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Abstract 
Introduction: Gastric cancer is not typically a surgical emergency. However, 
it can evolve into urgent complications such as a perforation. We report a 
case of a perforated gastric ulcer that turned out to be a cancer. Observation: 
A 52-year-old man was admitted to the emergency department of Hu-
bert-Koutoukou-Maga National University Medical Center in Cotonou for 
generalized abdominal pain. He was diagnosed with acute generalized perito-
nitis with perforated gastric ulcer, establishing a surgical indication. An antral 
perforation was found and a simple closure was performed. Anatomopatho-
logical examination of the surgical piece revealed a gastric adenocarcinoma 
within the granulation tissue. Following the impact assessment, he underwent 
a second surgery where a distal gastrectomy was performed with D2 lympha-
denectomy followed by gastrojejunostomy. He developed an anastomotic ga-
strointestinal fistula during the postoperative period but was successfully 
medically treated. The patient received adjuvant chemotherapy with Epirubi-
cin, Cisplatin and 5-Fluorouracil. The patient is still alive, 3 years after the 
gastrectomy. Conclusion: When faced with a perforated gastric ulcer, one must 
also consider a neoplastic cause. The emergency surgical treatment depends on 
the general condition of the patient and the pre-existing co-morbidities, the 
choice being made between a one-stage versus two-stage gastrectomy. 
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1. Introduction 

Gastric cancer (GC) is a common disease [1]. It is the second leading cause of 
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cancer-related deaths worldwide [2]. In the majority of cases it is an adenocar-
cinoma [3] [4] with various forms (vegetating, ulcerated or infiltrative forms). 
Gastric cancer is not classically a surgical emergency. However, it can evolve into 
emergency complications such as hematemesis, perforation leading to peritonitis 
[5]. Gastric cancer presenting with a gastric perforation is a rare event, account-
ing for less than 1% of gastric cancer [6]. Its treatment is not consensual [7], 
some focusing on the management of the peritonitis emergency and others on 
the technical oncological aspects of surgery. We report a case of a perforated 
gastric ulcer that turned out to be cancer and compare our treatment with lite-
rature. 

2. Observation 

A 52-year-old man consults the emergency department of the Hubert-Koutou- 
kou-Maga National University Medical Center in Cotonou for generalized ab-
dominal pain. The onset dated back to 4 days after a fasting period by a 
cramp-like epigastric pain. It generalized 24 hours before admission. He also 
reported a history of undocumented epigastralgia. Clinical examination noted: a 
poor general condition, a temperature of 375˚C, a normal blood pressure and 
peritoneal irritation syndrome. Frontal abdomen X-ray showed bilateral pneu-
moperitoneum. The patient was admitted to the operating room on diagnosis of 
acute generalized peritonitis by gastric ulcer perforation. 

Surgery revealed a punctiform perforation with indurated edges on the ante-
rior surface of the antrum. Simple closure was performed after resection of the 
edges (Figure 1). Anatomopathological examination concluded to a gastric 
adenocarcinoma. Extension screening revealed no metastasis. The patient un-
derwent one month later a second surgery and a partial gastrectomy was per-
formed with D2 lymph node excision and Billroth II gastrojejunostomy (Figure 
2). Anatomopathological examination of the specimen concluded that the ade-
nocarcinoma was of intestinal type, staged PT3N3MX having infiltrated the gas-
tric wall up to the serosa (Figure 3). Ten lymph nodes were invaded out of the  

 

 
Figure 1. Simple closure performed during first surgical intervention. 
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Figure 2. Billroth II gastrojejunostomy performed during second surgical intervention. 

 

 

Figure 3. Anatomopathology findings. (a) Histological appearance of the tumor (HE 
×40) showing a hyperplastic gastric epithelium with adenomatous-like glands in the cho-
rion; (b) Histological aspect of the tumor (HE ×100) showing a moderately differentiated 
tubular adenocarcinoma. The tumor spreads to the serosa. 

 

eighteen lymph nodes found. The proximal and distal surgical section slices were 
uninvaded. Post-operatively, an anastomotic digestive fistula occurred and was 
successfully treated medically. The patient received adjuvant chemotherapy with 
the ECF protocol (Epirubicin, Cisplatin and 5-Fluorouracil). The patient is still 
alive, 3 years after the gastrectomy. 

