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Abstract

Lemierre’s syndrome is characterized by thrombophlebitis of the in-
ternal jugular vein and bacteremia, typically caused by anerobic mi-
croorganisms following a recent pharyngeal infection, first described 
by Andre Lemierre as a clinical finding of “anerobic post-anginal 
sepsis” in 1936. Diagnosis is made by identifying thrombosis of the 
internal jugular vein; although variants of the disease with facial vein 
thrombosis have been reported, in addition to positive anerobic blood 
cultures, the most common causative organism remains Fusobacte-
rium necrophorum. The mainstay of treatment remains prolonged 
antibiotic therapy.
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Introduction

Lemierre’s syndrome is a condition characterized by clinical 
or radiological evidence of thrombosis of the internal jugular 
vein and bacteremia primarily caused by anerobic organisms 
following a recent oropharyngeal infection. Throughout the 
1980s - 1990s, the disease became known as forgotten disease, 
as it was very rare; however, in the last 15 years, the frequency 
of Lemierre’s syndrome has increased, possibly due to antibi-
otic resistance.

Variants of Lemierre’s disease showing facial vein throm-
bosis have been reported in multiple case reports, and by An-
dre Lemierre himself. These variants, however, typically pre-
sent with a similar prodrome of pharyngitis prior to thrombosis 
formation. We present a case of a patient who presented with 
septic thrombosis of the facial vein, beginning shortly after 
picking an infected pimple within the nares, associated with 

metastatic septic emboli without a prodrome of pharyngeal 
infection, representing the first documented case of a disease 
process mimicking Lemierre’s syndrome.

Case Report

We present a case of a previously healthy 29-year-old male, 
admitted for progressively worsening swelling over the left 
side of the face that began 5 days prior to admission. The pa-
tient noted that approximately 1 week prior to admission, he 
had picked a pimple on the lateral wall within the left nares. 
Three days prior to admission, he was diagnosed with facial 
cellulitis and discharged from the ED with oral amoxicillin.

On admission, and throughout the hospital course, the pa-
tient’s vital signs remained stable, and white blood cell count 
peaked at 11.1. However, erythrocyte sedimentation rate (ESR) 
was 60 mm/h and C-reactive protein was 3.4 mg/dL.

The patient was started on intravenous clindamycin and 
vancomycin. A computed tomography (CT) scan with contrast 
of the facial bones was done showing left facial preseptal soft 
tissue swelling with a thrombosis of the second-order branch 
of the left facial vein (Fig. 1), and mild left-sided adenopathy. 
Coagulopathy and vasculitis workup was done, and found to 
be within normal limits.

Furthermore, the patient’s alkaline phosphatase was el-
evated on admission. Hepatitis panel was negative, right upper 
quadrant ultrasound was normal, and contrast-enhanced ab-
dominal CT scan showed multiple bilateral lung base nodules, 
one of which had a central cavitation. A dedicated CT scan of 
the chest was done revealing numerous 1 - 3 cm peripheral pre-
dominant pulmonary nodules, some of which were cavitary, 
with an appearance most characteristic of septic emboli (Fig. 
2). Chest X-ray done 3 days prior to admission was normal, 
without any evidence of any cavitary lesions.

The patient had emigrated from Mexico 8 years prior to 
admission, and had not had any recent travel or exposure to 
tuberculosis; nevertheless, a PPD was placed and found to 
be negative. Quantiferon was negative and acid fast sputum 
smear and cultures were also negative, effectively ruling out 
tuberculosis. Serum ACE was normal, echinococcus and cyst-
icercosis serology was negative and rapid HIV was also found 
to be negative. Blood cultures drawn on admission, after re-
ceiving intravenous antibiotics, were found to be negative. 
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Sputum culture was negative. Anerobic culture from the left 
nares grew Propionibacterium acnes.

After nearly 1 week of intravenous antibiotics, the pa-
tient’s facial swelling significantly improved. The patient was 
diagnosed with a Lemierre-like syndrome and was discharged 
on oral clindamycin for 2 weeks, and would be followed up as 
an outpatient. One month after discharge, a repeat CT scan of 
the chest was done showing an overall decrease in the size of 
the multiple pulmonary nodules (Fig. 3).

