
Peritonsillar abscess (PTA) is a common otolaryngologi-
cal emergency. Patients typically present with intense 
odynophagia and an inability to swallow saliva, fever, a 
characteristic quality to their voice and trismus. Clinical 
examination reveals marked asymmetry of the oropharynx 
with oedema and erythema of the superior peritonsillar tis-
sues and soft palate with displacement of the uvula to the 
contralateral side.

A PTA usually occurs as a complication of acute tonsil-
litis when infection penetrates through the tonsil capsule.1 
However, the aetiology is almost certainly more complicat-
ed as PTAs also arise in patients with no previous history of 
tonsillitis and when there is no evidence of concurrent ton-
sillitis. The incidence of tonsillitis peaks in childhood while 
PTAs are most common in young adults. The bacteriology of 
tonsillitis is also different to that of a PTA.1

Cases of PTA formation after tonsillectomy are rare, al-
though they have been reported in the literature. This re-
view aims to examine the details of these cases in order to 
collate experience of PTA after tonsillectomy. The review 
also aims to discuss the potential aetiology and anatomy of 
peritonsillar abscess formation in these cases and to exam-
ine the wider implications of this for understanding the ae-
tiology of this condition in all patients presenting with PTA. 
The inspiration for this systematic review was a patient who 

presented with a PTA after having had a tonsillectomy sev-
eral years previously. We therefore present this case as part 
of the introduction.

Clinical case
A 15-year-old boy was admitted to hospital as an emer-

gency with a sore throat. The patient gave a history of severe 
right-sided throat pain lasting for three days and associated 
with difficulty in swallowing and restricted mouth opening. 
His symptoms had worsened despite treatment with oral 
antibiotics. The patient had had an uncomplicated tonsillec-
tomy three years earlier because of recurrent tonsillitis and 
a previous right-sided PTA. Clinical examination revealed a 
pyrexia and tachycardia. Examination of his oral cavity and 
oropharynx showed swelling of the right soft palate and the 
uvula was pushed to the left. There was no residual tonsil 
tissue. Approximately 4ml of pus was aspirated and cultures 
subsequently confirmed a heavy growth of mixed anaerobic 
flora. The patient was commenced on intravenous cefuro-
xime and metronidazole. He made a full recovery and was 
discharged home on oral antibiotics four days later. He was 
reviewed in clinic one week after discharge and a repeat 
examination showed no signs of infection and no evidence 
of remnant tonsil tissue.
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abstract
INTRODUCTION  Peritonsillar abscess (PTA) is a common condition with a complicated aetiology. PTA after tonsillectomy is 
rare. This literature review of PTA in the absence of tonsil tissue aims to collate experience of these cases and examine the 
wider implications for understanding the aetiology of PTA formation.
METHODS  A structured literature review was performed using Ovid MEDLINE®. Keywords ‘quinsy’ or ‘peritonsillar abscess’ 
were combined with ‘tonsillectomy’.
RESULTS  The search resulted in 212 citations and the identification of 11 cases of PTA formation in the absence of tonsil 
tissue. The most common indication for tonsillectomy was recurrent tonsillitis or PTA. Nine patients had no interval periton-
sillar infection (ie a peritonsillar infection after a tonsillectomy) prior to presenting with the PTA. The mean interval between 
tonsillectomy and PTA was 16 years. All patients were managed either by incision and drainage or by needle aspiration with or 
without antibiotics.
CONCLUSIONS  PTA in the absence of tonsil tissue is rare. Potential sources of infection include congenital branchial fistulas, 
Weber’s glands and dental disease. These alternatives should also be considered in patients presenting with PTA formation in 
the absence of concurrent tonsillitis and may influence management decisions.



