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Peritonsillar abscess with otorrhea

Ryotaro OMICHI", Yuko KATAOKA", Hisashi ISHIHARA?’, Kazunori NISHIZAKI"
1) Department of Otolaryngology-Head and Neck Surgery, Okayama University Graduate
School of Medicine, Dentistry, and Pharmaceutical Sciences

2) Department of Otolaryngology-Head and Neck Surgery, Kagawa Rosai Hospital

The patient was a 79-year-old woman. Her left ear was being treated with otitis externa at
her nearby clinic by eardrop. Her otorrhea did not improve after one week. The otorrhea still
kept outflowing during food intake. That is the reason of her visiting our hospital. Her past
medical histories were sigmoid colon perforation with stoma placement, rheumatoid arthritis,
diabetes mellitus, hypertension, right hip prosthesis placement. At the first visit to our hos-
pital, She had a remarkable erosion of the left ear canal, fistula was found in front of the ear
canal skin. She showed pus leakage due to her chewing. Strongly swelling surrounded the
left tonsil and soft palate, and oropharynx had been narrowed. The CT scan revealed the low
density area with a contrast effect from the lower ear to the left tonsil, was diagnosed with
left peritonsillar abscess. On admission to our hospital, drainage and the administration of an-
tibiotics were performed. She was discharged in satisfactory progress on day 10.

Peritonsillar abscess, but there is a frequently encountered disease, being the chief com-
plaint otorrhea is rare. As reported case seems to be similar as far as we have searched is
only reported as "one case of deep neck abscess in the throat and ear canal causing self-de-
struction” is Tomohiro Anno 1961. We report this case with the literature about peritonsillar

abscess.
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Fig. 2 two low density areas with ring en-
hancement near submandibular
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Fig. 3 no pattition between two low density
areas in bmm cranial slice
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