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ABSTRACT

Phlegmonous gastritis (PG) is a rare and severe infection, with less than 500 cases reported. Similarly, Good syndrome represents
a rare adult-onset immunodeficiency with a prevalence of 1 in 500,000 people. We present the first case of a patient with Good
syndrome complicated with PG. Given that up to 50% of patients with PG do not have an identified risk factor, underlying
immunodeficiencies should be conscientiously investigated.

INTRODUCTION

Phlegmonous gastritis (PG) constitutes a rare but severe infection of the gastric submucosa and muscularis propria. It presents
acutely with epigastralgia, nausea, emesis, and fever. Its mortality oscillates between 50% and 70%.1–3 Good syndrome represents
a rare adult-onset immunodeficiency associated with a thymoma. Patients have humoral and cellular immunodeficiency, which
increases susceptibility to invasive bacterial infections.4,5

CASE REPORT

A 37-year-old woman, with diagnoses of myasthenia gravis, thymoma (resected in June 2018), and primary hypothyroidism,
presented in October 2018 with epigastralgia, nausea, and melena. An upper endoscopy revealed a friable, erythematous mucosa
with active oozing bleeding and purulent discharge (Figure 1). Biopsies were obtained, which showed chronic and acute gastritis
with abundant purulent material. Streptococcus oralis was isolated from gastric biopsies, which supported the diagnosis of PG
(Figure 2). A thoracoabdominal computed tomography showed thickening of the gastric wall with mucosal enhancement and
jejunojejunal intussusception (Figure 3). Considering the recently resected thymoma, immunoglobulin (Ig) levels were mea-
sured, which revealed normal IgA and IgM levels and low IgG levels (400 mg/dL, reference range [RR]: 635–1741 mg/dL). IgG
subclasses levels showed low IgG1 (354 mg/dL, RR: 405–1,011 mg/dL), low IgG2 (89 mg/dL, RR: 169–786 mg/dL), low IgG3 (10
mg/dL, RR: 11–85 mg/dL), and normal IgG4 (10 mg/dL, RR: 3–201 mg/dL). A low CD41 T cell count (404 cells/mL) further
supported a diagnosis of Good syndrome. Seven weeks of antibiotics (ceftriaxone) led to partial symptomatic improvement
without improvement on follow-up endoscopic studies, which prompted a total gastrectomy in December 2018. Specimen
obtained from gastrectomy showed thickening of the gastric wall (Figure 4). Five months after surgery, the patient has had
a favorable follow-up as an outpatient reporting mild epigastralgia occasionally, without any further episodes of gastrointestinal
bleeding or infections.
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DISCUSSION

Less than 500 cases of PG have been reported in the literature.
Similarly, less than 200 cases of Good syndrome have been
reported with an estimated prevalence of 1 in 500,000 people.1,5

PG typically presents with acute epigastric pain and malaise,
which occurred in our patient, although with a subacute pre-
sentation. Upper endoscopy, the diagnostic gold standard,
classically revealed a thickened and edematous gastric mucosa
and, occasionally, purulent discharge which is pathognomonic.
Primary and secondary forms have been described. Primary PG
occurs after injury to the gastric mucosa, either following an
endoscopic intervention or in the presence of invasive carci-
noma.6 Secondary forms occur through adjacent/local (eg,
pancreas) or hematogenous dissemination.1 Alternatively, PG
can be classified by the extent of involvement (localized or
diffuse). Diffuse PG has higher mortality rates (10 vs 54%).3,7

This case was classified as primary and diffuse.

Streptococcus pyogenes is isolated in approximately 70% of the
cases, which contrasts with our case, where S. oralis was iso-
lated.1 This is the first case of PG where this microorganism
has been isolated. Early antibiotic therapy with appropriate
stewardship is essential, as demonstrated in this report.1 In-
dication and timing of surgery represent a controversial
therapeutic aspect of PG. Surgery has been associated with
a reduced mortality rate (20% vs 50% in patients undergoing
medical treatment).3 Thus, it should always be considered in
patients with a lack of response and/or worsening despite
conservative treatment.8 Our patient’s stable clinical condi-
tion motivated conservative treatment but because of a sub-
optimal response, gastrectomy was indicated, leading to
a favorable outcome.

Risk factors for PG include a history of gastrointestinal surgery,
endoscopic procedures, hematologic malignant diseases (eg,
leukemia), acquired and primary immunodeficiency disorders,
alcoholism, and/or uncontrolled diabetesmellitus.1–3 Still, up to

50% of patients do not have a clearly identified risk factor.2,3

Good syndrome, the risk factor for PG in our patient, occurs in
patients in their 50s and 60s, equally affecting both genders. Its
pathogenesis remains unknown, although evidence suggests
both primary bone marrow and/or T cell defect. Clinical pre-
sentation varies, and symptoms related to the thymoma, which
may precede (up to 18 years) the diagnosis ofGood syndrome in
42.4% of the cases, may be the first manifestations.9 Alterna-
tively, patients may present with recurrent invasive and/or
opportunistic infections, respiratory tract infections being the
most common.4,5 In one case series, 90.5% of the patients

Figure 1. Upper endoscopy revealing a friable, erythematous mu-
cosa with purulent discharge.

