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Abstract

Background: Peritonsillar abscess (PTA) occurs when
pus accumulates in the peritonsillar space. There are
controversies about the most adequate form of
treatment. The objectives of this study were to describe
the clinical profile of patients, PTA and bacteriological
profile of aspirates, and management of PTA. Methods:
This retrospective study included patients with PTA
managed in a tertiary hospital. The clinico-demographic
characteristics, oropharyngeal examination findings,
including that of the tonsils, test aspiration of swelling,
and culture results were documented. The treatment
modalities, hospitalization period, and outcome were
recorded. Results: Seventeen records of adults were
available (mean age, 33.3+9.7 years; female, 58.8%).
All patients presented with fever, odynophagia, and
trismus within 3 days. Five (29.4%) had previous sore
throat, 94.1% had previous medications, and 52.9% had
the abscesses on the left side. Test aspirate yielded pus
in 76.5% of patients, whereas 8 aspirates cultured micro-

organisms; 70.6% of the patients had incision and
drainage (I&D) of the abscess, and the average
hospitalization period was 3 days. Most (94.1%) of the
patients had favorable outcomes. Conclusion: PTA is
common in adults, and they present early with classical
symptoms. Purulent aspiration is usually positive, and
patients are treated with I&D with antibiotic coverage,
which leads to a generally good outcome.
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Introduction

Peritonsillar abscess (PTA) occurs when pus
accumulates in the peritonsillar space, which is located
between the tonsillar capsule and the superior
constrictor muscle. It is a common infection in pediatric,
adolescent (1), and young adult population, especially
among males (2). It has been attributed to be a common
variety of deep neck infection (2, 3). PTA often occurs
as a complication following episodes of acute tonsillitis
(4), but it can also occur primarily on its own among in-
patients without evidence of concurrent tonsillitis (5).
Patients with PTA present to general duty doctors and
family physicians with symptoms suggestive of an

oropharyngeal infection, such as high-grade fever,
odynophagia, and distortions in the quality of voice,
particularly muffled voice (3). Occasionally, PTA may
present dramatically with partial upper airway
obstruction, which will necessitate otolaryngological
consultation and management.  Although the
bacteriology of most PTA is non-specific, culturing of
pus aspirates often yields a polymicrobial mixture of
pathological organisms (2), and identification of
significant pathogens is challenging (2). Thus, the best
combination of antibiotics to be used is debatable.
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Traditionally, treatment of PTA involves drainage to
evacuate the pus, along with use of systemic antibiotics,
follow ed by interval tonsillectomy, which is performed
after 6 weeks (3). There are, however, arguments
regarding the optimal and best treatment modality.

The outcome of management differs according to
geographical locations and hospital settings. The
outcome may be related to the local characteristics and
presentation of patients, bacteriological profile, and the
modality of management.

The objectives of this study are to describe the clinical
profile of patients and characterize PTA, document the
bacteriological profile of the aspirate, and the
management of PTA. We also noted the complications
of PTA observed in our practice.

Patients and methods

This is a retrospective study of patients who were
managed with PTA at the ENT department of a teaching
hospital in southwest Nigeria within a period of 5 years
from April 2016 to March 2021. PTA patients were
identified clinically by an acute history of fever,
dysphagia or odynophagia, and a unilateral bulge or
swelling in the superolateral pole of an otherwise
healthy tonsillar tissue.

The patients’ case notes were identified by manual
search through the minor procedures records in the
clinics and the wards admission record book.
Information extracted from the case notes included the
age, sex, presenting complaints, duration of symptoms
before presentation, previous episodes of sore throat,
whether medications were used prior to presentation,
and presence of comorbidity. Physical examination
records and findings on oropharyngeal examinations,
particularly the side of the swelling (abscess) and the
condition of the tonsils, findings on test aspiration of the
abscess, and the culture results of the aspirates were
noted. The major treatment modalities deployed,
duration of hospitalization, and the outcome were also
recorded.

The data of patients with lost or inadequate important
information, those that had previous foreign body
(especially fish bone) impaction in the oropharynx, and

those with previous neck swellings and infective
cervical lymphadenitis were excluded.

The study protocol was approved by the Health
Research Ethics Committee (HREC) of the hospital
(approval number 389/2020AP).

The generated data were analyzed using SPSS version
20 (IBM Corp., Armonk, NY, USA). Discrete variables
were summarized as proportions, whereas continuous
variables were summarized using measures of central
tendency, with dispersions as means+standard
deviations. The results were presented in descriptive
tabular format.

Results

There were 20 eligible patients managed for PTA, but
only 17 case note records were available. All patients
were adults, with age range of 18 to 55 years and mean
age of 33.3+9.7 years. There were 7 (41.2%) males and
10 (58.8%) females. All the patients presented with
fever and odynophagia. The other common symptoms
were headaches and otalgia, change in voice, and
drooling of saliva.