Table 1  Summary of reported patients with peritonsillar abscess (PTA) following tonsillectomy with no residual tonsil tissue

Reference Age, sex Indication PTA interval (time 
after surgery)

Interval 
infection

Management

Stankiewicz and Talland, 
19882

18 F Multiple unilateral 
PTA

4 years Peritonsillitis 
x2

Aspiration +  
penicillin 
6/12 prophylactic penicillin

Stankiewicz and Talland, 
19882

26 F Tonsillitis 20 years No Incision and drainage + dicloxacil-
lin

Stankiewicz and Talland, 
19882

36 M Airway obstruction 15 years PTA x2 Incision and drainage + cefaclor

Stankiewicz and Talland, 
19882

43 F Not stated 35 years No Incision and drainage

Roos and Lind, 19904 50 F Tonsillitis, PTA 35 years No Incision and drainage

Al-Kindy, 20025 20 M Not stated 13 years No Incision and drainage + intrave-
nous antibiotics

Randall and Jefferis, 
19846

35 M Tonsillitis, PTA 7 years No Incision and drainage

Cannon and Lampton, 
19967

32 F Not stated 27 years No Aspiration + antibiotics

Cannon and Lampton, 
19967

26 M Not stated Not stated No Aspiration + antibiotics

Al-Barrak, 20038 45 Not stated 2 months No Aspiration

Our case 15 M Tonsillitis, PTA 4 years No Aspiration + intravenous cefuro-
xime + metronidazole, oral antibi-
otics for 1/52

Methods
A structured search of the Ovid MEDLINE® online database 
(1950 to August 2010) was performed. Keywords ‘quinsy’ or 
‘peritonsillar abscess’ were combined with ‘tonsillectomy’. 
The criteria for inclusion of citations were English language 
case reports of PTA (with confirmation of pus formation) af-
ter tonsillectomy, in the absence of remnant tonsil tissue. 
The references of all articles were also searched for addi-
tional relevant case reports. Clinical information was re-
corded from the details provided in each case report.

Results
The search strategy resulted in 212 citations. Following 
screening, seven of these articles were found to be relevant 
for inclusion. One further paper was identified by cross-ref-
erencing. These eight papers reported ten cases of PTA after 
tonsillectomy. The addition of our case meant that 11 cases 
were examined in this review (Table 1).

An analysis of these cases shows that the mean patient 
age at presentation was 31 years (range: 15–50 years). Six 
male and four female patients have been reported (sex not 
specified in one report). In four patients the reported indi-
cation for tonsillectomy included a previous PTA. In all of 
these cases the post-tonsillectomy abscess was on the ipsi-
lateral side. The majority of patients (82%) had no obvious 
history of interval peritonsillar infection (ie a peritonsillar 
infection after a tonsillectomy) prior to the PTA prompting 

the case report. However, two patients (18%) had had recur-
rent ipsilateral peritonsillar infections after tonsillectomy. 
Both patients had had multiple episodes; one patient had 
had two episodes of peritonsillitis and the other had had two 
previous PTAs.

The interval between the tonsillectomy and presenta-
tion with the post-tonsillectomy PTA ranged from 2 months 
to 35 years, with a mean of 16 years. Six patients (55%) 
were treated with incision and drainage of the PTA and five 
(45%) were treated with needle aspiration with or without 
antibiotics. Computed tomography performed in two cases 
confirmed absent tonsil tissue.2 One patient received six 
months of prophylactic antibiotics to prevent a recurrence.2

Discussion
PTA has been reported in patients who have undergone ton-
sillectomy.2–10 However, the majority of cases reported in the 
literature were found to have remnant tonsil tissue provid-
ing a potential source of infection and an associated rem-
nant peritonsillar space walled off by scarring following sur-
gery. Although it is appreciated that remnant tissue may be 
very small and not always obvious on clinical examination, 
eleven cases of PTA have been reported in patients without 
apparent residual tonsil tissue (Table 1).2–8 The additional 
case presented in our paper is the youngest patient reported 
to date and the only paediatric case.

This review suggests that patients may present with a 
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PTA many years after a tonsillectomy has been performed 
and in the absence of a prior history of PTA. However, when 
the indication for the tonsillectomy is stated, two patients 
(33%) had no previous history of tonsillitis. One of these pa-
tients had a tonsillectomy performed for a recurrent PTA, 
suggesting an alternative source of infection preoperatively. 
Most patients have no infection following their tonsillecto-
my. A minority have a recurrent infection or suppuration in 
the peritonsillar tissue. The review suggests that patients 
respond well to conventional treatment in the form of nee-
dle aspiration or incision and drainage with antibiotics.