Figure 2. Gastric biopsy demonstrating chronic and acute in-
flammation (hematoxylin and eosin).
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debuted with invasive bacterial infections and 86% developed
pneumonia; the most common bacteria were Streptococcus
pneumoniae (33%) and Haemophilus influenzae (29%). In-
terestingly, concomitant autoimmune disease is present in
26%–76% of the patients, the most common being pure red cell
aplasia, hypothyroidism, inflammatory arthritis, and myas-
thenia gravis, which is compatible with our case.5,10

According to case series and case reports, the laboratory find-
ings in Good syndrome include hypogammaglobulinemia
(100%), decreased B cells (87% of the cases), decreased CD41
T cells (73.2%), and inverted CD4/CD8 ratio (76.1%), among
others.9 Our patient presented with decreased levels of every
IgG subclass, except IgG4, and low CD41 T count. Good
syndrome should be considered in patients older than 40 years
with atypical, opportunistic, and/or recurrent infections, par-
ticularly those with a diagnosed thymoma. Importantly, thy-
mectomy (and its extent), although an important indicator of
long-term prognosis, does not reverse the immunological ab-
normalities. Thus, acknowledging the quality of the evidence,
we recommend that every patient with a previous or current
diagnosis of thymoma should have immunoglobulin levels
measured.4,5

Treatment includes long-term immunoglobulin replacement
therapy, which may decrease the number of recurrent infec-
tions. Patients with Good syndrome have an overall survival
rate of 70% at 5 years, whereas other primary immunodefi-
ciencies, such as common variable immunodeficiency or X-
linked agammaglobulinemia, have survival rates of almost
100% at 5 years.4

In conclusion, we report the first case of a patient with Good
syndrome complicated with PG. Early and aggressive treatment
of patients with PG should be the norm, always considering
surgery in severe cases and/or in those failing conservative

Figure 3. Abdominal computed tomography showing thickening of
the gastric wall with mucosal enhancement.

Figure 4. Specimen obtained from gastrectomy showing thickening
of the gastric wall.
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treatment. Risk factors, such as underlying immunodeficien-
cies, should be conscientiously investigated.

DISCLOSURES

Author contributions: All authors contributed equally to this
manuscript. A. Campos-Murguía is the article guarantor.

Financial disclosure: BA Marfil-Garza is currently being sup-
ported by a joint stipend by the Fundación para la Salud y la
Educación Salvador Zubirán and the Consejo Nacional de
Ciencia y Tecnología.

Informed consent was obtained for this case report.

Received May 16, 2019; Accepted September 11, 2019

REFERENCES
1. Iqbal M, Saleem R, Ahmed S, Jani P, Alvarez S, Tun HW. Successful anti-

microbial treatment of phlegmonous gastritis: A case report and literature
review. Case Rep Hematol. 2018;2018:8274732.

2. Cortes-Barenque F, Salceda-Otero JC, Angulo-MolinaD, Lozoya-Gonzalez
D. Acute phlegmonous gastritis. Rev Gastroenterol Mex. 2014;79(4):
299–301.

3. Kim GY,Ward J, Henessey B, et al. Phlegmonous gastritis: Case report and
review. Gastrointest Endosc. 2005;61(1):168–74.

4. Kelleher P, Misbah SA. What is Good’s syndrome? Immunological ab-
normalities in patients with thymoma. J Clin Pathol. 2003;56(1):12–6.

5. Malphettes M, Gérard L, Galicier L, et al. Good syndrome: An adult-onset
immunodeficiency remarkable for its high incidence of invasive infections
and autoimmune complications. Clin Infect Dis. 2015;61(2):e13–9.

6. Matsuura K, Hiramatsu S, Taketani R, et al. Medical treatment of post-
endoscopic submucosal dissection phlegmonous gastritis in an elderly di-
abetic woman with myelodysplastic syndrome. Case Rep Gastrointest Med.
2018;2018:8046817.

7. Yang H, Yan Z, Chen J, Xie H,Wang H,Wang Q. Diagnosis and treatment
of acute phlegmonous gastritis: A case report.Medicine (Baltimore). 2018;
97(18):e0629.

8. Min SY, Kim YH, Park WS. Acute phlegmonous gastritis complicated by
delayed perforation.World J Gastroenterol. 2014;20(12):3383–7.

9. Kelesidis T, Yang O. Good’s syndrome remains a mystery after 55 years: A
systematic review of the scientific evidence.Clin Immunol. 2010;135(3):347–63.

10. Zaman M, Huissoon A, Buckland M, et al. Clinical and laboratory features
of seventy-eight UK patients with Good’s syndrome (thymoma and
hypogammaglobulinaemia). Clin Exp Immunol. 2019;195(1):132–8.

Copyright:ª 2019 The Author(s). Published byWolters Kluwer Health, Inc. on behalf of
The American College of Gastroenterology. This is an open-access article distributed
under the terms of the Creative Commons Attribution-Non Commercial-No Derivatives
License 4.0 (CCBY-NC-ND), where it is permissible to download and share the work
provided it is properly cited. The work cannot be changed in any way or used com-
mercially without permission from the journal.

ACG Case Reports Journal / Volume 6 acgcasereports.com 4

Campos-Murguía et al A Patient With Good Syndrome

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://acgcasereports.com

