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Clinical Aspects of Superior and Inferior Pole Peritonsillar Abscess

Kengo NISHIMOTO, Junichiro OHHORI, Yoshiko HAYAMIZU, Tatsuya FUKUIWA,

Yukari SAGARA and Yuichi KURONO

Department of Otolaryngology, Faculty of Medicine, Kagoshima University.

Peritonsillar abscess is classified into superior and inferior pole type by the localization of

abscess. In the present study, 128 patients who diagnosed as peritonsillar abscess and

treated in our hospital between April, 1999 and March, 2004 were investigated and the dif-

ferences in clinical aspects between superior and inferior pole peritonsillar abscess were

discussed. In results, inferior pole peritonsillar abscess recurred and lacked symptoms such

as trismus and uvula deviation more frequently than superior pole peritonsillar abscess.

Microbiological examination indicated strong association of anaerobic bacterium in the

occurrence of both types of peritonsillar abscess.
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Fig. 2 The past history in cases of superior and
inferior pole peritonsillar abscess
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Fig.1 The age and sex distribution of superior and
inferior pole peritonsillar abscess
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Fig. 3 The appearance of traditional symptom in
superior and inferior pole peritonsillar abscess
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Fig. 4 The bacterial detection of superior and infe-
rior pole peritonsillar abscess
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