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Abstract 
A 33 year old female with Human Immunodeficiency Disease (HIV) presented with upper respiratory obstruction 

secondary to adenotonsillar hypertrophy. Treatment with radiation therapy rather than surgery produced an excellent 

response. 

Key words 
Adenotonsillar hypertrophy, Radiation therapy 

1 Introduction 
Upper Respiratory obstruction due to hypertrophy of the tonsils and adenoids is often seen in clinical practice and may be 

the presenting symptom in Human Immunodeficiency Disease (HIV). A high index of suspicion is needed for adequate 

diagnosis and treatment. Radiation therapy has been shown to be beneficial eliminating the need for surgery. 

2 Case report 
A 33 year old female was seen in the otolaryngology clinic with several month’s history of inability to breathe through  

her nose, anosmia and a nasal quality of voice. She had noticed increasing nasal congestion for two years. History revealed 

that she was HIV positive. Examination revealed the nasopharynx to be completely filled with an irregular, lymphoid 

appearing mass. She was unable to breathe through her nose. Oral cavity exam revealed marked hypertrophy of the tonsils 

with forward displacement of the uvula (see Figure 1). There was no cervical lymphadenopathy. A CT scan demonstrated 

a soft tissue mass filling the nasopharynx with extension into the nasal cavity (see Figure 2, 3). Biopsy of the mass revealed 

follicular hyperplasia with no evidence of tumor (see Figure 4). The patient was treated with radiation therapy with 6 mv 

photons in 1.8 y fractions for 17 days for a total dose of 30.6 Gray. She is asymptomatic three years post treatment. 
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Figure 1. Diffuse enlargement of the 
tonsils which nearly meet in the midline 
and displace the uvula anteriorly. 

 

Figure 2. Axial image from CT soft tissue of the neck 
shows soft tissue density filling the nasal cavity without 
osseous changes. 

Figure 3. Sagittal image from CT soft tissue of the neck 
shows soft tissue density filling the nasal cavity extending 
posteriorly filling the nasopharynx. 

 

Figure 4. Biopsy of nasal cavity shows diffuse 
follicular hyperplasia.  
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3 Discussion 
Lymphoid hyperplasia in the head and neck region may be the presenting factor in HIV disease. The incidence of 
symptomatic lymphoid hyperplasia ranges from 45%-85% [1, 2]. The other manifestations of HIV in the head and neck 
include malignancies such as Kaposi’s sarcoma, lymphoma, and carcinoma as well as opportunistic infections. The 
clinical presentation of adenotonsillar hypertrophy in a non-pediatric patient warrants consideration of undiagnosed HIV. 
When symptomatic, adenotonsillar hypertrophy with HIV is associated with nasal obstruction, recurrent tonsillitis and 
recurrent otitis media. The lymphoid hyperplasia of Waldeyer’s ring may be dramatic and cause airway obstruction and 
dyspnea as in our patient. Hematogenous spread or direct inoculation of the mucosa of the upper airway may account for 
the hyperplasia seen in HIV which is present during the acute and symptomatic phase of the infection [3]. Adenoidal 
hypertrophy early in HIV is almost always benign, however, malignant transformation has been described. Malignant 
transformation is usually seen when the CD4+ count is less than 100 cells/ml [4]. The diagnosis is made by an index of 
suspicion on physical examination and biopsy and not on CD4+ count alone. Histologically, multinucleated giant cells are 
not usually found within the mucosa associated lymphoid tissue and may play a specific role in the development of HIV 
associated lymphoid hyperplasia. Multinucleated giant cells were present in 67% of biopsy samples of HIV patients with 
lymphoid hyperplasia. Their presence should suggest the possibility of an underlying HIV infection [5]. Treatment options 
in symptomatic patients with adenotonsillar hypertrophy have previously been limited to surgical resection. In our case, as 
in previous trials, good results have been obtained with low dose radiation therapy [6]. 

4 Conclusion 
Low dose radiation is effective treatment and an alternative to surgery for adenotonsillar hypertrophy associated with HIV. 
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