
Introduction
The infl ammation of the tonsils, due to its frequency and possible clinical effects, 
is one of the most interesting topics for pediatrics. Therefore, it is surprising 
that today the physiopathogeny and non-invasive probative exams for chronic 
tonsillitis has not yet been recognized. This makes it diffi cult to analyze the topic, 
but, still, in this paper we discuss a few aspects that suggest a certain clinical 
variability of chronic tonsillitis. There are no conclusive data. The objective is to 
encourage other colleagues to clinically study and observe chronic tonsillitis, its 
etiopathogeny and hereditariness.
Defi nition and clinical profi le of chronic tonsillitis
Chronic tonsillitis is a disease characterized by persistent infections of the tonsils. 
The simplicity of this defi nition is far from the pediatric and otorhinolaryngologic 
practice, and there are many questions regarding its diagnosis and treatment1,2. 
Medical texts describe chronic tonsillitis as a clinical condition with an established 
profi le: 1- obstruction of upper airways, due to increased volume of palatal and 
pharyngeal tonsils (adenoid), and, 2- repeated infections. It has systemic effects 
in well-being and development. This is certainly true for the most intense and 
fl orid cases, with the presence of recurrent fever, odynophagia, diffi culty to 
swallow, sub-mandibular and cervical infarct, halitosis, buccal breathing, and 
general changes in the physical well-being, learning skills, appetite, mood, and 
even in skin pallor. In most of the cases there is frequent, and sometimes intense, 
acutization in regards to local pain and fever. The obstructed airways can cause 
rhonchus, enuresis, sleep apnea, thoracic deformity, and, in extreme cases, cardiac 
overload and insuffi ciency.
One other recognizable aspect is the variability of the clinical expression in chronic 
tonsillitis. There are cases of very intense and repeated infections, with serious 
systemic effects, while other cases can present episodes with less fever and pain, 
and even longer time between acute events. The duration of chronic tonsillitis also 
varies. Many cases are transitory, decreasing in number and intensity of infectious 
episodes with time, and stop after a few years; while others are life-lasting. In 
addition to individual characteristics, the environment can also infl uence a higher 
or lower clinical expression, according to the number of contactants, pollution and 
environmental insolation.
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As to family antecedents, many times there is a similar history, with intense 
infections since young age, and even since only a few months of age, with frequent 
visits to physicians and use of antibiotics, in addition to having parents and uncles 
that underwent surgery.
On a typical case, the physical exam reveals that the child is prostrated, with 
low weight and height for the family pattern. The patient presents adenoidal 
facies, buccal breathing and nasal voice. The oral cavity presents hypertrophy 
of the tonsils, which are sometimes pedunculate or plunging, containing caseum 
in the pronounce crypts. The palate is elevated, and the increase of tonsillar 
secretion gives the mouth a foul and persistent odor. There is sub-mandibular, and 
sometimes cervical, gangliar infarct. There may be serous otitis media, resulting 
from obstructed Eustachian tubes.
Diagnosis
Family history and clinical profi le of typical cases provide easy diagnosis, even 
by parents and relatives. However, the clinical status, the base for the diagnosis 
of chronic tonsillitis, is not always typical. Tonsillar hypertrophy is many times 
questionable during physical examination, both due to individual and age variation, 
and to the position in the fauces. Even when present, chronic hypertrophy is not 
pathognomonic of infection; it can result from allergies. Small-sized chronic tonsil 
infections are recognized, including those hidden behind the pillars. Also, the 
recurrent infectious episodes, another feature of chronic infection, can be confused 
with repeated viral rhinopharyngitis, caught in unhealthy environments, schools 
and day care centers.
Upper airway obstruction is very little specifi c, and can result from allergy, anatomic 
changes, or chronic infection of the nose and paranasal cavity. The concomitance 
of these conditions is very frequent, making it diffi cult to assess the obstruction 
caused by the adenoid. Furthermore, the systemic effect resulting from chronic 
tonsillitis is clinically very unspecifi c – lack of well-being, poor school results, 
enuresis, and less growth. These changes can be mere individual traits or result 
from psychiatric, family or conjuncture causes. Many times, chronic tonsillitis’ 
deleterious systemic action is observed only during post-surgical evolution. There 
is a marked improvement in appetite, well-being, skin tone, mood and school 
performance, consisting of a counter-proof of the resolution of a chronic problem, 
as it is usually seen by the families of children who undergo surgery.
Additional diagnosis texts
The diffi culty of diagnosing chronic tonsillitis is due to the lack of specifi c and non-
invasive diagnostic tests, even today3-5. For the fl orid, typical, cases, subsidiary 
tests have reduced importance. Imaging resources – profi le x-ray of the cavum, 
CT-scan and nasal endoscopy (nasofi broscopy), are less useful to confi rm clinical 
evidence of tonsillar hypertrophy, and more useful to verify concomitance with 
other diseases. These consist of nasal obstruction due to rhinitis, polyps, deviated 
septum, hypertrophic turbinates, stenosis, sinusopathy, etc. Serous otitis media can 
be assessed through a tympanometry.
