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[Abstract] Acute perforated gastric cancer (GC) is
defined as an acute perforation of primary GC. It is a rare
surgical acute abdominal disease that is mainly caused by
advanced GC. The onset of acute perforation of GC is related
to the depth of invasion. Preoperative diagnosis is very
difficult for GC with acute perforation. The main method to
confirm malignant perforation is intraoperative frozen section,
which also is the primary clinical standard at present. The
primary treatment for GC with acute perforation is surgical
intervention, which is associated with high morbidity and
mortality. Therefore, we should first consider short-term
safety and choose the surgical approach based on the
patient’ s condition, tumor stage and surgeon’s experience.
The physiological and operative severity score for the
enumeration of mortality and morbidity ~(POSSUM) can
provide a comprehensive assessment for patient’s condition
and surgical risk. Secondly, long-term survival should be
considered and RO resection is the most important. When RO
resection can not be achieved in the initial treatment phase,
palliative gastrectomy should be avoided. A simple perforation
repair can provide an opportunity for two-stage laparoscopic
surgery, but the timing of the second stage operation is
controversial. We advocate that advanced GC with acute
perforation undergoing initial perforation repair can receive
subsequent neoadjuvant therapy. A second stage surgery
should depend on the response to therapy. Cases of acute
perforation of gastric cancer are few. At present, high-level
evidence is absent for surgical treatment at home and abroad,
and there is no guideline or consensus for diagnosis and
treatment. Therefore, it 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.

[Key words] Stomach neoplasms; Acute perforation;

Surgical procedures



A B MR 2018 4F 11 A% 21 555 11 8] Chin J Gastrointest Surg, November 2018, Vol.21, No.11 1219

BEAMFILRBRETEER LN ZFAL,
R—MERD W FEEE, BRALELEFIAMR
K 0.39%~4%, & Bl H 2 F I N10%~16%",
KREHEYFE S 70%~80%, X EFIMEHE
BTRHEET, BRAFEAMFIARRELRK
TE,BERFA Tk FEE, EERENTE
HEAEZ—, EHBREN—FERLA,ERAEN
FIANETMEUIIFARN ENEEBT ,ER
HFARNGKA, FRIELXAEEFRAES, B E
WAKXRTEREZFILNERFARERD, 2 & B R
INFROIARE BT E sk Z — A ERALE
AXAEENSXE LA F,EAEFEKRAR, U
Wt B AN F IR T Rk,

— |\ R B A R R B

BEAATEFYTH, GRAMFITFZ LT
WAL, US BN £, SHERERERAX, HRFEH K
B 514 Bl FILEE, K I 89.5%(272/304)
BAEFAMTE v @snm; ERELQMNT HH &
11.5%(47/400), T, # % A k% & 88.5%(353/400)",

BRAMFILARMD I ER, i KX TFR
OUARKWEMEREXR N E, SREFT 240
i AL, KR S H FRT 40%M, s KD
B, MEE -SRI, B RE S KA
B EHE EHREENK LR MR ERET
&, AV CT B r § RS 4 8 M3 R
HEGIMERNG KR, BH MERIEEEEHE
WA EEMEETEMEL, LR D EH—
FEN FTHFHE-—FHANSI3HAETAUFILEEN
B AR KA, FH>60 ¥ 3 EFE>6 em,
FILEA >0.5 cm, FILEE>20 h X AR & 2450
<15x10%/L A& 3% M 5 L6y & o W & 10

AFXREHREZHALEREARFTINEETF
Bl AR, B XA RHIE T R R (B F AR B,
FAFRMYBREEE)EAEREL, AHEF W
BHETEN, AEH#ENERARES, ERE %
TMEK, G THAEE FI, A NHATRFKER
EL W, B F LA B K MR AR K 8 1
WM BRK, RAEARFIREERN B, FAK
e KA H — R By, E B REES KK
MEGE BESRETRLHERFEINEMME B
B PE M 5 I T B T R AT B LB AL
AHE BRENAELEFEAL, EEFER, Xk
TARAFREFRE, BNEAE I2NMNATEHE

