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ABSTRACT
Emphysematous gastritis is an uncommon, yet severe infection of the stomach caused by gas-producing bacteria. Due to the condition’s non-specific 
presentation and high mortality rate, early recognition is crucial for improving patient outcomes.This case describes an 88-year-old male with a 
history of diabetes mellitus and congestive heart failure, who presented with abdominal pain, nausea, and hematemesis. A computed tomography 
scan confirmed emphysematous gastritis, revealing air within the gastric wall. Given his advanced age and comorbidities, the patient underwent 
conservative treatment, including broad-spectrum antibiotics, intravenous fluids, and nutritional support. Although his initial condition stabilized, 
he later developed hospital-acquired pneumonia, which led to respiratory failure and ultimately death on day sixteen of hospitalization.Managing 
emphysematous gastritis presents a significant challenge. While surgical treatment is recommended in some cases, conservative approaches involving 
aggressive antibiotic therapy and supportive care may serve as viable alternatives for high-risk patients. Timely diagnosis and individualized 
treatment strategies play a crucial role in optimizing outcomes.This report underscores the importance of early diagnosis and close monitoring in 
emphysematous gastritis. Clinicians should consider this rare condition in critically ill patients with acute gastrointestinal symptoms. Conservative 
management may be beneficial in select cases, though further research is necessary to define optimal treatment protocols.
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INTRODUCTION
Emphysematous gastritis is a rare but potentially fatal condition 
characterized by the presence of gas-forming bacteria within 
the gastric wall. It often arises due to local bacterial invasion or 
hematogenous spread from a distant site. Affected individuals 
typically present with critical illness, systemic toxicity, and 
multiple comorbid conditions, making early diagnosis and 
management challenging [1]. Despite its severe nature, no 
universally accepted treatment protocol exists. In certain 
cases, total gastrectomy may be necessary for sepsis control 
and patient stabilization, but due to the frailty of affected 
individuals, surgical intervention may not always be feasible. 
This report highlights the clinical course and management of a 
patient diagnosed with emphysematous gastritis. 

CASE REPORT
An 88-year-old male presented to the emergency department 
with complaints of persistent abdominal pain, nausea, and 
hematemesis. His medical history included diabetes mellitus, 
asthma, and congestive heart failure. On admission, he 
was conscious and cooperative, with unstable vital signs 
including hypotension (95/52 mmHg), tachycardia (132 
bpm), and increased respiratory rate (26 breaths per minute). 
Physical examination revealed abdominal tenderness without 
peritoneal signs.

Laboratory investigations showed mild anemia [hemoglobin: 
13.5 g/dL (reference range for males: 14-18 g/dL)], elevated 
white blood cell count [12,380/µL (reference range: 4,500-
11,000/µL)], and significantly raised C-reactive protein (CRP) 

DOI: 10.4274/cmj.galenos.2025.74755

https://orcid.org/0000-0002-5388-794X
https://orcid.org/0000-0003-2359-5193
https://orcid.org/0009-0001-4408-4977
https://orcid.org/0000-0002-8258-7292
https://orcid.org/0000-0002-6280-961X
https://orcid.org/0000-0002-9593-3705


Kıvrakoğlu et al.
Emphysematous Gastritis

16

[223 mg/L (reference range: 0-5 mg/L)]. His kidney function 
was impaired, with creatinine at 1.91 mg/dL (0.7-1.3 mg/dL) 
and blood urea nitrogen at 52 mg/dL (6-24 mg/dL). Serum 
potassium was elevated at 6.1 mmol/L (3.5-5.5 mmol/L). 
The Acute Physiology and Chronic Health Evaluation 2 score, 
calculated after the patient’s admission to the intensive care 
unit (ICU), was 23. 

A computed tomography (CT) scan identified intramural gas 
in the gastric wall and air within the portal vein, confirming 
emphysematous gastritis (Figure 1). Based on the patient’s 
history, it was noted that no prior biliary interventions were 
recorded.

Upon admission to the ICU, the surgical team assessed the 
case and determined that, due to his advanced age and 
comorbidities, surgical intervention posed a high mortality risk 
[American Society of Anesthesiologists (ASA) physical status 4E]. 
Instead, a conservative treatment plan was initiated, involving 
bowel rest, intravenous hydration with central venous pressure 
monitoring, broad-spectrum antibiotics (meropenem and 
vancomycin), and total parenteral nutrition.

Following initial hemodynamic instability on admission, the 
patient achieved and maintained hemodynamic stability during 
the early phase of treatment, with no deterioration observed on 
physical examination. However, by the third day, he developed 
melena, and his hemoglobin levels dropped, prompting an 
urgent endoscopic evaluation. During endoscopy, a necrotic 
lesion covering a significant portion of the lesser curvature and 
posterior gastric wall was noted, bordered by hyperemic tissue 
indicative of healing (Figure 2).

