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TMEPIAHWH: H onmuikr) 8pdppwon tng éow ogayft-
dag @AéBag 1 ouvdpopo Lemierre eival pia omdvia
popor| petaotatkrc onmukig BpopBoeAepitdag amd
empohuvon e Fusobacterium Necrophorum.
ANAGOPA TTEPIITTOQSHZ: Avdpag 49 etwv mapa-
TIEPPONKe pe emduvn Tpaxnhompoowiky Sidykwon
apiotepd, eEdheyin mpootopiou, didykwan PaAdakrg,
oKANPAG UTep®ag Kai eddgoug otdpatog oUoToIXd,
évtovo TpIopo kal duokatanoaia. ‘Eyive evbootopatiki
kal eEwotopatiky oxdon Kar TTapoXETeucn oe OAa 1d
mipooPeBAnpéva avatopikd diaotripata, kabwe kar Tpa-
xelotopn). Eva n peteyxeipnuikr) mopeia €Baive BeAtiou-
pevn, oe éleyxo pe afovikr) Topoypaeia 9 nuépeg
peteyxeipnuikd diamotwbnke BpduBwon g éow opa-
yudag. O aobeviig 1€0nke dueoa oe avumnKuky aywyr
kar dev Mmapouaciace Tepartépw MEOPAnua. ‘Eva prva
HETd TO ayyelo ATav eualohoyikd Kai diIakOTKe n avi-
TINKTIKY aywyn.

2YMITEPAZMA: Emeidry To olvdpopo Lemierre eival
agevég omdvio kal agetépou teivel va diahdBer dia-
YWwOoTKg, dtav dev UMGpXel pid TTPo@avrg artia orying
Karl 1 yevikd eikdva tou aoBevoug emdevwvetal mapd
T Bepaneia, To olvdpopo Ba mpémel va mepIhapBdve-
tal ot diagopikr didyvwaon.

AEZEIX KAEIAIA: Lemierre syndrome, BpdpBwon éow
0Qayfdog, TOAxXNAOTIPOCWTTIKEG AOIHWEEIQ

SUMMARY: Septic thrombosis of the internal jugular
vein or Lemierre’s syndrome is a rare form of metasta-
tic septic thromboembolitis, typically involving superin-
fection with Fusobacterium Necrophorum, internal
jugular vein thrombosis and remote septic emboli.
CASE REPORT: A 49-year-old male was referred for a
painful cervicofacial swelling on the left, obliteration of
the buccal sulcus, as well as swelling of both the soft
and hard palate and the floor of the mouth ipsilateral-
ly, accompanied by severe trismus and difficulty in swal-
lowing. The patient underwent intraoral and extraoral
incisions and drainage of the affected anatomical spaces
and tracheotomy. The patient's clinical condition was
steadily improving; following examination with CT scan,
9 days post-op, internal jugular vein thrombosis was
diagnosed. The patient was put on anticoagulants. The
postoperative course continued uneventfully, and the
patient was discharged. One month post-operatively
the vessel was normal and anticoagulant treatment was
discontinued.

CONCLUSION: Since Lemierre's syndrome is not only
rare but also tends to be underdiagnosed when there
is no obvious cause of sepsis, it should be included in
the differential diagnosis if the patient's general conti-
tion deteriorates in spite of the treatment.

KEY WORDS: Lemierre's syndrome, internal jugular
vein thrombosis, cervicofacial infections
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EIZAITQrH

H onmukr} BpdpPwon tng éow opayitdag (cuvdpouo
Lemierre) mepiypdpnke Aemopepws o 1936, pe v
ovopaoia “petakuvayxikry onyaiyia”. Apydtepa €haPe
v onpepivry ovopaoia «Lemierre syndromey» amo tov
mpwto meplypdpavta. O Andre Lemierre o 1936
dnpoofeuoe 20 TEPITIHOEIG PAPUYYITISOG TPOoKaAoU-
pevng amd to Fusobacterium pe Bvnrdtnta 90%. Me
v oloéva au§avopevn Xprion avtPioTKWY n emkiv-
duvn autr) vooohoyiki ovtdtnta eival orjpepa omdvia,
HE aMOTEAEOHA TIG TeAEUTAlEG OeKAETiEG va avagepetal
otV ayyAdewvn BipAioypagia wg "forgotten disease”
(Sinave kar ouv. 1989, Alvarez kar Schreiber, 1995,
Hagelskjaer kar ouv. 2000). Atuxwg ta teleutaia xpo-
VIQ N OUXVOTNTA TWV AVAPEPOPEVWY TTEQITIWOEWY Bai-
vel au€avopevn (Syed kai ouv. 2007, Karkos kai ouv.
2009). Touto pmopel va ogeiletal otV peiwpévn
xpron avtBIoTKwY oTiG apuydaNTdeg, otnv auénueévn
avtoxr] ota avuBIoTKA fj KAl O TIPAKTIKEG AUENHEVNG
euaioBnoliag kar avagopdq ot véoo (Hagelskjaer ka
ouv. 1998, Riordan kai Wilson, 2004, Syed kar ouv.
2007).

