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A 54-year-old man with type 2 dia-
betes presented to the emergency 
department via ambulance with a 
3-day history of epigastric pain. He 
did not consume alcohol, had no 
previous abdominal complaints 
and was not on immunosuppres-
sive medications. The patient had a 
fever and rebound tenderness in the 
periumbilical area. Blood tests 
showed an increased leukocyte 
count of 14.8 (normal 3.3–8.6) × 109/L 
and an elevated C-reactive protein 
level of 27.29 (normal < 0.14) mg/dL. 
Abdominal computed tomography 
(CT) showed diffuse circumferential 
thickening of the gastric wall 
(Figure 1A). We suspected phleg-
monous gastritis and started the 
patient on meropenem and vancomycin. Upper gastro
intestinal endoscopy showed diffuse erythema and edematous 
erosive changes in the gastric wall mucosa and purulent exu-
date (Figure 1B to 1D). Gastric aspirates and blood culture grew 
Streptococcus pyogenes. We diagnosed phlegmonous gastritis 
and transferred the patient to another hospital for a total 
gastrectomy. Gastric mucosa pathology showed extensive 
hemorrhagic necrosis in the lamina propria and severe edema-
tous changes with neutrophil-dominant inflammatory cell 
infiltration in the submucosa. The patient was further treated 
with intravenous administration of ampicillin–sulbactam and 
was discharged home.

Phlegmonous gastritis is an acute pyogenic infection of the 
stomach. Underlying gastric diseases, chronic alcoholism and 
immunosuppression can be predisposing factors, but no under
lying cause is identified in about 40% of patients.1 Streptococcus is 
the most common causative organism (about 70% of patients), 
whereas polymicrobial infection is implicated in nearly one-third 
of patients.1 The overall mortality is around 40%, which can be 
higher when diffuse stomach involvement is present.1 The symp-
toms of phlegmonous gastritis are nonspecific and include 
abdominal pain, nausea, vomiting and fever; thus, imaging plays 
a key role in diagnosis.1 A thickened gastric wall with or without 
an intramural low-density lesion on CT and fold thickening or 
extensive ulceration on endoscopy are typical findings.1,2 Peptic 

ulcer disease, gastric cancer and gastric lymphoma are the main 
differential diagnoses.1,2 For patients with diffuse disease, a com-
bination of early gastrectomy with broad-spectrum antibiotics 
offers the best chance for survival.
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Figure 1: (A) Abdominal contrast-enhanced computed tomography scan of a 54-year-old man with phlegmon-
ous gastritis showing diffuse circumferential thickening of the gastric wall. (B) Upper gastrointestinal endoscopy 
showed diffuse erythema and erosive edematous changes in the gastric wall mucosa and purulent exudate.
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