Throughout hospitalization, his inflammatory markers 
showed improvement and abdominal tenderness resolved. 

However, on the tenth day, a renewed elevation in CRP levels 
was observed (Figure 3). He developed respiratory distress, 
followed by a decline in oxygen saturation. Despite intensive 
respiratory support, he was diagnosed with hospital-acquired 
pneumonia, which worsened rapidly, necessitating intubation 
and mechanical ventilation on day eleven. Unfortunately, the 
patient succumbed to respiratory failure on the sixteenth day. 

DISCUSSION 
Emphysematous gastritis, first described by Dr. Frankel in 
1889, is a rare but life-threatening gastrointestinal infection 
characterized by the presence of gas within the stomach wall 
due to gas-forming organisms such as Clostridium, Escherichia 
coli, Streptococcus, and Pseudomonas species [1-3]. Its incidence 
remains extremely low, with fewer than 100 cases reported in 
the literature to date [2]. Despite its rarity, the condition carries 

Figure 1. CT image of emphysematous gastritis and air in 
the portal venosus 

(The intramural gas is indicated by a red arrow, and the 
portal venous gas is indicated by a black arrow)

CT: Computed tomography

Figure 2. Endoscopic image of patient

Figure 3. CRP values

CRP: C-reactive protein
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a high mortality rate ranging from 55% to nearly 80%, especially 
in the absence of prompt and appropriate management [4,5].

High-risk populations include elderly individuals, patients 
with poorly controlled diabetes mellitus, immunosuppressed 
individuals, and those with chronic organ failure such as renal 
or cardiac dysfunction [1,4,6]. In our case, the patient was 
an 88-year-old male with diabetes mellitus, congestive heart 
failure, and acute kidney injury: multiple risk factors that likely 
contributed to the onset and poor prognosis.

A critical distinction must be made between emphysematous 
gastritis and gastric emphysema. While both conditions involve 
the presence of gas within the gastric wall, gastric emphysema 
is typically benign, often resulting from non-infectious causes 
such as instrumentation, vomiting, or trauma, and is not 
associated with systemic toxicity. Emphysematous gastritis, 
in contrast, is a fulminant infection with potential for rapid 
clinical deterioration and sepsis [1,5].

Diagnosis primarily relies on abdominal CT imaging, which 
typically reveals intramural gastric air and, in some cases, air 
within the portal venous system-both of which were present 
in our patient [1,7]. However, the absence of peritoneal signs 
or overt sepsis at presentation may delay diagnosis in some 
critically ill or elderly patients, emphasizing the need for 
clinical vigilance.

Management strategies are not standardized due to the rarity 
of the disease. In general, treatment includes bowel rest, 
aggressive intravenous fluid resuscitation, broad-spectrum 
antibiotics, and nutritional support. Surgical intervention, 
including total gastrectomy, may be necessary in cases with 
gastric necrosis, perforation, or clinical deterioration despite 
conservative measures [6]. In our case, surgery was deemed too 
high-risk due to the patient’s frailty and ASA IV-E status, and a 
conservative approach was pursued.

When comparing our case to previously reported ones, 
favorable outcomes have been documented with conservative 
treatment, particularly in patients without overt perforation 
or hemodynamic collapse [4,7,8]. For instance, Singhania 
et al. [4] described successful non-surgical management in 
a case with similar risk factors. However, other cases, such 
as the one reported by Liao et al. [6], necessitated early total 
gastrectomy to achieve survival, underscoring the importance 
of individualized decision-making. Unfortunately, despite 
initial stabilization in our patient, subsequent development 
of hospital-acquired pneumonia led to respiratory failure and 
death.

This case adds to the growing body of literature suggesting 
that conservative management can be effective in select high-

risk patients. Nonetheless, close monitoring for complications 
such as bleeding, necrosis, or secondary infections is essential. 
Further studies are required to determine clinical and imaging 
predictors of conservative treatment success and to establish 
evidence-based management protocols.

CONCLUSION 
Emphysematous gastritis remains a life-threatening condition 
requiring prompt recognition and individualized treatment 
strategies. While surgical intervention may be lifesaving in some 
cases, conservative management can be an effective alternative 
in high-risk patients. This case emphasizes the importance of 
close monitoring and early identification of complications 
to improve patient outcomes. Given the lack of consensus 
on optimal management, further studies are warranted to 
establish clear guidelines for treating emphysematous gastritis.
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