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Introduction

~

Abstract

Background: Neonatal suppurative parotitis is a rare entity, its diag-
nosis is essentially clinical with a good prognosis usually.

Case presentation: We report a case of a 21-day-old female whose
been taken care of in our department for neonatal suppurative paroti-
tis presenting with feverish, hard, red, tender swelling of the parotid
loge. The swelling displaced the right earlobe outward and associated
with purulent exudate from Stenson’s duct. A cervical and cerebral
Computed Tomography scan showed a swollen right parotid gland of
heterogeneous density and enhancement without detectable collec-
tion. The patient received intravenous antibiotherapy with a favor-
able evolution within 48 hours and no need for surgical treatment was
found.

The aim of our work is to emphasize the diagnostic and therapeutic
aspects of this clinical entity.

Conclusion: Practitioner should suspect suppurative parotitis in
newborns presenting with an erythematous pre-auricular mass with
or without any predisposing factors. The evolution is usually favorable
and complications are rare with rapid and appropriate medical treat-
ment.

Keywords: Neonatal; Acute suppurative parotitis; Sialadenitis;
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The aim of our work is to emphasize the diagnostic and ther-
apeutic aspects of this clinical entity.

Parotitis is defined as an infection or inflammatory state of

the parotid gland, which can be bacterial, viral, chronic, or re-
current [1]. While it is frequently seen in adults, suppurative
acute parotitis is a rare condition in children, or even excep-
tional in newborns, Isolated case reports and small case series
describe neonatal suppurative parotitis in neonates (NSP), but
there is a paucity of information about predisposing factors for
this entity [2]. We report a case of neonatal suppurative paroti-
tis in a newborn taken care of in our department.

Case report

A 21-day-old female presented to ouremergency with a
2-day history of irritability, decreased oral intake, and preauric-
ular swelling, all in a feverish context. She is the result of an un-
eventful pregnancy followed by vaginal delivery at term sponta-
neously with no complications or intrapartum trauma. At home,
she was breastfeed well and eliminating normally. Two days be-
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fore admission, the mother noted the acute onset of irritability
while feeding and her time at the breast decreased followed by
the swelling in front of his right ear increasing rapidly in size as-
sociated with local inflammatory signs. At the interrogation, the
parents report no history of trauma to the infant’s face or head,
the mother did not report any history of breast tenderness, re-
cent skin infections, and she denied taking any medications or
giving medications to the patient. On physical examination, the
new born was feverish at 38,9. She was alert, nontoxic appear-
ing and well hydrated. Cerviofacial examination found a swell-
ing in front of the infant’s right ear, extending to the area under-
neath the ear lobe, over the angle of the mandible. The swelling
displaced the right earlobe outward. The swelling was hard, re-
dand tender. When crying, purulent exudate was found drain-
ing from Stenson’s duct. The rest of the physical examination
was normal. Laboratory results were as follows: PCR count was
250. A spinal tap was performed; results were normal. Purulent
material from Stenson’s duct; and cerebrospinal fluid, blood
and urine samples were sent for culture. A cervical and cerebral
Computed Tomography (CT) scan were performed showing a
swollen right parotid gland of heterogeneous density and en-
hancement without detectable collection with significant infil-
tration of the right parotid and masticator spaces. The findings
were consistent with acute suppurative parotitis. The newborn
underwent intravenous antibiotic therapy with ceftriaxon (100
mg/kg/d) and gentamycin (3 mg/kg/d). 48 hours after admis-
sion, the newborn was clinically improved. The swelling had de-
creased and the overlying skin was less erythematous. The cul-
ture of the purulent material expressed from his parotid gland
grew Staphylococcus aureus multisensible. The other cultures
grew no pathogens and the newborn was discharged on oral
cefpodoxime to complete 10 days of therapy. Follow-up exami-
nation 2 weeks later showed her to be in good health and his
parotid swelling had completed resolved.
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Figure 1: Inflammatory swelling of the parotid region with exten-
\\sion towards the auricle of the right ear /

Discussion

Salivary gland infections are rarely observed in neonate,
however, the parotid gland is the preferred site for this infection
due to its exclusively production of serous secretions without
the bacteriostatic properties of the mucoid component, typical
of the submandibular gland that has a mixed sierous and mu-
cous secretion containing IgA and lysozyme [2-4]. Despite this
frequency, neonatal suppurative parotitis is characterized by a
prevalence of 3.6-14/10 000 admissions [4,6]. In a review of the
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Figure 2: Marked improvement in inflammatory swelling in the pa-
rotid region and total regression of inflammation in the right ear
\\af‘ter 48 hours of intravenous antibiotic therapy /

Figure 3: CT scan of the facial bones in sagittal (a), axial (b) and
coronal (c,d) sections: swollen right parotid gland with heteroge-
neous density and enhancement without detectable collection
() significant edematous infiltration of the right parotid and mas-

ticatory spaces
U Yy sp () Y.

