
Introduction

APERITONSILLAR ABSCESS (PTA)
is the most common deep

infection of the head and neck, with
an annual incidence of more than
50,000. The infection often begins
as a superficial infection of the
oropharynx that develops into a ton-
sillar cellulitis during the initial
stages of the disease process. As the
cellulitis invades the deeper tissues,
a peritonsillar abscess develops.
Early management and recognition
of a PTA is important before it
evolves and invades surrounding
structures. Complications of a PTA
may include development of a para-
pharyngeal abscess, glottic edema,
mediastinitis, pericardial effusion
and tamponade, septicemia, airway
obstruction, and post-streptococcal
sequelae such as glomerulonephritis
and rheumatic fever.

Currently, the treatment for PTA
includes the initiation of broad-

spectrum antibiotics, administration
of steroids, and either watchful
waiting, needle aspiration, incision
and drainage (I&D), or definitive
surgical management. Over the past
decade, the management of PTAs
has been challenged and alternative
management options have been
researched and discussed. Treat-
ment options range from needle
aspiration in the acute phase, to
I&D, followed by a surgical tonsil-
lectomy. This article will focus on
the most current literature available
regarding the treatment of PTAs,
and reviews the data surrounding
the use of bedside ultrasound in
their evaluation.

What Bugs Are We
Treating?

Source: Sakae FA, Imamura R, Sennes
LU, et al. Microbiology of peritonsillar
abscesses. Braz J Otorhinolaryngol
2006;72:247-251.

DR. SAKAE AND COLLEAGUES

prospectively studied 30
patients with PTA from June to
November 2001. Patients ranged in
age from 9 to 69, with the average
being 24.2 years of age. Most were
females (66.7%). All patients
received aspiration followed by
I&D. The aspirate from the largest
area with more than 3 mL of pus
was sent to the lab within 30 min-
utes via a sterile tube for analysis
and culture. The aspirates were
analyzed for the number of bacteria
per aspirate and separated based on
prior antibiotic use. Organisms
were categorized into three major
groups: Streptococcus species,
other aerobes, and anaerobes. 

Of the 30 aspirates, 26 had at
least one organism, and most sam-
ples demonstrated a polymicrobial
infection. A total of 69 organisms
were found, with an average of 2.3
per aspirate. Patients with prior
antibiotic exposure (19/30) had
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fewer bacteria in their aspirate. Four
of these patients had negative cul-
tures from the aspirate obtained. In
seven aspirates, only aerobic bacte-
ria were found, with Streptococcus
dominating this group. One aspirate
grew only anaerobic organisms
(Prevotella and Peptostreptococcus
species). 

When the final speciation and

sensitivities were evaluated, the
authors found that although prior
antibiotic use did decrease the num-
ber of bacteria isolated, it did not
lead to complete eradication of the
infectious organisms found in the
aspirate.

Commentary
Most studies thus far have

shown that health care profession-
als are using penicillin-based
antibiotics for first-line treatment
of PTA. Clindamycin is being
reserved for those that are allergic
to penicillin. In this study, the aspi-
rates showed polymicrobial infec-
tions, with most PTAs resulting
from both aerobic and anaerobic
growth. Practitioners should con-
sider initiating broad-spectrum
antibiotic coverage for both aero-
bic and anaerobic organisms until
definitive therapy with an incision
and drainage or aspiration can be
completed. A large-scale, multi-
center study is needed to evaluate
the microorganism growth patterns
in PTAs in our current patient pop-
ulation, and to help guide further
antibiotic recommendations.

Does Treatment of
Pharyngitis Prevent
PTA?

Source: Dunn N, Lane D, Everitt H, et
al. Use of antibiotics for sore throat and
incidence of quinsy. Br J Gen Pract
2007;57:45-49.

