An Unusual Case of Lemierre Syndrome- One Pathogen or Two?
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 Lemierre syndrome is a septic thrombophlebitis that can
precipitate septicemia and septic shock, typically following
pharyngitis

* Inrare cases, Lemierre syndrome can present as
polymicrobial sepsis

Introduction

« Lemierre Syndrome is characterized by septic
thrombophlebitis of the internal jugular vein
* Typically caused by oral anaerobe Fusobacterium

necrophorum fOIIOWing an epiSOde Of pharyngitis CT chest showing ground-glass attenuation in both lungs.
* The disease typically affects otherwise healthy » After discharge, blood cultures finalized and grew Fusobacterium

Species Cultured in 114 Lemierre Syndrome Cases

teenagers or young adults necrophorum
 Patient returned to ED with new-onset fever, shortness of breath, neck
pain
S— . * CT neck showed filling defect in right JV; CT chest showed new cavitary
O A lesions suspicious for septic emboli
“ ) 3 R * Patient treated with IV ceftriaxone and metronidazole
s TS A . el

B Fusobacterium species alone ™ Polymicrobial Other species ® Culture negative

Figure 1. Bacterial species found on blood cultures according to a systematic review of 114 cases of Lemierre
Syndrome (Karkos et al, 2009). There were 2 (1.8%) cases that involved both F. necrophorum and Group C
Streptococcus.

Extemal jugular vein (EJV)
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CT chest from second admission showing cavitary lesions in left
lung suspicious for septic emboli (marked by arrow).

CT neck showing right 1JV filling defect (denoted by arrow).



