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Necrotizing Mediastinitis Following Rabbit Bone Ingestion: A Case Report
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Necrotizing mediastinitis is the most lethal type of mediastinitis and is caused by
neck fascia, esophageal, and mediastinal infections. Therefore, its early diagnosis is
crucial. This report presents the case of a 49-year-old man who was suffering from
necrotizing mediastinitis due to prolonged esophageal rupturing after rabbit bone
ingestion diagnosed using infection assessments and imaging. After right lateral
posterior thoracotomy, the mediastinal abscess was debrided and drained. The rabbit
bones were then removed from the esophagus. Two drainage tubes and two
thoracotomy tubes were inserted into the mediastinal and pleural spaces, and a
jejunostomy tube was inserted. Varied clinical manifestations makes the diagnosis
hard and time-consuming. If early diagnosis, antibiotic therapy, thoracic surgery,
proper monitoring, CT-scan imaging for differential diagnosis, and intervention are

%

not initiated promptly, mediastinitis resulting from DNM can be lethal.
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Introduction

Mediastinitis is a life-threatening infection of the
mediastinal tissue. Depending on the cause, the disease
can be infected or non-infected and acute or chronic
(1). Mediastinitis often occurs after cardiac surgery or
an esophageal rupture (2). Necrotizing mediastinitis is
the most lethal type of mediastinitis and is caused by
neck fascia, esophageal, and mediastinal infections (3).
The mortality rate is high, with reports ranging from
11% to 40% (4). Necrotizing mediastinitis is a rare but
very dangerous form of medicinal space disorder (5).
The symptoms vary greatly but usually include chest
pain, dyspnea, pleural and pericardial effusion, sore
throat, sputum, coughing, chest tenderness, fever, and
submandibular and neck edema (6). The standard
treatment for deep neck and chest infections like
mediastinitis is to manage the airway with intubation
(2), cricothyroidotomy, and tracheostomy and to then
drain infected abscesses from the neck (7), mediastinal
space, and fascia (8). The purpose of this report is to
describe a case of necrotizing mediastinitis caused by a
foreign body.

Case Report

We present a case of a 49-year-old man with
esophageal perforation associated with necrotizing
mediastinitis. This patient was admitted to the
emergency department of the Vali-e Asr Hospital of
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Zanjan, Iran, on 19 February 2019. He had complaints
of chest pain, dyspnea, a sore throat, sputum, and a
cough. The patient’s primary complaint was of chest
pain and a sore throat for the previous eight days. The
patient’s vital signs upon admission were as follows:
blood pressure of 120 over 80 mmHg, an oral
temperature of 38°C, a respiratory rate of 20 per
minute, and a heart rate of 123 beats per minute. His
ECG rhythm was sinus tachycardia. Thoracic and chest
tenderness were also detected during a clinical
examination. The patient had a history of uncontrolled
diabetes mellitus Il. Laboratory data are presented in
Tables 1 and 2.

Due to the chest pain and sinus tachycardia, an
emergency consultation with a cardiologist was
performed. According to the cardiologist’s early
assessment, cardiovascular problems were not the
cause of the patient’s chest discomfort. Therefore, the
patient was advised to be assessed by infectious disease
specialists. According to the order of infectious disease
specialists, a chest CT-scan was performed. The
imaging result revealed an esophageal penetrating
lesion due to a foreign body (a bone segment) (Figures
1 and 2). For further evaluations and surgery, the
patient was transferred to Ayatollah Mousavi Hospital
of Zanjan, Iran, the center of surgery.
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After an initial evaluation at Ayatollah Mousavi
Hospital, rabbit bone was detected as a source of
esophageal damage based on an assessment of the
patient’s history. After right lateral posterior
thoracotomy, the mediastinal abscess was debrided and
drained. The rabbit bones were then removed from the
esophagus. Two drainage tubes and two thoracotomy
tubes were inserted into the mediastinal and pleural

spaces, and a jejunostomy tube was inserted. After the
surgery, the patient was transferred to the intensive care
unit (ICU), and mechanical ventilation was performed.
After that, broad-spectrum antibiotics were
administered upon admission. There were a lot of
pussy fluid secretions from all drains with signs of
severe sepsis, which was ended without control septic
shock and death.

