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      Abstract


      Lemierre's syndrome is a rare complication of tonsillitis, with septic emboli and jugular vein thrombosis. We present a case in a young adult without immune deficiencies that required purulent collection drainage and admission to the Intensive Care Unit. This entity, although rare, is potentially fatal and should be known for early diagnosis and treatment.
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      Introduction

      


      Lemierre's syndrome is a very rare septic complication of acute tonsillitis [1]. In general, the causative agent in most cases is Fusobacterium necrophorum, an anaerobic gram-negative microorganism common in oral flora [2,3]. We present a case of an adult with a history of acute tonsillitis and the subsequent fever, jugular thrombosis and septic emboli.


      Case Report

      


      A 22-years-old male, born in Romania, with no allergies or medical antecedents was admitted in the emergency room. He was diagnosis of viral tonsillitis treated with NSAIDs.


      After 72 hours he presents breakdown with fever up to 39 ℃ and the appearance of a right cervical tumour.


      The blood test showed an increase in leukocytes with neutrophilia and Reactive C Protein of 19 mgr/dL (normal range 0-0.5 mg/dl).


      A cervical ultrasound was performed, which showed right internal jugular thrombosis with an abscess of 25 × 7 mm depending on the right tonsil.


      The otolaryngologist decided to admit the patient and he started treatment with high dose amoxicillin/clavulanic acid, dexamethasone. A laryngoscopy is performed, showing a protrusion on the right side of the cavum.


      The patient presents a torpid evolution with low blood pressure despite the antibiotic treatment administered and because of this an Internal Medicine Specialist was consulted.


      Lemierre's Syndrome is suspected at that moment, so that a Cervico-Thoraco-Abdominal CT scan is indicated. This proof confirmed the tonsillar abscess and thrombosis of the right jugular vein (Figure 1). In addition, a pulmonary abscess and pleural effusion is reported and septic embolisms in the spleen (Figure 2 and Figure 3).
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      The antibiotic regimen was modified to a combination of Vancomycin with Meropenem, indicating by the Otorhinolaryngology service the carrying out of urgent surgery to drain the tonsillar abscess.


      After surgery, the patient is admitted to the Intensive Care Unit due to dyspnea, tachypnea and low blood pressure, requiring thoracic drainage from the pulmonary collection.


      After confirming the stabilization of the patient, it goes to the hospitalization plant where it was maintained empirical antibiotic therapy for 14 days, sequenced to levofloxacin with metronidazole with good response.


      No bacterial growth was obtained in blood cultures or in purulent material as serologist for HIV, syphilis, HCV and HBV were negative.


      Finally, he is discharged to complete two more weeks of oral antibiotic therapy and 6 months of oral anticoagulation with acenucumarol.


      Discussion

      


      Lemierre's syndrome or "postangine sepsis" is a rare complication of oropharyngeal infections that usually affects healthy young people [3,4].


      The causative agent in most cases is Fusobacterium necrophorum [5], a gram-negative anaerobic microorganism, although other germs capable of causing this disease to have been described [6]. In our case, no microbiological growth was observed.


      This syndrome, which occurs between 4 and 12 days after pharyngotonsillitis, is characterized by thrombosis of the internal jugular vein associated with septic pulmonary embolisms that can progress to severe sepsis [7], as described in our case. The clinical picture is typically preceded by pharyngitis, tonsillitis or peritonsillar abscess with high fever, which is followed by a thrombosis of the internal jugular vein. The patient usually presents pain around the angle of the jaw or parallel to the sternocleidomastoid muscle. The presentation of our patient with pharyngitis and cervical pain has been previously described in the literature with a frequency of 76% [8,9].


      The septic emboli from the jugular vein facilitate the metastatic spread of the disease and the formation of abscesses in the lung, liver and joints. Pulmonary abscesses can lead to acute respiratory failure, which sometimes requires ventilatory support [3]. Septic emboli are a frequent complication [9], with the lung being the most affected organ in 80%-90% of the time [7].


      Chest radiology usually shows multiple ill-defined opacities, which sometimes cavitate and reflect the arrival of septic emboli. Although pleural effusion is common, empyema is uncommon. Pulmonary CT with contrast shows early cavitations as well as its relationship with distal pulmonary vessels. Cervical CT is also very sensitive to demonstrate thrombosis of the VYI, periamigdalar, parapharyngeal and intrathoracic veins; Although with lower diagnostic performance, ultrasound is a good alternative due to its accessibility and low cost. Nuclear magnetic resonance can be used in cases of allergy to iodinated contrasts and when ultrasound has not been useful to detect thrombosis, with the added advantage of not irradiating the patient [10].


      Meningitis remains the most feared complication. There are local complications such as rupture of the carotid, Horner's syndrome, trapezius muscle paralysis and dysphagia, explained because in the posterior compartment of the parapharyngeal space accompanying the internal jugular vein, the carotid artery, the cranial nerves IX, X, XI and XII and the cervical sympathetic trunk [7].


      Today, the pillars of management are antibiotic therapy and surgical debridement of metastatic foci that require it (purulent arthritis, empyema, etc.) [7].


      The optimal antibiotic treatment is not clear since, although F. necrophorum is usually sensitive to penicillin, clindamycin or metronidazole, failures have been reported in penicillin treatment probably due to the production of beta-lactamases. Recent recommendations include the combination of a beta-lactamase-resistant agent and metronidazole or clindamycin or monotherapy with imipenem. Treatment should be maintained at least 4 weeks at high doses [3].


      The role of anticoagulation is controversial since there have been no controlled studies to confirm its efficacy [3]. Some authors argue that with such therapy there is a risk, at least theoretical, of facilitating the spread of the infection. On the other hand, there are those who defend its use based on the good results obtained in patients with septic pelvic thrombophlebitis. At the moment there is a consensus in the literature to initiate anticoagulation if fever persists or new septic emboli appear after 72 hours of antibiotic treatment, or if an entity that requires it occurs concomitantly, such as cerebral venous sinus thrombosis [9]. Jugular vein ligation can be considered in patients with uncontrolled sepsis or severe respiratory failure caused by repeated pulmonary emboli [3].


      In conclusion, it seems important to continue considering this complication among the differential diagnoses of a case of tonsillitis or pharyngitis of torpid or septic evolution. It is a serious pathology that due to its low incidence may take time to be diagnosed, so a high index of suspicion is required before any septic symptoms in young people after an oropharyngeal infection. In these patients it is essential to use complementary images, management in centres of high complexity and interdisciplinary work [7].
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