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Three Cases of Inferior Pole Peritonsillar Abscess Managed

with Quinsy Tonsillectomy

Ki Hyun Kim, MD, Dong Wook Kim, MD, Byung¢ Don Lee, MD and Hyuck Soon Chang, MD
Department of Otolaryngology, College of Medicine, Soonchunhyang University, Seoul, Korea

—ABSTRACT —

Peritonsillar abscess (PTA) is a collection of pus in the lateral to tonsil and is located between the fibrous capsule
of the palatine tonsil, usually at its upper pole, and the superior to the pharyngeal constrictor muscle. It frequently
occurs as a complication of acute tonsillitis. PTA is usually found in the superior pole of the tonsil. However, in
some cases, the abscess occurs in the inferior pole of the tonsil and is called inferior pole peritonsillar abscess
(IPPA) . Treatment options for classic PTA include intravenous antibiotics, drainage by needle aspiration, incision
and drainge, or quinsy tonsillectomy. However, in the case of an IPPA, needle drainage or incision and drainage
would be technically difficult and potentially dangerous. quinsy tonsillectomy provide a safe and easy method
of evacuating such abscesses and ensures complete drainage. We report three cases of inferior pole peritonsillar
abscess managed with quinsy tonsillectomy. (J Clinical Otolaryngol 2007518:266-270)
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Fig. 1. CT scan demonstrates large area of low attenua-
tion in region of left inferior pole consistent with abscess
in peritonsillar space.
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Fig. 2. CT scan demonstrates low attenuation area of left
inferior pole with gas forming.
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Fig. 3. CT scan demonstrates tonsillar abscess extension
into left parapharyngeal space, left parotid gland deep
lobe along stylomastoid canal.

o] ATF9l st Xl 3zt A HEeH 529
HEX A5E AlFsglod 4 34 HolX| ¥ S
A g 497 AFFE 95EYS AN ik
ZBEAFE 952 YelA 5 A58 A5 olst
Ae] AS7HA FF2 dhrazd $EE 0 (Fig. 3), HAlat
Fatell FA] HEAAE 9 vks-S AlsEIlth vilsE 5
of gt wljeFzdAt M= Streptococcus pneumonia”| 7
ZHt = $ 15 AETHY T A 2AE W
g9 AT s HE & F 394 Bkl Q)

21 % Al & F 3Y age BaEA) Join

543

284 WA Sk 9 3URTE AT U, AN
U APARE AT st ARyl AEgow
A Ao] glgln, AFS el A Yslck
745 B A e Selarte glgih e
10T 89S BT, oJ31H FAPY AL AT
o s B 20 WY, P R APy )

[e}
77} 24,000/mm” 02 AsEo] 9191, 19 @Al Al

268

Fig. 4. CT scan demonstrates both tonsillar enlargement
with multiple small low attenuation area of both inferior
pole.

Fig. 5. CT scan demonstrates abscess pocket about 1 cm
in leftinferior pole.
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