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Recurrent Tonsillitis

Introduction
Luiz Bellízia Neto
A frequent dilemma for the pediatrician when seeing a patient with recurrent 
tonsillitis is “when to favor tonsillectomy.” First of all, to make a more accurate 
diagnosis it is mandatory to perform the Quick Vue+® Strep A Test* on the tonsils 
to find out if the tonsillitis has a Group A Streptococcus pyogenes (GAS) etiologic 
basis or not, since most tonsillar infections are viral. After that, more than just an 
indication for tonsillectomy based on the number of bacterial (GAS) episodes per 
year, we need to evaluate the impact of the disease on the nutritional status of the 
child, absences at school, and impact on family life, and also individualize the 
risks and benefits of the surgical approach for that child.   

General considerations
Edigar Rezende de Almeida
The term recurrent tonsillitis (RT) describes a condition with frequent episodes of 
acute infections in the tonsils, adenoids, and pharyngeal mucosa. Some published 
reports take into account the number of episodes during a period of time (seven 
episodes in a year, five episodes each year for two consecutive years, or three 
episodes in three consecutive years) to characterize the RT and (as recognized 
by Paradise) use it to indicate surgery or not.  By definition a throat infection 
should include one of the following: temperature greater than 38.5° C (101.3° F),   
lymphadenopathy in the neck >2 cms, exudate in the palatine tonsils, or a positive 
culture for Group A Streptococcus pyogenes (GAS). The medical history and the 
physical examination should render a diagnosis to suggest a treatment. 
It is important to differentiate between recurrence and relapse. Relapse occurs 
when the infection has not been treated effectively because the antibiotic prescribed 
was not the appropiate one or it was used at an improper dose or for inadequate 
length of time, and the same bacteria causes this new infection.  In recurrence, 
the bacteria are different from the one that caused the prior infection and has 
no relation to the time between episodes. The term chronic tonsillitis is not well 

* A commercial kit can be found - Quick Vue+® Strep A Test (Quidel Corporation, San Diego, 
   California, USA)
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defined, but many reports consider this diagnosis when there is throat pain for more 
than three months associated with inflammation in the tonsils. It may be associated 
with halitosis, yellowish white debris (caseous) in the orifices of tonsillar crypts, 
peritonsillar erythema, and persistent lymphadenopathy in the neck. This infection 
can be present in hyperplastic or even atrophic tonsils. Other clinical situations 
that may cause these symptoms and should be considered in the evaluation include 
gastroesophageal reflux, lingual tonsillitis, and allergic rhinitis.  Predisposing 
factors include abuse in the prescription of antibiotics, changes in microflora of the 
area, changes in structure of the crypts, and some viral infections.        
In most cases the etiologic basis is viral, in acute or recurrent cases and most 
frequently in children. The Epstein Barr virus (EBV) is frequent in childhood, 
and it may stay in lymphocytes in the tonsils and cause more infection.  This 
virus has been found in recurrent tonsillitis and also in hypertrophic tonsils.  The 
most important bacterial agent is Streptococcus pyogenes group A (GAS), due 
to its high morbidity and its prevalence in children between five and 15 years of 
age. The difference in pre-school or school children depends on (IgG) antibodies 
transmitted by the mother, and on the small number of receptors for Streptococcus 
p in the pharynx of children who are breastfeeding. Sometimes recurrence is due 
to other bacteria such as Staphylococcus aureus, Haemophilus influenzae, or 
Moraxella catarrhalis. The last two bacteria produce beta-lactamases, enzymes 
that inactivate penicillin and cephalosporins, which may make the eradication of 
GAS difficult during treatment with beta-lactamic antibiotics. It is important to 
remember that anaerobic bacteria that are part of the normal flora may interfere 
with the in vitro growth of GAS as well as other pathogens.  
The tonsils in small children with frequent episodes of infection by GAS have 
fewer aerobic and anaerobic bacteria that can interefere with GAS than do children 
without this condition. This suggests that these bacteria (aerobic and anaerobic) 
may have a role in the prevention of infections by GAS. Brook and Foote found 
similar bacterial flora in the center of normal and recurrently swollen tonsils. 
But the concentration of certain strands was bigger in children with recurrent 
tonsillitis due to GAS. The microbiology is different in adult cases where more 
different strands are found. The GAS is more frequent in the pediatric population, 
and beta-lactamase bacteria are more frequent in adults. Anaerobic bacteria are 
predominant in the center of tonsils in children and adults with recurrent tonsillitis 
caused by GAS, mostly without other aerobic bacteria. 
A greater concentration of Staphylococcus aureus and Haemophilus influenzae has 
been found in hypertrophic tonsils when compared to recurrent tonsillitis without 
hypertrophy. This suggests that there are more bacteria in hypertrophic tonsils 
with or without recurrent infection. Some studies show the presence of anaerobic 
bacteria mostly in the center of tonsils in patients with recurrent tonsillitis not 
caused by GAS and in those with hypertrophy.  Response to antibiotics effective in 
anaerobic infections in mononucleosis and tonsillitis not caused by GAS supports 
the role of anaerobes in tonsillitis. Metronidazole improves symptoms of tonsillar 
hypertrophy, diminishes fever in mononucleosis, and has no activity against 
viruses nor aerobic bacteria. It only works against anaerobic bacteria. 



73    VII IAPO MANUAL OF PEDIATRIC OTORHINOLARYNGOLOGY�

Pathological findings in these recurrent and persistent infections are very similar. 
There is a similar presentation of microbiology in acute and chronic tonsillitis. 
It is possible that the chronic stage may be more frequent than we think, and 
some chronic tonsillitis may have some effects on the whole body. In terms 
of immunology, lymphocytes from tonsils in patients with recurrent tonsillitis 
show significant production of IgG at baseline and under antigenic stimulation. 
Although they have normal reactions to bacteria, the duration is shorter, and they 
produce IgA. 
Treatment
Penicillin is the best antibiotic to treat recurrent tonsillitis. We have to consider that 
the bacteria involved are Group A  Streptococcus pyogenes (GAS), or non- Group 
A Streptococcus, Corynebacterium diphtheriae, Corynebacterium haemolyticum, 
Neisseria sp, Chlamydia sp. Also the co-pathogens that produce beta-lactamases 
may diminish the normal activity of penicillin, assuring the persistence of GAS.  
In these cases we should prescribe antibiotics that can attack these bacteria for an 
adequate time. 
In chronic tonsillitis, we should prescribe antibiotics like clindamycin or 
amoxicillin / clavunate for three weeks.  
When medical treatment is not enough to cure or avoid more infections, we can 
indicate a tonsillectomy on the  basis of principles enunciated by Paradise:

1 – Seven  acute episodes in a year
2 – Five episodes in two consecutive years
3 – Three episodes of acute infection in three consecutive years

We need to keep in mind the characterístics of these infections: fever greater than 
38.5oC. (101.3° F), exudate in the tonsils, cervical nodes  >2 cm or sensitive nodes, 
and culture positive for GAS.  Clinical assessment is the most important factor in 
suggesting treatment. Tonsillectomy has proved to be effective in the treatment of 
recurrent tonsillitis, improving the quality of life in these children.  
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