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A 60-year-old patient was referred to our Department for evaluation of anisocoria. His 

neurological examination revealed Horner syndrome on the right side. The rest of the 

examination was normal. Six months before, he had acute tonsillitis, throat cultures revelaed a 

polymicrobial flora consisting of both aerobic and anaerobic bacteria, which was treated with 

1600000 international units of bipenicillin intramuscularly for 10 days. On admission he had 

normal complete blood count, C-reactive protein, and chest x-ray. Throat and blood cultures 

were normal. Brain multi sliced computed tomography was normal. Color Doppler of carotid 

arteries revealed normal flow through both internal carotid arteries; however, the flow through 

the right jugular vein could not be recorded. Brain MRI and MRI venography records are 

shown in Figure 1. Neck ultrasound revealed a hypoechogenic nodule in the right 

submandibular gland (1.8x0.4x1.9 cm), whereas cytological analysis showed numerous 

neutrophils and cell debris which was consistent with pus. Numerous enlarged neck lymph 

nodes were present bilaterally. Treatment with metronidazole and cefuroxime axetil was 

initiated, with good recovery. Despite therapy, Horner syndrome persisted. 

The classic presentation of Lemierre syndrome includes primary oropharyngeal, tonsillar or 

peritonsillar inflammation with later development of sepsis, internal jugular vein thrombosis, 

and septic emboli, and it is caused by Fusobacterium necrophorum. As a consequence of 

widespread antibiotic use for pharyngeal infections, the typical course of the disease has 

changed, so a high grade of clinical suspicion is needed to establish the accurate diagnosis [1]. 

The patient showed no signs of infection; his only clinical presentation was right-sided Horner 

syndrome. As the most feared cause of postganglionic Horner syndrome is carotid artery 

dissection, color Doppler of the carotid arteries was performed to reveal that there was no 

flow through the right jugular vein. Subsequent investigations led us to the correct diagnosis 

of jugular vein thrombosis due to Lemierre syndrome. As the patient had already received 

antibiotic therapy, the clinical picture of Lemierre syndrome was not fully developed, and 
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blood and throat cultures did not reveal Fusobacterium necrophorum. While postganglionic 

Horner syndrome is a well-recognized sign of a carotid dissection, it may also be an important 

sign of the adjacent vena cava pathology.   
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Figures 

Figure 1. (A) Neck MRI, T1 weighted sequences showing hyperintensity with mild distention 

of the right jugular vein (small white arrow) compared with the lack of signal in the left 

jugular vein representing normal flow (big white arrow); (B) MRI venography showing 

absence of signal in the right jugular vein (small white arrow) with normal signal in the left 

jugular vein (big white arrow). 

 

 

 