literature, only 32 cases of neonatal bacterial parotitis had been
described over a period of 35 years [5]. It is characterized by a
male predominance with a sex ratio of 3:1 [5]. Several risk fac-
tors have been identified in the literature as predictors of infant
parotitis. It occurs more frequently in male sex infants, prema-
turity, dehydration, low birth weight, malnutrition, orogastric
tube feeding and duct stasis [3,6]. Prematurity, considered as
a major risk factor, usually due to prolonged hospitalization as-
sociated with procedures such as the use of an orogastric tube
or a catheter, nasopharyngeal and endobuccal aspiration which
can induce trauma to the oral mucosa and Stenon’s canal [7].
These traumas could thus favor an ascending infection from the
oral cavity [8], without forgetting the higher risk of dehydration
inducing a reduced salivary secretion and in saliva clearance
[9,10].

Several mechanisms may be involved in NSP. First, it can
occur by a retrograde way into the gland through decrease
in saliva production and stasis, dilatation of the ducts (sialec-
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tasis) through scarring or obstruction by a stone or mass and
congenital variations in ductal structure [2]. It can occur via the
hemategenous route [10] or by transmission of bacteria during
breastfeeding or through contaminated formula can be a po-
tential [4,9]. Todoroki et al. described a case of neonatal sup-
purative parotitis in which stasis was probably due to congenital
cytomegalovirus infection and maternal methyldopa treatment
[10].

The diagnosis is essentially clinical, it is based on the asso-
ciation of a set of clinical signs, such as: fever, localized swell-
ing, erythema, local warmth and painful tenderness of the pa-
rotid gland beginning between 7 and 14 days of life, purulent
drainage from Stenson’s duct is pathognomonic but inconstant
[1,2,6]. NSP is most often unilateral, bilateral is extremely rare

[5].

The differential diagnosis arises with maxillary infections,
trauma, lymphangiomas, hemangiomas, lipomasand adenomas
[2,9].

The germs responsible for infectious parotitis are saprophyt-
ic germs of the oral cavity but also germs responsible for inva-
sive infections [6]. The most common pathogen often implicat-
ed is Staphylococcus aureus. Less common isolates were other
Gram-positive cocci (eg: viridians streptococci, Streptococcus
pyogenes, Peptostreptococcus spp and coagulase-negative
Staphylococcus spp), Gram-negative bacilli are, however, impli-
cated more often in nosocomial and hematogenous infections
secondary to sepsis (Klebsiella pneumonia, Escherichia coli, and
Moraxella catarrhalis) and rarely anaerobic bacteria [3].

‘Multi-R’ resistant strains have been isolated in recent obser-
vations [10]. Only a few observations of suppurative parotitis
due to Streptococcus agalactiae (group B streptococcus) have
been reported, whereas this germ is responsible for 25 to 40%
of infections of the newborn [6].

Parotid ultrasound allows highlighting a sialolith or parotid
abscess, and if the patient shows no improvement after 48
hours, further imaging studies to rule out abscess formation or
tracking of the infection into retropharyngeal areas should be
conducted [2]. It reveals hypoechogenicity with heterogeneous
areas within the gland. Parotid ultrasound is the examination to
be preferred, especially in children, because it is rapid and non-
invasive. It may also eliminate a differential diagnosis such as a
cyst or another tumor-like mass [6]. CT and magnetic resonance
imaging (MRI) are better performing for adults. The CT was per-
formed for our case, in front of the redness of the pavilion and
the associated retroauricular region raising suspicion of associ-
ated mastoiditis.

Some complications may occur such fistula formation, facial
nerve palsies, mediastinitisand extension to the auditory canal
are rare since the introduction of antibiotics [2].

Therapeutic management is essentially medical. It includes
the correction of a possible dehydration and an immediate in-
travenous antibiotic therapy, a penicillinase resistant penicillin
or first generation cephalosporin to effectively cover S. aureus
along with clindamycin or a similar medication to cover pos-
sible anaerobic infection are good initial choices until better
direction can be obtained from study of cultures of expressed
material from Stenson’s duct [4,6]. The pressure of methicillin-
resistant staphylococci may require the use of vancomycin. An
adequate coverage for anaerobic, as well as aerobic, bacteria
is provided with clindamycin, cefoxitin, imipenem or the com-

bination of metronidazole and a macrolide or a penicillin plus
beta-lactamase inhibitor [4].

Surgical drainage is reserved for complicated forms of an ab-
scess or in the absence of clinical improvement after 24 to 48
hours of medical treatment [5,9].

The duration of antibiotic therapy is not precisely defined
but a treatment of 7 to 10 days is essential until local inflamma-
tory signs disappear. It is prolonged in premature infants, in the
event of failure of other organs or when an anaerobic germ has
been isolated [10]. Our case had a favorable evolution within 48
hours of intravenous antibiotic and no need for surgical treat-
ment was found.

Conclusion

Although NSP is rare, practitioner should suspect suppura-
tive parotitis in newborns presenting with an erythematous
pre-auricular mass with or without any predisposing factors.
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