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1  |  INTRODUCTION

Gastrointestinal non- Hodgkin lymphoma is the most 
common form of extra nodal lymphoma.1 The compli-
cations associated with this lymphoma are perforation, 
bleeding, or upper gastrointestinal stricture.2 Diffuse 
large B- cell malignant lymphoma is the most frequent 
type of non- Hodgkin gastric localization. Gastric per-
foration in diffuse large B- cell lymphoma (DLBCL) 
during chemotherapy is a well- known event. However, 
spontaneous gastric perforation in the absence of che-
motherapy administration is extremely rare.1 It is a po-
tential life- threatening complication.3 Its management 
requires an emergent medical treatment and a surgical 
intervention. Even though this complication occurs in 
chemotherapy- naïve patients, postoperative morbidity 
and mortality are increased due to a marked delay in 
initiating of chemotherapy.3 In this article, we report a 
case of spontaneous gastric perforation of DLBCL in a 
chemotherapy- naïve patient.

2  |  CASE PRESENTATION

A 39- year- old patient in the investigational phase, 
2  months after the diagnosis of gastric malignant lym-
phoma, was presented to our emergency department with 
an acute abdominal pain. He had a severe epigastric pain 
for 12 h. His physical examination showed a fever (38.2°C), 
a tachycardia (100 bpm), a blood pressure of 90/60 mm 
Hg, and a distended painful abdomen.

Blood tests showed high white blood cell counts 
(10,700/mm3) and high CRP levels (59 mg/L).

Abdomen plain film showed small bowel's air- fluid 
levels. Abdominal computed tomography revealed intra-
peritoneal free gas, a 12- cm retro- gastric fluid collection 
(Figure 1A), and a defect in the posterior gastric wall. The 
latter appeared to be very thickened (Figure 1B) and obvi-
ously tumoral.

The diagnosis of perforated gastric cancer complicated 
with peritonitis was made, and an urgent intervention was 
performed.
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Abstract
Primary gastric malignant lymphoma is a rare tumor. The complications associ-
ated with lymphoma are perforation, bleeding, or upper gastrointestinal stricture. 
While it is well known that perforations in gastric lymphoma often occurs during 
chemotherapy, spontaneous perforation is extremely rare in patients who did not 
receive chemotherapy. This complication requires a surgical treatment.
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The patient underwent an emergent laparotomy. There 
was a large gastric tumor (15 cm) and a collection in the 
level of the lesser omental sac. The evacuation of this col-
lection revealed a large perforation (6 cm) in the posterior 
wall of the stomach body within a widely necrotic gastric 
tumor (Figure 2).

A total gastrectomy with D2 lymphadenectomy with-
out splenopancreatectomy was performed in addition to a 
Roux- en- Y eso- jejunostomy. The resection was R0.

The specimen revealed an extensive gangrene in the 
gastric wall (Figure 3).

Pathological examination found DLBCL of the stom-
ach and lymph nodes (Figure 4). It showed that the perfo-
ration was related to tumor necrosis.

Immunohistochemical staining showed that the tumor 
to be positive to CD20, CD10, BCL- 6, and Ki67 (50%) but 
negative to BCL- 2 (Figure 5).

On the fourth postoperative day, the patient presented 
high fever, dyspnea, and elevated white blood cells. The 
patient had a low flow fistula of the eso- jejunostomy that 
was successfully treated with antibiotherapy and paren-
teral nutrition.

Then, he received a chemotherapy based on rituximab, 
cyclophosphamide, doxorubicin, vincristine, and predni-
sone (R- CHOP).

3  |  DISCUSSION

Malignant lymphoma of the gastrointestinal tract is clas-
sified as extranodal and nodal.1 It constitutes merely 1%– 
5% of this system's malignancies.4,5 The stomach is the 
most commonly affected organ.1 Extranodal lymphomas, 
which are more common, originate in the gastrointes-
tinal tract.6 In 40% of the cases, it presents as low- grade 
mucosa- associated lymphoid tissue (MALT), and in 60% 
as high- grade DLBCL7– 9 (our present case). Primary gas-
tric lymphoma is rare (1%– 5% of all gastric tumors).10 A 
study by Dawson et al.4 described the following five major 
features as the criteria for primary malignant lymphoma 
of the intestinal tract: (1) no evidence of enlarged medias-
tinal lymph nodes in chest radiographs; (2) no palpable su-
perficial lymphadenopathy; (3) prominent bowel lesions 
at laparotomy; (4) no tumors in the liver or spleen; and (5) 
normal total and differential white blood cell counts. The 
patient had a large ulcer in the stomach without infiltra-
tion of other organs. The present case fulfilled all the cited 
criteria, so it was considered to be a primary gastric lym-
phoma. It has a natural history of slow progression; most 
cases occur in male individuals of 50 years old or older, 
with primary gastric lymphoma being the most common 
in the sixth decade.2

F I G U R E  1  Axial (A) and coronal (B) views of an abdominal CT- scan (with contrast medium injection) showing free intraperitoneal 
gas (pink arrow heads), a stomach wall thickening related to a gastric tumor (yellow arrow heads) that is perforated (white arrow) causing a 
large (12 cm) fluid collection (white star) in the lesser omental sac.

