, Hurlow A, Brine J, Bennett MI. Blood transfusions for 
anaemia in patients with advanced cancer. Cochrane Database Syst 
Rev. 2012;2012:CD009007.

33.	 Patel K, Foster NR, Kumar A, et al. Hydronephrosis in patients with 
cervical cancer: an assessment of morbidity and survival. Support 
Care Cancer. 2015;23:1303-9.

34.	 Rose PG, Ali S, Whitney CW, Lanciano R, Stehman FB. Impact of 
hydronephrosis on outcome of stage IIIB cervical cancer patients 
with disease limited to the pelvis, treated with radiation and concur-
rent chemotherapy: a Gynecologic Oncology Group study. Gynecol 
Oncol. 2010;117:270-5.

Palliative care in gynaecology

European Gynecology and Obstetrics. 2021; 3(1):29-33

Disclosure Statement: None declared. 
Contribution to Authorship: MB & JG contributed to the article conception, 
performed the searches, reviewed titles and abstracts, reviewed full text articles, 
and drafted the manuscripts 
Details of ethics approval: Not required
Funding: Not funded