Discussion

Lemierre’s syndrome, once called the forgotten disease, is con-
sidered rare in our current antibiotic era, but more and more 
cases are being seen, likely due to increased antibiotic resist-
ance [1]. Lemierre’s syndrome is a condition typically char-
acterized by septic thrombosis of the internal jugular vein and 
bacteremia caused primarily by anerobic organisms, the most 
common being Fusobacterium necrophorum (FN), following 
an acute pharyngeal infection. Lemierre’s syndrome may lead 
to metastatic abscesses and distant septic emboli [2, 3].

Lemierre’s syndrome usually presents with persistent fe-
ver, followed by acute pharyngitis and eventual sepsis. After 
this, neck swelling and tenderness tends to develop and the 
use of ultrasonography or CT scan with contrast can confirm 
internal jugular vein thrombosis. Confirmation of Lemierre’s 
syndrome is made with positive blood cultures growing FN 
[2].

In a review of more than 100 cases, it was found that the 
Lemierre’s syndrome most commonly presents during the sec-
ond decade of life, in approximately 51% of cases [3]. Fuso-
bacterium species, more specifically FN, which is normal flora 

of the oropharynx, is responsible for the majority of reported 
cases; however, up to 30% of patients will have polymicrobial 
bacteremia with both gram positive and gram negative anero-
bic organisms [3].

Metastatic septic emboli have been seen in approximately 
63-100% of patients, the lungs being the most common site, 
followed by major joints [3]. Septic metastatic infections have 
also been described in the liver, pericardium and brain, but are 
much rarer [3].

Treatment of Lemierre’s disease remains prolonged ther-
apy with antibiotics directed at anerobes, including clindamy-
cin, metronidazole, imipenem or cefodizime [2]. The use of 
anticoagulation in Lemierre’s syndrome remains controversial 
due to the lack of clinical evidence and lack of any controlled 
studies [3, 4]. Surgical therapy may have a role in the drainage 
of abscesses in the neck, and previously ligation of the internal 
jugular vein is the mainstay of treatment; however, ligation is 
now reserved for patients with persistent emboli, despite anti-
biotic treatment [3, 5].

There have been case reports of atypical variants of Le-
mierre’s syndrome with isolated facial vein thrombophlebitis. 
In these cases, the patients present with the typical prodrome 
of Lemierre’s syndrome; however, the thrombophlebitis oc-
curs in a less common location, the facial vein. Andre Le-
mierre had previously described isolated facial vein throm-
bosis, and other than that it has only been rarely mentioned in 
literature [6].

However, in our case, our patient had negative blood cul-
tures, which was to be expected as the patient was treated with 
oral antibiotics 3 days prior to admission and was given his 
first dose of intravenous antibiotics prior to obtaining blood 
culture samples. Furthermore, our patient’s source of infec-
tion was an infected pimple within his nose that he picked, 
leading to a septic thrombus within the facial vein, and at no 
point had any symptomology of pharyngitis. Nasal cultures 
also showed the growth of Propionibacterium acnes, which 

Figure 2. CT scan of the chest with contrast demonstrating numerous 
1 - 3 cm peripheral predominant pulmonary nodules, some of which are 
cavitary, most characteristic of septic emboli. 

Figure 1. CT scan of the facial bones demonstrating a left facial/pre-
septal soft tissue swelling, with an associated thrombosis of a second-
order branch of the left facial vein. 
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when the pimple was ruptured, may have invaded the blood 
stream via nasal capillaries, subsequently leading to a left fa-
cial vein thrombosis, leading to metastatic septic emboli to the 
lungs. Given our patient’s presentation and course, we defined 
our patient’s condition as a Lemierre-like syndrome, given the 
presence of septic thrombosis of the facial vein and metastatic 
septic emboli.

Conclusion

Lemierre’s syndrome presents mostly in young healthy indi-
viduals with a history of recent oropharyngeal infection, with 
evidence of internal jugular vein thrombosis and anerobic 
bacteremia. However, case reports have proven that the facial 
vein may also be affected in variants of Lemierre syndrome. 
Our case represents a condition with findings similar to that 
of Lemierre’s syndrome with facial vein thrombophlebitis and 
septic emboli without any prodrome of recent infection. Given 
this presentation, it is important for clinicians to keep in mind 
Lemierre-like syndromes may occur in patients without any 
recent pharyngitis, and early detection and proper management 
may significantly decrease mortality and morbidity in this pa-
tient population.
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Figure 3. CT scan of the chest with contrast demonstrating overall decrease in size of the multiple pulmonary nodules, some of 
which have progressed into purely cavitary lesions slightly thick walled, while others remain solid, but smaller. 


