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Clinical Study of Patients with Peritonsillar Abscess
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Peritonsillar abscess (PTA) is the one of the most common abscesses of the head
and neck. Patients with PTA are usually suffering from sore throat, fever,
dysphagia, and trisms. Abscess tonsillectomies have been widely performed in
Europe and the United States, while immediate tonsillectomy is not common for
PTA in Japan. Surgical therapy, such as an incision and drainage without tonsillec-
tomy conbined with appropriate antibiotic therapy, is widely accepted in Japan.
However, it is difficult to drain satisfactorily with an incision in cases when the ab-
scess has developed in the parapharyngeal space. Moreover, PTA recurs frequently
after an incision or drainage. The proper treatment of PTA still remains controver-
sial. A total of 103 patients with PTA treated at our clinic during the past 16
years were reviewed and it was found that immediate tonsillectomies had been per-
formed on 99 of them. Surgical findings, postoperative courses, and bacteriological
examinations were surveyed, and the results showed that an immediate tonsillectomy
under general anesthesia could be carried out safely without any complications.
Dramatic relief of the symptoms was obtained within a couple of days following the
operation. Bacteriological examination showed a considerably high incidence of an-
aerobes, suggesting that sufficient drainage is required to treat the disease. We con-

cluded that immediate tonsillectomy should be performed for peritonsillar abscesses.
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G 103 4
31 Bt . i3S H
i 2RSSy A~8LR  (FIF#HR D
Rk DEEE D 0 E|L s34
EREEAOBEER OE wof 1E 106 2@ 44
BRIEERAL FrifE o5 fil mpE 8
B osof M ugl TE 281 28 56
TRFHE B 99 B, CREFROTERRA D]

FII2®o 7 A S 81 E T, Fi5 32
RTHY, NEPELERBCZVE VS ftho
WEE—HLTWEY, 285 » HOEF IR
BREBEDH 7 5 Vi &k 2 FIAIS Rk E B &
LEeBLWEERITH - 72

103 Biir 50 Flic Wk K O BERER H v, Rk
FEFEREO BRI 14 Td 7. 14 F]H 8
Pl UIBABER %2, 2 Fl3EREHREZ T TV
KHBADLLTHRELIEATH D, HBRETOD
HbmE b EEEVW DN H - 1.

IBE 2 95 B RBIME T, FAEHRME L TR
Fic£ < 89HITH - 7.

Ba 3 SRR & 0 Rk FRIRE i<k L
TRERR#HEZE—ERE LT, RENK
AT - 7 4 10, BERBHET b7 Y F—v
R, U—7 7 vickahuEEEE REBRL
EHOPRED 1 DRATFMEERET FER &, &

HAHAWRMRMEN RS F16& HF15

ANORIEBBONE > 1—FITH 5.
RAREFRE c x4 2 BB RRE &, 1BHmk
RIS 2 mekiE N 2, Mg, ROEEE]
REICE 2 AR, ABEHAR, MR BIMk CBRER
PROBE, CoVWTHERET LIS, AR
ZRIED O 12,
IhETICRERLERlothT, —iciT
b5 EEbN TV B/NEO TR FRIRE < Bk
Y Uil &, IRBEVIBBER Rl
TR SER BRI % 3k L 7 ER 2 2R T 5.
E Bl 1

E Fl: 6k BRE
¥ F:BHOKEE
BUREE : SFak 94 8 H 16 H X b 38°C D &,
RUBOEESHEL, KEARICTRELZ
Wrah, S22 2 0@HALS, 198X

Fig. 1 (8) Preoperative picture of the tonsils.
The right side tonsil is
erythematous and edematous, and
the uvula is deviated to the left side.

(b) Cervical axial computed
tomographic scan showing low den-
sity area in the parapharyngeal
space.
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Flg. 2 (a) Preoperative picture of the tonsils.
On the right side is a peritonsillar
abscess with a punctured wound
above the soft palate.

(b)  Anteroposterior roentgenogram

and cervical axial computed
tomograhic scal demonstrating the
presence of gas in the lateral cervix
and submandibular space (Arrow
heads).
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