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Abstract 

Acute suppurative parotitis (ASP) is an uncommon but potentially serious bacterial infection of the parotid gland, characterized by rapid onset of pain, swelling, 

and purulent discharge from the Stenson’s duct. It is most frequently caused by Staphylococcus aureus, though other bacteria, such as streptococci or anaerobes, 

may be involved. Risk factors include dehydration, poor oral hygiene, and conditions reducing salivary flow, such as medications with anticholinergic effects 

or systemic illnesses. Historically, ASP had high mortality rates before antibiotics, but modern management with antibiotics and supportive care has 

significantly improved outcomes. Prompt diagnosis and treatment are critical to prevent complications like abscess formation or sepsis. This case report 

describes the presentation, diagnosis, and management of ASP in a 55-year-old male, offering insights for clinical practice. 
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1. Introduction 

Acute suppurative parotitis (ASP) is an uncommon bacterial 

infection of the parotid gland, historically associated with 

post-operative complications, particularly following 

abdominal surgery.1 Its incidence has significantly declined 

due to routine perioperative antibiotic use. ASP 

predominantly affects older adults, neonates and individuals 

with predisposing conditions such as dehydration, 

immunosuppression, poor oral hygiene, or underlying 

diseases like diabetes mellitus or Sjögren’s syndrome.2 The 

clinical presentation includes acute, painful swelling of the 

parotid gland, often accompanied by fever and purulent 

discharge from Stensen's duct. The primary causative 

organism is Staphylococcus aureus, though Streptococcus 

species, gram-negative bacteria, and anaerobes may also be 

involved, particularly in hospitalized patients.3,4 The 

pathogenesis involves ascending bacterial colonization 

through the ductal system, exacerbated by reduced salivary 

flow. 

Prompt diagnosis, based on clinical signs and confirmed 

by pus expression from the duct, is critical for initiating 

appropriate antibiotic therapy to prevent complications like 

abscess formation or sepsis. This case report describes a 55-

year-old male patient presenting with classic ASP symptoms: 

mild pain, swelling, and pus discharge from the right parotid 

duct. Uniquely, pus culture isolated Enterococcus faecalis, an 

exceedingly rare pathogen in ASP, with literature revealing 

very few reports of its involvement.5 The patient was 

successfully treated with antibiotics tailored to culture 

sensitivity results, underscoring the critical role of 

microbiological analysis in guiding effective treatment for 

atypical ASP presentations. 

2. Case Report 

A 55-year-old male patient reported to the department OPD 

with a chief complaint of swelling and discomfort in the right 
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side of cheek region for 20 days which was progressive and 

associated with pain, and mild fever. On several mornings, he 

had noted discharge of purulent fluid from the right buccal 

mucosa which was creamish white to yellowish in colour but 

not every morning. Following which the facial swelling 

partially subsided for a few hours before re-accumulating. 

Patient had no history of any prior salivary gland infection, 

sialolithiasis, or systemic illness such as tuberculosis or 

Diabetes Mellitus. He took no regular medication and denies 

any drug allergies. (Figure 1) 

Extraoral examination showed solitary, diffuse, oval 

shaped, slightly erythematous swelling on right side of cheek 

region. It was mobile, diffuse, soft in consistency, tender with 

local rise in temperature. (Figure 2) 

Intraorally, slight erythema and induration was evident 

at the opening of parotid duct (Stenson’s duct) on 

palpation/milking of the gland scant yellowish white purulent 

discharge was seen which was sent for culture and sensitivity. 

(Figure 3) In culture organism isolated was Enterococcus 

faecalis which was sensitive to clindamycin, vancomycin, 

doxycycline, ampicillin, high content gentamycin, and high 

content streptomycin and resistant to levofloxacin and 

penicillin. Based on results of culture and sensitivity, patient 

received adult dosage of clindamycin (350mg twice daily) 

and doxycycline (100mg twice daily) for 10 days. 

2.1. Investigations 

Blood investigations like CBC, HbA1c were done and the 

findings were within the normal limits. 

In radiographic investigation USG was done which 

showed minimal to no vascularity in the right parotid gland 

and a channel communicating with the superficial facial vein. 

These findings raised the possibility of an arteriovenous (AV) 

malformation or lymphatic malformation or less likely, a 

localized inflammatory etiology.  