Figure 1. Rabbit bone segment in chest CT-Scan

Figure 2. Image of rabbit bone after surgery
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Table 1. Blood tests upon admission and during hospitalization

Admission date During hospitalization

Laboratory test result
Blood test
PH 7.30
PCO2 38.8
HCO3 19.5
BE -7.2
BS 328
WBC 110000
RBC 4.9
Neutrophil 85%
Lymphocyte 8.2%
Na 128
K 4.1
BUN 36
Cr 1.1
Cpk 184
procalcitonin 1.54

Blood culture Staph Epidermydis

Sputum culture pseudomonas

Laboratory test result
Blood test
PH 7.31
PCO2 36.1
HCOs 18
BE -7.8
BS 185
WBC 73000
RBC 3.24
Neutrophil 66%
Lymphocyte 23.9%
Na 145
K 4.4
BUN 88
Cr 1.7
Cpk 233
procalcitonin 8

Blood culture =
Sputum culture -

Table 2. Urinary tests upon admission and during hospitalization

Admission date During hospitalization

Laboratory test result
Urinary analysis

appearances Semi-clear
Blood 3

Protein 1

Ketone -

Glucose -

WBC 12-15
RBC many

Urine culture =

Laboratory test result
Urinary analysis

appearances Tube bide
Blood trace
Protein 1

Ketone 2

Glucose 3

WBC 1-4

RBC 5-6

Urine culture =

Discussion

Descending necrotizing mediastinitis (DNM) is
characterized by complications resulting from
odontogenic or oropharyngeal infections that spread to
the cervical facial space. Finally, DNM descends to the
mediastinum (8). Since the infection has a potential to
spread, the early diagnosis of DNM is imperative (9).
Otherwise, the risks of sepsis, septic shock, organ
dysfunction, and even mortality are very high (4).

One of the main problems preventing the early
diagnosis of this disease is its vague and non-specific
symptoms, as its clinical manifestations usually appear
in the form of severe pain around the neck, dyspepsia,
anorexia, dyspnea, tachypnea, fever, dermatitis,
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odynophagia, bruising, crepitus, edema of the anterior
of the neck, and chest pain (9). Chest pain is a
distracting symptom that prevents specialists from
diagnosing the disease early because they waste their
time exploring other possible causes of chest pain
while neglecting the possibility of DNM.

The differences between DNM complications and
cardiovascular complications are difficult to detect. For
instance, mediastinal infection as a complication of
DNM involves symptoms such as chest pain,
respiratory distress, and back pain (9). Esophageal
rupturing is another complication associated with
DNM (10). According to Cross et al. (2015), the severe
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chest pain due to DNM is similar to the pain that
originates from a rupture of the aortic artery and
myocardial infarction (11). Of course, causes of
pulmonary heart disease should always be considered
and evaluated, but other causes should not be
overlooked (12). As a result, it is essential to assess the
history of present illness and use clinical reasoning.

To treat odontogenic or pharyngeal mediastinitis,
clinical manifestations should first be examined and
separated from other diseases (13). Different
approaches can be utilized to control and treat DNM,
such as a combination of antibiotic therapy and
infection control, thoracic surgery and drainage,
hospitalization in an ICU, mechanical ventilation, and
critical nursing care (4).

Streptococcus sp, as one of the most popular Gram-
positive bacteria, has a great role in the development of
mediastinitis (14). Carbapenems and Clindamycin are
the most common combination drugs used to treat
mediastinitis, depending on the source of the infection
(15).

Utilizing surgery and mediastinum drainage are
alternative approaches for treating the disease, but their
implementation is very challenging. However, many
authors have suggested that the most effective
management tool for the treatment of mediastinitis is to
accurately and reliably consider the patient’s medical
history, clinical examinations, and clinical reasoning,
followed by quick and sufficient drainage and
providing support for hemodynamic status and the
patient’s nutrition status in ICUs and CT-scan
repetition (14).

Based on previous studies, a large number of patients
with DNM are at high risk due to underlying diseases
such as diabetes, malnutrition, aging, kidney failure,
liver cirrhosis, and underlying malignancies (16).
Gender variables are also involved, with DNM
mortality being higher in men than in women (2).
Therefore, it is essential to review the patient’s history
of heart disease when assessing DNM. Nevertheless,
some patients also develop the disease without any
recognized complications (17).

Conclusion

This case report showed the importance of
admission, extracting detailed and relevant history
from patients, committing to the early treatment of
these patients in the hospital, and employing a
combination of antibiotic therapy and mediastinum
drainage as a basic step in the treatment of patients with
DNM. As a result, if early diagnosis, antibiotic therapy,
thoracic surgery, proper monitoring, CT-scan imaging
for differential diagnosis, and intervention are not
initiated promptly, mediastinitis resulting from DNM
can be lethal.
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