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Abstract

Emphysematous gastritis is rare infection of the gastric wall associated with high mortality. Damage of the gastric mucosal barrier and bacterial transloca-
tion can lead to emphysematous gastritis. Non-steroidal anti-inflammatory drugs use is one of the etiological factors. Due to the high mortality rates, early 
diagnosis and treatment is important. Patients are presenting to emergency departments generally with non-specific acute abdominal signs. We present a 
case of an 82 years old patient with rheumatoid arthritis treated with non-steroidal anti-inflammatory drug that presented to the emergency department 
with diffuse abdominal pain, nausea and vomiting. After establishing the diagnosis, conservative treatment was conducted with success.
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Introduction

Emphysematous gastritis (EG) is characterized by presence 
of gas in the gastric wall and is different condition from the 
benign gastric emphysema. A gas-producing bacterial infec-
tion of the gastric wall is in its essence. EG has a reported 
mortality rate of 50 - 60%1, 2. Clinically is presented with 
acute onset of diffuse abdominal pain, nausea, vomiting and 
shock in some cases3. The diagnosis is feasible by radiologi-
cal tools. The recommended initial treatment is conservative 
and surgery is advised in cases of deterioration or in cases 
of gastric mucosal necrosis and perforation3, 4. Upper gas-
trointestinal endoscopy can help in the choice of the initial 
treatment. Presence of early ischemic signs and absence of 
necrotic mucosa can be the indication for medical treatment. 
Computerized tomography findings and images are avail-
able in the literature but there is limited number of cases 
with upper endoscopy images of EG. We present a case of 
medically treated EG in patient with rheumatoid arthritis 
and his endoscopic findings.

Case Report

An 82 years old patient was admitted to our emergency de-
partment with nausea, vomiting and abdominal pain. The 
medical history revealed regulated hypertension and rheu-
matoid arthritis with impaired mobility of the lower limbs. 
The patient was using non-specific non-steroidal anti-in-
flammatory drug (NSAID). At the same time, he reported 

absence of regular follow-up on NSAID usage. His vital 
signs indicated a blood pressure of 145/90 mmHg, heart rate 
of 117 bpm and body temperature of 37.8°C. The abdominal 
examination demonstrated intense pain upon pressure in the 
epigastrium and rebound tenderness with abdominal guard-
ing. Blood test results indicated White Cell Blood count of 
18.070 U/µL, Neutrophil count of 95%, serum C-Reactive 
Protein value of 145.76 mg/L, serum Natrium value of 133 
mEq/L and serum Potasium value of 6.54 mEq/L. Results 
from arterial blood gas analysis were: pH 7.29, HCO3 18.3 
mEq/L, PaO2 30.5 mmHg and PaCO2 38.9 mmHg.

On the abdominal topogram we noticed intramural gas 
at the great curvature of the stomach spreading toward the 
esophageal wall (Figure 1). Air in the portal venous system 
and gas in the gastric wall was seen in the abdominal com-
puterized tomography (CT) scans (Figure 2). Upper gastro-
intestinal endoscopy was performed next. The endoscopic 
examination showed ischemic signs of the gastric mucosa 
(Figure 3). According to the last finding, the decision for 
medical treatment was adopted.

The patient was admitted to intensive care unit. Oral in-
take was stopped, fluid and serum electrolytes were replaced 
and total parenteral nutrition was introduced. After consult-
ing the department of Infectious diseases, a broad-spectrum 
antibiotic (Ceftriaxone 2x1g intravenously) and anaerobic 
antimicrobial agent (Metronidazole 3x500 mg intravenous-
ly) were administered. One week from the conservative 
treatment initiation, abdominal symptoms subsided gradual-
ly and the patient was transferred to the hospital ward. Oral 
intake was allowed. On day 15 from the admission, CT scan 
and upper endoscopy were repeated. Noticeable improve-
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ment was seen. Blood tests normalized. The patient was dis-
charged from the hospital on day 20.

Discussion

Emphysematous gastritis is very rare and potentially lethal in-
fection of the gastric wall. It should be differentiated from the 
gastric emphysema since their symptoms, findings, treatment 
and prognosis differ. Alcohol abuse, gastric surgery, recent 
gastroenteritis, corrosive ingestion, chronic consumption of 
NSAIDs/steroids, diabetes mellitus, chronic obstructive pul-
monary disease, immunosuppression and trauma are reported 

as predisposing factors1. This multifactorial damage of the 
gastric mucosal barrier and bacterial translocation can cause 
emphysematous gastritis. Streptococci, Enterobacteriaceae, 
Esherichia Coli, Clostridium Welchii, Staphylococcus Aureus 
and Candida Albicans are reported to be isolated5, 6.

Watson et al. report mortality rate of 59.1% and explor-
atory laparotomy rates of 62.5% before the year of 2000. 
After 2000 mortality is reported to be 33.3% and explorato-
ry laparotomy rate of 22.2%. Early diagnosis of EG lowered 
the laparotomy rates and decreased mortality significantly7.

Patients with EG can be asymptomatic or can present with 
fever, nausea, vomiting, abdominal pain and hematemesis8.

Physical examination, radiology diagnostics and upper 
gastrointestinal endoscopy allow proper and timely diagno-
sis. Abdominal pain, nausea, vomiting are the most common 
symptoms. On physical examination, peritoneal signs can 
be ascertainable. X-ray and CT characteristic findings are 
intramural gas in gastric wall and air in the portal venous 
system5. Upper gastrointestinal endoscopic examination 
findings associated with EG are: ulcers, necrosis, perfora-
tion and mucosal erosion8.

The initial treatment of EG (if perforation is excluded) is ad-
vised to be medical9. However, the treatment should be individ-
ualized due to the patient’s condition. Surgery is recommended 
in cases of clinical deterioration, positive peritoneal signs, sus-
picion for necrosis or failure of the medical treatment8.

Conclusion

Uncontrolled consumption of NSAIDs in rheumatoid arthritis 
can cause emphysematous gastritis. These patients must be fol-

Figure 1: Plain abdominal X-ray finding - gas in the gastric (yellow arrow) 
and esophageal wall (white arrow)

Figure 2: Axial CT scan of portal venous air (white arrow) and in the gas-
tric wall (black arrow)

Figure 3: Gastroscopy finding with mucosal ischemia
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lowed carefully by clinicians and be warned about the NSAIDs 
use. With the help of clinical findings and abdominal comput-
erized tomography, abdominal X-ray and endoscopic examina-
tion lead the patients evaluations and treatment of EG medically 
with success. Although there is no certain evidence and stan-
dard treatment regiments, emphysematous gastritis can be treat-
ed medically with broad spectrum antimicrobial agents unless 
there is no extensive peritoneal sepsis, ischemia and perforation. 
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