MEPIFTPA®H MEPINTQXHX

Avdpac 49 etyv mapanéuednke oto TurApa pag ano
dMo voonhieutikd (dpupa yia mapeiakr Sidykwor, Tol-
opd Kar MUPetd 0dovTikrG artioloyiag. Katd ) kAvikn
eE€taon, e€wotopatikd umrpxe emnwduvn TPAaxnAoTpo-
owtkr| Sidykwon aplotepd amd 1o UPog Tou (uywpa-
TIKoU TOEoU PEXpPI Kal TV uttoyvdlia kai tnv ouotoixn
uttoyeveidia xwpa. Evbootopatikd o acBevric mapou-
ofale eEdhePn mpoaotopiou, didykwon paNbakrg Kai
okAnEdq umepwag kabwg Kkar eddgoug oTOPAtog
olotoixa. Emiong urmpxe €vtovog Tpiopds, duokata-
mooia kar moAutepndoviopde. Katd tov epyaotnpiakd
éheyxo diamotbnke Aeukokuttdpwon (19.960/dl). H
aktivoypagia Bwpakog rftav euaioroyikr. O acBevig
0dnyriBnke oto xeipoupyeio kar umd yeviki avaiobnoia
gylve  evdOOTOPATIKA KAl €EWOTOPATIKY oxdon KAl
TIQPOXETEUON TwV TTPOORERANPEVWY avatopikwy dia-
otnpdtwv. NAéov anmodotikr rfjitav n oxdon tou TAayi-
ou (@apuyyikoU dIaoTAPatog oto UPog NG Harbakig
utiepwag. Metd to mépag g emépPaong akohoubnoe
TPAXEIOTON yia tn SIao@dANion tou agpaywyou. Apeoa
HETEYXEIPNTIKA €yive aovikr) Topoypagpia émou @avn-
KE N KAtdAnyn twv dlaotnUdtwy, O ATOKAEICHOG TOoU
OTOHATOQAPUYYa KAl N TTPOQAavAG Kal avapevopevn
oupriieon Tou TpaxnAikoU ayyeioveupndoug depatiou
(B 1). O aoBeviig t€Bnke og aywyr pe Talopmaktdun
Kal HeTpovidaldAn oUpewva Kai Pe TV KAANEPYEIa Tou
muwdoug UNKoU WoTe TO avupikpoPiakd @dopa va
nepihapPdver kai v avamuxBeioa  Pseudomonas
Aeroginosa. H kAvikrj eikdva tou aoBevolg Tig emdpe-
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INTRODUCTION

The first detailed report of septic thrombosis of the
internal jugular vein (Lemierre's syndrome) was pub-
lished in 1936 under the term “postanginal septicemia”.
It was later renamed to honour the author who first
described it as “Lemierre’s syndrome”, which is the cur-
rent term for it. Andre Lemierre in 1936, published 20
cases of Fusobacterium-induced pharyngitis, with a
mortality rate of 90%. Due to the constantly increasing
use of antibiotics, this dangerous disease is nowadays
rare, and referred to as a “forgotten disease” during the
last decades (Sinave et al. 1989, Alvarez and Schreiber,
1995, Hagelskjaer et al. 2000). Unfortunately, in the
past few years its incidence rate has been on the rise
(Syed et al. 2007, Karkos et al. 2009). This may be due
to the reduced use of antibiotics against tonsillitis, the
increased resistance to the antibiotics used or even to
diagnostic methods that are sensitive to the disease
(Hagelskjaer et al. 1998, Riordan and Wilson 2004,
Syed et al. 2007).