Peritonsillar abscess after tonsillectomy may appear to 
be a contradiction in terms, assuming tonsil tissue is re-
moved and the peritonsillar space is obliterated (although 
in reality, it is very difficult to completely remove all ton-
sil tissue when performing a tonsillectomy, particularly at 
the lower pole and tongue base). The areolar tissue in the 
peritonsillar space can be divided into layers superiorly.7 If 
the tonsil capsule is not completely removed during the ton-
sillectomy, this may explain the development of a PTA in a 
superior location. Even if the tonsil capsule is completely 
removed, there may be suppuration in any remnant periton-
sillar tissue. Pus may collect between the superior constric-
tor muscle and any fibrosis resulting from the tonsillectomy.

The aetiology of PTA formation after tonsillectomy re-
mains uncertain but there are a number of potential ex-
planations, assuming that there is no remnant tonsil tissue 
infection. Embryologically, the tonsil is derived from the 
second internal pharyngeal pouch. The membrane between 
the pouch and the cleft may rupture during development 
and result in an internal branchial fistula between the tonsil 
and the superior constrictor muscle.11 It has been claimed 
that a tonsillectomy may predispose patients with this con-
genital fistula to recurrent abscesses by resulting in scar-
ring that obstructs drainage of an infected tract or cyst.2,5

Weber’s glands are tubular mucous glands located 
above the capsule of the superior pole of the tonsil.12 The 
glands send a common duct to the tonsil and secrete saliva 
on to the surface of the tonsillar crypts.13 The glands may 
be left behind following a tonsillectomy and are therefore a 
potential source of suppuration after surgery.5

It has been proposed that dental disease may play a role 
in the aetiology of PTA formation. In a review of 84 patients 
(with tonsils) presenting with peritonsillitis, Fried and For-
rest found that 27% gave a history of recent dental infec-
tion.14 Patients with a PTA have an increased prevalence of 
periodontal disease compared with patients with recurrent 
tonsillitis.15 There have also been reports of PTA formation 
following dental extraction and local anaesthetic infiltra-
tion.2

Infections of peritonsillar tissue secondary to trauma, 
foreign bodies, tubercular granulomas and syphilitic gum-
mata have also been reported as potential causes of PTA for-
mation in patients with tonsils.2 Furthermore, it has been 
suggested that tonsillectomy results in local immunological 
change that predisposes to local infection.2

Although the reported incidence of a PTA in the ab-
sence of tonsil tissue remains very low, understanding the 
aetiology is important. It challenges the widespread belief 

that PTA formation is the complication of tonsillitis and has 
wider implications for aiding our understanding of the com-
plex aetiology of PTA formation in general. In particular, it 
might explain the source of infection in patients with a PTA 
without concurrent tonsillitis. The possibility of a congenital 
branchial fistula, Weber’s glands and dental disease should 
be considered as potential sources of infection in all patients 
presenting with a PTA in the absence of tonsillitis. This may 
influence patient management as additional examinations 
and investigations may be required accordingly. Where sur-
gical intervention is warranted, attention to an adequate 
tonsillectomy with excision of Weber’s glands and appropri-
ate management of branchial anomalies is important.

Conclusions
PTA formation after tonsillectomy is rare. Successful treat-
ment involves needle aspiration or incision and drainage 
of the abscess and antibiotics. However, peritonsillar in-
fection following a tonsillectomy can be recurrent. In the 
absence of remnant tonsil tissue, potential causes include 
infection of a second branchial cleft fistula, infection of We-
ber’s glands and dental disease. Although PTA formation is 
generally considered to occur secondary to tonsillitis, these 
alternative causes should also be considered in all patients 
presenting with PTA formation in the presence of non-in-
fected tonsils.
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