Table 1. Clinical characteristics of the patients

Age (years)

Range 18-55
Meanzstandard deviation 33.3+9.7
Sex

Male 7(41.2)
Female 10 (58.8)
Other presenting symptoms

Otalgia and headache 3(17.6)
Change in voice 9 (52.9)
Drooling of saliva 3(17.6)
Difficulty in breathing 2 (11.8)
Duration of symptoms (days)

Range 2-5
Meanztstandard deviation 3.4+1.0
Oropharyngeal examination

Side of abscess

Right 8(47.1)
Left 9 (52.9)
Appearance of the tonsils

Normal 8 (47.1)
Enlarged 4 (23.6)
Atretic 5(29.4)
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The patients presented within an average of 3 days. Five
(29.4%) had previous episodes of sore throat. Of thel7
patients included in this study, 16 (94.1%) ingested
some form of medications prior to presentation,
including oral systemic antibiotics in 11 (64.7%), local
alcohol-based herbal mixtures in 3 (17.6%), and
different types of mouthwash in 2 (11.8%).

Table 2. Bacteriological profile of the aspirates
Aspiration (n=17)

Negative 4 (23.5)
Positive 13 (76.5)
Culture (n=13)

Result not found 3(23.1
Negative 2 (15.4)
Positive 8 (61.5)
Bacteriology (n=8)

Single organism 3(37.5)
Multiple organisms 5 (62.5)
Organisms cultured (n=8)

Streptococcus pneumonia 5 (62.5)
Klebsiella pneumonia 4 (50.0)
Streptococcus viridans 2 (25.0)
Haemophilus influenza 2(25.0)a

Values are presented as frequency (percentage).

a The percentage addition for the organisms cultured is
beyond 100% because of the multiple organisms cultured in 5
samples

All the patients had different levels of trismus, whereas
oropharyngeal examination revealed 9 (52.9%) patients
had their PTAs on the left side. The tonsils appeared
normal in 8 (47.1%) of the patients. The clinical
characteristics of the patients are presented in Table 1.
The test aspirate of the oropharyngeal swelling yielded
pus in 13 (76.5%) patients, and among these, 8 aspirates
cultured micro-organisms, namely Streptococcus
pneumonia, Klebsiella pneumonia, Streptococcus
viridans, and Haemophilus influenza (Table 2).

Table 3 shows the summary of the main management
received by the patients as well as the outcomes. All the
patients initially had parenteral antibiotic regimen of co-
amoxicillin-clavulanate for aerobic organisms and
metronidazole for anaerobic organisms. The antibiotic
regimen was adjusted based on the sensitivity pattern of
the cultured microorganisms.

Most (70.6%) of the patients had incision and drainage
(1&D) of the abscess, and the hospitalization period was
2-6 days, with an average of 3.5+1.0 days; 16 (94.1%)
of the patients had favorable outcomes, but 1 patient
(5.9%) had a complication (deep neck space abscess).

Table 3. Management and outcome of PTA

Duration of  hospitalization

(days)

Range 2-6
Meanzstandard deviation 3.5£1.0
Treatment

Medicine alone (antibiotics) 2 (11.8)
1&D 12 (70.6)
I&D and interval tonsillectomy 2 (11.8)
I&D and external cervical 1(5.9)
drainage

Outcome/complication

Favorable (no complication) 16 (94.1)
Complication (deep neck space 1 (5.9)

abscess)

Values are presented as range, meanzstandard deviation, or
frequency (percentage).
I&D, incision and drainage

Discussion

PTA is the most common complication of tonsillitis
leading to deep neck infection (4). Without adequate
treatment, this otolaryngological disease can cause life-
threatening complications (6). It behooves the managing
surgeon to diagnose and treat the disease appropriately.
PTA can be easily diagnosed from the clinical
presentation. The disease has been noted to be common
in teenagers and young adults, with male preponderance
(2). Slouka et al. reported the highest incidence of PTA
in the Czech Republic in the age group of 19-50 years
(4), whereas a mean age of 24 years was reported in
Santiago, Chile (7). In this study, all our patients were
adults, and the average age was 33 years, but considering
the standard deviation, the range was approximately 23
to 43 vyears, which aligns with previous reports,
suggesting similar demographic distributions to other
populations. PTA was found to be more common among
the females in this study, which contrasts with previous
reports (2, 8). This finding may be due to our small
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sample size, and it may not be the true representation of
patients with PTA in our population.

The average duration of symptoms before presentation
of 3 days implied an early presentation and the acute
debilitating nature of the ailment. PTA often occurs as a
complication of acute tonsillitis (6) and may sometimes
recur. Less than a third (29.4%) of the patients had
previous episodes of sore throat, which may raise
suspicion of the index episode being a recurrence or a
complication of a previous tonsillitis.

