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23
The oropharynx 
and tonsils

Applied basic science

Th e pharynx is the entrance to both the airway and the digestive tract. It is divided 
into three parts – the nasopharynx (postnasal space) between the skull base and the 
hard palate, the oropharynx between the hard palate and the hyoid bone, and the 
hypopharynx between the hyoid bone and the lower part of the cricoid cartilage of 
the larynx (Fig. 23.1). 

Th e tonsils are in the oropharynx.

Acute and chronic pharyngitis 
(sore throat)

Acute pharyngitis is common and usually starts as a virus infection. It is often associ-
ated with acute rhinosinusitis as part of an upper respiratory tract infection (URTI).

Th e patient complains of dysphagia and malaise; on examination, the pharyngeal mu-
cosa is hyperaemic and there may be some swelling and tenderness in the neck glands.

Chronic pharyngitis produces a persistent though mild soreness of the throat, usually 
with a complaint of dryness and a persistent cough as the patient tries to clear her throat.

Predisposing factors to look for are:

• tobacco use (including passive smoking and betel nut chewing);
• Chronic Obstructive Pulmonary Disease (COPD);
• mouth breathing as a result of nasal obstruction;
• rhinosinusitis;
• periodontal disease.

Treatment is symptomatic but the causes listed above may warrant treatment in 
their own right.
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118 The oropharynx and tonsils

Treatment of acute pharynigitis

• Good analgesia. Paracetamol is usually adequate but in severe cases consider a 

short course of Non Steroidal Anti Infl ammatory agents or Codeine.

• Plenty oral fl uids. Encourage the patient to drink to prevent dehydration.

• Give antibiotics in severe cases. Simple viral sore throats do not warrant 

antibiotics, which are ineffective. If there is evidence of bacterial infection – e.g. 

pus, severe pain on swallowing or prolonged unresponsive symptoms penicillin 

remains the treatment of choice. If the child cannot swallow, you may need to 

give intravenous antibiotics.

Acute tonsillitis

Mostly occurs in children and young adults. Initial infection is typically viral but bac-
teria may supervene. Streptococcus pyogenes is still an important pathogen.
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Figure 23.1 The divisions of the pharynx and oropharynx. Source: Munir and Clarke 

2013. Ear, Nose and Throat at a Glance. With permission of John Wiley & Sons Ltd.
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Symptoms

• Sore throat and dysphagia. Swallowing is painful. Young children may not com-
plain of sore throat but they will be fractious and refuse to eat. 

• Earache as a result of referred pain.
• Headache and malaise.

Signs

• Pyrexia may lead to febrile convulsions in susceptible infants.
• Th e tonsils are enlarged and hyperaemic and may exude pus.
• Th e pharynx is red, swollen and infl amed.
• Foetor (bad breath).
• Th e cervical lymph nodes are enlarged and tender.

Complications of acute tonsillitis

• Acute otitis media.
• Peritonsillar abscess (quinsy).
• Parapharyngeal abscess.
• Retropharyngeal abscess.
• Pulmonary infections (pneumonia, etc.).
• Glomerulonephritis.
• Rheumatic fever.
• Scarlet fever.

Scarlet fever is a streptococcal tonsillitis with a punctate erythematous rash, and 
a ‘strawberry’ tongue. Rheumatic fever and glomerulonephritis are due to immune 
complex deposition secondary to streptococcal tonsillitis. Th ey are now rare condi-
tions in the developed world.

Quinsy (peritonsillar abscess)

A quinsy is a collection of pus forming outside the capsule of the tonsil but within the 
peri-tonsillar tissue. It is more common in young adults than in children.

Th e patient, already suff ering from acute tonsillitis becomes more ill, has a peak of 
temperature and develops severe dysphagia with referred otalgia. On examination, a 
most striking and constant feature is trismus; the buccal mucosa is often furred and 
there is foetor. 

Th e quinsy pushes the tonsil downwards and medially (Fig. 23.2).

Retropharyngeal abscess

Infection can track in to the lymph nodes behind the pharyngeal wall especially in 
infants (Fig. 23.3). Th e child is obviously ill, dribbling and has a high temperature. 
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120 The oropharynx and tonsils

Th ere may be airway obstruction. Inspection and palpation of the posterior pharyn-
geal wall reveals a smooth bulge, usually on one side of the midline.

Give intravenous antibiotics in full doses, keep the child well hydrated and re-
fer for incision of the abscess without delay. General anaesthesia is advisable but 
requires a lot of skill and care as the abscess can burst with pus tracking into the 
airway.

Treatment of quinsy

Treatment is intravenous antibiotics and drainage of the abscess. The patient 

will then spit out pus and some blood, and the relief is immediate and dramatic. 

Drainage of quinsy is rarely needed in children, and may require general 

anaesthesia.

Figure 23.2 (a) and (b) Quinsy. Source (b): Munir and Clarke 2013. Ear, Nose and Throat 
at a Glance. With permission of John Wiley & Sons Ltd.
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Parapharyngeal abscess

Infection can spread beyond the pharynx and into the neck (Fig. 23.4). High-dose 
intravenous antibiotics and sometimes drainage will be needed.

