
 

 
 

Breaking Boundaries: Reimagining the 
definition of Lemierre syndrome in an Irish 
context

Introduction:

Lemierre syndrome (LS) was first described in 1936 by Andre Lemierre who noted the presence of 
oropharyngeal abscess with IJV (internal jugular vein) thrombophlebitis and septic emboli (1). 
LS is typically attributed to the gram negative anaerobic bacteria Fusobacterium necrophorum; 
however, other organisms such as Streptococci, Staphylococci and Klebsiella species have been 
noted as etiological agents in the literature (3) . This case report underscores the importance of 
considering LS without radiological evidence of IJV thrombophlebitis and in the presence of other
diagnostic features.
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Typical presentation

Conclusion
This case highlights the need for clinicians to consider a 
broad differential for cavitating lung lesions such as 
Lemierre syndrome (LS) in a young patient. 
The absence of IJV involvement on imaging should not 
exclude LS and given the rise in antimicrobial resistance 
worldwide this once rare  disease may become more 
prevalent in the general population.

Discussion:
• Lemierre syndrome (LS) is a relatively rare condition in the post-
antibiotic era, occurring primarily in young, otherwise healthy patients.

• While the definition of LS was established in 1936, a limited number of
recent studies have expanded the definition to encompass patients
without radiological evidence of IJV thrombophlebitis (2,4,5).

• Given that the management and outcomes of patients with or without
• evidence of IJV thrombosis or thrombophlebitis is similar and largely
unaffected by whether they receive anticoagulation (6,7); an overly
stringent definition may be detrimental to patient outcomes by

• delaying diagnosis and management.

• The presentation of LS may differ in modern populations with
widespread antibiotic use (4) .
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Case report 
 21 male with no previous medical history presented with a 10 day history of fever, severe 
unilateral pleuritic chest pain , 5kg weight loss, hemopytsis and odynophagia.
Previously attended his GP and completed a 5 day course of amoxicillin with no improvement. 
Clinically, a large inflamed right sided tonsil with white exudate was noted. Lymph node 
examination noted a painful large right submandibular node. Respiratory examination 
revealed decreased air entry bibasally. 
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Figure 3  CT neck  

Chest radiograph shows multiple 
pulmonary nodules including a cavitating 
left perihilar nodule (see arrow).

Figure 2 CT Pulmonary angiogram 

CT pulmonary angiogram demonstrates multiple bilateral 
pulmonary nodes. The largest cavitating nodule in the 
medial left lower lobe measures 3 x 2.2 cm (see arrow). 

No acute pulmonary embolus. 

No evidence of internal jugular venous thrombosis.  Right-sided 
tonsillar abscess measuring 3 cm (marked by ring) without evidence 
of retropharyngeal extension. 

Figure 1 chest xray 
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Patient outcome:

CRP 174, 
deranged LFTs
(GGT 182, ALP 170)

D dimer and 
Fibrinogen were 
raised  0.82 
ug/ml and 6.17 
g/l, 

Transthoracic 
echo- Nil 
infective 
endocarditis

Blood cultures, 
HIV, EBV, CMV 
serology, 
quantiferon and 
throat swabs for 
monospot- all 
negative
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