CASE REPORT

A 49-year-old man was referred to our Department
from another hospital for the evaluation of buccal
swelling, trismus and fever of dental origin. Extraorally,
the clinical examination revealed a painful cervicofacial
swelling on the left, starting at the level of the zygo-
matic arch and extending down to the submandibular
and submental regions. Intraorally, the patient displayed
obliteration of the buccal sulcus, as well as swelling of
both soft and hard palate and the floor of the mouth
ipsilaterally. These were accompanied by severe tris-
mus, difficulty in swallowing and severe tooth decay.
The laboratory test revealed leukocytosis (19.960/d).
The chest x-ray was normal. Under general anaesthe-
sia, the patient underwent intraoral and extraoral inci-
sions and drainage of the affected anatomic spaces. The
most effective procedure was the incision of the later-
al pharyngeal space, at the level of the soft palate. After
the completion of the operation, tracheotomy was per-
formed to secure the airway. Immediately postopera-
tively, a CT scan was carried out, revealing the filling up
of the spaces, blocking of the oropharynx, as well as the
expected compression of the cervical neurovascular
bundle (Fig. I). On the basis of the pus culture results,
the patient was put on tazobactam and metronidazole,
so that the antimicrobial spectrum would also include
the Pseudomonas Aeroginosa that had developed. His
clinical condition improved dramatically within the next
days, while he remained free of fever. Over that peri-
od, a panoramic x-ray was taken and his damaged teeth
were removed (Fig. 2). The 2nd lower left molar (no
37) was identified as the cause of the problem. A CT
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OpdpPwon éow opayitidbag/Internal jugular vein thrombosis

VEG NMEPEG TIapouciace paydaia PeAtiwon kai mapé-
HevE amUPEToG. 2To dIAoTNUa autd €yive TIAVOPAIKN
aKtivoypagia kal eEaywyeg KateoTpaupévwy 0dOvVIwy
(B 2). O deltepog yoppiog kdtw apiotepd (vo 37)
BewprBnKe wg to unaitio &évrl. 2e CT scan katd tn 3n
HETEYXEIPNTKY NPépa TapatnenBnke Beitiwon otn
pON NG €0w oeaydog Kal ta gpyactnpiakd euprjua-
Ta Katd Vv 7n PETEYXEIPNTKY Npépa Katédeigav v
Betikr) avramodkpion ot Bepareia (Aeukd 11.560/d,
aktvoypagia Bwpakog xwplig maboloyikd euprjpata)
(B 3). Tnv 9n peteyxeipnukr] nuépa €xieioe n tpa-
XEI0OTOWIA, OPWG o€ eMavéAeyxo pe aEovikr Topoypa-
oia aveupgbnke BpduBwon g €ow opaytdog (Eik.
4). O aoBevriq T€BnKe ap€ows oe avNKTIKY aywyr] He
evo&amapivn 50mgx2 kar akoAoUBwg oe avecokoupa-
poAn (Clexane® «kar Sintrom®). H peteyxeipnuki
Topeia avapopikd pe v mpwtornabry vooo e§akoAou-
Bnoe va Baiver BertioUpevn kar o aoBevrig €haBe e§t-
plo Katd ) 16n nuépa, pe aywyrj amd to otopa (Eik.
5). Katd v €€odo ta Aeukd Atav 5.890/dl kai n aku-
voypapia Bwpakog apvnukr. Aekaemtd nuépeg petd
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scan that was carried out on the 3rd postoperative day
revealed improved flow in the internal jugular vein,
while the laboratory findings on the 7th postoperative
day indicated a positive response to the treatment
(white blood cells | 1.560/dl, no pathological findings on
the chest x-ray) (Fig. 3). On the 9th postoperative day
the tracheostomy was closed, however, a new CT
revealed internal jugular vein thrombosis (Fig. 4). The
patient was immediately put on an anticoagulant re-
gime with enoxaparin 50mg x2, followed by aceno-
coumarol (Clexane® and Sintrom®). The postoperative
course continued uneventfully as far as the primary dis-
ease was concerned, and the patient was discharged on
the |6th day on an oral regime (Fig. 5). Upon discharge,
his white blood cells were 5.890/dl and chest x-ray neg-
ative. Seventeen days after that, a control of the inter-
nal jugular patency by means of CT scan and Doppler
ultrasound revealed that the vessel was normal and

thus the anticoagulant treatment was discontinued (Fig.
6).