DR. DUNN AND COLLEAGUES PER-
formed a retrospective review

of 606 cases of PTA between 1995
and 1997 in the United Kingdom.
The cases were divided into case
and control groups. Of the 606
cases of PTAs, the case group was
defined as patients who had present-
ed with an uncomplicated sore
throat within 30 days of PTA pres-

entation (192/606). The remaining
two thirds of PTAs presented with-
out prior consultation and were
excluded from their analyses. 

The control group consisted of
those with just the diagnosis of a
simple pharyngitis. Analysis
amongst the two groups discovered
that the case/PTA group contained
more males, smokers, and/or those
between 21 and 40 years of age. In
this study, patients with PTA did not
have more documented episodes of
pharyngitis.

From their data, the authors con-
cluded that most cases of PTA pres-
ent without warning and present
rather quickly. In their patient popula-
tion, heath care professionals did not
have the opportunity to evaluate and
consider antibiotics early on in the
management of PTA cases. Only one
third of their patients presented in the
early stages of the disease process for
early evaluation and treatment.

Commentary
Although it is common practice

to minimize the risk of PTA devel-
opment by treating patients with
antibiotics when they present with
pharyngitis, it is unclear if these
are the patients that are highest-risk
for PTA. Studies thus far have
shown that the annual incidence of
PTA development from a sore
throat is low (15.8 per 1,000
patients). Prescribing antibiotics to
every patient that presents with
pharyngitis is seen by many as a
potential waste in resources, and
can lead to antibiotic resistance
over time. Future studies should
evaluate the cost–benefit analysis
of early antibiotic use versus
obtaining a pharyngeal culture fol-
lowed by a 48–72 hour follow-up
and monitoring for PTA develop-
ment. From this study, the highest
incidence of PTAs were found in
males, smokers, and those between
the ages of 21 and 40 years. Fur-
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ther analysis of the authors’ data
would be useful to delineate what
were the common factors amongst
the 414 other PTA cases that did not
present with a sore throat within 30
days of their PTA presentation.

Can Antibiotics Alone
Successfully Treat
Uncomplicated PTAs?

Source: Lamkin RH, Portt J. An outpa-
tient medical treatment protocol for
peritonsillar abscess. Ear Nose Throat J
2006;85:658.

BETWEEN 2002 AND 2005, DR.
Lamkin and colleagues treated

98 PTA patients with an outpatient
medical regimen of hydration,
antibiotics, steroids, and adequate
pain control. Hydration included
1–2 liters of intravenous (IV) fluids
at presentation, then 2L of oral
hydration per day at home. Antibi-
otics consisted of 2g of IV cefazolin
at presentation and then 500mg of
cephalexin four times a day for 10
days. For those patients who had a
penicillin allergy, clindamycin was
used as an alternative. Steroids con-
sisted of dexamethasone and
methylprednisolone at presentation,
and then 10 days of prednisone. Pain
control was achieved by ketorolac
and narcotics at presentation, fol-
lowed by oral narcotics at home. 

All of the patients included in
this study were of Native American
descent, and were ages 9–48 years.
Diagnosis of a PTA was based on
clinical presentation and physical
exam findings alone. The medical
regimen was deemed to be success-
ful if the patient was asymptomatic
after 10 days of treatment.

Only four patients required
drainage; two underwent needle
aspiration and two underwent a
I&D. Of the remaining 94 patients,
six required admission for observa-

tion and IV antibiotics. None of the
patients required transfer to a higher
level of care. From the authors’
experience, their medical treatment
protocol provides a great alternative
for a community hospital to treat
PTA without having to transfer all
cases, with good results through the
use of steroids, hydration, antibi-
otics, and pain control.

