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A Case of Bilateral Peritonsillar Abscesses

Tkuyo MIYANOHARA, Masato USHIKAI, Tatuya FUKUIWA,

Kouji DEGUCHI, Yuichi KURONO

Department of Otolaryngology, Kagoshima University

Peritonsillar abscess is well acknowledged to occur unilaterally. We reported here a
very rare case having peritonsillar abscesses bilaterally who required tracheostomy for
surgery under general anesthesia.

A 20 -year-old man visited our hospital complaining of dyspnea and trismus. Bilateral
tonsils were hypertrophied to Il degree by Mackenzie's classification. Although the an-
terior pillar of soft palatine was protruded, there was neither displacement of the uvula
nor fluctuation in the soft palatine. Bilateral tonsillar abscess formations were demon-
strated clearly by computed tomography. Since it was thought to be difficult to have
sufficient drainage by an incision of soft palatine, immediate tonsillectomy was per-
formed under general anesthesia. Tracheostomy was done before surgery under local an-
esthesia because of dyspnea. There was no problem during and after surgery. Immediate
abscess tonsillectomy is still controversial. However, this surgical method was consid-

ered to be useful for bilateral and severe peritonsillar abscess.
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Fig. 1 Appearance of bilateral tonsils

Fig. 2 Contrast CT scan shows bilateral abscesses
formation in peritonsillar space.
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Fig. 3 Fibrosis of peritonsillar space (right side)
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