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Abstract

Recurrent parotitis in children is a well
described but rare condition of unknown cause.
The clinical features of 11 children with
recurrent parotitis are described.

(Arch Dis Child 1992;67:1036-1037)

The aetiology and pathogenesis of chronic
recurrent parotitis in children has of yet not
been satisfactorily explained. It is characterised
by a recurrent, painful swelling of the parotid
gland, often with purulent sialorrhoea.

In most cases, sialectasis has been docu-
mented, sometimes in combination with ductal
changes.! 2 The treatment should be conserva-
tive as the disease has a spontaneous recovery at
puberty in most of the cases.? We report a follow
up of 11 cases of chronic recurrent parotitis.

Patients and methods

During the years 1984-9, 11 cases of chronic
recurrent parotitis in children was followed up at
the paediatric ambulatory, day care department
at Hasharon Hospital. The diagnosis was based
on clinical criteria and in five patients also on
the radiological demonstration of sialectasis.

Results

The clinical features of the 11 children with
recurrent parotitis are described in the table.
Boys were affected more than girls. The age
range was between 1-2 and 7 years. The mean
exacerbation rate per year was 4'9 with a range
of two to 12 attacks per year. The duration of
the attack was two to five days. In most
exacerbation attacks a mucopurulent discharge
was pressed from the parotid gland. Bacterial
culture revealed Streptococcus viridans and
Haemophilus influenzae in most of the cases.

Clinical features of 11 children with recurrent parotitis

The symptoms were unilateral in six patients
(right side n=3, left side n=3) and bilateral in
five patients. All patients received antibiotics
orally as the only treatment for exacerbations.
Because of frequent recurrences of infection
with abscess formation, patient 6 underwent
total parotidectomy with good results. There
were no underlying systemic diseases like
Sj6gren’s syndrome, cystic fibrosis, rheumatoid
arthritis, or systemic lupus erythematosus.
Serological studies did not show a recent
infection of mumps, Epstein-Barr virus, cyto-
megalovirus, or enteroviruses at the first
presentation.

Eight out of 11 patients were completely free
of clinical symptoms for at least 1-5-2 years.
Two patients had a decrease in exacerbation
rate. Patient 5 had three attacks during the last
12 months and patient 11 had one attack during
the last 18 months of follow up. The patient
who underwent partotidectomy has been com-
pletely free of symptoms for at least 2-5 years.

Discussion

Recurrent parotitis in children is a rare disease.
The age of onset has been reported to range
from 8 months to 16 years* with the highest
incidence between 3 to 6 years of age as docu-
mented in our patients.® ® More boys than girls
were affected.? # Different theories of aetiology
and pathogenesis have been discussed over the
years.

Bailey’ and Smith® proposed a congenital
abnormality as a predisposing factor. Familial
background' © ® and impaired rates of secretion
was also reported. '® Immunological factors may
also be involved.!! 12

The affected children had multiple episodes
of swelling of one or both parotid glands,
sometimes in combination with pain and fever.
Sialography reveals sialectasis in most cases
with ductal changes in about one third of the

Patient  Sex  Age of first  No of Duration Unilateral  Bilateral  Followup  No of vears
No presentation  recurrences/year  of symptoms  parotilis parotitis period svmptom free
(years) (vears) (vears)

1 M 2 5 3 + 55 3

2 F 5 4 4 + 5 15

3 F 6 4 2:5 + 45 2

4 F 7 2 35 + 5 2:5

) M 1-2 12 3 + 35 Decrease’
6 M 6 6 2 + 45 2'5

7 F 4 4 3 + 45 1-5

8 M 5 5 2 + 4 2

9 M 55 4 4 + 5 2

10 M 6 5 3 + 45 1-5

11 M 3 3 S + 5 Decrease”

*Decrease in the exacerbation rate during follow up period.
+=Unilateral or bilateral parotitis present.
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cases. The sialectatic changes are often found
bilaterally, even if symptoms are unilateral.
Normal sialograms have also been reported in
symptomatic recurrent parotitis.'> !4

No correlation between the extent of the
sialographic changes and clinical findings can be
found.”® In most cases, the disease ends at
puberty with a recurrence rate after puberty in
10-20% of the cases. Virgilio et al proposed the
evidence of a clear distinction by clinical and
development features between the infantile and
adult form of chronic parotitis.’* Mucopurulent
saliva may be pressed from the parotid duct and
it can be a sign of persistent low grade infection.
In most attacks, in the patients included in our
follow up, bacterial culture of the mucopurulent
discharge revealed S viridans and H influenzae.

All patients received oral antibiotics as the
only treatment for exacerbation. Eight of the 11
patients were completely free of clinical
symptoms for at least 1:5-2 years. Two patients
had a decrease in the exacerbation rate during
the follow up period. The patient who had total
parotidectomy was completely free of symptoms
for 2'5 years. Because of the tendency of
spontaneous recovery of the disease before late
puberty, conservative treatment and follow up
are recommended in most cases.

Surgical treatment, for example ligature of
Stensen’s duct,'? !° parotid parasympathectomy
and parotidectomy'® are only recommended in
the more severe cases. If parotidectomy is
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indicated then total parotidectomy is necessary
with the associated substantial risk of post-
operative facial weakness. The risk of permanent
sequelae is small.'¢
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