
A case of emphysematous gastritis

A 71-year-old man was referred with
food intolerance leading to a weight loss
of 12kg. Three weeks earlier, he had
presented at another hospital with severe
upper abdominal pain and fever. He was
treated with intravenous fluids and
ciprofloxacin and recovered rapidly. CT
imaging 3 weeks later showed mucosal
edema of the stomach with air and fluid
collections within the gastric wall
(●" Fig.1). Esophagogastroduodenoscopy
(Olympus GIF H180) showed significant
edema of the gastric mucosa, creating a
tunnel view leading to the pylorus. In
the antrum, two ulcer-like lesions cov-
ered by pus were observed along the
greater curvature. Intubation of these le-
sions with a small-caliber scope (Olym-
pus GIFXP180N) showed loosening of
the gastric mucosa, which had a puff-pas-
try appearance (●" Video 1). This led us to
a diagnosis of emphysematous gastritis.
Gram staining of the aspirated pus
showed the presence of gram-positive
cocci and bacilli. A culture grew Candida
albicans. Treatment with piperacillin–ta-
zobactam, metronidazole, and flucona-
zole was started and the patient was fed
by nasojejunal tube. He ultimately had a
full recovery, gaining 20kg in weight
over the ensuing year.

Eighteen months later the patient pre-
sented again with postprandial vomiting
and acid regurgitations accompanied by a
rapid weight loss of 10kg. His C-reactive
protein concentration was elevated. CT
scan showed a thickening of the antral
gastric wall with reappearance of air in-
clusions. A subtotal gastrectomy was per-
formed. An impacted food granuloma was
observed in the submucosal layers of the
antrum, with surrounding inflammation
and fibrosis.
Emphysematous gastritis is a rare disease
with a poor overall prognosis; it is caused
by invasion of the gastric wall by gas-
forming micro-organisms [1,2]. Patients
who do not respond to conservative treat-
ment or have severe necrosis should be
considered for surgery. The follow-up of
our case shows that ultimately a subtotal
gastrectomy may be indicated despite an
initial complete recovery with the conser-
vative approach.
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Fig.1 CT scan shows
a thickening of the gas-
tric wall with large air
inclusions.

Video 1

Esophagogastroduodenoscopy (Olympus GIF
H180) showed significant edema of the gastric
wall and the presence of ulcer-like lesions in the
prepyloric region, covered by pus, and multiple
small mucosal defects along the greater curva-
ture. Endoscopy of the submucosal layers was
subsequently performed through the largest of
the prepyloric mucosal defects using a small-cali-
ber scope (Olympus GIF XP180N), unrevealing
a loosening of the gastric mucosa which had a
puff-pastry appearance.
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