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Abstract
	 Background: The	 aim	 of	 this	 study	 was	 to	 describe	 the	 clinico-epidemiologic	 profile	 of	
peritonsillar	abscess	(PA)	seen	in	our	center	in	northern	Nigeria.
 Methods: This	 was	 a	 to	 retrospectively	 review	 of	 all	 patients	 with	 PA	 managed	 in	 our	
hospital	over	a	7-year	period.	Case	notes	were	reviewed	and	information	retrieved	included	biodata	
and	clinical	information	were	entered	into	an	SPSS	statistical	software	version	20.0	and	analysed	
descriptively	and	result	presented	in	table	and	figures.
 Results: A	total	of	25	patients	were	seen	during	the	study	period	age	ranged	from	2–52	years	
with	a	mean	age	of	25.96	years;	14.1	(SD	2.8).	Male	to	female	ratio	of	≈	1.1:1.0.	Right	side	was	affected	
in	60%.	The	period	of	presentation	of	patients	with	PA	varied	between	4–12	days	with	a	mean	duration	
of	6.5	days.	The	presenting	complaints	in	these	patients	varied	from	sore	throat	alone	in	4	(16%),	
fever	and	sore	throat	in	17	(68%),	others	16%.	The	duration	of	hospital	stay	varied	from	between	1	to	
8	days	with	mean	of	4.2	days;	3.32	days	(SD	1.1).	All	the	patients	had	incision	and	drainage	with	no	
recurrence	of	symptoms.
 Conclusion: PA	is	an	Ear,	Nose	and	Throat	emergency	that	is	commoner	amongst	the	young	
adult	males	and	the	modality	of	treatment	is	still	incision	and	drainage	in	our	setting.
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Introduction

 Peritonsillar abscess (PA) is one of the 
common otolaryngological emergency (1) and 
patients usually have a classical presentation of 
odynophagia and dysphagia, fever, a characteristic 
hot potato speech and trismus. Clinical assessment 
of the oropharynx shows marked asymmetry 
of the both peritonsillar area with oedema and 
erythema with displacement of the uvula to the 
contralateral side (1).
 PA is considered a suppurative complication 
of an acute tonsillitis with penetration of the 
tonsillar capsule by infectious organism and it is 
usually treated with incision and drainage under 
an antibiotics coverage. PA may also be seen among 
in-patients with no previous history of tonsillitis 
and when there is no evidence of concurrent 
tonsillitis (2). The incidence of tonsillitis peaks 
in childhood and are most common among the 
young adults. Most cases were reported among 
older children, adolescents, and young adults (2).
 PA is one of the most commonly occurring 

acute suppurative infections of the head and neck 
in young adults and children. This infection do 
affect age groups, but the highest incidence is 
found among adults 20 to 40 years of age (3,4). 
PA is almost always first encountered by the 
family physician, and those with appropriate 
training and experience can diagnose and treat 
most patients at this level. Prompt recognition 
and initiation of therapy is important to avoid 
potential serious complications. Epidemiology of 
PA has not been vastly discussed in the literature. 
Although its yearly incidence in the United States  
from previous research was estimated at 1 in 
6500, in Northern Ireland, it was reported as 1 per 
10 000 patients per year, with an average age of 
26.4 years (5), however to our knowledge no data 
is available for a developing country like Nigeria. 
In addition, previous literatures have revealed an 
alteration in the causative bacteria from gram-
positive cocci (mainly Streptococcus β-hemolytic 
group A) to anaerobes and gram-negative rods (6). 
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A recent study reported an increased incidence 
along with a more aggressive presentation of PA 
among the pediatric population (7). The aim of 
the study is to describe the clinic-epidemiologic 
profile of PA which is one of the deep neck space 
infections seen in our center in northern Nigeria.

Methods

 This was a retrospective study of all patients 
with clinical diagnosis of PA (International 
Classification of Diseases 9 [ICD9] code 475), 
hospitalised and treated between January 2005 
and December 2011 at the National Ear Care 
Center which is the only  specialised center for 
the care of ear, nose and throat diseases located 
in northern Nigeria. The work was approved by 
the ethical review committee of the hospital. 
The case notes were retrospectively reviewed 
and information retrieved included age, sex, 
duration of symptoms, abscess location, clinical 
presentation, and symptoms of presentation, 
examination findings, prior antibiotic therapy, 
and hospital stay. Also retrieved were history of 
recurrent tonsillitis, previous PA, culture results, 
co-morbidities and complications. Incision and 
drainage were performed for all patients with 
PA, usually after the diagnosis. All this data were 
entered into SPSS version 20.0 statistical software 
and analysed descriptively and data presented in 
tables and figures.

