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Abstract. A correlation between age and Actinomyces in the adenotonsillar tissue of children. The purpose of this study
was to investigate the presence of actinomyces in adenotonsillar disease, recurrent infections, or tonsillar hypertrophy in
children. The study included 64 patients, ranging in age from 2 to 16 years, who had elective adenotonsillar surgery to treat
either adenctonsillar hypertrophy (36 children) or recurrent adenotonsillitis (28 children). Adenotonsillar Actinomyceswas
present in 30 children (48%). No statistical significance was found between Actinomyces and recurrent adenotonsillitis or
adenotonsillar hypertrophy. However, there was a statistically significant relationship identified between the presence of
actinomycosis and age, with a greater occurrence of actinomycosisin children between 5 and 16 years old.

I ntroduction

The possible role of Actinomyces
in adenotonsillar disease has not
been studied in depth, although
this bacteria was identified in
resected adenoids and tonsils
years ago. Actinomyces are gram-
positive, anaerobic, non-acid, fast,
branched, filamentous bacteria;
Actinomyces has been detected in
gingival crypts, dental calculi, and
tonsillar crypts in the absence of
clinical disease.*?. Actinomyces
israeli and naeslundi are the most
frequently isolated pathogenic
species. However, the presence of
Actinomyces in adenotonsillar tis-
sue is not synonymous with clini-
ca fulminant disease.®s In this
study, we examined whether the
presence of Actinomyces was
associated with adenotonsillar dis-
ease, recurrent infection, or hyper-
trophy in children.

Material and methods

This prospective study included
64 children, between 2 and

16 years old, who had elective
adenotonsillar surgery at Santa
Maria Hospital and Vega Baga
Hospital between January and
June, 2003. The children were
classified into two groups, based
on the principal indication for
surgery: 1) recurrent adenotonsilli-
tis, or 2) adenotonsillar hyper-
ertrophy with obstructive symp-
toms. Children with antibiotic
therapy within the two weeks prior
to surgery were excluded. For ade-
notonsillar hypertrophy the indica-
tions for surgery were cor pul-
monale, sleep apnea syndrome
(OSAS), and, in the case of recur-
rent infections in adeno-tonsillar
cases, at least seven episodes per
year or five episodes per year for
2 years or three episodes per year
for 3 years. All adenoids and
tonsils were transported to the
pathology laboratory, fixed in
formalin, embedded in paraffin,
and examined by microscope. Two
pathologists, one from each
hospital, reviewed all of the slides.
Actinomyces was identified as
aggregates of filamentous baso-

philic microorganisms arranged
in a radial spoke-like fashion.
The data was analyzed using
the SPSS statistical analysis pack-

age.
Results

Actinomyces was found to be
more prevalent in older children,
and there was no pertinent gender-
related difference (Table 1).
Actinomyces was present in
30 children (48%) ranging from 5
to 16 years (median 10.04 years),
with no Actinomyces detected in
the 34 children between 2 and
4 years old (3.57 years). This
difference between age groups
was statigtically significant (p <
0.001). Actinomyces  was
observed in 16 of 36 children
(44%) with adenotonsillar hyper-
trophy, and in 12 of 28 children
(42%) for whom the indication for
surgery was recurrent infections
(Table 2). However, no statistical
difference was found between the
presences of Actinomycesin these
two groups.
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Table 1
The presence of Actinomyces, analyzed by age and gender

Discussion and conclusions

The presence of Actinomyces in
adenotonsillar tissue has been
reported with awide range of inci-
dence between 1.3% to 37%.
These differences could be due to
variations in the indications for
surgery, in the groups of patients
studied, or in the histological pro-
tocols used by different workers.®®
The pathogenesis of actinomyco-
sisis not clear. One possibility is
that a local invasion of the tonsil-
lar crypts damages the integrity of
the mucous membrane. Another
possibility is that some microor-
ganisms, such as beta-hemolytic
Streptococcus, act in a synergistic
fashion to create an anaerobic
environment for Actinomyces
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Table 2

The presence of Actinomyces, analyzed according to the
adenotonsillar pathology

growth.*** None of the 64 chil-
dren had any evidence of the gran-
ulomatous head and neck form of
the disease.

Adenotonsillar actinomycosis
has been detected in destructive
cervicofacial tissues. It is aso
possible that the Actinomyces was
saprophytes, not the primary
pathogen, indicating that it does
not have a casual role in recurrent
adenotonsillitis.®* An empirical
trial of 100 mg/kg per day peni-
cillin orally, divided into three
daily doses daily for 12 weeks,
has been suggested as a course for
the management of tonsillar actin-
omycosis.>

In conclusion, the presence of
Actinomyces in adenotonsillar tis-
sue is observed more often in

older children, and it is possible
that surgical removal may help
treat recurrent infection and
hypertrophy adenotonsillar in
Some Cases.
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