Figure 23.3 (a) Retropharyngeal abscess. Note the proximity to the larynx and to the 

great vessels in the parapharyngeal space. (b) CT scan showing pus.
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Rarer forms of acute tonsillitis

Infectious mononucleosis

Infectious mononucleosis (glandular fever) usually presents as severe membranous 
tonsillitis. Th e node enlargement is marked and malaise is more severe than expect-
ed from tonsillitis (Fig. 23.5). Diagnosis is confi rmed by lymphocytosis on the blood 
fi lm and by the Paul Bunnel test. Within a week the Monospot blood test becomes 
positive. Th e cause is the Epstein–Barr virus and spread is by close contact. Adoles-
cents are especially susceptible (‘kissing disease’).

Figure 23.4 (a) Parapharyngeal abscess. (b) Scan showing parapharyngeal abscess 

cavity (arrowed).
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Figure 23.5 The appearance of the tonsils in glandular fever.
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Diphtheria

Diphtheria is now very rare but isolated cases may still occur. Onset can be rapid 
and characterized by a grey membrane (diffi  cult to remove) on the tonsils, fauces 
and uvula. Pyrexia is usually low and diagnosis is confi rmed by examination and 
culture of a swab. 

Agranulocytosis

Agranulocytosis is manifested by ulceration and membrane formation on the tonsils 
and oral mucosa. Patients on chemotherapy or with very poor immunity are espe-
cially at risk. Th e neutropenia is diagnostic.

HIV

Patients with impaired immunity from HIV infection are particularly at risk of phar-
yngitis and ulcerative tonsillitis. Opportunistic organisms including fungi can be im-
plicated and treatment may need to be prolonged. 

Tonsillectomy

Tonsillectomy rates vary greatly, not only between countries, but in diff erent regions 
in the same country. Tonsillectomy is undertaken in children much more frequently 
than in adults (2 to 1). Th e operation is widely performed in well-to-do Western com-
munities, less frequently in the developing world. Indications remain controversial, 
but the evidence base is improving. Common reasons for tonsillectomy are:

• Recurrent sore throats (see SIGN guidelines below).
• Obstructive sleep apnoea (OSA) (See Chapter 30).
• Suspected malignancy or lymphoma.

Treatment of recurrent acute tonsillitis

Most people will at some time experience acute tonsillitis; some are subject to 

recurrent attacks, especially in childhood. Between attacks the patient is usually 

symptom-free and the tonsils appear healthy. If such attacks are frequent and 

severe, tonsillectomy may be considered. The indications for tonsillectomy have 

changed greatly in recent years despite continuing uncertainty. Mild sore throats 

in children are best managed without surgery – ‘watchful waiting’. Tonsillectomy 

is recommended for recurrent severe sore throat in adults. The SIGN (Scottish 

Intercollegiate Guidance Network) guidelines – www.sign.ac/uk – are based on 

a review of current evidence and suggest that patients having tonsillectomy for 

recurrent sore throat should meet the following criteria:

• sore throats are due to acute tonsillitis (check the clinical features above);

• the episodes of sore throat are disabling and prevent normal functioning; 
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• seven or more well documented, clinically signifi cant, adequately treated sore 

throats in the preceding year; or

• fi ve or more such episodes in each of the preceding 2 years; or 

• three or more such episodes in each of the preceding 3 years.  

Post-operative care

Tonsillectomy is painful, especially in the fi rst 10 days or so after surgery. Ad-
equate analgesia and hydration are essential. Th e appearance of the tonsil beds 
often causes alarm. Th ey may be covered with a white or yellowish exudate, which 
persists for up 2 weeks. Th is is quite normal and does not indicate infection. It is 
not pus (Fig. 23.6).

Th e main complication is bleeding. Th is can occur at or just after surgery (primary 
bleed, sometimes needing a second operation to control the bleeding). More often 
it occurs in the week or so after surgery (secondary bleed) when it is thought to be 
due to infection of the tonsil beds and usually improves after a few days antibiotics 
Fig. 23.6).

Tonsillar enlargement

Many parents are concerned about the size of their child’s tonsils but no treatment 
is needed unless the child is subject to recurring attacks of acute tonsillitis or the 
tonsils are obstructing the airway (see Chapter 24). Very rarely a lymphoma presents 
as a unilateral tonsillar enlargement but some degree of asymmetry of the tonsils is 
normal in children.

Figure 23.6 The throat one day after a tonsillectomy. This appearance is normal.
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Malignant disease of the tonsil 
and pharynx

Carcinoma

Carcinoma will present as painful ulceration with induration of the tonsil or phar-
yngeal wall. Th ere is often earache (referred pain) and slight bleeding. Lymphatic 
spread to the neck nodes is early. If you suspect a tonsil cancer refer the patient ur-
gently to a head and neck clinic for assessment and a biopsy. 

Lymphoma

Lymphoma of the tonsil tends not to ulcerate, but produces painless enlargement of 
the aff ected tonsil. Again, refer for an urgent biopsy if you are suspicious.

 CLINICAL PRACTICE POINTS

• Most sore throats are viral, short-lived and do not require antibiotics.

• A decision to proceed to tonsillectomy should be based on good evidence, 

e.g. the SIGN guidelines. 

• Tonsillectomy is painful. Patients need prolonged analgesia and hydration.

   Go to www.lecturenoteseries.com/ENT to test yourself using the 
interactive MCQs.
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