3. Discussion 

Gastric cancer (GC) is exceptionally revealed by a perforation. In a study con-
ducted by Franco R et al. [8] on 2564 patients, the incidence rate of perforation 
among gastric carcinomas was less than 1% (0.39%). In most cases, gastric car-
cinoma is not suspected to be the cause of perforation prior to emergency lapa-
rotomy [8]. According to Lehnert T et al. [9] the only preoperative argument 
that could guide the surgeon is the age of the patient. Indeed, the average age of 
patients presenting a perforated gastric cancer is 65, whereas patients with per-
forated benign gastric ulcer are younger around the age of 50. However, our pa-
tient is 52 years old and has a perforated GC. Another one [10] refers to weight 
loss as a presumptive factor. In fact, there are no strong clinical arguments for 
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the diagnosis of cancer in a patient with a perforated gastric ulcer and the main 
method to confirm malignant perforation is intraoperative frozen section, which 
also is the primary clinical standard at present [11] [12]. Often, the invasion of 
the serosa and perigastric lymph nodes indicates stage III or IV TNM classifica-
tion [13]. However, it is reported in the literature that 20% to 30% of cases of 
perforated gastric cancer are early stage, which makes the situation challenging 
[8] [13]. 

The abdominal X-ray aims to confirm perforation and CT scan with contrast 
injection could show the presence of malignant gastric ulceration (extension of 
the ulcer to the body of the stomach, localized thickening of the gastric wall, 
contrast of the lesion, presence of adenopathies or even metastases) but a con-
text of perforation prevents digestive opacification and reduces the sensitivity of 
this examination [14]. 

Surgery is undoubtedly the only potentially curative treatment for gastric 
cancer [1]. However, we need to determine during laparotomy for perforated 
gastric ulcers, whether the lesion is a cancer or benign ulcer. Unfortunately a 
therapeutic decision must be taken urgently without the help of extemporaneous 
examination due to their limited availability in our context. As an expert, 
Ménégaux F [11], states that considering the antral localization of the tumor, an 
emergency distal gastrectomy provides a better guarantee of an efficient treat-
ment in case of a cancer. This is confirmed by the study by Adachi Y et al. [13] 
on perforated gastric cancer, the largest study on this subject (n = 155), carried 
out in Asia. Emergency gastrectomy was performed in 83% of the cases with 7% 
of mortality compared to 70% in the case of perforation repair. Moreover, ga-
strectomy is also well adapted to a benign gastric ulcer since it leads to healing 
with a low long-term recurrence rate compared to local resection and suture 
[11]. 

On the other hand, some authors [8] support perforation repair because of the 
fragile state of these patients who could not withstand major surgery in this 
emergency. A recent systematic review [7] revealed a mortality of 11.4% and 
1.9%, respectively, in one-stage versus two-stage gastrectomy (P  = 0.010). Ac-
cording to Wenjun Xiong et al. [12] a long-term survival should be considered 
and R0 resection is the most important. When R0 resection cannot be achieved 
in the initial treatment phase, palliative gastrectomy should be avoided (Prefer 
simple perforation repair) [12]. They advocate that advanced GC with acute 
perforation undergoing initial perforation repair can receive subsequent neoad-
juvant therapy. A second stage surgery should depend on the response to thera-
py [12]. We performed a two-stage gastrectomy but the secondary surgery was 
delayed (1 month) while performing additional investigations. Normally, it 
should be performed a few days after the first surgery in order to avoid perito-
neal adhesions or peritoneal carcinomatosis [11]. 

In summary, at present, high-level evidence is absent for surgical treatment 
and there is no guideline or consensus for diagnosis and treatment. Therefore, it 
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is necessary to explore and establish a comprehensive process of diagnosis and 
surgical treatment for acute perforated GC, which may be very helpful for 
first-line surgeons and can also improve the short-term outcomes and long-term 
survival for GC with acute perforation. 

4. Conclusion 

Acute perforation of gastric cancer is few. There is no guideline or consensus for 
its treatment. We suggest that one step gastrectomy is the treatment of choice in 
a patient with a good general condition and no underlying pathology and if R0 
resection is possible. Otherwise, a simple perforation repair should be performed 
followed in a second step by a gastrectomy. 
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