F I G U R E  2  Intraoperative views 
showing the perforation (white and black 
arrows) within a widely necrotic (yellow 
arrow heads) tumor in the posterior wall 
of the stomach.
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Primary gastric lymphoma is often asymptomatic or 
presents with non- specific symptoms. The diagnosis is 
frequently delayed. Abdominal pain (50%) and dyspepsia 
(30%) are the most common presentations.1,11

It is known that the perforation occasionally occurs 
in patients receiving chemotherapy (about 0.9%– 1.1% of 
cases).8,9 But spontaneous perforation of malignant gas-
tric lymphoma without chemotherapy is rare.1,8 The larg-
est series of cases published in Japan between 1985 and 
2013 showed 15 cases of spontaneous primary gastric lym-
phoma before chemotherapy that required gastrectomy in 
the greatest literature review in 2015.1,6

Spontaneous perforation of a chemotherapy- naïve 
gastrointestinal lymphoma occurs due to tumor necro-
sis reaching the subserosa, with or without a concurrent 
ulcer. Ceniceros- Cabrales et al.12 reported that there are 

two different causes of spontaneous perforation. First, 
the perforation may result from an ulcer that has a thin 
connective tissue in the absence of tumor. Second, spon-
taneous perforation may result from an ulcer and tumor 
necrosis that has reached the subserosa.

The management of the perforation of the gastric lym-
phoma is dual: the management of the perforation and the 
management of the lymphoma. The most important step 
is the intraoperative decision- making.

The best treatment should be chosen according to 
tumor location, clinical stage, and pathologic pattern. 
Overall 5- year survival reported for multimodal therapy is 
between 50 and 70%.13

Four surgical options are possible:

• Total gastrectomy is generally indicated in case of a 
large tumor. It can also be performed in the following 
situations: early acute peritonitis or large perforation 
within an extensive tumor necrosis, especially around 
the perforation. All these conditions were met in our 
patient who required a total gastrectomy.13

• Distal gastrectomy can be performed in case of a 
tumor in the distal or middle part of the stomach, 
which is usually left with a cardiac stump show-
ing better results for the anastomosis compared to 
oesophagojejunostomy.13

• Atypical or wedge gastrectomy can be performed for 
small tumors.

• A suture of the perforation (with or without excision of its 
edges) can be done in case of a small perforation without 
extensive tumor necrosis. It should also be performed as 
a “damage control surgery” when the patient is in shock 
or has an advanced peritonitis or with severe comorbid-
ties. After that, the patient should undergo a chemother-
apy (R- CHOP) or radical surgery.13 In addition, in case of 
a perforation of an associated gastric ulcer, the simple su-
ture seems the most adequate option. On the other hand, 
suturing tumor tissue is not always guaranteed.

Spontaneous perforation without chemotherapy raises 
the problem of the histological type of the gastric tumor 
because the surgical strategy toward an adenocarcinoma 
is different from that of lymphoma which, in addition, 
usually has a better prognosis.

Distal and total gastrectomies performed in an emer-
gency setting are generally associated with high rates of 
morbidity and mortality. So, they should be avoided when-
ever possible and a simple suture of the perforation may 
be attempted.

The surgeon should therefore choose the optimal sur-
gical technique taking all the following factors into ac-
count: the general condition of the patient, the severity 
of the acute peritonitis, the characteristics of the gastric 

F I G U R E  3  Surgical specimen (total gastrectomy) showing a 
large (15 cm) tumor (between the two dashed lines) in the body of 
the stomach. There is a perforation (white head arrows) within a 
large area of tumor necrosis (black tissues).

F I G U R E  4  (A) Pathological examinations showing an 
infiltration of the gastric wall by diffuse blue proliferation 
HE×50; (B) Proliferation of large neoplastic lymphoid cells 
(usually 5 × normal lymphocytes) with amphophilic or basophilic 
cytoplasm, eccentric nuclei with one or more nucleoli (HE×400).

(A) (B)
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DLBCL (size, location, and extent of necrosis), and the 
perforation type (width, location, edges quality).

4  |  CONCLUSION

Malignant gastric lymphoma, accounting only for 1% of 
primary gastric carcinoma, is usually a DLBCL. Less than 
1% of malignant gastric lymphomas perforate. While it is 
relatively well known that perforations often occur dur-
ing chemotherapy, they are rare in patients not receiv-
ing chemotherapy and require a oncological surgical 
approach before medical chemotherapy.
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