Eic. 1: Apeon peteyxeipnukr] agovikr
Topoypagia. Eivar eppavrig n oupmieon twv
peydAwv ayyeiwv Tou Tpaxrjiou.

Fig. 1: CT immediately post operatively.
Compression of the cervical vessels may be
seen.

Eik. 3: 3n peteyxeipnukr] npépa. BeAtiwpévn

por ota ayyeia.

Fig. 3: 3rd post-op day with improved blood

flow. Fig. 4: 9th post-op day. Internal jugular vein
thrombosis.
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Eik. 2: Mavopaypikr| axktivoypaeia.
Fig. 2: Panoramic x-ray.

Eik. 4: 9n peteyxeipnuikr nuépa. ©pdupfwon
apioteprig éow opaytdog upnAd katd v £Eodo.

TPaxnAikr| TTopeia Tou ayyeiou.

Eik. 5: KAvikry eikéva tou aobevoig katd v

Fig. 5: Clinical appearance upon discharge of
the patient.
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10 e€tipio og éAeyxo PAtdTNTog TG €0w oPayitidog
pe C/T kar unépnxo Doppler, to ayyeio rtav guoioho-
YIKO Kal n avurmkuikr) aywyr) diakdrnke (Eik. 6).

2YZHTHXH

To oUvdpopo Lemierre otn mAfjpn tou avdmuén, eivai
pia omdvia poper| petaotatikig onrmukis BpopBogAe-
Bludag mou xapaktnpiletal otnv KAAOOIKY TOU HoP@H
and empdiuvon pe Fusobacterium  Necrophorum,
BpdpPwon NG €ow opayftidag Kal amopakPUoEva
onmuikd éuPoAa (Sinave Kkar ouv. 1989, Hagelskjaer ka
ouv. 2000, Riordan, 2007). O apuySaAég kai or mepia-
puydahikof 1otof eival of mpwtomadeis eotieg Aofuwing
OTO TIAEIOTO TwV TEPMTIWOEWY av Kal @apuyyitda,
napwttda, péon wtuda, pactoeditida kar odovroye-
Vvelg AolpwEeig omavidtepa Exouv TEpIYPApel oav artieg
tou ouvdpdpou (Chririnos kai ouv. 2002, Shiota ka
ouv. 2002). To avagpepdpevo TOCOOTO 0OOVTOYEVWY
MolpwEewy wg artia tou ouvdpduou eivar PoNiG 1,8%
(Escalona kar ouv. 2007). H onrmuikry BpopPBopiefitida
TipokUTTtel €fte and eméktaon g Aofpwéng dia twv
lotwv oto omoBio TAdylo @apuyyikd didotnua, eite
aigatoyevws f Aepovevwg Pe onrukous BpduBoug
and t Bon g mpwronaboug eotiag (Hagelskjaer kai
ouv. 2000, Chririnos kar ouv. 2002, Albilia kar ouv.
2010). Amd v €ow opayda onmukd €ufoia duva-
v va petapepBolv otoug mvelpoveg, apBpwaelg,
ATap, Veppoug kal dMa dpyava. Emmiéov, avadpopn
por| tou ggdrou 1| eméktaon Tou BpdpPou propel va
TIPOKAAEOEI OUPTTTWHATOAOYIA artd TO KEVIPIKO VEUPIKO
olotnpa. H khivikr eikéva g véoou eival avdhoyn tg
artiag mpdkAnong g BpopBopiefitidag (mx. evdo-
@AEPIa xprion To&ikwv ouciwy, kabBetjpag Swan-Ganz
KATL). 27T TIEPITWon TG TPaxnAoTIPOCWTIKAG AofHw-
&ng n oupmwpuatoloyia e€aptdrar and ) Ogon g
mpwtonabous eotiag (apuydahitag, paotoeditidag,
odoviikd andotnpa), TNV EMEKTAct) TG, TV avIanokpl-
on otn Bepareia, v pICIKA avipetdmon g KA. Emi-
ONG n oupmwpatoAoyia Ba oxetiCetal kar e ta Opya-
Va TTIOU TUXOV €xouV TIPOOPANBEl Katd ouvEXEIa I0TOV.
Turmkd or aoBeveic mapoucidlouv TTUPETOS TIOU EPEVEl,
dh\yog oto tpdxnAo, duokatarmooia, tpIopd, oidnua.
EuaioBnoia kar okAnpia (cord sign) pmopel va mapatn-
POl Katd prikog TG Topeiag NG €ow opayimdag, o
Tepioxn TNG ywviag TG kdtw yvdbou kai katd PrKog
Tou otepvokieidopaotoedr) pu (Tovi kar ouv. 1991,
Nadkami kar ouv. 2004).

