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Descending Necrotizing Mediastinitis :
The Retrospective Review of Surgical Management

Jae Jin Lee, M.D.*, Ho Seung Shin, M.D.*, Yoon Cheol Shin, M.D.*,
Hyun Kun Chee, M.D.*, Weon Jin Lee, M.D.*, Ki Woo Hong, M.D.*

Background: Descending necrotizing mediastinitis(DNM) is a serious complication originating
in odontogenic or oropharyngeal infection with previously reported mortality rates of 25% to
40%. We retrospectively reviewed the 4 years of our surgical drainage and debridement in
DNM. Material and Method: We studied 7 cases diagnosed as DNM from 1997 through 2000.
Primary oropharyngeal infection lead to DNM in four cases(57%) and odontogenic abscess in
three cases(43%). All patients were received emergent cervicotomy and thoracotomy or
sternotomy for debridement of necrotic tissue and mediastinal or pleural drainage. Result: Five
cases were evolved well and were discharged after a mean of 42 days. Two patients(28.6%)
died. Three patients required reoperation due to local surgical complication; empyema(two) and
impending cardiac tamponade. One of these patients died on 12 post-reoperative day due to
great vessel erosion, renal and respiratory insufficiency. The other patient died of broncho-
esophageal fistula and asphyxia on 10 postoperative day without reoperation. Conclusion: On
the basis of experience accrued in treating these patients, early diagnosis by cervicothoracic
computed tomographic scan of neck and thorax aids in rapid indication of a surgical approach
of DNM. We emphasize that performing early surgical drainage and debridement of necrotic
tissues with intensive postoperative care can significantly reduce the mortality rate.

(Korean Thorac Cardiovasc Surg 2001;34:769-74)
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Table 1. Primary origin of DNM patients

Case No. of patient origin

Submandibular abscess(dental)
Submandibular abscess(dental)
Peritonsillar abscess
Submandibular abscess(dental)
Retropharyngeal abscess
Peritonsillar abscess

~N N R W N =

Peritonsillar abscess

DNM, Descending necrotizing mediastinitis

Table 2. Operative treatment of DNM patients

Case No. .
. Operative treatment

of patient

1 Bilateral cervicotomy(apron type incision) median
sternotomy, mediastinal, Rt. pleural drainage
and Lt. CTD(pleura opening)

2 Bilateral cervicotomy, median sternotomy
mediastinal and both pleural drainage

3 Median sternotomy, mediastinal and both pleural
drainage

4 Bilateral cervicotomy, subxiphoid drainage Rt
closed thoracostomy drainage

5 Bilateral cervicotomy, median sternotomy
mediastinal and both pleural drainage

6 Bilateral cervicotomy, Lt thoracotomy subxiphoid
drainage, Rt mediastinotomy

7 Bilateral cervicotomy, Rt thoracotomy subxiphoid

drainage, tracheostomy
Lt. CTD

DNM, Descending Necrotizing Mediastinitis; Rt, Right
Lt, Left; CTD, Closed thoracostomy drainage
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Table 3. Extent of infection and classification by cervicothoracic CT
Case No. of patient Area of involvement Classification
1 Rt. empyema, anterior, posterior mediastinitis type 11-B
pericardial effusion
2 Both empyema, anterior mediastinitis type II-A
3 Both empyema, anterior, posterior mediastinitis type 1I-B
pericardial effusion, Rt. paravertebral abscess
4 Rt. empyema, anterior mediastinitis type II-A
5 Both empyema, anterior mediastinitis type H-A
6 Both empyema, posterior mediastinitis type 11-B
7 Rt. empyema, anterior, posterior mediastinitis type I1-B
pericardial effusion, Lt. pleural effusion
Rt, Right; Lt, Left; CT, computed tomography
Table 4. Morbidity and Mortality
Case No. of patient Reoperation Mortality Cause of death
1 Rt. thoracotomy yes great vessel erosion renal & respiratory failure
2 Median sternotomy no
3 Rt. thoracotomy no
4 no no
5 no no
6 no no
7 no yes Bronchoesophageal fistula
Rt, Right
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Table 5. Bacteriological characteristics

oE-2] 2]
2001:34:769-74

Case No. of pt Wound Tube others(blood, sputum)

1 Staphylococcus aureus -
2 Staphylococcus epidermidis Peudomonas aeruginosa(s)

Enterococcus faecalis
3 Garmella morbillorum
4 Klebsiella peumoniae MRSA

Peudomonas aeruginosa
5 Klebsiella peumoniae Klebsiella peumoniae(b)
MRSA Candida albican(b)

6 Klebsiella peumoniae MRSA(s)

Peudomonas aeruginosa(s)
Acinetobacter baumannii(s)

Enterococcus faecalis

viridans streptococcus

* s= sputum culture, b= blood culture;

morbillorum(3), Enterococcus faecalis(2,7)7} Z+2 A&= 9}
oleol= 4% & wjallml =okoA  Methicillin-resistant
Staphylococcus  aureus(MRSA)(4),
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