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Abstract 
 
Introduction. Suppurative gastritis (SG) is a rare disease 
characterized by a bacterial infection of the stomach wall. 
This condition has high mortality rate, especially in patients 
with predisposing factors such as alcoholism, immunodefi-
ciency and previous endoscopic gastric procedures. Case 
report. A 41 year old male was hospitalized with epigastric 
pain, fever and vomiting. The symptoms started a few days 
after esophagogastroduodenoscopy (EGD). His personal 
medical history included periodical excessive alcohol con-
sumption. Based on initial blood tests the patient was diag-
nosed with sepsis and was promptly started a treatment with 
antibiotics. In the first few days of hospitalization there was 
an improvement in inflammation marker levels, but the pa-
tient was still febrile and with the referred epigastric pain. A 
computed tomography scan showed marked thickening of 
the gastric wall and EGD revealed deep ulcers in the stom-
ach with fibrinopurulent exudate. Histological examination 
of gastric biopsies showed necrosis and abscesses. Blood 
cultures were positive for Stenotrophomonas maltophilia and 
Pseudomonas aeruginosa with subsequent change in antibiotics. 
The repeated blood tests showed leucopenia and the patient 
tested positive for human immunodeficiency virus (HIV). A 
second EGD showed pus in the stomach, with a gastric as-
pirate culture positive for Enterococcus spp. The treatment was 
modified and a third EGD showed healed gastric mucosa 
confirmed by histopathological evaluation. Conclusion. 
Taking in consideration the high mortality rate of SG, it is 
necessary to make an early diagnosis and start the treatment 
against specific pathogens, since it can be crucial for a better 
outcome of this clinical condition. 
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Apstrakt 
 
Uvod. Supurativni gastritis (SG) je retko oboljenje koje ka-
rakteriše bakterijska infekcija želudačnog zida. Ovo stanje 
prati visoka stopa mortaliteta, naročito kod bolesnika sa 
predisponirajućim faktorima kao što su alkoholizam, imu-
nodeficijencija i prethodne endoskopske procedure u želu-
cu. Prikaz bolesnika. Muškarac starosti 41 godinu je hospi-
talizovan zbog epigastričnog bola, febrilnosti i povraćanja. 
Simptomi su počeli nekoliko dana nakon ezofagogastrodu-
odenoskopije (EGD). U ličnoj anamnezi naveo je periodič-
no ekscesivno konzumiranje alkohola. Na osnovu prvobit-
nih laboratorijskih nalaza, bolesniku je postavljena dijagnoza 
sepse i započeta antibiotska terapija. Prvih nekoliko dana 
hospitalizacije došlo je do poboljšanja markera inflamacije, 
ali su kod bolesnika perzistirali febrilnost i epigastrični bol. 
Kompjuterizovanom tomografijom zabeleženo je zadeblja-
nje zida želuca, a tokom EGD viđene su duboke ulceracije i 
fibrinopurulentni eksudat u želucu. Histološkim pregledom 
biopsija želuca uočeno je prisustvo nekroze i apscesa. He-
mokulture su bile pozitivne na Stenotrophomonas maltophilia i 
Pseudomonas aeruginosa, nakon čega je korigovana antibiotska 
terapija. U ponovljenim laboratorijskim nalazima zabeležena 
je leukopenija, a test na virus humane imunodeficijencije 
(HIV) je bio pozitivan. Kontrolnom EGD viđeno je prisu-
stvo gnoja u želucu, a kulturom gastričnog aspirata izolovan 
je Enterococcus spp. Terapija je korigovana i poslednjom EGD 
viđena je zaceljena sluznica želuca, što je i potvrđeno pato-
histološkim pregledom. Zaključak. Uzimajući u obzir viso-
ku stopu mortaliteta SG, neophodno je rano postaviti dijag-
nozu i započeti lečenje protiv specifičnog uzročnika, što 
može biti presudno za bolji ishod ovog kliničkog stanja. 
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Introduction 

Suppurative gastritis (SG), also known as phlegmonous 
gastritis, is a rare disease characterized by a bacterial infec-
tion of the stomach wall 1–3. It is usually related to Strepoto-
coccus infection 4. This condition has high mortality rate, 
around 27%, especially in patients with predisposing factors 
such as alcoholism, immunodeficiency and previous endo-
scopic gastric procedures 1, 5. Early diagnosis and rapid anti-
biotic treatment, with or without surgery, are pivotal for the 
survival of patients with SG 1, 3. 

Herein, we report the first case, to our knowledge, of 
SG caused by Enterococcus spp. in a human immunodefi-
ciency virus (HIV) patient. 

Case report 

A 41 year old male presented at the Emergency De-
partment of Clinical Center of Vojvodina in Novi Sad (Ser-
bia), with a two days history of severe epigastric pain, fever 
and vomiting. These symptoms started a few days after the exe-
cution of esophagogastroduodenoscopy (EGD) following the 
eradication treatment for Helicobacter pylori gastritis. His per-
sonal medical history included periodical excessive alcohol con-
sumption and multiple fractures after a car accident. 

