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Introduction

Phlegmonous esophagitis is a rare event, especially
when accompanied by a mediastinal abscess caused by a
pharyngeal abscess. To date, there have been few reports
in which these conditions have occurred simultaneously.
In the case discussed in this report, the patient presented
with all the above conditions. The patient underwent
chest computed tomography (CT) to diagnose the cause
of pharyngeal pain. He then received antibiotic treatment
and underwent thoracic drainage in another hospital.
However, one week later, he developed a fever, pharyngeal
pain, and neck edema. He was diagnosed with phlegmonous
esophagitis, pharyngeal abscess, and mediastinal abscess
in our hospital. After antibiotic treatment, thoracic
drainage, and a thoracotomy, the patient’s vital signs were
stable. However, he died on the first post-operative day.
This report describes this case and considers the possible
etiology.

Phlegmonous esophagitis characterized by esophageal
stratification has rarely been reported, and its pathogenesis
is unclear. In this report, we posit that a pharyngeal abscess
caused both phlegmonous esophagitis and a mediastinal
abscess—a potentially life-threatening infection most
commonly associated with esophageal perforation or
pharyngeal abscess (1). Each of these conditions could
be life-threatening, and successful treatment requires
multidisciplinary cooperation.

Case presentation

All procedures in studies involving human participants
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were carried out in accordance with the ethical standards
of the institutional and/or national research committee(s)
and with the Declaration of Helsinki (as revised in 2013).
Written informed consent was obtained from the patient
for publication of this case report and the accompanying
images. A copy of the written consent is available for review
by the editorial office of this journal.

In early January 2021, a 40-year-old male patient
presented at the local hospital with a primary complaint of
pharyngeal pain. None of the common causes of pharyngeal
pain, such as toothache, trauma, or a foreign body, were
observed. After a computed tomography (CT) scan of the
chest, antibiotics were administered, and thoracic drainage
was performed. However, the severity of the patient’s
pharyngeal pain progressively increased. We have not
obtained further details of the initial treatment because
it took place in a different hospital. One week later, the
patient presented at the First Hospital of China Medical
University with fever, pharyngeal pain, and neck edema. On
January 13, 2021, a laryngeal CT showed a lamellar shadow
in the right supraclavicular region (Figure 14,B). The
patient received rehydration with intravenous fluids and an
anti-infective treatment (imipenem-cilastatin sodium). On
January 16, 2021, contrast esophagography and chest CT
showed esophageal stratification (Figure 1C-1F).

The images suggested intramural dissection or external
compression with possible erosion of the longitudinal
muscle layer. The patient was diagnosed with phlegmonous
esophagitis, a pharyngeal abscess, and a mediastinal abscess.
On January 18, 2021, an emergency right thoracotomy,
irrigation, curettage, and drainage were performed under
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Figure 1 Typical images of the treatment process. (A,B) Laryngeal CT images showing a lamellar shadow (white arrow) in the right

supraclavicular region. (C,D) Contrast esophagography showing that the contrast agent entered the area of esophageal stratification (white

arrow). (E,F) Chest CT showing esophageal stratification (white arrow). (G) Summary of the entire process. CT, computed tomography.

general anesthesia. Large amounts of fibrous tissue and
extensive adhesions were observed on the right side of the
chest and subsequently dissected. Opening the mediastinal
pleura, the thoracic surgeon observed a large amount of
purulent fluid exudate and an edematous esophagus. The
surgeon performed repeated flushing and inserted two
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drainage tubes. No significant abnormalities had been
observed on the pre-surgery electrocardiogram (ECG),
echocardiography, or laboratory tests. Post-surgery, the
patient’s vital signs were stable, and the drainage tubes
were open. On January 19, 2021, the patient suddenly lost
consciousness and went into cardiopulmonary arrest. He
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could not be resuscitated. The entire process is summarized
in Figure 1G.

Discussion

Contrast esophagography and chest CT showed the
formation of esophageal stratification, which has rarely
been reported. The images suggest intramural dissection
or external compression with possible erosion of the
longitudinal muscle layer. Esophageal stratification is not
a recognized medical condition of the esophagus or an
established term in the field, and the observed phenomenon
had not been identified in previous images. In this case,
the esophageal stratification was defined as phlegmonous
esophagitis, and the term was used to describe the unusual
phenomenon seen in the images. There have only been
two reported cases of phlegmonous esophagitis with
mediastinitis caused by pharyngeal abscesses (2,3). In the
present case, we confirmed that pharyngeal abscesses could
also cause phlegmonous esophagitis and mediastinitis.
Pharyngeal abscesses extending to both the esophagus and
mediastinum are often fatal, as is the rare phlegmonous
esophagitis. We believe clinicians need to focus on
obtaining images of phlegmonous esophagitis to assess
patient risk. Further investigation is needed to determine
the relationship between phlegmonous esophagitis and
patient prognosis.

Esophageal perforation is a common cause of mediastinal
abscesses and is associated with a high mortality rate (1).
Pharyngeal abscesses have also been reported to result
in mediastinal abscesses (4). The space posterior to the
retropharyngeal space, which connects to the posterior
mediastinum, is the primary route for the direct spread of
infection (5). Descending necrotizing mediastinitis (DINM)
is a life-threatening condition, especially when caused by a
pharyngeal abscess. Early diagnosis, surgical drainage, and
medical management in an intensive care unit may prevent
patient mortality (6). In one review (7), three etiologies of
mediastinitis were described: deep sternal wound infection
related to sternotomy; esophageal perforation; and DNM
secondary to oropharyngeal abscesses. In each case, the
management strategy depended on the underlying etiology.
Although these diseases are associated with a high risk of a
poor outcome, a good prognosis is possible with aggressive
treatment (4,6).

In one report (8), a 34-year-old woman with pharyngeal
and mediastinal abscesses developed septic shock and
respiratory failure and died, despite aggressive treatment
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with broad-spectrum antibiotics, surgical drainage of the
neck, and mediastinum, and cardiorespiratory support. The
patient had gradually developed complications over two
weeks, and the postmortem examination showed diffuse
alveolar damage, bacterial thrombotic endocarditis, multiple
thromboemboli in the pulmonary arteries, and ischemic-
hypoxic injury to the brain. The patient in our case received
similar treatment, including antibiotics, thoracic drainage,
and thoracotomy, but went into sudden cardiopulmonary
arrest the day after surgery, despite having displayed stable
vital signs. Additionally, no significant abnormalities were
observed on the pre-surgery ECG, echocardiography,
and laboratory tests. Unfortunately, we did not perform
a postmortem examination; however, we speculate that a
severe inflammatory response led to hypercoagulability,
which ultimately resulted in pulmonary infarction.

As recommended by Professor Yuichi Saito (3), physical
examination, serum examination, chest radiography,
computed tomography, bacterial culture of the
mediastinal fluid, esophagogastroduodenoscopy (EGD),
and esophagography were used to assess these diseases.
In response to the disease processes, neck drainage,
tracheostomy, antibiotic treatment, video-assisted thoracic
surgery, and endoscopic procedures were effective.

Conclusions

In conclusion, despite aggressive treatment, phlegmonous
esophagitis, mediastinal abscesses, and pharyngeal abscesses
are associated with a high risk of mortality. Clinicians
should be aware of the potential risks associated with
phlegmonous esophagitis, especially when accompanied by
a mediastinal abscess caused by a pharyngeal abscess.
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