2.2. Differential diagnosis 

1. Acute suppurative parotitis 

2. Chronic sialadenitis 

3. Sialolithiasis 

4. Tuberculous parotitis 

5. Actinomycosis 

6. Neoplasm 

2.3. Outcome and follow-up 

After 1 week patient showed marked improvement in relation 

to the symptoms of pain and swelling, however purulent 

discharge on palpation was still seen. Patient was advised to 

continue the antibiotic regimen, hydration, oral and hand 

hygiene maintenance. Repeat USG with colour doppler was 

advised. 

A follow-up Color Doppler study conducted one week 

later showed mild heterogeneity of the right parotid gland 

with normal glandular bulk and vascularity, and no evidence 

of cystic spaces or vascular anomalies.  

After 14 days of antibiotic coverage, there was complete 

resolution of symptoms with clear serous discharge seen on 

palpation/milking of the right parotid gland. (Figure 4) 

 

Figure 1: Front profile of the patient 

 

Figure 2: Right lateral profile of the patient showing 

swelling marked in circle 

 

Figure 3: Purulent discharge seen from right parotid duct on 

milking of the right parotid gland 
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Figure 4: No discharge seen after 14 days of antibiotic 

coverage 

3. Discussion 

Acute suppurative parotitis (ASP) is a relatively uncommon 

inflammatory condition of the parotid gland, traditionally 

associated with elderly, debilitated, or immunocompromised 

patients. Historically, it has been described as a complication 

of long-term debility and oral sepsis. However, recent 

studies, such as one from Singapore, have noted an increased 

incidence in younger, otherwise healthy individuals, with 

unclear etiology, potentially linked to chronic oral 

dehydration due to climate.5 In our case 55-year-old male, 

aligns well with a more contemporary understanding of ASP 

epidemiology, as a large post-millennial study in Denmark 

reported a median age of 53 years for acute salivary gland 

infection patients.4 This suggests that ASP is not exclusively 

confined to the neonates, very old or severely debilitated, 

emphasizing the need for a broad clinical suspicion. 

The pathogenesis of ASP often involves retrograde 

bacterial contamination from the oral cavity, especially when 

salivary flow is reduced due to factors like dehydration, 

malnutrition, or certain medications. Obstruction of salivary 

ducts by stones or strictures can also predispose to infection.6 

In our patient's case poor oral hygiene and decreased salivary 

flow can be considered as contributing factor.  

One of the most striking aspects of this case is the 

isolation of Enterococcus faecalis as the causative organism. 

While Staphylococcus aureus is overwhelmingly cited as the 

most common pathogen in ASP, accounting for 50-90% of 

positive cultures, other bacteria, including streptococci, 

gram-negative bacilli, and anaerobes, have also been 

implicated. The recent Danish study on acute salivary gland 

infections provides direct evidence for Enterococcus spp. in 

parotid gland abscesses, with 4 out of 23 parotid abscess 

cultures (17%) yielding "other species" which included 

enterococci.4 This finding underscores the polymicrobial 

nature of these infections and highlights that uncommon but 

significant pathogens can be involved, necessitating 

comprehensive microbiological investigation. 

The successful management of our patient with 

antibiotics sensitive to Enterococcus faecalis, as guided by 

culture and sensitivity testing, aligns with current best 

practices.7 While acute suppurative parotitis often requires 

drainage in addition to antibiotic therapy, the critical role of 

identifying the specific pathogen and its antimicrobial 

susceptibility cannot be overstated. Many patients receive 

broad-spectrum antibiotics prior to admission, which can lead 

to low positive culture rates. Therefore, obtaining a definitive 

culture result in our case was highly valuable, allowing for 

targeted and effective antimicrobial therapy. Historically, 

radical surgical drainage techniques were advocated, but with 

modern imaging and effective antibiotics, less radical 

procedures, often combined with appropriate antimicrobial 

agents, are now effective.8 The resolution of symptoms in our 

patient through targeted antibiotic treatment exemplifies the 

efficacy of this precise approach. 

4. Conclusion 

This case report provides a valuable contribution to the 

literature on ASP, particularly concerning its microbiological 

spectrum. It serves as an important reminder that despite S. 

aureus being the predominant pathogen, a diverse range of 

organisms, including Enterococcus faecalis, can cause severe 

parotid infections. This emphasizes the paramount 

importance of obtaining cultures and sensitivity results to 

guide specific antibiotic therapy and achieve favourable 

outcomes, even in cases presenting atypically or with less 

common causative agents. 
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