The histological diagnosis of chronic tonsillitis is not specifi c6. Amygdales 
removed in intense cases show, in general, extensive structure hypertrophy and 
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epithelium alteration, with keratinization. This aspect is always present, but it is 
impossible to verify if this change is the primary cause or if it is the consequence 
of repeated infections. The aspect found in recurrent and persisting amygdalal 
infections is similar, indicating one single clinical condition.
The main feature of the microbiological diagnosis of chronic tonsillitis is 
the presence of mixed bacterial fl ora inside the structure, frequently including 
anaerobic agents3. This can be seen in surgical specimens that were removed as 
well as in samples suctioned by puncturing the tonsils with a fi ne needle. The 
bacterial fl ora is very similar to the one found on the amygdalal surface, which 
is normally considered only commensal. Repeated infections caused by Group 
A Streptococcus pyogenes and other pyogenic streptococci also occur in chronic 
cases, making these cases microbiologically similar to recurrent tonsillitis.
Today, the immunological defi cit of chronic tonsillitis cannot yet be proven. 
However, there is a strong theory of congenital local immunodefi ciency, inasmuch 
as children with chronic tonsillitis present an evident heredity, the early onset of 
infections, frequently caused by opportunistic (anaerobic) agents. The absence 
of other infection sites in the body and the resolution of the condition after the 
adenotonsillectomy confi rm this theory. In these cases, defi ciencies of humoral 
and cellular immunity and even of defi ciency of local surface immunoglobulin 
secretion were not considered. The alterations found in the tonsillar epithelium can 
be the cause or consequence of chronic infections. In the physiopathogenic point 
of view, there are more questions than answers4,5.
Clinical prevalence and variation of chronic tonsillitis conditions
The lack of accurate and non-invasive probatory tests results in an empiric and 
subjective assessment of suspected cases6. Knowledge on the epidemiology of 
chronic tonsillitis becomes impaired, and it is possible that the condition is more 
frequent than it is considered, in face of some pieces of evidence.
The number of cases that could be considered as chronic tonsillitis seems to en-
compass some of those that were diagnosed with recurrent tonsillitis/pharyngitis. 
It is interesting to observe that the medical literature regarding recurrent pharyn-
gitis, easily recognized clinically, is extensive, while articles on chronic tonsillitis 
are very scarce. When we think about the tissue substrate of recurrent pharyngitis, 
probably it will be necessary to have a local alteration that enables these repeated 
infections, especially when the management proposal for many cases is tonsil-
lectomy. The physiopathology of recurrent infections that affect only this ana-
tomic site must fi nd there an altered structural and/or functional substrate. In fact, 
children who underwent surgery for recurrent tonsillitis present altered tonsillar 
histology on the surface and bacteria inside the structure, pointing out that these 
children underwent surgery during the phase in which there was no apparent clini-
cal infection (cryosurgery)6. The histopathological aspects of recurrent tonsillitis 
are the same as the cases that underwent surgery due to chronic tonsillitis.
Clinically, children with recurrent pharyngotonsillitis, almost uniformly, improve 
on a daily basis after the surgery, encompassing several aspects: skin tone, well-
being, mood, appetite, and school performance. This improvement, confi rmed by 
the family, refers to the daily routine, and can only be attributed to the removal of 
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an infectious focus that was being maintained – that is, chronic. The repeated fever 
episodes can possibly constitute a momentary unbalance of the infection/local 
immunity process and/or repeated infections in a chronically altered structural 
site. Therefore, apparently, part of the cases diagnosed as recurrent tonsillitis is, 
really, chronic tonsillitis with exacerbation episodes. What is recurrent is the 
clinical manifestation, but the substrate is the chronic tissue alteration, as seen in 
surgical specimens.
One other group of the chronic tonsillitis cases may not be recognized as such 
– that of conditions with reduced clinical expression or with manifestations in 
which it is diffi cult to prove cause. In the same families in which there are intense 
cases, with all the described clinical expression and histologically proven after 
surgery, there are parents and siblings that report having or having had recurrent 
local pain and/or fever, however less intense. It is reasonable to conclude that part 
of those family members have, or had, chronic tonsillitis. The occurrence of these 
cases was not assessed, due to the lack of non-invasive tests.
One other aspect that varies widely among patients with chronic tonsillitis is the 
interference in growth and well-being. Some cases are strongly affected, in which 
there is slow growth, and progressive worsening in growth chart curves, while 
others are not. From these observations it is possible to wonder about the reason 
for this variability. It is also possible to wonder about distant deleterious effects of 
chronic tonsillitis in patients who present little expression of local manifestation, 
like fever and tonsillar hypertrophy. We tend to consider that the distant effects 
would be equally reduced. But would they really?