O mAéov oUXVOG HIKPOOPYAVIOHAG TTOU ATTOHOVWVETA
ot véoo eival to Fusobacterium Necrophorum, to
omoio eivar Gram- umoxpewtikd avagpdPiog PAkIAog
TIoU aroteAel PEPOG TNG QUOIOAOYIKAG xAwpidag tou
otopatogdpuyya (Ramirez kai ouv. 2003, Escalona ka
ouv. 2007, Malis kar ouv. 2008, Albilia kar ouv. 2010).
AMa maboydva Tou éxouv avaeepBei eival To

Zavdkng X. kai ouv./Zanakis S. et al.

Eik. 6: Anokatdotaon tng porig oto ayyeio éva priva Petd.
Fig. 6: Normal blood flow one month post-op.

DISCUSSION

In its full extent, Lemierre’s syndrome is a rare form of
metastatic septic thrombophlebitis, typically involving
superinfection with Fusobacterium Necrophorum,
internal jugular vein thrombosis and remote septic
emboli (Sinave et al. 1989, Hagelskjaer et al. 2000,
Riordan, 2007). In most cases, the tonsils and periton-
sillar tissues are the primary sites of infection, however
pharyngitis, parotitis, otitis media, mastoiditis and, less
frequently, odontogenic infections have also been
reported as underlying causes of the syndrome
(Chririnos et al. 2002, Shiota et al. 2002). Odontogenic
infections reportedly account for only 1.8% of the cases
(Escalona kar ouv. 2007). Septic thrombophlebitis aris-
es either as an extension of the infection to the poste-
rior lateral pharyngeal space via the tissues; or via the
blood or lymph, with septic emboli originating from the
location of the primary lesion (Hagelskjaer et al. 2000,
Chririnos et al. 2002, Albilia et al. 2010). Septic emboli
can easily spread from the interal jugular vein to the
lungs, joints, liver, kidneys, and other organs. Moreover,
backward flow of the embolus or extension of the
thrombus can give rise to symptoms from the central
nervous system. The clinical picture of the disease
depends on the cause of the thrombophlebitis (e.g.
intravenous toxic drug users, Swan-Ganz catheter etc.).
In cervicofacial infections, the symptoms depend on the
location of the primary lesion (tonsillitis, mastoiditis,
dental abscess), its extension, response to the therapy,
final treatment etc. Moreover, the symptoms are relat-
ed to the organs that might have been affected in
extension of tissues. Typically, patients develop persist-
ent fever, cervical pain, difficulty in swallowing, trismus,
and swelling. Sensitivity and cord sign might be
observed along the internal jugular vein, at the level of
the mandibular angle and along the sternocleidomas-
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OpdpPwon éow opayitidbag/Internal jugular vein thrombosis

Fusobacterium Nucleatum, n Eikenella Corrodens, €idn
Bacteroides kai avagpdfiol otpemdkokkol. Qg yvw-
OTOV TO TAEloTOV Twv CoPapwv odovioyevwy AolwEe-
wv elivar piktég AolpwéEeig ou av apeBolv aBepdmeu-
TG 1§ apyoroprioel n Beparteia Toug, EXouv w¢ amoTé-
Aeopa v avdmmuén avagpoPiwv pe evdexdpevn T600
™ dibnon dia twv 10TV 00 KAl TO OXNUATIoPO
BpdpPou e evepyortoinon Tou TMKTIKOU PNXaviopou
Tomkd. H avarmuxBeioa Pseudomonas Aeroginosa
otV TepiTwon Tou Tapouacidletarl eival aouvrBiotn
Kal PTopPel va o@eiletal otnv Tmapapovr] tou acBevoug
og dMo voonheutikd idpupa yia Bpaxy xpovikd did-
otnua A kai og emMpdAUVOn Tou UNIKOU.

