
The patient is a 19-year-old man
with no significant PMH presented

to the hospital with a two-week his-
tory of sore throat, fever, cough, and
SOB. Patient was seen at urgent care
two weeks prior to this ED visit for
sore throat and fevers. Streptococcal
culture was negative, and patient
was therefore presumptively diag-
nosed with viral pharyngitis.

Sore throat is a common presen-
tation of viral, bacterial or allergic
pharyngitis. Viral and bacterial pharyn-
gitis may be associated with constitu-
tional symptoms like headache,
congestion, myalgia and low grade
fever. Bacterial pharyngitis may be as-
sociated with a streptococcus infec-
tion that can be diagnosed with rapid
strep test and, if positive, needs an-
tibiotic treatment. Allergic pharyngitis
is common in atopic individuals with
history of allergic rhinitis, sinusitis,
dermatitis, and asthma. Management
is supportive.

The patient continued to report
fever, shortness of breath, chest
pain, sore throat, chills, and
headaches. He denied cough, nau-
sea, vomiting, sick contacts, or re-
cent travel. He denied weight loss
and night sweats. He denied IV drug
abuse and did not smoke cigarettes.
He had no family history of malig-
nancy or other medical problems. He
was not taking any medications. He
denied any environmental exposures
to asbestos, birds, or dust.

When pharyngitis progresses
and/or does not resolve after three
weeks, complications of viral ill-
nesses, such as superinfection from
bacterial pneumonia; serious viral ill-
nesses. such as primary HIV infec-

can be unilateral, multilobar, or bilat-
eral and in about 20% of patients,
pleural effusion or hilar adenopathy
may be present. About half of
haemophilus influenza pneumonia
patients have pleural effusions.

In contrast, S pneumoniae infec-
tion is characterized by homogenous
parenchymal lobar opacities with air
bronchograms. Aspiration pneumonia
radiographic findings may be seen in
the gravity-dependent portions of the
lungs. In S aureus pneumonia, ab-
scesses, cavitations (with air-fluid lev-
els), and pneumatoceles are
common, and 30-50% of patients de-
velop pleural effusions, half of which
are empyemas. In P aeruginosa in-
fection, usually all the lobes are in-
volved, with a predilection for the
lower lobes, and necrosis and cavita-
tion may occur.

The patient continued to have
fever and shortness of breath during
the hospital stay. Blood cultures
grew Fusobacterium necrophorum.

Fusobacterium necrophorum is a
commensal anaerobic bacterium lo-
cated predominantly in the oral cavity
and gut that is most commonly asso-
ciated with Lemierre Syndrome.
Lemierre Syndrome is characterized
by internal jugular vein throm-
bophlebitis and septic emboli.

Patient was started on IV clin-
damycin. CT chest/abdomen/pelvis
was ordered for further workup that
showed bilateral pleural effusion,
multiple septic pulmonary emboli,
pleural nodules and splenomegaly.
As the patient continued to complain
of sore throat and difficulty in swal-
lowing, CT neck was performed that

tion, systemic cytomegalovirus, in-
fectious mononucleosis; and bac-
teremia need to be considered. In
addition, noninfectious causes, such
as malignancy, especially B cell lym-
phomas, need to be considered.

The patient required hospitaliza-
tion. He was febrile, tachycardic, and
tachypneic requiring 2 liters of oxy-
gen by nasal canula to keep satura-
tion>90%. On examination, the
patient appeared in mild respiratory
distress with decrease breath sounds
at the lung bases. His oral exam
showed no oropharyngeal erythema
or exudate and normal dentition. The
remaining of his exam was benign.

Laboratory work showed WBC of
5000 with 19% bands and normal
BMP. EKG showed sinus tachycardia
with HR in 90s. Chest X-ray showed
bilateral pleural effusion.

The patient was given a presump-
tive diagnosis of community acquired
pneumonia with parapneumonic
pleural effusion. Patient was started
on IVF and IV antibiotics for sepsis
secondary to CAP. He had no edema,
ascites, JVD, or other signs of sys-
temic fluid overload.

Chest radiography is considered
the standard method for diagnosing
the presence of pneumonia eg pres-
ence of an infiltrate is required for
the diagnosis. However, it must be
noted that the accuracy of plain
chest radiography for detecting pneu-
monia decreases depending on the
setting of infection. For young pa-
tients, such as our patient, atypical
organisms such as Mycoplasma
pneumoniae and Chlaymydia pneu-
monia would be more common. The
infiltrates in Mycoplasma pneumonia
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came back negative for internal jugu-
lar vein thrombosis. Transthoracic
echo showed no cardiac source of
septic emboli.

Pleural fluid analysis was sugges-
tive of exudative effusion. Thoracen-
tesis was unable to drain completely
due to septations. Interventional radi-
ology placed bilateral pigtail catheters
and cardiothoracic surgery consulted
for decortication using tPA, given
empyema and loculation of pleural
effusions. Bilateral chest tubes re-
moved within about 1 week.

The patient had significantly im-
proved dyspnea and was discharged
on day 10 of hospitalization with
PICC to receive ertapenem to com-
plete total IV antibiotic regimen of
four weeks. On follow-up, the patient
reported his respiratory status was
back to baseline and denied any fur-
ther symptoms.

Here we present a previously
healthy 19-year-old male who was
erroneously diagnosed with viral
pharyngitis and later found to have
sepsis with F. necrophorum and
septic pulmonary emboli. Lemierre
Syndrome is rare and predominantly
affects young adults. Incomplete
Lemierre Syndrome has been de-
scribed as a fusobacterium infection
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with septic emboli, but without IJV
thrombosis, as seen in our case.
The severity of Lemierre Syndrome
can range from pharyngitis and un-
complicated recovery to subdural
empyema and death, with a 5%
mortality rate. Treatment includes 3-
6 weeks of IV antibiotics, supportive
care, anticoagulation, abscess
drainage, and/or surgical debride-
ment for more invasive disease. The
seemingly innocuous presentation
of Lemierre Syndrome as pharyngi-
tis can mislead the physician leading
to delayed treatment and further
complications. F. necrophorum has
been found in up to 27% of cases
of tonsillitis. It is thus imperative
that the physician be aware of the
possibility of Lemierre Syndrome
particularly in patients presenting
with sore throat. It has been pro-
posed that episodes of streptococ-
cus negative tonsillitis be cultured
for F. necrophorum to ensure proper
treatment and therefore reduce the
incidence of Lemierre Syndrome.

Learning point: Raise awareness
for the possibility of Lemierre Syn-
drome, complete or incomplete, in
healthy patients presenting with sore
throat.
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