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Abstract

A rare case of intratonsillar abscess is pre-
sented in a 25-year old healthy adult male,
where the clinical presentation was found to
be unique hitherto unreported in the medical
literature. The clinical record also highlights
the importance of incision and drainage in the
management of such cases. With this case, we
illustrate a rare entity that present in an
extremely rare manner.

Introduction

Tonsillitis is a common pharyngeal infection
affecting children and young adults, however
intratonsillar abscess is a rare complication
associated with it.1? There is not much in the
medical literature on ITA. In a massive inter-
net search using Pubmed/Medline services we
could find only 24 cases reported in the med-
ical literature; most of these are in children.!
We present one such rare case in an adult
where the clinical presentation and manage-
ment was found to be interesting.

Case Report

A 25-year old adult healthy male reported to
the ENT outpatient department with the com-
plaint of swelling in the left tonsillar region for
the last 3 months following an episode of acute
tonsillitis. On detailed history taking the
patient revealed that at times he did have
odynophagia and bouts of acute jabs of pain in
the left tonsillar region. On examination a pale
yellow swelling was seen in the region of left
tonsil, which had a soft and cystic feel and was
tender on palpation (Figure 1). It would be pru-
dent to note that patient had no fever, trismus,
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and pain in throat or any signs of inflamma-
tion in the tonsillar region. Jugulodigastric
lymphnodes were also not palpable. A differen-
tial diagnosis of tonsillar cyst, any benign
lesion like lymphoma and malignancy was
made. However, the needle aspiration revealed
pus.

A computed tomography with contrast
enhancement (CECT) scan was done which
revealed: a well defined thick walled abscess in
the left tonsillar region measuring 1.7x1.8 cm
in cross section and 2.2 cm in cranio caudal
extent (Figure 2). Thus a final diagnosis of left
intratonsillar abscess was made. The patient
was treated with needle aspiration of the
abscess and antibiotics for 7 days: amoxicillin
+ clavulinic acid and metronidazole (the cul-
ture sensitivity report for pus was sterile).! But
the abscess did not resolve and hence finally
incision and drainage (I & D) of the abscess
was done under general anesthesia. The said
lesion resolved. Post-operative period was
uneventful (Figure 3). The patient is in regu-
lar follow-up with us for the past 3 months with
no untoward incident to report.

Discussion

The exact etiology of ITA is obscure. It is
believed that inflammation of the tonsils, espe-
cially acute follicular tonsillitis leads to accu-
mulation of pus within the tonsillar crypts and
thus an ITA is formed.*$ This could well be the
pathophysiology in our case; however it would
be prudent to note that our patient had no fol-
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licular tonsillitis, but acute tonsillitis.
However, ITA can also be caused by bacterial
tonsillar seeding from the blood stream or lym-
phatics.*® In this context it would be interest-
ing to note that rapid lymphatic transport from
palatine tonsils and the absence of lymphatic
valves prior to the capsule may not allow aggre-
gation of bacteria within the tonsillar
parenchyma.! This may account for minimal
cases of ITA (and more peritonsillar abscess).
Thus factors which compromise the lymphat-
ics and lymphatic flow may thus be important
predisposing factors for ITA: dehydration,
inflammatory swelling of tonsillar follicles and
previous history of peritonsillar abscess.!

Figure 1. Showing the intratonsillar abscess in the left tonsillar region.
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Usually, it is difficult to diagnose ITA as its
clinical features are quite similar to peritonsil-
lar abscess; this is probably an important rea-
son for under-reporting of the said lesion in
the medical literature. However, two important
clinical features distinguish it from peritonsil-
lar abscess: enlargement of tonsils with no sig-
nificant swelling and absence of muffled
voice.57 The case in focus however had no clin-
ical features of peritonsillar abscess. The
patient was harboring sub clinical infection for
a long time and hence presented to us with a
swelling in the tonsillar region.

A CT scan usually clinches the diagnosis.’*?

Case Report

The treatment protocol for the said lesion is
debatable. A recent case series on the cited
subject in children by Ulualp et al has high-
lighted the role of antibiotics in treatment of
ITA with no surgical intervention at all.? In this
era of minimally invasive surgery, others have
suggested that patients should undergo needle
aspiration under antibiotic cover.>*? However,
we found no improvement in our case with
needle aspiration and thus I & D was done.
Needle aspiration probably leaves residual
impacted infective nidus in the deeper inac-
cessible parts of the crypts of tonsils. This
might have caused the non resolution of ITA in

Figure 2. Computed tomography scan neck with contrast enhancement showing well
delineated abscess in the left tonsil in axial (A) and coronal cuts (B).

Figure 3. The post-operative clinical image of the patient at the end of 3 weeks.
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our case. Moreover, needle aspiration requires
repeated sittings and patient cooperation,
which make this procedure difficult, especially
in children. Further, it is interesting to note
that none of the previous case reports have
defined the role of tonsillectomy in such cases.
Review of medical literature reveals that some
pediatric patients of ITA after initial treatment
finally underwent tonsillectomy.® However,
authors could find no literature in accordance
with evidence based medicine in favor of ton-
sillectomy for ITA. In this context, it would be
imperative to note that even in peritonsillar
abscess; tonsillectomy is no longer regarded as
an absolute indication and is recommended for
recurrent abscess only. We thus recommend I
& D as a primary modality of treatment for ITA,
with tonsillectomy being reserved only for
recurrent lesion.

Conclusions

In summary, this case reports highlights two
important features of ITA ie. one that it can
present as an asymptomatic swelling and sec-
ondly the definitive role of [ & D in manage-
ment of such cases. Both these factors can be
attributed to the deep infection nidus in the
crypts of tonsils. The case also merits mention
on account of the rarity of ITA and its underre-
porting in the medical literature, which limits
conclusions to be drawn on the treatment of
ITA in accordance with evidence based medi-
cine.
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