Laboratory test results on hospital admission revealed 
increased inflammatory markers – C reactive protein 285.9 
mg/L, procalcitonin 40.76 ng/mL, increased levels of blood 
urea nitrogen (14.2 mmol/L) and serum creatinine (323 
μmol/L) and thrombocytopenia (119 × 109/mL). Based on 
these results the patient was initially diagnosed with sepsis 
and was promptly started a treatment with ceftriaxone, cipro-
floxacin and metronidazole. An abdominal computed tomo-
graphy (CT) scan showed marked thickening of the gastric 
wall, splenomegaly and enlarged mesenteric lymph nodes. In 
the first few days of hospitalization, we registered an im-
provement in inflammation marker levels, but the patient 
was still febrile and with the referred epigastric pain. How-
ever, the blood cultures were negative. 

 
Fig. 1 – Esofagogastroduodenoscopy revealed multiple 
deep ulcus (diametar 3.5 cm) in the gastric corpus with 

fibrinopurulent exudate. 

Due to the CT finding, EGD was performed and it re-
vealed multiple deep ulcers (diameter 3.5 cm) in the gastric 
corpus with fibrinopurulent exudate (Figure 1). Conse-
quently, the patient was switched to total parental nutrition. 
New blood cultures were positive for Stenotrophomonas 
maltophilia and Pseudomonas aeruginosa, with subsequent 
change in antibiotic treatment with amoxicillin and gentamy-
cin. Histological examination of gastric biopsies showed ne-
crotic detritus on the surface of gastric mucosa with coagula-
tion necrosis and abscesses (Figure 2). 

 

 
Fig. 2 – Histological examinations of gastric biopsies 

showed necrotic detritus on the surface of gastric mucosa 
with coagulation necrosis and abscesses. 

 
Blood tests, repeated in the third week after admission, 

showed leucopenia, and in suspicion of immunodeficiency 
the patient was screened for HIV and the test came back pos-
itive. In the fifth week of illness, a second EGD was per-
formed and showed signs of inflammation and pus in the 
stomach (Figure 3), with a gastric aspirate culture positive 
for Enterococcus spp. In accordance with antibiotic resis-
tance, the treatment was modified with vancomycin, and af-
ter two weeks, a third EGD showed healed gastric mucosa 
confirmed by histopathological evaluation (Figure 4). 

 

 
Fig. 3 – A second esophagogastroduodenoscopy in the 
fifth week of illness was perfomed and showed signs of 

inflammation and pus in the stomach. 
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Fig. 4 – A third esophagogastroduodenoscopy showed 
healed gastric mucosa confirmed by histopathological 

evaluation. 

Discussion 

SG is an exceedingly rare diagnosis 6. It is more com-
mon in patients with gastrointestinal comorbidities that cause 
mucosal injury such as chronic gastritis, gastric cancer or ul-
cer 5. Medical history might reveal esophagectomy, gastric 
biopsies and other invasive procedures performed in weeks 
preceding the initiation of symptoms 1. Around half of the 
patients diagnosed with purulent gastritis have immunosup-
pression factors 1. It is also closely related to septicemia 5. 

Gastric ulcers in patients with HIV infection are most 
commonly associated with opportunistic infections (Myco-
bacterium avium, cytomegalovirus or herpes simplex virus) 
or opportunistic tumors. So far, the only known case of puru-
lent gastritis in a HIV patient was related to a patient with 
Kaposi sarcoma 7. Pathogens causing SG can be identified 
from gastric tissue and fluid cultures 2. The most frequent pa-
thogen is Streptococcus spp. (especially S. pyogenes) in 
about 57%–70% of cases 1, 3, 4. Other identified pathogens in-
clude Staphylococcus spp, Escherichia coli, Haemophilus in-

fluenzae, as well as Proteus and Clostridium spp 1, 3, 4. Po-
lymicrobial infection is described in around 17% of cases 1. 
In our case two bacteria were identified in the blood cultures, 
and Enterococcus spp. was isolated from the gastric aspirate. 

The usual clinical presentation of SG consists of severe 
and acute epigastric pain, fever and vomiting 5. As these 
symptoms are nonspecific, SG is often misdiagnosed as more 
common conditions such as perforated peptic ulcer and other 
causes of acute abdomen 5. 

SG can be initially diagnosed by EGD, abdominal CT 
or endoscopic ultrasound (EUS), while the deffinitive diag-
nosis is acquired by histological examination and culture of 
the gastric biopsies 5. Typical signs of SG during EGD in-
clude erythema and edema of the gastric folds with fibri-
nopurulent exudate 1. CT scan and EUS may show thicken-
ing of the gastric wall 1, 3. 

Although SG predominantly involves the submucosa of 
the stomach, the inflammation may progress and involve all 
layers 3. Histopathologically, the submucosa is thickened due 
to infiltration by neutrophil granulocytes and plasma cells 3, 5. 
In advanced cases, possible histological findings include ne-
crosis, abscess formation, intramural hemorrhage and throm-
bosis of the submucosal blood vessels 5. Differential diagno-
sis of SG commonly includes superinfected malignancy, gas-
tric lymphoma, gastrointestinal stromal tumor, tuberculosis 1, 6. 

Optimal treatment for SG consists of antibiotics with 
surgery reserved for refractory and complicated cases 1. The 
histological description was a key factor in our case because 
it provided prompt diagnosis and early treatment. 

Conclusion 

Taking in consideration the high mortality rate of SG, it 
is necessary to make an early diagnosis and start the treat-
ment against specific pathogens, since it can be crucial for a 
better outcome of this clinical condition. 
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