We do not know the internal mechanism by which chronic diseases interfere in 
other organs, or why they impair growth, for example. Chronic tonsillitis with little 
local expression was considered during the past century as the cause of systemic 
alterations. During decades, before the seventies in the past century, tonsillectomy 
was extremely disseminated, performed in children that presented any general 
alteration – from growth, to appetite and poor performance in school. During the 
last three decades, the surgical risk and the diffi culty to prove those cause-effect 
associations eliminated tonsillectomy as the treatment of choice. This happened 
because evidence-based medicine did not fi nd a non-invasive probatory test to 
diagnose chronic tonsillitis, and, neither could it assess the systemic effects of 
chronic tonsillitis. Biological variation and the multiplicity of environmental and 
hereditary intervening factors helped to make this assessment even more diffi cult.
Today, there is little evidence, gathered from isolated cases, that there may be 
a systemic effect caused by chronic tonsillitis with limited local expression. 
That evidence is very fragile. Ten years ago I saw one of those children, which 
I followed since birth, with normal pregnancy and delivery. Since the child was 
one year old, the height was persistently bellow the 2.5 percentile of the NCHS 
table, until the age of four. There was no apparent reason. The child presented one 
or two annual episodes of tonsillitis, which were a little larger than usual, with a 
strong erythematous coloring all the time, and discreet halitosis. There was no 
respiratory obstruction. After comprehensive and negative laboratory exploration, 
I commented with the mother about the child’s only apparent problem – the tonsils. 
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Surprisingly, one month later the child returned after having undergone surgery, 
under the mother’s instructions with an otorhinolaryngologist. Immediately 
afterwards, the child improved its mood, appetite and movements; and one year 
later the height had reached the 25th percentile in the NCHS table, and remains 
there to this day. Later, I saw other similar cases, questionable as to the occurrence 
of chronic tonsillitis, if one considers the frequency and intensity of pharyngeal 
signs and symptoms, but who nevertheless underwent surgery and improved their 
overall conditions and growth.
Only controlled prospective studies can answer if chronic tonsillitis with little local 
expression can be considered as the cause of poor appetite, well-being, and special-
ly, growth bellow that of parents. We should think about this, in spite of momentary 
diffi culties, because part of the children in this condition are receiving growth hor-
mone, in spite of its normal levels, with unforeseeable long-term effects.
Management
Adenotonsillectomy is correctly indicated in the presence of one or more of the 
following clinical aspects: recurrent infections, respiratory obstruction and growth 
failure. Isolated adenoidectomy can be suggested for obstructed tube ostium, and 
in the cases of recurrent or persistent otitis.
In patients with recurrent infections, surgery reduces the number of subsequent 
infectious episodes, to the usual average - approximately one to two pharyngitis 
per year - improves nasal breathing and recovers growth7. Also, it usually improves 
the overall conditions in regards to well-being, activities and sleep. Less intense 
cases may leave doubts as to diagnosis and management. Some environmental 
factors should be assessed, specially sending the child to school at n an early age, 
environmental pollution and the healthiness of the household. For many children, 
leaving school, changing houses or rooms can improve part of the condition. The 
possibilities and the family’s opinion regarding these aspects and on the relevance 
of the clinical condition enables establishing each patient’s management plan. 
Expectations and family history, as well as its cultural standard – for or against 
tonsillectomy, is very important for the decision. The wait-and-watch approach 
usually prevails, in the hope of balance/improvement in the child’s immune 
competence with time.
The diffi cult assessment of the systemic effects caused by chronic tonsillitis 
can also lead to differences in approach, especially among pediatricians and 
otorhinolaryngologists8. The family of the patient who presents overall alterations 
in well-being, appetite, school performance and growth seeks a pediatrician. 
However, these aspects are less valued by the otorhinolaryngologist, who tends 
to prioritize assessing the site’s objective alterations. This manner, it is important 
that decisions are made together, and that questionable cases be observed for 
longer periods, before deciding for surgery. All these possible assessments from 
family members, pediatricians, and otorhinolaryngologists result in a variation in 
tonsillectomy rates in different countries, and in different periods8.
A cautions approach before prescribing tonsillectomy recommends the assessment 
of other causes for nasal obstruction – rhinitis, polyps, deviated septum, hypertrophic 
turbinates, stenosis, sinusopathy, etc. These could explain the frustration with 

V Manual IAPO ingles FIM.indd   104V Manual IAPO ingles FIM.indd   104 8/28/06   11:18:23 PM8/28/06   11:18:23 PM



105 V IAPO MANUAL OF PEDIATRIC OTORHINOLARYNGOLOGY�

the results of some adenotonsillectomies, in which the other causes for airway 
obstruction and nasal secretion are maintained. It is also recommended to assess 
systemic diseases, since local infection may be only part of the problem.
Conclusions
The lack of non-invasive probatory tests for chronic tonsillitis prevents establishing 
its prevalence until determining the individual management. The disease appears 
to be to be more frequent than it seems, being often times diagnosed as recurrent 
tonsillitis. The wide clinical profi le of chronic tonsillitis, in regards to local 
and systemic effects, makes diagnosing more diffi cult. Intense cases are easier 
to recognize and should be treated surgically; however, the number of patients 
presenting milder local effect poses an important diagnosis and management 
problem for pediatricians and otorhinolaryngologists. The physiopathogeny and 
heredity of recurrent/chronic tonsillitis should be better studied.
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