Results

 A total of 31 patients presented with PA 
however only 25 patients had complete data for 
analysis and fit into the inclusion criteria for the 
study (N = 25). The age range from 2–52 years 
with a mean age of 25.96 years (SD = 14.1 ± 
2.8), median age of 24.00 (Figure 1). The modal 
presentation was found among those 10 years and 
above for both sexes. There were 13 (52%) males 
and 12 (48%) females with male to female ratio of 
≈ 1.1:1.0. 
 A total of 15 (60%) patients had the PA on the 
right side while 9 (36%) had the PA on the left side 
and only 1 (4%) patient had bilateral PA (Figure 
2).
 The duration of presentation of patients with 
PA varied between 4–12 days from our study with 
a mean duration of 6.5 days; 2.31 (SD 0.46) (Table 
1). Age to duration of symptom cross-tabulation 
before showed early presentation among the 
younger age group than the older age group with 
72% presenting within a week of onset (Table 1). 
The presenting complaint of patients varied from 

sorethroat alone in 4 (16%), fever and sorethroat 
in 17 (68%), fever, sorethroat and dysphagia in 3 
(12%) and dysphagia alone in 1 (4%). Upon arrival, 
patients were questioned about their symptoms,  
fever  was found in 21 (84%), odynophagia in 25 
(100%), oral intake difficulties 18 (72%), muffled 
voice “Hot potato” speech found in all the patients 
25 (100%) (Table 2). Only 4 (16%) had a positive 
history of diabetes mellitus among the 25 patients 
that satisfied the criteria and none had history of 
foreign body in the throat prior to presentation, 
referred ipsilateral otalgia in 10 (40%). History 
of recurrence of tonsillitis prior to development 
of PA was positive in 15 (60%) of the PA patients 
while 10 (40%) had PA without anteceding 
tonsillitis (Table 2). 
 Examination finding showed that all 
the patients had some degree of trismus at 
presentation with 16 (64%) had mild degree 

Figure	 2:	 Site frequency chart or location of 
peritonsillar abscess at presentation.

Figure	 1: Age-sex frequency chart of patients 
with peritonsillar abscess.
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of trismus while9 (36%) had moderate degree 
of trismus with drooling of saliva in 10 (40%). 
Associated tonsillar enlargement in 13 (52%) of 
the PA, they all had enlarged tender ipsilateral 
cervical lymphadenopathies (Table 2).
 The duration of hospital stay varied from 
between 1 to 8 days with a mean duration of 4.2 
days; 3.32 days (SD 1.1). The long hospital stay was 
due to inability to offset the hospital bill in two of 
the patients and two came from a far distance and 
were delayed hoping for complete resolution of 
all symptoms as there was the possibility of non-
presentation for follow up. All the patients had 
incision and drainage of PA with no recurrence of 
symptoms. 

Discussion

  PA is a collection of pus between the fibrous 
capsule of the tonsil, usually at the upper pole, and 
the superior constrictor muscles of the pharynx. It 
may occur at any age but the majority is in young 
adults between 20 and 50 years of age, which is 
surprising in view of the fact that the incidence 
of tonsillitis peaks in childhood, suggesting the 
aetiology must be more complex (8,9). Our study 
however revealed peak prevalence among those in 
the age group of 11–20 years which is at variance 
with study by Tal et al. in 2010 (10) but majority 
of our study group still falls within the age group 
20–50 years. PA is found to occur almost in the 
same ratio among both sexes in our study which 
is similar to findings in most literature reviewed. 
The tonsils is a paired organ in the oropharynx 
thus PA can occur on any side of the tonsils, our 
study revealed that PA is more commoner on the 
right than the left side compared to other study 
that found it commoner on the left side (10). 
There was only one case of bilateral PA which was 
an uncommon phenomenon and rarely reported 
(Figure 2). Various world literature reviewed (9–
11) describe patients with PA as appearing ill and 
present with fever similar to findings in our series 
where almost all the patients (84%) had fever at 
presentation. There was also malaise in all the 
patients despite the commencement of treatment 
in some, sorethroat, dysphagia, or otalgia were 
also part of the complaints similar to what was 
documented in the literature (9–11). The throat 
pain is markedly more severe on the affected side 
probably due to inflammation, swelling, pressure, 
and stretch effect on the nerves and is often referred 
to the ear on the same side (referred otalgia) which 
was documented only in 40% of the patients 
reviewed. None of the patients had an anteceding 
acute pharyngotonsillitis or developed PA post- 