H Sidyvwon tou ouvdpdpou propel va eivar epgavig
kal mpogavrg (em augnuévng emaypumvnong Twv
Bepamdvtwy) dtav autd ogeiletal oe evOopAEPIo opa-
yudikd kabetripa rj evOoPAERIa xprion TogIKWY ouaIwy,
evw efval MpAkANon otav TMPOKETAl YIa EKTETAPEVOUG
TPAXNAOTIPOOWTTIKOUG  PAEYHOVEG OTTOU TA TOTTIKA
onpeia g véoou emokidlovtal. 2Tn Tepmwon Kuvay-
XNG 1) TEPIAPUYSANKWY NOIPWEEWY, EMUOVOG TTUPETSG
kal dAyog Katd T katdmoon, mapd v avuPiotki
aywyr), TEEMel va avnouxoulv tov Bepdmovta (Sinave
kai ouv. 1989).

H epyaotnpiakr empPePaiwon vivetal pe aiyokaiép-
YEIEG KAl KAMIEPYEIEG TTUWOOUG UAIKOU av Kal 1 Kah-
NEpyeia twv avagpdPiwv eival euaioBnn kar ampdPAe-
mn. To m\éov xprioipo epyaleio otn digpelvnon tou
ouvdpdpou eival n akovikr Topoypagia Pe okiaypapl-
k6 (Chowdhury kar ouv.1990, Syed kai ouv. 2007). H
epmeipia pe payvnukr topovpagia eivar pikpdtepn
aMd qaivetal éu kar autr amoteAel agiomotn pébodo.
H umepnxotopoypagia eivar emong xprioidn, ypriyoen
kal @Bnvr) uéBodog av kal Teplopiletal OTIG TTEPIOXES
omoBev TG kdtw yvabou kai NG KAedac.

O1 apxég g Beparneiag mepidapPdvouy amopdkpuvon
Tou artiou (T.x. kaBetripa), evbopAERIa xopriynon avt-
Biotkwyv, emBetiky avupetwmon g mpwtonaboug
eotiag kar evdexopévwg avurnkukr Bepareia evw omd-
via amarteitar xelpoupyikr mapépBaon (Herek kar ouv.
2010). Epmeipikd xopnyouvtal avupiotkd avBektikd
otG B-Aaktapdoeg (ampicillin-sulbactame 3gr x4, pipe-
racillin-tazobactam 4,5gr x4, ticarcillin-clavunate 3,lgr
x4) kai kapBarevépeg (Sinave kai ouv. 1989, Alvarez
kai Schreiber 1995, Lu kai ouv. 2009). H mpoteivépevn
Sidpkeia Bepareiag moikihel amd dlo €wg €8 N kal
TepIo0dTEPES fOoPAdeg. O PAAOG TNG XEIPOUPYIKAG
Beparmeiag kal tng avumnkukrg aywyng eivar apgileyd-
pevog, kabwg Sev umtdpxouv PIBANoypa@Ikd Tekpunpiw-
péveg evoeitei (Finegold kai ouv. 1975, Goldhagen kai
ouv. 1998, Williams kar ouv. 2003, Hoehn, 2005,
Schmid kai ouv. 2005). MBavév o pdhog g xeipoup-
YIKAG QVUETWITIONG va TIEPIOPICETal OE TIEPITTINOEIG
emavelAnppévey, mapd v avuBiwon, onmukwy eppo-
AWV Kal TNG avurnKuKkAg aywyng otiG TTEPITTIWOEIG ETTE-
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toid muscle (Tovi et al. 1991, Nadkami et al. 2004).
The microorganism that is most commonly isolated
from the disease is Fusobacterium Necrophorum, a
Gram- anaerobic bacillus found as normal flora in the
stomatopharynx (Ramirez et al. 2003, Escalona et al.
2007, Malis et al. 2008, Albilia et al. 2010). Other
pathogens that have been reported, include
Fusobacterium Nucleatum, Eikenella Corrodens, types
of Bacteroides and anaerobic streptococci. As is well
known, most severe odontogenic infections are mixed
infections. If left untreated, or are treated late, these
infections might result in the development of anaero-
bics able to both infiltrate via the tissues and form
thrombi by locally activating the coagulation mecha-
nism. The Pseudomonas Aeroginosa, which developed
in the case presented here, is uncommon and might
have been due to the patient’s previous brief stay at
another hospital or even to a superinfection of the
examined material.

