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Abstract

Background: The incidence of posterior gastric perforation worldwide is low;
the literature has no previous record of its occurrence in Liberia. The diffuse
symptoms of a perforated posterior gastric ulcer, delay by patients before they
present to hospital, and the lack of skilled personnel and facilities in Liberia
to diagnose and treat this condition increase the mortality associated with
posterior gastric perforation. Objective: To report the first case of posterior
gastric perforation encountered in Liberia. Materials and Method: Case re-
port. Case Presentation/Report: A 44 year old male was referred to John F.
Kennedy Memorial Hospital (Liberia’s principal teaching hospital) with a di-
agnosis of gastritis after six days of worsening epigastric pain. He had a his-
tory of NSAID use for a chronic leg and foot ulcer. Physical examination re-
vealed a moderately distended, markedly tender abdomen characterized by
guarding, rigidity and low-pitched bowel sounds. Patient was resuscitated
with intravenous fluids, antibiotics and analgesics. An emergency exploratory
laparotomy subsequently performed revealed a large collection of purulent
peritoneal fluid, a 3 x 4 cm perforation on the posterior wall of the stomach
and a 3 x 2.5 cm perforation of the transverse mesocolon. The perforations
were repaired and the patient recovered satisfactorily. Conclusion: Though
relatively rare and associated with a high morbidity and mortality, this case
report shows that the paucity of reported cases of posterior gastric perfora-
tion may also be attributable to lack of specialist staff with capacity for clinical
diagnosis and surgical intervention in a resource poor setting. Identifying pa-
tients with gastric perforation and having the skill to repair the perforations
significantly enhance the clinical outcome.
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1. Introduction

Posterior perforation of gastric ulcer is an uncommon clinical condition. Its oc-
currence may be masked by the diffuse nature of symptoms of this pathology
leading to delays in patient presentation to the surgeon and attendant increase in
morbidity and mortality. The more common type of perforation associated with
the stomach is an anterior perforation occurring at the pyloro-duodenal area [1].
Gastric tissue is adapted to withstand the digestive action of gastric juice nor-
mally secreted by the stomach; however, the tolerance of gastric tissue is ad-
versely affected by infection with H. pylori, cigarette smoking and ingestion of
non-steroidal anti-inflammatory drugs.

A high degree of suspicion is required to make a pre-operative diagnosis of
posterior gastric perforation; most times the diagnosis is made intra-operatively.
Early intervention in these cases is imperative to improve patient’s chances of
survival. In resource poor settings, delay in presentation to the hospital and in
making the decision to explore the patient because of the lack of skilled man-
power, pose a critical challenge. This case report therefore seeks to benchmark

this first ever recorded incidence of posterior gastric perforation in Liberia.

2. Case Presentation

A 44 year old Liberian male was referred to John F. Kennedy Memorial Hospital
with a diagnosis of gastritis. The patient had presented to another hospital six
days after he developed worsening epigastric pain. He had had generalized ab-
dominal pain which was worse around the umbilicus with associated bouts of
non-projectile, postprandial vomiting and constipation two days after the onset
of his symptoms. The patient had a history of a chronic right leg and foot ulcer
for which he took non-steroidal anti-inflammatory drugs (NSAIDs) and mul-
tiple antibiotics. He reported no previous history of gastritis, peptic ulcer dis-
ease, diabetes or hypertension.

Physical examination revealed an unkempt, pale and dehydrated middle-aged
man in painful distress. His vital signs were a heart rate of 101 bpm, blood pres-
sure 156/103 mm-Hg, respiratory rate 22 bpm and temperature of 38.5°C. The
abdomen was moderately distended, diffusely tender with guarding and rigidity.
Bowel sounds were low-pitched. The digital rectal examination was normal. A
dry, healing chronic ulcer was seen on the dorsum of the right foot. Preliminary
differential diagnosis included perforated peptic ulcer disease, ruptured appen-
dicitis, and intestinal perforation due to typhoid fever. The WIDAL and H. pylo-
ri tests were negative. His Hb was 18.3 g/dl and urinalysis was normal. Plain ab-
dominal x-rays in the erect and supine positions were diagnostic of gastrointes-
tinal perforation with air under the right hemi-diaphragm (Figure 1). Abdomi-
no-pelvic ultrasound scan showed free intraperitoneal fluid collection (images
could not be preserved). No further laboratory work-up was done due to limited
laboratory resources.

The patient was resuscitated with intravenous fluids. Nasogastric and urethral
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Figure 1. Plain erect abdominal x-ray showing collec-

tion of gas under the diaphragm.

catheters were passed. Intravenous broad spectrum antibiotics and analgesics
were administered and an emergency exploratory laparotomy done. Findings at
surgery included a 3 cm x 4 cm perforation on the posterior wall of the stomach
(Figure 2) and a 3 cm x 2.5 cm perforation of the transverse mesocolon (Figure
3). Over 1.5 litres of purulent fluid were drained from the peritoneum. The ante-
rior surface of the stomach, the duodenum and the rest of the gastrointestinal
tract was intact.

A biopsy of the edge of the gastric defect was taken and a two-layer repair of
the gastric perforation was done and protected with an omental patch (Figure
4). The defect in the transverse mesocolon was repaired and the peritoneal cavity
lavaged. The abdomen was drained and closed. The patient recovered satisfacto-
rily and upon discharged after 7 days was placed on proton pump inhibitors etc.
The histology result of the gastric wall biopsy later returned as normal gastric
histology.