Commentary
The outpatient management

approach described by Dr. Lamkin
and colleagues is a good alternative
for smaller community-based hospi-
tals where subspecialists such as
ear, nose, and throat surgeons are
not readily available for immediate
consultation and invasive manage-
ment in the acute phase. It is also a
consideration for certain patients
wanting to try to avoid drainage
with good follow-up and return
instructions. From a cost–benefit
standpoint, this method is more
cost-effective, with fewer hospital-
izations and procedure charges.
This appears to be a model for the
otherwise healthy adolescent patient
in whom it might already be diffi-
cult to perform an aspiration or inci-
sion and drainage. Good, close fol-
low-up in a young patient popula-
tion with no co-morbidities was the
key to this study. Although reassur-
ing, the results of this study will
need to be validated in a large,
multi-center fashion with case con-
trols and generalizability analysis. 

Can Aspiration and
Antibiotics Treat
Uncomplicated PTAs
Successfully?

Source: Al-Yaghchi C, Cruise A,
Kapoor K, et al. Outpatient management
of patients with peritonsillar abscess.
Clin Otolaryngol 2008;33:32-55.

DR. AL-YAGHCHI AND COL-
leagues prospectively enrolled

46 patients during an 11-month
study period in an attempt to set up
an evidence-based outpatient proto-
col. Current evidence from pub-
lished literature at the time of this
article’s publication was used to
determine the treatment protocol
utilized. Patients were enrolled in
the study if aspiration from any of
the three standard zones revealed
pus. Exclusion criteria included dia-
betes or immunosuppressive dis-
ease, use of  immunosuppressive
medications, or evidence of airway
compromise. 

Antibiotic regimens were chosen
based on discussions with the micro-
biologists and otolaryngologists on
staff at their facility. In this study,
patients were given amoxi-
cillin–clavulanic acid or clindamycin
if they were allergic to penicillin. All
patients were also given a single 
dose of dexamethasone.

In this study, only four patients
required hospitalization, with two
requiring re-aspiration for abscess
re-accumulation. Only one patient
required a surgical tonsillectomy
secondary to failure of re-aspiration.

Dr. Al-Yaghchi and colleagues
also performed telephone follow-
up evaluations of the enrolled
patients to determine patient satis-
faction, time to eating, and time to
return to normal activities. Their
results showed that the median
time to eating was 12 hours and
the time to return of normal activi-
ties was two days. Patient satisfac-
tion with their management and
discharge was 93%. The only ones
with unsatisfactory comments
were the three patients who were
admitted after failure of outpatient
management.

Commentary
The results of this study demon-

strated that healthy patients with
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PTAs can be successfully treated
on an outpatient basis based on this
outpatient protocol if no evidence
of airway compromise is present.
Patient satisfaction scores were
good, but approximately 8% of the
patients evaluated required subse-
quent admission and further man-
agement. This study did not evalu-
ate I&D as a possible management
tool in their algorithm. It would
have been interesting to see how
patients would do with an I&D of
an abscess that failed simple aspi-
ration, before surgical intervention
was performed. It would also have
been helpful to know what factors
distinguished the patients in whom
treatment failed from those that
were managed successfully via
their algorithm. 

Because this study excluded
patients who are immunocompro-
mised, the protocol described by
Dr. Al-Yaghchi and colleagues can
only be generalized to include
young, healthy patients who meet
their study criteria. The average age
of the participants included in the
study was 30 years (range 17–59
years of age) so it is unclear how
successful this algorithm will be
with an older patient population.
When utilized on the appropriate
patient population, it appears that
successful results can be achieved
with a simple needle aspiration, fol-
lowed by a single dose of oral
steroids, and an outpatient antibiot-
ic regimen with close follow-up.

Recurrence Rates:
Needle Aspiration vs.
Incision and Drainage

Source: Wolf M, Even-Chen I, Kronen-
berg J. Peritonsillar abscess: Repeated
needle aspiration versus incision and
drainage. Ann Otol Rhinol Laryngol
1994;103:554-557.

DR. WOLF AND COLLEAGUES RET-
rospectively reviewed medical

records of all 160 patients with a
PTA seen between January 1988
and July 1992. During the first two
years of the review, only I&D was
performed, followed by daily dilata-
tions at the site of the incision.
Since the early 1990s, needle aspi-
ration has typically been the treat-
ment of choice for suspected PTAs.
Repeated aspirations were per-
formed until the aspirate did not
yield any purulent drainage. Often
times, multiple aspirations were
required. 