Ko, R B,

= FARIE RE B AR A

TERTRERZZFI, BEEAEFILERREK,
HEHLZHFEERTR KEALEREZE AT
EFARER, FARBETESG, ER L2511,
HPEEERIBFRBETEO AW, ERAKS
LEHFAZRTHHRY, FEEKH, ZEHRMEX
R, RFEEEERIREEERT, AFER
% VEM, R 2 HRAEFRRNGTFEANE
¥, 35K EART+ _HmrLEHH AR
il Wﬁ‘ﬁ\‘*’, HB# R B2 Boey i?ﬁ,—?:@@%‘fiﬁﬁ
R B R AR £ RH KBS, Boey KT 34
Mor B & A E WAHRR AR AR 5T A LR
B>24 h; BHEZFEE 1 2,3 AIF2EMmEL2 N
0.1.2.3 4 &3 5 & 2 5 A 0% .10% \45.5%
F1100%, P& Boey iF 41, T 0 R A AW F
X B8 % 3k 45 # (Mannheim Peritonitis Index, MPI) |
* B BB T W2 3F 2 (ASA 1P 9 ) An & b £ B R
1% M6 Ok T 4 R 4 (APACHE I )3 4, B F
B AT IR RS, EF A RIE R £ E AR
ERATEERS FATAEAZEZ R, F, 5
UELA RMRS FIE G TSRS, £3
50 F K " E 42 £ 1T 4 (physiological and operative
severily score for the enumeration of mortality and
morbidity, POSSUM) il T 1 % L by F A XU 1
A&, BATE A SNE R E £ % R POSSUMT 4+
RAMIHFREZHTTI D, CRNERE . EAWH
BAHLZEUELABEEANNELFFERAR Y,

= ShRHE ST

(—)FART KX

EEAKETFIANFRTACHELLETILBA
A R ARTREETRA, HRRE AN,
FILEFHMEEEA MEH, I RABEY, TR
=, 5 RERT i B85 5 LB A R S 4R
Roviello %24 38 , 78 10 ] & % % 7L & # 7+ ,6 #l47
EMBA, LG (17%) T4 BT F LB K,
3F(75%) 1, ikt Bm AW F L EH L
Wi FA  HAMEFEEHEEFAMMU,
Adachi %PUxf 155 ] B & 20 5 AL HAT S 247
WRI, FARBEZZHEMRAREH TG0 E
E TR G A ) R R e S A
BRBE, Hi, & at gL BH o L g



1220 rhE B AR RE 2018 4F 11 45 21 %5 113 Chin J Gastrointest Surg, November 2018, Vol.21, No.11

WEHARR K. Rk A BT FILRBEFER B R B, 23
Ro Y%,

BREARFAERET ZRATEF A, I
Ex MENMMEFTEREEERNES, M F A
B ENATE+ %0 F LG ARG R
TREP EERFAIEAERERE QG NE
WAl AFEELFAT  EFETLHKRENR
IR R ER S AR T M FARBE, BRLHE
EERAEIT BB F IR R D, Hata F 038
TS50 B FAATEERBGA RN TATE, REF
HEHMRE R HATERREBARE ARG
BEAMFIARALATANM, £HA0, X TF
AMZ RN TNGREBELAETILEH AL LN
BERERNIBERTEREEHEERERELR;
B — M E AR L=, W W AT E
AR R B H A B UL E AT R B (S H
W)ET B, BEMTEEAET A,

(=) F AR

T WE R R A, RFEREEF K
HEDPN—HFAT_BHFR, —HFAHHD
IR B SEHE B AR B AR, Rl BT F AL REE R
FHEE| R Wbk, B2, FAEET RIEER, BB
WESE, BT B A, Wi F AR
. Hk,2000 4 Lehnert 4198 k42 1 — #1 F K
WA, HMAFARTFELBHRELE TR, (%
BIEILRERER , FEELSELKE #EmiT
REI G, BAHEREREALEAKE
ZEA K, 2014 5 Hata S50 B AR B A O34T
RN, @A E RS> S14 6 BB F IR
Bl —HFAM_MFRETEREFILNL
AMERBMITH,EREAN 4 AHEZ _HFA
WERFILEH R FE®E T 376 #l# % —
F AR B FH (78.4% . 50%, P<0.001), £ % % %
R BART — 2 F R4 (1.9%M 11.4%, P=0.010),
RVIGREHFWS FAFRZTVEFH TR AR WK
#(47.5% b 1.9%, P<0.001), B, %4k F A
A kK 2| Ry VI PR B, B R E 8 Rtk RV TR, 38
FEHEABAIR FEEXRKREFAITHE, BE R
—HFAR,