He has returned to clinic for follow up and his condition has remained satis-

factory six months after discharge.

3. Discussion

Four million people are affected globally by peptic ulcer diseases every year [2];
of the 10% - 20% of those patients who get complicated, 2% - 14% perforate [3].
Perforation remains the most important fatal complication of peptic ulcer dis-
ease [4]. Perforated gastric ulcer is relatively rare and when it occurs, is usually
in the anterior aspect of the stomach [5]. Approximately 5% - 8% of ulcers lie in
the posterior wall of the body of the stomach and untreated, posterior ulcers
may also perforate. Posterior perforation, however, is rare [6]. Wong, ef al in
2003 reported only 9 cases of posterior peptic ulcer perforation over a 12 year

period in Singapore. Hamilton Bailey reported one posterior gastric ulcer in his
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Figure 2. Giant perforation (4 cm X 3 cm) on post-
erior wall of body of stomach.

Figure 3. Perforation of the transverse mesocolon
measuring 3 X 2.5 cm.

Figure 4. Two layers repair and omental patch.
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case series of 125 consecutive operations for perforated peptic ulcers. Helicobac-
ter pylori infection, smoking, the use of NSAIDS, chronic stress, and advanced
age (>60 years) are the main predisposing factors for peptic ulcer perforation [7]
(8].

The final common pathway to ulcer formation is acid-peptic injury of mucos-
al barrier. Thus, the adage “no acid, no ulcer” remains true. Posterior peptic ulc-
er perforation may be as a result of the above conditions or as a result of malig-
nancy. When perforation occurs, it usually opens into the lesser sac or penetrates
into the retroperitoneal space [9] [10]. Peptic digestion of surrounding tissues
may lead to pancreatitis, biliary peritonitis or massive upper gastro-intestinal
bleeding, particularly if the ulcer results in erosion into the inferior vena cava.
Local inflammatory reaction may lead to fibrosis of the surrounding tissue.

Our patient, a 44 yr old male, falls within the age range of 40 - 83 reported by
Wong [10], Badawy [11] and Afolayan [12]. His presentation with insidious ab-
dominal pain which became generalized, followed by constipation and vomiting
over a 6 day period is less dramatic compared to the more common anterior
gastric perforation [13]. His consumption of alcohol, illicit drugs and the smok-
ing of different brands of tobacco including marijuana, may have exacerbated an
undiagnosed peptic ulcer disease resulting in perforation. Symptoms of bowel
obstruction may sometimes be seen in cases of gastric perforation as reported in
25% of the cases reviewed by Wong. Coming to a definite pre-operative diagno-
sis therefore can pose a great challenge, an experience shared by other authors.

Although referred as a case of gastritis, our patient had no prior history of
peptic ulcer disease. In the cases seen by Wong, Badawy and Afolayan, peptic
ulcer disease was not entertained as a pre-existing pathology. Abdominal disten-
sion, generalized abdominal tenderness and board-like rigidity suggestive of pe-
ritonitis, which our patient presented with, is consistent with similar findings by
Badawy and Afolayan. However, Wong ef a/. could not elicit the sign of perito-
nitis in 25% of their cases making the preoperative diagnosis of posterior gastric
perforation even more difficult.

Abdominal x-ray findings of pneumo-peritoneum is pathognemonic of ga-
stro-intestinal perforation in 67% - 80.18% of the cases [14]. Pre-op diagnosis of
peritonitis secondary to a perforated viscus can be made in most patients as
corroborated by Badawy, Afolayan and 75% of Wong’s cases.

The treatment of choice for all patients with suspected gastric perforation is
Emergency exploratory laparotomy [15]. Massive peritoneal contamination can
complicate gastric perforation and requires diligent peritoneal lavage. Wong and
Afolayan reported generalized peritoneal contamination in 66% of their patients.
Pus collection in the lesser peritoneal sac is a common feature when the ga-
stro-colic omentum is intact. We however found no pus collecting in the lesser
sac of our patient possibly because of a 3 x 2.5 cm perforation in the transverse
meso-colon of our patient through which gastric content may have spread to the

greater peritoneal cavity.
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A biopsy of the ulcer margins is imperative to establish the histological diag-
nosis. Repair of the perforation is usually done as a simple double layer closure
reinforced with an omental patch. There is some controversy whether repaired
large ulcers such as our patient had, should routinely be accompanied by a feed-
ing jejunostomy because of the risk for re-leak when a simple closure with
omental patch alone is performed [16]. Despite the large ulcer sizes encountered
by Badawi, Afoloyan and our case, leakage from the repair site was not recorded.
Our patient’s post-operative course was uneventful and he was discharged home

one week after surgery.

4. Conclusions

Posterior perforation of gastric ulcer is a rare clinical condition with very few
cases documented in the literature. To our knowledge, only two cases have been
reported in Africa. Our patient is possibly the third case reported in Africa and
the second in West Africa. A high index of suspicion and deliberate access to the
lesser sac through the gastro-colic ligament is necessary to discover these ulcers.

In most parts of Africa like Liberia, the mortality from gastric perforation is
high because of the paucity of surgical care. International programs which sup-
port the deployment of specialist faculty to countries with severe shortages of
health man-power can make an inestimable impact on health care delivery of
such countries.

Increasing public awareness and encouragement of early presentation to the
specialist centre holds the key to increasing the number of patients with a posi-

tive outcome.
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