During this retrospective review,
the research team recorded the num-
ber of aspirations performed and the
amount drained each time. I&D was
only performed if symptoms did not
resolve with repeat aspirations.
Recurrences were divided into a late
category and early recurrence (with-
in one month). A telephone ques-
tionnaire was added to include the
patient’s perspective and recollec-
tion of the events.

Of the 160 patients evaluated, 86
required repeated needle aspira-
tions, while 74 underwent I&D. In
the repeat needle aspiration group,
24 underwent a single aspiration, 38
underwent two aspirations, 19
underwent three attempts, and five
had four aspirations before the
abscess finally resolved. Only eight
patients required I&D in the group
of repeat aspirations. Of the patients
that required repeat aspirations, 20
were noted to have a recurrent PTA.
Conversely, only three of the I&Ds
were noted to have recurrence. Ton-
sillectomy was eventually sought
out in 23 patients—15 in the aspira-
tion group and eight in the I&D
group. The authors noted that all
results were statistically significant.

The study suggests that although
needle aspiration is a tempting treat-
ment option for outpatient manage-
ment of a PTA, there is a higher risk

for abscess recurrence and residual
infection when compared to I&D.

Commentary
Although this was a retrospective

study, the data from this article
helps to address a few of the more
controversial questions surrounding
the management of PTAs. Based on
the data they collected, it appears
that there is a >50% chance that a
patient will need a repeat aspiration
or subsequent I&D if needle aspira-
tion is chosen as the initial manage-
ment plan. If patients cannot toler-
ate a full I&D in the outpatient set-
ting (secondary to trismus, pain,
etc.) or if the practitioner does not
feel comfortable performing a full
I&D in the outpatient setting,
patients will need to be informed of
their risk for recurrence and further
treatment. If a full I&D cannot be
performed in the acute phase,
patients must be given very specific
and timely follow-up instructions to
minimize complications.

In their review, the authors also
noted that although 34 of 160
patients (21.25%) had a history of
recurrent tonsillitis prior to abscess
formation, they were not the majori-
ty of the group that returned with
recurrent abscesses. Contrary to
popular belief that patients with a
history of PTA should undergo
more definitive treatment in the
acute phase (i.e., I & D or surgical
intervention), the data from this
review suggest that prior abscesses
do not serve as an independent pre-
dictor of recurrence, and that all
patients should be evaluated for an
I&D as the first line of treatment in
the acute phase. 

This article helps answer the
question of the utility of repeat
aspirations versus I&D. Their data
show that initial aspiration is effec-
tive but  leads to higher rate of
recurrence than initial I&D. Based
on this article, we can inform



patients that when we perform an
aspiration there is a chance of
recurrence, and that follow-up is
mandatory if symptoms do not
resolve completely. 

Does Steroid Use
Improve the Clinical
Outcome of PTA?

Source: Ozbek C, Aygenc E, Tuna EU,
et al. Use of steroids in the treatment of
peritonsillar abscess. J Laryngol Otol
2004;118:439-442.

DR. OZBEK AND COLLEAGUES

prospectively followed 62
patients to determine the effective-
ness of improving clinical outcomes
with steroids in peritonsillar abscess
patients. Patients were randomly
divided into two groups. One group
of 28 patients received antibiotics
and one dose of a placebo; the other
group of 34 patients received a dose
of antibiotics and a dose of 2–3
mg/kg of methylprednisolone, up to
maximum dose of 250 mg. Both the
patient and observer were blinded to
which group they were in. All
patients were hospitalized to follow
their course and were observed for
fever, pain upon mouth opening,
trismus, and time hospitalized.
Pediatric patients younger than 16
years of age were excluded in this
study. 