B, X TERAMFILGH AR ZHF Rut
MBI EFILERD RELEBEER
B A G| AR RE B A A BB OEF R
] B3t K 5 2 g It B, £ Lehnert P18 #F

B8 — AT EAF BN E B AR FILAEH
S4B NA_MBBMBRER, 10 Z2HHE
37,7 AT HF RS FEEFE 0%, %4
LXK JEBEFRE 8~12 A, A Bk A%
OEAZWMFARNAZRA, X5 H BT
HEZA FHl, St THENEBEEEFIL, n—H
BAFABAIR, BT RF AT 5, R
BERE_MFR; wEL MR, AFEALTI R
JERER A E U T YR M F R A,

(2R % B

BEAMFIAWMABLTEN M GEER 54
W, WRERIER BT ELERS Y —4&FF
Ef, THZB K6, Hib, Br—FERENEEA
BEANMN LB RAEFTEE EHLELRAELR
EXBER, RETERAEFILLEER L
B, m e 2N, EAEEBEEFILNF R
FAFAR, FEXEUTIUAFTE: (1) EFHFFA
it % 2 E(BEARMKT P E RN ERR RS
JEREIN); R TCHHEBRELN; Q) HETHE
B Ry Wl () FALAEE,

W NGRS

BRAMFANEELT FRAEZARF R,
BORH R A FK B2 K, F AR KIE MR
ERE,ENMETRBE L, ERNEREH Y
Zol REEHEL2IFN WEIHREAREZK
HKFELGENFAFTA, HARFRIAMAERF, Tk
E—HMARZ_MFR, BYHETHMEEERT
W, UWAFARLEAZ Ry VIR B, LR E® %
HEMBRFR, BEAKFILRALL, BMERN
Sh ¥ Bk = A SR AN R BT B0 BB B O B G 3,
WRR— DB AE AR B, HEs—F &
BRE, REFEAVFILAF NI LT R KT H
£ 7,

2 %Z X W

[1] Tsujimoto H, Hiraki S, Sakamoto N, et al. Outcome after
emergency surgery in patients with a free perforation caused by
gastric cancer[J]. Exp Ther Med, 2010,1(1):199-203. DOI;
10.3892/etm_00000032.

[2] skmik. B ] EHAMEL, 1998, 11(5):195.

[3] Roviello F, Rossi S, Marrelli D, et al. Perforated gastric
carcinoma; a report of 10 cases and review of the literature[]J ].
World J Surg Oncol, 2006,4:19. DOI;10.1186/1477-7819-4-
19.



r|-14

BSR4 2018 4F 11 A58 21 %5 11 ] Chin J Gastrointest Surg, November 2018, Vol.21, No.11 1221

?i:%:—?liffﬁﬁi"fiﬁﬁfz“%”%@%ﬁﬁ&fé*ﬁ;l.ﬂiﬁﬁ%ﬁd/*ﬂ‘#fmilﬂﬂfﬁﬁ PRI PSS ; “ AP FRAEE BRI

[4]

(5]

(6]

[10]

1 HEatglizia

Kasakura Y, Ajani JA, Fujii M, et al. Management of
perforated gastric carcinoma: a report of 16 cases and review of
world literature[J]. Am Surg, 2002,68(5) :434-440.

Tan KK, Quek TJ, Wong N, et al. Emergency surgery for
perforated gastric malignancy: An institution’s experience and
review of the literature[J]. J Gastrointest Oncol, 2011,2(1):
13-18. DOI:10.3978/].issn.2078-6891.2011.001.

Ergul E, Gozetlik EO. Emergency spontaneous gastric
perforations: ulcus versus cancer [J]. Langenbecks Arch Surg,
2009,394(4) :643-646. DOIL: 10.1007/s00423-008-0331-5.
MR, INATR, FRZR R | 4. 2014 AF i [ 43 My ORI g &
FRABETZSHT(T]. AR, 2018,40(1):5-13. DOL;10.3760/
cma.j.issn.0253-3766.2018.01.002.

Gertsch P, Yip SK, Chow LW, et al. Free perforation of
gastric carcinoma. Results of surgical treatment[]J]. Arch Surg,
1995,130(2):177-181.