All the patients experienced symptoms of fever,
odynophagia, and some level of trismus. This is almost
pathognomonic of PTA, but other symptoms such as
referred otalgia and drooling of saliva may also be
present. The change in voice classically described as a
hot-potato speech is usually due to the bulgy swelling
impairing the movement of the soft palate and produces
a brawny speech (9). Difficulty in breathing can also
occur, which is a consequence of the swelling partially
occluding the upper airways. The normal appearance of
the tonsils seen in 47.1% of our patients may suggest that
the PTA occurred de novo, without prior tonsillitis in
these patients (5). In reality, PTA may be a complication
of tonsillitis. Tonsillar enlargement seen in 23.6% of our
patients may suggest recurrent tonsillitis (4), and atretic
tonsils (seen in 29.4%) may suggest that chronic
tonsillitis stimulated or accompanied the PTA in these
patients. Previous studies had not reported any side
predisposition to PTA, and this study found an almost
equal affectation of both sides of the oropharynx.
Irrespective of the physical signs of PTA, aspiration of
pus from the swelling will confirm the diagnosis, as
found in three-quarters (76.5%) of our patients. Par-oral
aspiration may be technically difficult when there is
severe trismus preventing adequate opening of the
mouth and limiting access to the oropharynx, and
analgesics and muscle relaxants may be administered to
aid adequate access in some situations. The peritonsillar
aspirate  were transported immediately into the
laboratory for processing of microscopy, culture, and
sensitivity. Positive culture of microorganisms in 61.5%
confirmed active microorganisms. This positive culture
value of 61.5% was close to the 62.7% recorded among
966 samples cultivated in Chile (4), but our sample size

was much smaller. Culturing of purulent aspirates may
yield polymicrobial mixture of aerobes and anaerobes
(2, 4). In this study, most cultures yielded polymicrobial
organisms, including S. pneumonia, hemolytic
streptococcus, and K. pneumonia. The microorganisms
were similar to those reported in other studies (7, 10).
Group A Streptococcus has been reported as the only
established and known pathogen in PTA (2). Although
there were some Streptococcus species cultured in this
study, it will be spurious to make a categorical statement
on its frequency of occurrence because of the generally
low number of aspirates processed in this study.

The general practice we deployed in the management of
the patients was immediate commencement of empirical
antibiotics. The choice of antibiotics is crucial because
it requires knowledge of the common pathogens and
their potential resistance (6). Although early-generation
antibiotics appear ideal as empirical therapy for deep
head and neck infection (11), the preferred antibiotic
regimen varies greatly between countries and centers
(2). In our practice, we used co-amoxicillin-clavulanate
for aerobic organisms and metronidazole for anaerobic
organisms, followed by surgical interventions. Although
co-amoxycillin-clavulanate could be used alone as they
are broad spectrum and cover anaerobes, they have no
activity against anaerobes like Clostridium difficile. The
antibiotic regimen was, however, reviewed based on the
sensitivity pattern of the cultured microorganisms.
Surgical interventions for PTA range from needle
aspiration to I&D and to quinsy/abscess tonsillectomy
(2). Our unit’s treatment of choice is traditional
treatment of initial 1&D, followed by an interval
tonsillectomy. However, most (70.6%) of our patients
only had 1&D as surgical intervention. Our patients were
counseled upon discharge on the need to return later for
(an interval) tonsillectomy, but only 2 (11.8%) patients
had interval tonsillectomy. None of our patients had
quinsy tonsillectomy. In a survey of practices in the
management of PTA among practicing ENT surgeons in
Nigeria, 96.7% of surgeons advised interval
tonsillectomy, and only 3.3% advised abscess/quinsy
tonsillectomy (12). On the international scale, there is a
trend toward less invasive surgical approach to PTA
treatment, with some cases having only antibiotic
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treatment without surgical drainage (2). Two of our
patients who had negative aspirates only had antibiotic
therapy and achieved good responses.

The average hospitalization period (3.5 days) of our
patients was similar to that (4.2 days) reported in
Kaduna, Nigeria (9), and the patients had good recovery
after evacuation of pus and continued antibiotic
regimen. A low complication rate was found in this
study. Only one patient developed PTA complication of
deep neck space abscess. The patient was a middle-aged
man with uncontrolled type 2 diabetes mellitus (T2DM).
In patients with T2DM, PTA incidence is relatively
high, and its prognosis correlated with diabetes severity.
Type 2 diabetes is also a risk factor for deep neck
infection and leads to complications and poor outcomes
(13). The index patient thus had substantial predisposing
factors to develop complications of the PTA. The deep
neck space abscess was drained externally, and he also
had his medical comorbidity controlled. We advocate
that any adult patient with PTA should be screened for
medical comorbidities, especially diabetes.

Some limitations noted in the study included our
inability to culture for anaerobes, which limited the full
bacteriological  profile.  Furthermore, a few
microbiological results were not found, whereas the case
note records of three patients had missing vital
information, and their data were excluded from the
study.

Conclusion

This study determined that PTA is common in adults and
presented early with classical symptoms. Purulent
aspiration is usually positive, and patients are often
treated with 1&D with antibiotic coverage, and had a
generally good outcome. We recommend that
comorbidities should be sought in adults presenting with
PTA, and bacteriological examination of aspirate for
both aerobic and anaerobic organisms should be
performed.
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