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Peritonsillar abscess is the most frequent

complication of acute tonsillitis and occurs

when the infection spreads outside the

tonsillar capsule. It is usually situated in

the region of the upper pole and involves

the soft palate pushing the tonsils forwards

and towards the midline. This condition is

usually unilateral and mostly affects young

male adults [1]. Early diagnosis, with

drainage of the abscess, is crucial to

prevent perforation into the parapharyn-

geal space and further spread along the

neck vessels to the mediastinum and skull

base. Possible aspiration and severe upper

airway obstruction may develop if treat-

ment is delayed.

We present a young patient who pre-

sented with an unusual manifestation of

bilateral peritonsillar abscesses imitating

bilateral hypertrophy of the tonsils, causing

severe upper airway obstruction.

Patient Description

A 12 year old girl was admitted after 5

days of suffering from a sore throat. She

had had recurrent episodes of tonsillitis

for the previous 5 years. Three days prior

to admission she was seen by her

pediatrician because of a sore throat,

difficulty in eating, elevated temperature,

and bilateral redress and hypertrophy of

the tonsils. Despite oral amoxicillin her

symptoms worsened in the 24 hours

preceding admission, with difficult breath-

ing and a temperature of 408C.

Examination on admission showed a

child in marked respiratory distress, with

dysphagia and drooling, and 'hot potato'

voice without trismus. Physical examina-

tion revealed huge kissing tonsils, without

any exudates, and edema of the uvula but

no bulging of the soft palate. The rest of

the physical examination was within nor-

mal limits. Laboratory tests showed hemo-

globin values of 12.5 mg/dl, white blood

cell count of 19,200/cm with 66% neutro-

phils and 21% lymphocytes, and negative

results for Epstein-Barr virus antigens. The

patient was given parenteral ampicillin,

200 mg/kg/day.

Respiratory monitoring during sleep

revealed episodes of sleep apnea, brady-

cardia up to 45 pulses per minute, and

oxygen saturation level reduced to as low

as 74±76%. Her body temperature de-

creased and her respiration improved with

fewer apneic episodes. Despite this im-

provement in her physical condition, she

was taken to surgery and a `̀ hot'' tonsil-

lectomy was performed to relieve the

severe upper airway obstruction.

Surprisingly enough, large abscess cav-

ities were found behind both tonsils with

10 ml of purulent, foul-smelling pus drain-

ing out of each peritonsillar abscess. It has

to be stressed that the procedure was easy

to perform because the abscesses were

dissected and the tonsils separated from

the tonsillar fossa. Tonsil and pus cultures

showed growth of beta-hemolytic strepto-

cocci group A. The postoperative course

was uneventful.

Comment

Peritonsillar abscess chiefly affects young

adults. Both an even and a 2:1 male to

female ratio have been described. Periton-

sillar abscess occurs mainly in the winter

with another peak in June-July or in April

May [2]. Many patients with peritonsillar

abscess have previously suffered from

tonsillitis, peritonsillitis, or peritonsillar

abscess, which are stages of the same

disease.

Exudative tonsillitis is the initial step,

followed by peritonsillar erythema and

edema (peritonsillar cellulitis) and then

formation of micro-abscesses within the

tonsillar crypts. The disease develops by

coalescence of the pus within the tonsil-

lar capsule. Suppuration outside the

tonsils, in the peritonsillar fossa, will

create the peritonsillar abscess. As ton-

sillitis is an infection of both tonsils, it is

probable that progression to peritonsillar

abscess can also occur bilaterally, with

different timing of the developmental

stages on each side. With this pathophy-

siology in mind, it is easy to imagine that

bilateral peritonsillar abscess may occur

in cases where there is a delay in diag-

nosis and treatment.

Adequate antibiotic treatment and inci-

sion and drainage of the obvious abscess

probably prevent the development of the

contralateral peritonsillar abscess by halt-

ing the infectious process [1]. Although the

literature on bilateral peritonsillar ab-

scesses is scattered, their occurrence was

recognized in several series reporting

quinsy (hot) tonsillectomies. The overall

incidence of bilateral peritonsillar ab-

scesses, with the unsuspected contralateral

abscess being discovered during surgery, is
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1.9±24.1% [1]. In all cases in all the series

of bilateral peritonsillar abscesses the

overall incidence was 4.9% [3]. While in

all previous reports there was one unsus-

pected peritonsillar abscess, we did not

suspect any abscess and were surprised to

find bilateral abscesses.

Sore throats, odynophagia, dysphagia,

trismus, oral drooling and high fever are

among the most common symptoms of

peritonsillar abscess. Sleep apnea and

upper airway obstruction due to bilateral

abscesses were reported by Lam [4].

Adenotonsillar hypertrophy is the most

common cause of upper airway obstruction

in children. In recent years, there has been

a dramatic rise in obstructive sleep apnea

as an indication for tonsillectomy and

adenoidectomy [5]. Both our patient and

Lam's underwent immediate tonsillectomy.

While Lam knew from prior aspiration that

there were bilateral abscesses, we recog-

nized the existence of the abscesses during

the operation. Neither case evoked any

treatment problems.

The usual treatment of unilateral peri-

tonsillar abscess, without the signs of

upper airway obstruction, is still under

debate. Those who favor tonsillectomy,

either `̀ hot'' or later on, cite the need to

prevent a recurrent abscess. Those who

favor only incision and drainage, or needle

aspiration, will claim that the recurrence

rate is low and insignificant [2]. The

advantages of immediate tonsillectomy

are total evacuation of the pus, exposure

of an unsuspected contralateral abscess,

and prompt relief of trismus and pain. It is

a one-stage curative treatment that is

technically simple to perform and will

prevent further possible tonsillitis. The

only disadvantage is the difficulty in

performing intubation due to the edema

of the pharynx [1].
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Anomalous origin of the left coronary

artery from the pulmonary artery is a rare

condition, accounting for 0.25±0.5% of all

congenital heart malformations [1]. It

causes the blood to flow away from the

myocardium, with retrograde flow through

the left coronary artery system into the

pulmonary artery. The most common clin-

ical presentation is severe congestive heart

failure in early infancy, due to a diffusely

dilated and poorly contracting left ventricle

[2±4]. Occasionally, it may present later in

childhood and sometimes in adulthood as

angina, syncope or even sudden death [5].

In the latter cases, left ventricle contrac-

tility may be normal.

We describe four children who pre-

sented with mitral valve prolapse and

mitral insufficiency relatively early in child-

hood, without impairment of left ventricu-

lar contractility. A comprehensive diag-

nostic evaluation demonstrated an ab-

normality of the origin of the left coronary

artery in all four cases [Figure].

Patient Descriptions

Patient 1

A 10 year old boy had been referred for

evaluation of a cardiac murmur at the age

of 5 months. The clinical diagnosis of

mitral valve prolapse and moderate mitral

insufficiency was confirmed by two-dimen-

sional echocardiography. The left atrium

and left ventricle were mildly dilated but

ventricular function was normal. Repeat

two-dimensional echocardiographic stu-

dies demonstrated the left coronary artery
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