Diagnosis can be easily established (as long as the
attending physician is vigilant enough) if the syndrome
is due to intravenous jugular catheter or intravenous
toxic drug users. However, it is more challenging when
it comes to extensive cervicofacial abscesses, in which
case the local signs of the disease are concealed. In
anginas or peritonsillar infections, persistent fever and
pain upon swallowing, despite the administration of the
antibiotics, are alarming indications (Sinave et al. 1989).
Laboratory confirmation is achieved by blood and pus
culture, even though the culture of anaerobics is sensi-
tive and unpredictable. The most useful tool in identi-
fying the syndrome is CT with a contrast medium
(Chowdhury et al. 1990, Syed et al. 2007). Experience
from using MRI (in similar cases) is more limited; how-
ever it appears that this is a reliable method, too.
Ultrasonography is another useful, quick and cost-effec-
tive method, even though its use is limited to the areas
posterior to the mandible and the clavicle.

The initial stage of the treatment involves the removal
of the causative factor (e.g. the catheter), intravenous
administration of antibiotics, aggressive treatment of
the primary site, and potentially anticoagulant treat-
ment, while surgical intervention might rarely be
required (Herek et al. 2010). Antibiotics resistant to
beta-lactamases (ampicillin-sulbactame 3grx4, pipera-
cillin-tazobactam 4.5grx4, ticarcillin-clavunate 3.1grx4)
and carbapenems are empirically administered (Sinave
etal. 1989, Alvarez and Schreiber, 1995, Lu et al. 2009).
The recommended duration of treatment varies
between two and more than six weeks. The role of
surgical and anticoagulant treatment is debated, since
no indications have been documented so far in the lit-
erature (Finegold et al. 1975, Goldhagen et al. 1998,
Williams et al. 2003, Hoehn, 2005, Schmid et al. 2005).
The use of surgical intervention should probably be lim-
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ktaong tou BpdpBou (Chowdhury kar ouv. 1990,
Venkataraman kar Policar, 1997, McMullan kai ouv.
2004, Bliss kar ouv. 2004). >tnv mepimwon mou mapou-
oldCetal, n €ykaipn Kar eMOETIKA aVUIPETWOTION NG TTPW-
toraBolc AofpwEng ouvetéheoe, Wote aevdg auth
apxikd va tebei umd €heyxo Kkar dueoa va Eekivijoel n
Siadikaoia amokatdotaong, AQETEPOU Va pnv ETMTPEYE
v TARPEN ekdrAwon Tou ouvdpdpou.

O1 mpolmoBéceic Bpdufwong g €ow opayftdog,
olpoewva pe TG apxeg tou Virchow, rjitav mapouoeg
(nfeon, onmuk @Aeypovr) TEPIE tou ayyeiou, mBavn
KAKWON TOU TOIXWHATOG TOU AyYeloU) [E ATTOTEAEOHA N
BpdpPwon va eivar avamdgeuktn. O BpduPog efte
Atav onmukdg efte Oxi, dev ep@dvioe oUTe eméKTaon
oUte TTONJ TIEPICOBTEPO  PETAOTATIKEG epPoAéG. O
PAAOG TNG QVTTINKTIKAG aywyng otnv Taxeia AJorn tou
BpdpPou kai v MmN amokatdotaon TG PatdtnTog
Tou ayyeiou dev pmopel va extpnBel av kai ol evoeiGeig
ouvnyopouv umép TG Betikrg ouvelopopds tng. H
avagepopevn Bvntétnta oug pépeg Pag Kupaiveral
and 0%-18% (Fiesseler kar ouv. 2001, Cheung kai
Bellas, 2007, Lu kar ouv. 2009).

2YMIMEPAXMATA

Emeidr] to olvdpopo Lemierre eival apevdg omdvio Kka
apetépou Teivel va diahdBel Siayvwaotikd, Sikaiwg éhaPe
1o ovopa «forgotten disease». Ev toutoig dtav dev
uTIdpPXel pia TIPoeavig artia oiyng, 4tav n yevikr eiko-
va tou aoBevoug emdevivetal iapd tn Oepareia, To
olvdpopo Ba mpémel va mepihapBdvetar ot diagopi-
k) Sidyvwon.
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