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Hot or Immediate Tonsillectomy: A Safe and Effective Method for Treatment of Acute Tonsillitis’ Complications
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Abstract
Aim: The aim of this study was retrospective analysis of indications to hot tonsillectomy, its effectiveness and safety. Peritonsillar abscess (PTA) is one of the most common complications of acute tonsillitis and the cause of emergency laryngological counselling. In some cases, it is necessary to perform hot tonsillectomy. Material and Methods: In between 2009-2015, 21 patients (aged between 4 to 43 years old) with an initial diagnosis of peritonsillar abscess were admitted. Among them, 11 were women and 10 were men. All underwent hot tonsillectomy. Results: Most of the patients were between 20-40 years old. The most common symptoms were pain in the throat, trismus and dysphagia. In all cases incision of an abscess was made, in 9 patients purulent discharge was present. In all patients there was no relief of symptoms after incision and antibiotic therapy. In 12 cases without drainage after initial incision, pus was drained after tonsillectomy. In the remaining 9 cases there were additional reservoirs of pus, which were drained after surgery in 6 patients. In 8 patients there was more than one localization of an abscess. There were no problems with intubation and no complications in the early and late post-operative periods occurred. The average time of stay in hospital was 8 days (5-12 days). Conclusion: Lack of improvement after initial treatment of PTA is an indication to hot tonsillectomy. This procedure is not connected with an increased risk of complications. Evacuation of purulent content does not exclude presence of another abscess, unusual localization or para-pharyngeal space abscess.
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Introduction

Peritonsillar abscess (PTA) is one of the most common complications of acute tonsillitis and cause of emergency laryngological counselling. It is also the most common deep neck infec- 1,2 tion. The incidence is estimated to be 30 out of 100,000 people per year.1,2 Factors predisposing to the development of peritonsillar abscess described in the literature are bad periodontal status 2,3 and smoking.2,3 Treatment is always connected with an abscess incision, drainage of purulent 4-10 content, re-hydration4-10 with subsequent antibiotic therapy. In some cases, it is necessary to 5,9,11 perform immediate tonsillectomy. Otherwise infection may spread into surrounding tissues such as parapharyngeal space. This procedure is potentially connected with an increased risk of complications, such as problems with intubation, intra- and post-operative haemorrhage and 4,10

Materials And Methods

Between 2009-2015 in The Clinic of Otolaryngology and Oncological Laryngology of Pomeranian Medical University 21 patients with an initial diagnosis of peritonsillar abscess were admitted, who underwent hot tonsillectomy. The ages of the patients ranged from 4 to 43 years old (middle 26 years), 11 women and 10 men.

Retrospective analysis of data from medical history, according to age, symptoms, signs and methods of treatment was made. Inclusion criteria were peritonsillar abscess recognized in clinical examination requiring tonsillectomy within 48 hours after admission to the hospital. Symptoms were asymmetry of oral pharynx and palatoglossal arch, dislocation of the tonsil.13 Age, stay in the hospital, history of recurrent tonsillitis and peritonsillae abscesses, C-reactive protein (CRP) level and type of treatment were analyzed. The day of discharge from hospital was assumed as the end of treatment. Patients left hospital after healing of tonsillar niche and relief of local and general symptoms.

Results

The age range of the patients is shown in Figure 1. The largest group of patients in this study were aged between 21 and 40 years.

[image: Figure 1]Figure 1. Age groups of patients.
The number of men and women in the study were similar (M:W 57%/43%).

Symptoms reported by patients are shown in Table 1, the most common symptom was pain in the throat and problems with swallowing.

Symptom Number of patients Percentage

Fever 9 43% Trismus 19 90% Pain in the throat 21 100% Dysphagia 13 62% Ear pain 2 9,5% ≥3 acute tonsilitis in the previous 1 year 10/21 48% 1-2 acute tonsilitis in the previous 1 year 2/21 10% Peritonsillar abscess (previous year) 13(10) 62% (47%) Symptoms reported by patients.

In the history of previous upper respiratory tract infections more than half of the patients had at least 3 episodes of acute tonsilitis in the previous year and 13 had peritonsillar abscess in the past.

Upon admission to the hospital the patients were in good general condition. Following laryngological examination, swelling in the peritonsillar area and pain with enlargement of lymph nodes on the affected side were stated together with signs of acute tonsillitis.

Blood tests was performed in all patients on the days of admitting and discharges from the hospital. Results of the blood tests are shown in Table 2. In all patients, levels of inflammatory parameters decreased at the day of discharge.

Min Max Average Standard deviation

CRP (C reactive protein) 82 241 123 67.7 WBC 10.34 21.03 15.7 3.63 RBC 3.99 5.48 5.01 0.38 CRP controls 5 69 35 20.03 WBC controls 7.05 11.34 9.56 1.24 RBC controls 3.75 5.15 4.57 0.34

Table 2. Blood tests results.

All patients at the day of admission had undergone incision of PTA. In 9 there was purulent drainage (43%). The algorithm of treatment is show in Figure 2.

[image: Figure 2]Figure 2. Algorithm of treatment for patients with PTA.
In all patients indication for surgery, hot tonsillectomy, was lack of improvement within the following 48 hours, independent of purulent drainage after initial incision.

