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Mediastinal abscess complicating esophageal dilatation: a case
report
Doaa M. Magdy, Shereen Farghaly, Ahmed Metwally
Mediastinal abscess is a rare yet emergent infectious
complication of the thoracic cavity following balloon
dilatation of the esophagus. Early diagnosis and
management could avoid its poor outcome. A 20-year-old
man with esophageal stricture underwent balloon dilatation. A
mediastinal abscess developed 2 weeks after procedure.
Computed tomographic chest helped in diagnosis and
guiding approach of management. Surgical drainage and
debridement of the abscess were performed. Surgical
treatment combined with systemic antibiotics was effective,
leading to remission of the abscess. Mediastinal abscess
should be considered as a possible infectious complication
after upper endoscopy. Computed tomographic scan is a
mandatory imaging modality to enable early diagnosis.
Aggressive treatment including surgical drainage combined
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with medical management is the treatment of choice that may 
prevent catastrophic outcome.
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Introduction
Benign esophageal strictures had been reported owing
to several causes, for example, gastro-esophageal reflux,
radiation therapy, esophageal resection, ablative
therapy, or the ingestion of a corrosive substance
[1]. Treatment of most strictures typically involves
endoscopic dilation using bougies or balloons.
Despite advances in endoscopic equipment and
dilators which have improved the safety of
esophageal dilation, infectious complications still
have been reported even in the most experienced
hands [2]. The most dreadful complication
associated with esophageal dilatation is esophageal
perforation [3]. The problem is that symptoms and
signs of early esophageal injury are vague and
nonspecific [4], which in its part can lead to
catastrophic presentation of the patient. Thus,
awareness of the complications associated with
dilation permits early recognition and reduces
morbidity and mortality [2].

We reported a case of mediastinal abscess complicating
upper gastrointestinal (GI) endoscopy for treatment of
esophageal stricture, which was successfully treated
with prompt surgical drainage.
This is an open access journal, and articles are distributed under the terms

of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0

License, which allows others to remix, tweak, and build upon the work

non-commercially, as long as appropriate credit is given and the new

creations are licensed under the identical terms.
Case report
A 20-year-old male had a history of dysphagia since
childhood and diagnosed using upper GI endoscopy as
congenital esophageal stricture for whom repeated
balloon dilatation was done. The patient underwent
an uneventful esophageal dilatation via a balloon
(Olympus GIF-H260) to relieve symptoms. The
patient was discharged without complications 1 day 
after the procedure.

Two weeks after upper GI endoscopy, the patient 
presented to the local emergency department 
complaining of shortness of breath, cough with 
yellowish scanty sputum, and fever. A chest 
radiography was done for him (Fig. 1a), and a 
nonspecific antibiotic was prescribed for him. Three 
days later, the patient presented with progressive 
dyspnea and persistent continuous fever not 
responding to antibiotic or antipyretic. On 
admission, the patient was evaluated. The patient 
looked pale and toxic, had a body weight of 60 kg, 
blood pressure of 100/60 mmHg, heart rate of 110 
beats/min, respiration rate of 35 breath/min, and body 
temperature of 40°C. Normal chest examination was 
reported.

Laboratory tests showed white blood cell count of 
20×104/ml, hemoglobin concentration of 10 g/l, 
hematocrit of 30.2%, and platelet count of 
136×1011/l. Chest X- ray was repeated showing 
broadening of the upper mediastinum (Figure 1B). 
A computed tomographic (CT) scan of the chest 
revealed a multiple air spaces in the mediastinum in 
retrosternal space and around the esophagus (a picture 
compatible with a mediastinal abscess) Figure 2.
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Figure 1

(a) Chest radiography before the esophageal dilatation, and (b) chest radiography 2 weeks after the procedure, showing wide mediastinum with
homogenous opacity in the right chest obscuring the right border of heart and trachea.

Figure 2

Computed axial tomographic scan of the chest showing a well-defined mass with air collection behind the anterior chest wall.
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On the second day of admission, cardiothoracic
surgeons were consulted and mediastinoscopic
debridement and drainage of abscess cavity was
performed (Fig. 3). Drainage tube was placed
in the cavity of the anterior mediastinal abscess.
Gram staining of the pus aspirated from the anterior
mediastinal abscess revealed streptococcus pneumonia
and Diphtheroids. The patient’s general condition
gradually improved with antibiotic treatment and
drainage, and he was discharged on antibiotics after
15 days following the procedure.
Ethics
This study was approved by local ethics
review committees, and the patient gave informed
consent.



Figure 3

Chest radiography showing the opaque drainage tube in the abscess cavity.
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Consent
Written informed consent was obtained from the
patient for publication of this case report and
accompanying images.
Discussion
The mediastinum is a rare site for infection, but
sometimes extension of infection from nearby
structures, rupture of the tracheobronchial tree, or
esophageal perforation can cause acute mediastinitis
or mediastinal abscess. Mediastinal abscess has been
recorded in ∼1% of patients presenting with
esophageal perforation [5]. Infection was possibly
caused by direct contamination of the mediastinum
with the esophageal bacterial flora. Thus, anaerobes
such as Streptococcus viridans and fusiform rods were
frequently isolated from cases of acute mediastinitis
secondary to esophageal perforation [6], and that was
clearly demonstrated in our case. Early diagnosis is
mandatory as mediastinal abscess can lead to rapid and
fatal deterioration of the patient’s condition.
Unfortunately, the clinical symptoms are often
atypical and misleading [5].

Radiological investigations could be helpful.
Conventional chest radiography may show the
boarding of upper mediastinum and loss of its
normal contours. Pneumomediastinum might be also
observed. However, definite air spaces collection in the
mediastinum could be detected by CT of the chest. CT
chest could also identify the extent of soft-tissue
infiltration and the optimum site for drainage of the
mediastinal abscess [7].
Surgical drainage and appropriate antibiotic therapy
are considered the cornerstone of management of a case
of mediastinal abscess [8]. Both the location and extent
of abscess are considered as important factors in
determination of management. In this case,
mediastinal abscess was in anterior rand upper
mediastinum, thus transcervical drainage had been
done. However, thoracotomy or subxipoid incision is
recommended for extensive subcarinal abscesses [9].
Recently, several investigators had shown video-
assisted thoracoscopic surgery to be a successful
alternative to open methods in mediastinitis
management from multiple etiologies. Such
therapies may be preferable to more aggressive
methods owing to reduced risk of complication, less
pain, and more rapid recovery [10].In conclusion,
mediastinal abscess should be considered a possible
even if rare complication after upper endoscopy. Close
monitoring for the development of signs and symptoms
of infection following endoscopy is essential. CT scan
is a mandatory imaging modality to enable early
diagnosis. Aggressive treatment including surgical
drainage combined with medical management is the
treatment of choice that may prevent catastrophic
outcome.
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