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ABSTRACT

The study was carried out in the Department of Otorhinolaryngology NMCTH (n=20, age 3-54yrs) who presented
tonsil problems and underwent tonsillectomy over period of 1 year (2006-2007). Patients who underwent
tonsillectomy were selected for study throughout preoperative and two months of postoperative period. Out of
20 patients (8 male and12 female) 3 patients presented with sleep apnoea syndrome, 8 patients required
hospitalization dueto odynophagiaand high fever and 9 of them suffered from recurrent tonsillitis. Post operative
period was uneventful. The commonest presentati on was recurrent sore throat and commonest organism isolated
on throat swab culture (superficial) was S. aureus (26.0%). Sixty-nine percentage of culture was sterile, most
probably because of prior antibiotics use. Only one out of twenty cultures showed a haemolytic streptococcus.
According to previous studies carried out, organism obtained from superficial swab may be different from that
of from core and there were some differences between children and adults. & haemolytic streptococci was the

commonest organism (38.0%) isolated from surface.
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INTRODUCTION

Palatine tonsils commonly called astonsils are an ovoid
mass of lymphoid tissue situated in lateral wall of
oropharynx between anterior and posterior pillars. There
are 3 types of tonsillitis:*? acute, subacute and chronic.
Acute tonsillitis is managed medically. Recurrent
tonsillitis means 4 or more documented attacks of
tonsillitis associated with fever, tonsillar exudates and
cervical lymphadenitis.* Recurrent tonsillitisis absolute
indication of tonsillectomy.3# Other absoluteindications
are upper airway obstruction, peritonsillar abscess and
suspicion of malignancy. In case of peritonsillar abscess
patient must be judged for the need of tonsillectomy.>®
Patient with repeated attacks of acute tonsillitis who
develop peritonsillar abscessisin need of tonsillectomy
more than those who had no previous attack of
tonsillitis.”® Commonest organismsinvolvedintonsillitis
are: haemolytic streptococcus, S. aureus, H. influenzae
and pneumococci. Contraindications to surgery are
bleeding disorders, recent infection. Complications of
tonsillectomy include haemorrhage, Infection, lung
complication, injury to adjacent structures, subacute
bacterial endocarditis and postoperative pain.>*

PATIENTS AND METHODS

Thisisaprospective study carried out in the Department
of Otorhinolaryngology, NMCTH over 1 yr period i.e
2006 to 2007. The patients presenting with tonsillitis
were examined and cases that needed tonsillectomy and
were willing to undergo surgery in our hospital were
followed up.*? Detail history about past episodes and
the present complaints were noted and patient were
followed up throughout pre operative and 2 months of

postoperative period. The age, sex, complications and
throat swab culture reports were noted. Post operative
follow up was also done.

RESULTS

In the present study out of 20 patients who underwent
tonsillectomy - male to female ratio was found to be
2:3, the most common age at presentation was 15 to 25
yrswith 45.0% of patients belonging to this group. The
commonest presentation was recurrent sore throat and
commonest organism isolated on throat swab culture
(superficial) was S aureus (26 %). (Fig. 1) Sixty-nine
percentage of culture was sterile. The commonest
complication observed was peritonsillar abscessinl5.0%
patients (Fig. 2).

Incidence of throat infection were reduced from average
of 2-3 epsodes per month to one episode in 2-3 months.

DISCUSSION

The bacteriology of acute tonsillitis and peritonsillar
abscessisdifferent —and although oneisacomplication
of the ather, it may be that the complication only occurs
in the presence on certain organisms.*4 Although beta-
haemolytic streptococcus is frequently isolated, it is
rarely isolated on its own. In study by*® Gaffeny et al in
core swabs mixed pathogenswereisolated in most cases
(48.0%) with commonest mixture being &-hemolytic
streptococci, H. influenzae and S aureus. Anaerobes
were found in 32.0% superficial swab and 5.0% core
swab. In results from the naval medical centre, (1991)
mixed aerobic and anaerobic florawerefound in 76.0%.
Beta-lactamase producing organism were recovered
from 52.0% of swabs. In another study also
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Fig. 1. Organismsisolated in throat swab culture

demonstrated a large variety of different organisms in
their series and it may be that the involvement on
anaerobic organisms predisposes to infection spreading
through the tonsillar capsule and much more frequent
occurrence of peritonsillar abscess in adults.

[nour study the commonest complication'® observed was
peritonsillar abscess (15.0% of patients). Peritonsillar
abscessisacollection of pusbetween thefibrous capsule
of the tonsil, usually at its upper pole and the superior
constrictor muscle of the pharynx. It usually occursas a
complication of acute tonsillitis. Though another 15.0%
of patients suffered from dleep apnoea syndrome, it was
not considered as complication of tonsillitis alone
because they had adenoid hypertrophy along with
enlarged tonsils. Tonsillectomy was the third common
surgery done in Dept.of otorhinolaryngology, NMCTH,
(13.3%). Peritonsillar abscessis a seriousillness with a
definite mortality. One who has repeated episodes of
acute tonsillitis who then develops a quincy is perhaps
in nee of tonsillectomy. Commonest post operative
complication seen'” was secondary haemorrhage which
by definition, is any haemorrahge which occurs more
than 24 hours after surgery and classically occurs at 6-8
days. Pain followed by otalgia which corroborates the
previous observation reported. Episodes of throat
infection were reduced from average of 2-3 episodes
per month to 1 episode in 2-3 month. Our study showed
that tonsillectomy prevents complications of tonsillitis.
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Fig. 2. Patient's presentation in OPD
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Fig. 3. Post- Operative complications during 1 week follow
up period
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