The following intervals were
assessed: time to discharge, time to
fever resolution, time to tolerating
water without pain, and time to
improvement of trismus. Patients
randomized to the group receiving
steroids showed significant
improvement in all of the aforemen-
tioned times. 

Commentary
This study demonstrates that a

single steroid dose can lead to sig-
nificant improvement in recovery if

given in the initial treatment of a
PTA. Its anti-inflammatory and
anti-pyretic properties help improve
the signs and symptoms of PTA
quickly and decrease the recovery
time. Future studies will need to be
conducted to compare and contrast
the efficacy of administering
steroids via the IV versus oral
routes, and also, to address whether
or not an outpatient steroid regimen
should be continued following the
initial oral or IV dose.

Does the Type of PTA
on CT Influence the
Success of Aspiration?

Source: Monobe H, Suzuki S, Naka-
shima M, et al. Peritonsillar abscess with
parapharyngeal and retropharyngeal
involvement: Incidence and intraoral
approach. Acta Otoarygol Suppl 2007;
559:91-94.

DR. MONOBE AND COLLEAGUES

retrospectively reviewed 45
charts of patients with PTAs that
had involvement of the parapharyn-
geal and/or retropharyngeal spaces
from 2001 to 2006. A computed
tomography (CT) scan was ordered
on all patients to determine the
extent of the abscess. Patients were
excluded if the abscess extended
into the lateral parapharyngeal
space by clinical exam or CT
results. All patients were initially
started on IV antibiotics. The
authors then used the CT results to
divide the patients into two groups:
superior PTA vs. inferior PTA.

The superior group contained 21
patients. Of these patients, 90%
could be successfully drained by
aspiration or I&D. The inferior
group contained 24 patients. Only
58% of these patients underwent
aspiration or I&D, with the other
42% receiving antibiotics and IV
fluids secondary to the location of

the abscess near the hypopharynx.
In the inferior group, 21% were
noted to have co-existent epiglottis
involvement, with 8% of these
patients requiring tracheotomy dur-
ing the management of their
epiglottitis.

Commentary
There are few studies to date that

have evaluated the use of CT scans
to help with the management algo-
rithm for PTAs. Most acute care
practitioners have primarily used
their clinical exam findings and
avoided CT scans secondary to the
cost, risk of radiation and IV con-
trast injection, time required to
obtain the study, and available
resources. In this study, the authors
actually discovered that the results
of CT scans could be helpful in
delineating the type of treatment
that may be required, and differenti-
ating those that may require closer
monitoring and invasive manage-
ment (i.e., tracheostomy). Of note,
the results of this study showed that
patients with an inferior PTA are at
risk for caudal extension and
epiglottis involvement. Future stud-
ies should be directed at defining
where the anatomical cut-off should
be in distinguishing a superior PTA
versus an inferior PTA so that this
distinction can be made to help
guide management in situations
where a CT scan cannot be readily
obtained.

Transcutaneous
Ultrasound vs. Intra-
oral Ultrasound for
the Diagnosis of PTA

Source: Buckley A, Moss EH, Blokma-
nis A. Diagnosis of peritonsillar
abscess: Value of intraoral sonography.
AJR Am J Roentgenol 1994;162:
961-964.
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IN 1994, DR. BUCKLEY AND COl-
leagues recruited three volunteers

and 18 patients with suspected PTA
and performed both transcutaneous
and intraoral sonography (IOS) to
aid in the diagnosis and manage-
ment. In two of the 21 patients, ade-
quate IOS could not be completed
secondary to trismus and an inabili-
ty to suppress the natural gag reflex. 

Of the 19 transcutaneous and
intraoral scans that were successful-
ly performed, IOS showed a PTA in
10 of the patients. Of these 10 con-
firmed cases, nine had purulent
material drained in the operating
room. The patient that did not
undergo surgical confirmation only
demonstrated an 8mm abscess
pocket on IOS, so conservative
management was initiated in lieu of
surgical drainage. 

