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Introduction

Descending Necrotizing Mediastinitis (DNM) Is a rare but life-threatening infection that typically originates from
oropharyngeal or cervical infections and rapidly spreads to the mediastinum through fascial planes. The condition is
frequently caused by polymicrobial infections, often involving anaerobes and members of the Streptococcus anginosus
group (SAG). Early recognition and appropriate intervention are crucial, but missteps in diagnostic processes can delay life-
saving care. The integration of clinical microbiology into diagnostic stewardship plays a central role in ensuring accurate
pathogen identification and guiding antimicrobial therapy.

Case Presentation

A 28-year-old, male who presented with fever,
odynophagia, and progressive dyspnea. Neck X-ray
showed soft tissue thickening with multiple air
lucencies In the retropharynx, submandibular, right
and left necks with suspected of mediastinal
expansion. Chest X-ray showed heterogeneous
opacities In both lungs, bilateral pleural effusion
and Soft tissue edema with multiple air lucencies In
the subcutaneous area.

Empirical broad-spectrum antibiotics and surgical
drainage were Initiated. However, due to the lack of
early microbiological result, the etiologic agents
remained unknown during the initial management.
The patient's condition deteriorated rapidly, and he
succumbed to sepsis on day three of hospitalization.
Cultures revealed a polymicrobial Infection
dominated by Streptococcus anginosus and
Acinetobacter baumannii on culture.

Discussion

This case highlights the critical role of clinical microbiology In the
diagnostic pathway of DNM. Polymicrobial synergy in DNM can
potentiate tissue Invasion and complicate treatment. Involving
microbiology specialists early In the diagnostic process can
significantly improve antimicrobial targeting, reduce empiric broad-
spectrum usage, and potentially lower mortality.

Conclusion

Polymicrobial DNM underscores the urgent need for coordinated
diagnostic and therapeutic strategies. Clinical microbiology must be
also embedded into frontline diagnostic decision-making as a core
element of diagnostic stewardship. Implementing it will improve the
accuracy of Infectious disease management and support the broader
goals of antimicrobial stewardship.
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01.55 am : Male patient, 28
years old, entered the ER with
swelling of the right jaw and
shortness of breath.

10.15 am: Cervicotomy,
sternotomy, and odontectomy

were performed. Bronchoscopy:

- Acute lower airway inflammation
01:53 pm: Patient -Mucus hypersecretion and mucus
admitted to the ICU. retention in both lungs
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TIMELINE

Diagnosis:

- Septic shock ec descending necrotizing mediastinitis (DNM) Endo-Hasegawa type
IIB ec odontogenic infection with impacted teeth 38 48 accompanied by pulp
gangrene post evacuation of the focus of infection and odontectomy

- Susp aspiration pneumonia ec ruptured abscess with mediastinal extension

- Bilateral pleural effusion ec suspect parapneumonic pleural effusion on bilateral
pleural drains.

00.05 am: worsening
clinical condition

00.30 am: Patient died
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IV Meropenem 3x1000 mg (Empirical)

IV Metronidazol 3x500mg (Empirical)
IV Levofloxacin 1x750mg (Empirical)

Febrile Febrile Febrile l
(T: 38,2) (T: 38,2) (T: 38,9)
Leukocytes =
4:07 am: 21420 Leuko: Leuko:
13930 15010

7:53 pm: 15380

PCT 12,33 ng/ml
PCT 10,5 ng/ml
CRP 159,1 mg/L

Aerobic cultures were
performed on tissue
specimens, blood,
pleural fluid and pus.

|

Aerobic culture Aerobic culture Pus culture
was performed was performed (30/6/25):
on BAL on blood Bacillus cereus
specimens. specimens.

Chest X-ray(Pre-op):

- Heterogeneous opacities dd/
pneumonia.

- Bilateral pleural effusion.

Chest X-ray(Post-op 30/6/25):

effusion has decreased.
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- Tigecyclin 2x50mg IV
- Amikacin 1x1igr IV
- Fluconazole 1x200mg IV

Leuko:
18870

Blood culture
. “ (30/6/25):
al fluid ~__ sterile
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- Heterogeneous opacities in the right lung and Bilateral pleural

- 5 chest tubes: 2 in the right hemithorax, 1 at the level of the right

- Soft tissue edema with multiple air posterior 10th ICS, 1 in the left hemithorax at the level of the left

lucencies in the subcutaneous area

posterior 3rd ICS and 1 at the level of the left posterior 11th ICS.