Table	1:	Cross tabulation of age (years) with duration of presentation (days)
Age	(years) Duration	of	Presentation	(days) Total

4 5 6 7 8 9 11 12
1–10 years 1 3 1 – – – – – 5
11–20 years – – 4 1 – – – – 6
21–30 years 1 1 – 1 1 – – – 4
31–40 years 1 – – – 1 1 1 – 4
41–50 years 1 – 1 – 1 1 1 – 5
51–60 years – 1 – – – – – – 1
Total 5 5 6 2 3 2 2 – 25

Table	 2:	 The clinical characteristics of 
peritonsillar abscess (PA), n = 25

Clinical	Characteristics Frequency	(%)
Symptoms 25 (100)
Sorethroat 21 (84)
Fever 25 (100)
Muffled speech 18 (72)
Dysphagia 10 (40)
Ipsilateral otalgia 10 (40)
Signs
Trismus 25 (100)
Drooling 10 (40)
Cervical lymphadenopathies 25 (100)
Significant histories
Recurrent tonsillitis 15  (60)
Previous PA 0 (0)
Diabetes Mellitus 4 (16)
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tonsillectomy. This observation may suggest a 
different or an additional etiology for developing a 
PA rather than being regarded as a complication of 
acute pharyngotonsillitis. Additional information 
regarding the linkage of PA and pharyngotonsillitis 
may be attributed to the unexpected discrepancy 
between the peak occurrence of PA and that of 
tonsillitis among children and young adults (10). 
Physical examination usually reveals trismus as 
documented in literature was found in all our 
patients but was in grades or degree and varied 
from mild to moderate grades, because of pain 
from inflammation and spasm of masticator 
muscles (12). None of our patients reviewed had 
severe trismus. Swallowing was also  painful, 
resulting in pooling of saliva or drooling (10–
12). Patients often speak in a muffled voice (also 
called “hot potato voice”) which was found in 
all the patients. The duration of symptoms from 
our review found an average of 6.5 days which is 
slightly longer than findings from other studies 
with shorter hospital stay in Tanzania (9,12,13) 
compared to ours with longer hospital stay due 
to inability to pay hospital bills and also at the 
discretion of the managing physician to allow the 
symptoms to improve based on the far distance 
where the patient came from. None of our 
patients based on our review had any recurrence 
on follow up Our series did not assess for other 
co-morbidities such as smoking, alcoholism 
except for common conditions such as diabetes 
mellitus which we found only in about 16% of 
the study group, this is one of the deficiency 
being a retrospective study. The diagnosis of this 
condition is usually clinical based on history, 
physical examination including examination of 
the oral cavity and oropharynx confirmation with 
presence of a bulge in the peritonsillar area. A test 
aspirate usually yield purulent material which 
is sent for microscopy culture and sensitivity 
(MCS), however in our study only 3 of the patient 
submitted their specimen for MCS this may be 
associated with poor compliance to instruction 
to submit specimen as most drainage is done 
following aspirate (13–15). It was also found that 
the results of cultures obtained from peritonsillar 
abscesss did not alter management (13–15). 
Patients most of the time have relieve of symptom 
after commencement of antibiotic therapy 
based on local guidelines, before the culture was 
available 24–48 hours after presentation (9,10). 
Most aspirate yielded anaerobes and gram-
negative rods as seen in previous study (6). All 
the patient had immediate relief of pain and 
pressure symptom after aspiration and drainage 
of the abscess, which may be responsible for poor 

compliance to instruction to submit specimen and 
also follow up.  All the patient were treated with 
incision and drainage offered for 24 (96%) and 
only 1 (4%) had wide bore needle aspiration done. 
None of the patients had recurrence of symptom 
after treatments as they never represented with 
the same symptoms on follow up.

Conclusion

 In conclusion PA is an ENT emergency that 
is still found among our patients commoner 
among the young adult and middle aged, males 
more than female and the modality of treatment 
in our setting is still incision and drainage in our 
environment and follow up was   a challenge.
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