Hata T, Sakata N, Kudoh K, et al. The best surgical
approach for perforated gastric cancer: one-stage vs. two-stage
gastrectomy [ J]. Gastric Cancer, 2014,17 (3).578-587. DOI.
10.1007/510120-013-0308-0.

Kotan C, Sumer A, Baser M, et al. An analysis of 13 patients

with perforated gastric carcinoma: A surgeon’s nightmare? [J].

[11]

[12]

[13]

[14]

[15]

[16]

[17]

World J Emerg Surg, 2008,3:17. DOI;10.1186/1749-7922-3-
17.

SR, T/NE BSOS, 55, 2k LA R 45 R R I R
SIS ] AR AR5 (L TR, 2010,2(4) :213-216. DOL;
10.3969/j.1ssn.1674-7402.2010.04.006.
Serban D, Branescu C, Savlovschi C, et al. Complex
histopathological and surgical aspects in a case of giant
malignant gastric perforation[]J]. J Med Life, 2016,9(2):216-
219.

Wik, B a ka2 LA T )], RSN, 2005,13(8):
471-472. DOI;10.3969/].issn.1005-6483.2005.08.002.

Boey J, Wong J, Ong GB. A prospective study of operative risk
factors in perforated duodenal ulcers [J]. Ann Surg, 1982,
195(3):265-269.

So JB, Yam A, Cheah WK, et al. Risk factors related to
operative mortality and morbidity in patients undergoing
emergency gastrectomy[ J|. Br J Surg, 2000,87(12):1702-1707.
DOI; 10.1046/.1365-2168.2000.01572.x.

Copeland GP, Jones D, Walters M. POSSUM: a scoring system
for surgical audit[J]. Br J Surg, 1991,78(3) :355-360.
AT, T2, 3 R4 s N T 1 e e ed AR A
PAYLLEL) ] SMRHERIE SS90, 2008, 13(3):201-204. DOL:



1222

[18]

[19]

[20]

[21]

e E MR AR 2018 4F 11 A% 21 %55 11 8] Chin J Gastrointest Surg, November 2018, Vol.21, No.11

10.16139/j.1007-9610.2008.03.020.
Ramkumar T, Ng V, Fowler L, et al. A comparison of
POSSUM, P-POSSUM and colorectal POSSUM for the
prediction of postoperative mortality in patients undergoing
colorectal resection [J]. Dis Colon Rectum, 2006,49(3).330-
335. DOI. 10.1007/510350-005-0290-7.
WAL, E AR BRM 5. POSSUM 3¥43 R SETI0N 2 4F 2
iR TARKUR BRI R T S (0] ST B2, 2012,24(12)
1359-1361. DOI:10.3969/j.issn.1671-0800.2012.12.020.
Cuschieri A, Weeden S, Fielding J, et al. Patient survival
after D1 and D2 resections for gastric cancer: long-term results
of the MRC randomized surgical trial. Surgical Co-operative
Group [J]. Br J Cancer, 1999,79 (9-10):1522-1530. DOI. 10.
1038/sj.bjc.6690243.

Adachi Y, Mori M, Maehara Y, et al. Surgical results of

perforated gastric carcinoma: an analysis of 155 Japanese

[22]

[23]

[24]

[25]

patients[ J]. Am J Gastroenterol, 1997,92(3):516-518.
Lunevicius R, Morkevicius M. Comparison of laparoscopic
versus open repair for perforated duodenal ulcers [J]. Surg
Endosc, 2005,19(12):1565-1571. DOI: 10.1007/500464-005-
0146-1.
FILH AR5, WIEELSTTE TR T BBl L&y
RO )] FissERIR =53], 2013,36(11) :1647-1649. DOI:
10.3969/j.issn.1009-5551.2013.11.028.
FE XN, wEHENG A5, 208 W LR IE B TR O it
FERIWETE[)]. BUREYIBE 22 BERE , 2014, 14(29) : 5680-5682.
DOI:10.13241/j.cnki.pmb.2014.29.020.
Lehnert T, Buhl K, Dueck M, et al. Two-stage radical
gastrectomy for perforated gastric cancer[J]. Eur J Surg Oncol,
2000,26(8) :780-784. DOI;10.1053/¢js0.2000.1003.

(Wi H 399:2018-09-02)

(R 3CH A R0