On transcutaneous ultrasound,
seven of 21 patients were deemed to
have normal scans. Of these seven,
subsequent IOS showed a PTA in
four of them and peritonsillar cel-
lulitis in two cases.

The authors concluded that IOS
is better than transcutaneous ultra-
sound in the detection of PTA and
should be utilized routinely when
the clinical exam is equivocal or
questionable.

Commentary
Bedside IOS is a well-tolerated,

noninvasive, and quick technique
that can be employed to aid in the
evaluation and diagnosis of suspect-
ed PTAs. Although practitioners can
typically visualize many of the
oropharyngeal structures via the
transcutaneous approach, the risk of
a false-negative scan is too high to
rely on this modality alone to
exclude the presence of a PTA. In
patients in whom the intraoral tech-
nique cannot be easily tolerated, the
use of adequate topical medication
and allowing the patient to perform
their own intraoral scan can help

maximize the quality of the images
obtained and minimize patient dis-
comfort.

Ultrasound in the
Diagnosis and 
Treatment of PTA

Source: Blaivas M, Theodoro D, Dug-
gal S. Ultrasound-guided drainage of
peritonsillar abscess by emergency
physician. Am J Emerg Med 2003;21:
155-158.

DR. BLAIVAS AND COLLEAGUES

provide a case series of six
patients demonstrating that emer-
gency physicians can perform a
bedside intraoral ultrasound to eval-
uate PTAs with 100% sensitivity
and specificity. Patients were given
a topical anesthetic and/or ketorolac
to minimize patient discomfort and
to help blunt the gag reflex during
intraoral scanning. Patient 1 had a
PTA visualized on IOS that was
drained by an otolaryngologist after
several blind needle drainage
attempts. Patients 2, 3, and 6 had
scans that were negative for PTAs
and had multiple needle aspirations
that confirmed the diagnosis of peri-
tonsillar cellulitis alone. Patient 4
had a documented PTA on IOS that
could not be localized using blind
needle aspiration alone. With ultra-
sound guidance, 10mL of purulent
material was successfully drained.
Patient 5 was suspected of having
just a peritonsillar cellulitis on
exam. IOS and needle aspiration
demonstrated that the patient had an
occult PTA that required more
definitive treatment.

Commentary
Clinical impression alone is

often unreliable in the evaluation
and diagnosis of a suspected PTA,
and a blind needle aspiration can
lead to false-negative results in

10–12% of cases. Imaging the sus-
pected area with CT is not only
time-intensive and expensive, but it
also exposes patients to unneces-
sary radiation risks. In his case
series, Dr. Blaivas shows that bed-
side ultrasound can be used by
emergency physicians to not only
diagnose the presence of PTAs, but
also help localize the abscesses for
successful drainage. With the popu-
larity and availability of bedside
ultrasound on the rise, this could be
a very valuable adjunct used in the
diagnosis of management of sus-
pected PTAs.

Conclusion
With an annual incidence of

>50,000 cases, acute care practi-
tioners need to remain up to date on
the latest diagnostic and treatment
options for PTAs. For many years,
the practice patterns and manage-
ment options for PTAs remained
stagnant. Recent advances in tech-
nology and a push towards more
aggressive management has
prompted a rise in the amount of
research data now available. 

According to the most recent
studies, outpatient treatment is not
only successful but also cost-effec-
tive in the management of PTAs.
Furthermore, higher patient satis-
faction scores have been associated
with these outpatient treatment
options. From the recent studies, it
is clear that bedside aspiration, oral
antibiotics, adequate hydration,
steroids, and pain control can be a
viable option for many patients
seen in the acute setting. The caveat
is that patients managed in this
manner need to have close follow-
up available for the rare instances
where recurrence and complica-
tions may occur. In some instances,
bedside aspiration will not be
enough, and patients will need to
have more definitive treatment with
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future I&D or surgical manage-
ment. There are also instances
where aspiration is not a viable
option, such as in an uncooperative
patient, uncertain diagnosis, very
young child, or when airway prob-
lems are present. Furthermore, prac-
titioners will need to consider
extending their antibiotic coverage
from the initial antibiotic choice of
penicillin to clindamycin to include
both anaerobic and aerobic organ-
isms if the abscess does not
improve. With Streptococcus
species remaining one of the most
prevalent bacteria in recent aspi-
rates, penicillin remains a option for
initial treatment of a first-time,
uncomplicated abscess. 

