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Blood, left upper extremity wound, tracheal 
aspirate, and urine cultures grew methicillin
resistant Staphylococcus aureus (MRSA). Left up
per extremity vascular duplex ultrasound showed 
extensive acute deep venous thrombosis. Trans
esophageal echocardiogram did not show ev
idence of intracardiac thrombi, mass, vegeta
tions, or intracardiac shunt. Serological diag
nostic testing results were negative for rheu
matoid factor, antiproteinase 3 and antimyelo
peroxidase antibodies, antiglomerular basement 
membrane, anti Smith, anti Smith/RNP, and 
anti SSA/SSB antibodies. Complement C3 and 
C4 levels were within the normal range. Electro
encephalography showed burst suppression but 
no seizure activity.

The hospital course was complicated by bilat
eral tension pneumothoraces (FIGurE 1D) and left
sided chorioretinal abscess with left eye endo
phthalmitis. A chest tube was inserted emergent
ly, and intravitreal injection of vancomycin was 
performed by an ophthalmologist.

Ventilation support became ineffective due to 
a large air leak and the patient’s family decided to 
pursue comfort measures. The patient was extu
bated and passed away a few hours later.

To the best of our knowledge, this is the first 
reported case of simultaneous multiple septic em
boli in the lungs, the brain, and the retina second
ary to upper extremity MRSA thrombophlebitis.

Cerebral septic emboli usually originate from 
left sided endocarditis with or without mitral 
valve vegetations.2,3 There are few case reports 
of retinal septic emboli secondary to endocardi
tis or following dental surgery.4,5

Interestingly, left sided endocarditis or valvu
lar vegetations, which could explain septic em
boli in the brain and the retina, were not found. 
An assumption was made that microorganism
containing thrombi caused a mechanical ob
struction and inflammatory reaction that result
ed in right to left shunt and pulmonary capillary 

A 39 year old man was admitted to the hospi
tal for altered mental status. One week prior 
to the admission, the patient had a moped acci
dent. His past medical history was remarkable 
for polysubstance abuse, alcoholism, chron
ic pancreatitis with multiple exacerbations, 
peripancreatic pseudocysts, inferior mesen
teric vein thrombosis, and chronic splenic vein 
thrombosis.

At initial presentation, the body tempera
ture was 35.1 °C, blood pressure 76/51 mm Hg, 
heart rate 114 bpm, and oxygen saturation as 
measured by pulse oximetry 92% on room air. 
The physical examination demonstrated bilateral 
crackles on auscultation and hepatosplenomeg
aly. Notably, the dorsal surface of the left fore
arm was indurated and erythematous with pu
rulent discharge (FIGurE 1A). Biochemical tests re
vealed a normal white blood cell count, throm
bocytopenia, and elevated lactic acid and serum 
creatinine levels. The urinalysis was consistent 
with a urinary tract infection. Computed to
mography (CT) demonstrated multiple consol
idations throughout the lung parenchyma bi
laterally (FIGurE 1B). Magnetic resonance imag
ing (MRI) of the brain showed numerous show
ering emboli (FIGurE 1C).

The patient was intubated for acute hypoxic 
and hypercapnic respiratory failure and samples 
were collected for bacterial cultures. Broad spec
trum antibiotics, intravenous fluids, and norepi
nephrine drip were initiated.

The differential diagnosis of CT findings in
cluded, but was not limited to, cavitary pulmo
nary metastases, necrobiotic lung nodules (seen 
in rheumatoid arthritis and inflammatory bow
el disease), granulomatosis with polyangiitis, and 
pulmonary embolism.1 The MRI findings includ
ed embolism originating from left cardiac cham
bers. Additionally, paradoxical embolism across 
a patent foramen ovale or ventricular septal de
fects could be considered.
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vessel breakdown. In consequence, translocation 
of the infected thrombi to the left heart result
ed in emboli in the brain and the retina. The pro
posed pathomechanism could explain the small 
size of cerebral microthrombi.

This is an interesting and unusual case of an up
per extremity thrombophlebitis with septic em
boli in the lungs, the brain, and the retina with
out coexisting endocarditis or intracardiac sep
tal defects.
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FIGurE 1 Clinical and radiological findings; A – wounds of the dorsal surface of the left forearm with purulent discharge; B – multiple septic emboli 
in the lungs on chest computed tomography (arrows); C – multiple septic emboli in the brain on magnetic resonance imaging (arrows); D – bilateral 
pneumothoraces on chest X -ray (arrows)
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