All 21 patients had immediate/hot tonsillectomy. In 11 it was on one side and in 10 bilateral. Indications for bilateral tonsillectomy were recurrent acute tonsillitis and history of PTA in the previous year (7 cases) and signs of chronic tonsillitis (3 cases). During surgery in 86% of patients purulent content was drained and among those cases half of them were parapharyn-

recognized abscesses during surgery.

antero-superior PTA 14 66% Posterior PTA 6 29% Parapharyngeal space abscess 9 43%

Table 3. Postoperative diagnosis.

Among all patients with parapharyngeal space abscess only in 2 cases on initial incision drainage of pus was present. In 8 patients there was more than one localization of an abscess. In 4 patients PTA in antero–superior area and parapharyngeal space abscess were found and in 4 posterior PTA and parapharyngeal space were found simultaneously.

Loss of blood was on average 150 ml. The average time of surgery was 100 minutes.

There were no problems with intubation, no complications in the early and late post-operative period occurred.

Patients were treated with antibiotics and it was usually intravenous amoxycylin with clavulanic acid (3 times daily, 1,2 g in 19 out of 21 patients), in one case cefurixime with metronidazole was used and in another case cefotaxim with clindamycin was used.

The average time of stay in hospital was 8 days (5-12 days). None of the described patients required treatment on our clinic again.

Discussion

PTA is a purulent reservoir localized between the superior pharyngeal sphincter and a tonsil which is a complication of acute 3,12,14 tonsillitis. This diagnosis requires immediate treatment because of the possibility of infection spread to the parapharyngeal space, retropharyngeal space and floor of the mouth.15 Continuation of disease leads to the involvement of deep neck spaces and mediastinum, which is a life threatening condition. According to the literature progression of infection from throat to deep neck space occurs in 1.8% patients and from those spaces to mediastinum in 10%.16 Mortality in acute mediastinitis is still high and ranges from 30% to 40%.

In the group of patients analyzed in the study, most patients were young adults aged from 21 to 40 years old who are professionally active people. These data are consistent with 2,3,5-7,12 those from the literature and that makes problem of PTA treatment economically important. The symptoms reported by patients were typical for throat infections.

Out of the whole group in 8, patients abscesses were present in more than one localization, for example PTA with abscess of parapharyngeal space. This means that even initial incision with drainage of pus from the peritonsillar area requires

pected improvement in patient’s clinical status or recurrence of symptoms after initial improvement. There are data in the litera- Number Percentage ture concerning the spread of infection from peritonsillar area to 14-17 deep neck spaces in similar cases.

Fine needle aspiration of PTA or incision with drainage of pus with subsequent antibiotic therapy is the treatment of choice.2 Although, when there is a lack of expected improvement the next step that should be considered is hot tonsillectomy. This procedure is also called tonsillectomy “a chaud” or urgent tonth sillectomy and was described at the beginning of 20th century as typical treatment of PTA.5 Potentially increased risk of the procedure and intra-operative and post-operative complications led to the abandonment of this procedure by surgeons. However, on the basis of the results presented here, along with data from the literature we can suggest that this procedure is not connected with increased risk of complications such as haemorrhage during 5-7,9-11,18 13 surgery or delayed haemorrhage. Albertz et al reported that describing their 10 years experience. The authors had cases of bleeding (3.6%) and single cases of edema, diarrhea, persisted odynophagia, panic attack, cutaneous rash.12 No problems with intubation or complications such as haemorrhaging occurred in any of our patients. These results confirm information from the literature according to Berry et al5 who estimated hot tonsillectomy to be easier than delayed tonsillectomy, especially on the side of PTA. Johnson6 suggested that if there is delayed tonsillectomy following abscess, this may be connected with higher costs of treatment as it may require another hospitalization and absence at work. The same author recommends hot tonsillectomy in all 6,7 2,12 patients with recurrent PTA, as it may prevent recurrences. It is still controversial if this tonsillectomy should be performed on one side only or if it should be performed bilaterally. In our material bilateral tonsillectomy was made in all patients who had indications for tonsillectomy, independent from PTA. According to the literature it seems to be the most common practice 11 13 in another centres. However, Albertz et al recommend bilateral tonsillectomy in all cases as a prevention of recurrences, on the basis of their study. Immediate tonsillectomy is especially effective in cases of intratonsillar and posterior abscess,12 which 14,15 was confirmed in our study.

It is recommended to administer antibiotics intravenously before hot tonsillectomy and to avoid analgesic drugs 14,16 which inhibit aggregation of blood platelets and may influence 5,19 blood coagulation.5,19

In all of our patients improvement was achieved after surgery and antibiotic therapy with amoxicillin with clavulanic acid. Diagnostic imaging may include computer tomogra- 11,17,20 phy but it seems that the main indication for hot tonsillectomy is lack of expected clinical improvement in spite of proper treatment. Diagnostic imaging may be useful in case of doubts.

Conclusion

Lack of improvement after initial treatment of PTA should make

gency. This procedure is not connected with increased risk of complications and postponing the decision may lead to infection spread into surrounding tissues. Evacuation of purulent content does not exclude the presence of another abscess in close, unusual localization or parapharyngeal space abscess.
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