If patients present with physical
exam findings and diagnostic imag-
ing results that do not suggest PTA
formation yet, antibiotics may be
considered only if the practitioner
suspects a bacterial source for the
pharyngitis. Antibiotics have not
been shown to decrease the inci-
dence of PTA occurrence and carry
significant side effects and risk for
resistance. It is also important to
remember that steroids are an
important adjunct to the treatment
of PTA, not only improving patient
symptoms but also decreasing the
time to resolution of the abscess.

With the increased use of diagnos-
tic imaging in the evaluation for
potential PTAs, studies have started
to evaluate the utility of CT scans
and bedside ultrasound. Although a
CT scan can be useful in delineating
the presence and extent of a PTA, its
use is not entirely time- or cost-effec-
tive. Furthermore, practitioners must
take into account the associated risks
of IV contrast and radiation expo-
sure. The introduction of bedside
ultrasound in the management of
PTAs provides acute care practition-
ers with a useful and quick diagnos-
tic adjunct. Although the intraoral
approach provides the most sensitive

and specific results, the transoral
approach can still be utilized to pro-
vide useful data in patients who can-
not tolerate an intraoral evaluation. 

With more large-scale, double-
blinded, randomized, case-controlled

studies underway, more data and
guidelines will be forthcoming in
regard to the management of a com-
mon ailment that can lead to serious
consequences if not managed appro-
priately in the acute phase.
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ies, books, teaching aids, and other information pertinent to the stated topic;

• Evaluate the credibility of published data and recommendations about the stated topic. 

CME INSTRUCTIONS

Physicians participate in this continuing medical education program by reading the

articles, using the provided references for further research, and studying the CME ques-

tions. Participants should select what they believe to be the correct answers, then refer to

the list of correct answers to test their knowledge. To clarify confusion surrounding any

questions answered incorrectly, please consult the source material. 

After completing this activity, participants must complete the evaluation form provid-

ed at the end of each semester (May and November) and return it in the reply envelope

provided to receive a credit letter. When an evaluation form is received, a credit letter will

be mailed to the participant. 
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CME QUESTIONS

16. According to recent literature, what is the most common type of organism(s) grown
from PTA aspirates? 
A. Aerobic organisms only

B. Anaerobic organisms only

C. Both anaerobic and aerobic organisms

D. No growth

17. Which of the following are potential complications of PTAs not managed appropri-
ately in the acute phase?

A. Mediastinitis

B. Pericarditis

C. Bacteremia

D. Epiglottitis

E. All of the above

18. According to recent literature, what are some of the most important components of
PTA management in the acute phase?

A. Antibiotics

B. Hydration

C. Pain control

D. Steroids

E. All of the above

19. What is the rate of pharyngitis developing into a PTA?

A. 1%–10%

B. 10%–20%

C. 20%–30%

D. 30%–40%

E. 40%–50%

20. According to Blaivas et al, what is the reported sensitivity and specificity of a bed-
side intraoral ultrasound for diagnosing a PTA when performed by emergency
physicians? 

A. Sensitivity 75%, specificity 25%

B. Sensitivity 60%, specificity 40%

C. Sensitivity 90%, specificity 85%

D. Sensitivity 100%, specificity 100%

E. Sensitivity 60%, specificity 45%

Answers: 16. C, 17. E, 18. E, 19. A, 20. D


