Case Report
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ABSTRACT

A parotid abscess is a rare condition often associated with immunocompromised status. ESRD is known to increase the
risk of infections (DNI), two-fold. Parotid abscess in patients with ESRD may behave aggressively with extension into
adjacent spaces and facial paralysis. Management of infections in patients with ESRD is challenging and often dictates a
modification of the usual treatment strategies because of alterations in their protein binding, volumes of distribution, kidney
clearance, and non-renal clearance. Facial palsy associated with parotid abscess is rare with only a few reports in the
literature. The exact etiology and mechanism of this palsy are unknown however compression of the nerve is the most
suspected cause. Although corticosteroids and physiotherapy are proposed treatment modalities for faster recovery of nerve
function, there are no clear guidelines for the same. Here, we report a case of a patient with parotid abscess and facial
paralysis, with underlying ESRD and uncontrolled diabetes, on dialysis for the past 15 years. Incision and drainage were
performed under local anesthesia due to the patient's high-risk status. Suitable antibiotic therapy was administered after
confirming the renal safety of the doses. Four weeks post-presentation, the patient was asymptomatic with partial recovery

of the paralysis.
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Introduction

A parotid abscess is a rare condition often associated with
immunocompromised status [1, 2]. Patients with end-stage
renal disease (ESRD) may have an increased tendency to
develop a parotid abscess due to altered salivary flow,
dehydration especially in the presence of poor oral hygiene.
Facial palsy is usually associated with a malignant parotid
neoplasm and is uncommon in association with a parotid
abscess with only a few reports in the literature [3, 4]. The
exact etiology and mechanism of this palsy are unknown
however perineuritis and compression of the nerve is the
most suspected probability [5].

Infections are a leading cause of mortality in patients on
hemodialysis for ESRD [6]. Patients with ESRD may have
alterations in their protein binding, volumes of distribution,
kidney clearance, and non-renal clearance, which
necessitates pharmacological dose adjustments to prevent
toxicity [7-9]. Restricted drug doses, in turn, compromise the
antimicrobial therapy deemed necessary to treat the infection
[10]. Increased anesthetic risk, the requirement of fluid
restrictions and ongoing renal dialysis makes management
of these patients challenging, often dictating a modification
of the usual treatment strategies [11].

We present a case on the management of parotid abscess
with facial palsy in a patient with end-stage renal disease.

Case report

History and examination

An 84-year-old female reported to our department with the
chief complaint of swelling and pain on the left cheek for the
past 1 month. She was a known case of stage 5 chronic
kidney disease (CKD) on dialysis, thrice-weekly, and
uncontrolled type 2 diabetes mellitus for the past 15 years.
The patient presented with bilateral pedal oedema reported
nil urine output; and was irritable and weak. Local
examination revealed a diffuse swelling approximately 11 x
6.5 cm in size on the left side of the face, elevating the ear
lobule and extending superiorly up to the left infraorbital
region and inferiorly up to the middle of
sternocleidomastoid, anteriorly up to the midline of the face,
posteriorly up to the pre-auricular region (Figure la and
1b). The swelling crossed the midline on the neck. On
palpation, the swelling was warm, tender, and indurated. The
mouth opening was restricted. Additionally, the patient
displayed an inability to completely close the left eyelid and
an absence of wrinkling on the left half of the forehead which
had initiated after the onset of the swelling.
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Figure 1. a) Patient Exhibiting Swelling in the Left
Side of Face. b) Swelling Seen in Preauricular,
Submandibular, and Submental Region

Imaging

Computed Tomography (CT) of the head and neck
performed 2 days before presentation revealed,
heterodensity in the left superficial lobe of the parotid gland,
giving an impression of a possible parotid pathology (Figure
2). Ultrasound (USG) of the left cheek was done to delineate
and confirm CT findings. USG reported a residual collection
primarily in the parotid space extending to submassetric
space.

Figure 2. Computed Tomography Scan, (Axial Section)
Showing Thickened Left Masseter Muscle and an
Underlying Area of Decreased Density Representing
Abscess Formation

Management

The swelling was progressing fast and may have caused an
airway compromise if not attended to immediately. Given
the high risk for general anesthesia and the ongoing
coronavirus pandemic, the patient and the care providers
were unwilling for hospital admission and general
anesthesia. The patient was thus taken up for emergency
incision and drainage under local anesthesia. Under aseptic
precautions and local anesthesia, an extraoral incision was
placed in the skin over the posterior aspect of the cheek in
the dependent region and intraorally at the external oblique
region. Vital parameters of the patient were monitored,
throughout the procedure. About 50 ml of pus was evacuated
and culture swab and pus aspirate were sent for microbial
culture and antibiotic sensitivity tests. The swelling was seen
to collapse considerably and an extraoral corrugated rubber
drain was placed (Figure 3a and 3b).

Figure 3. a) Extraoral Incision and Drainage of
Submassetric Abscess Performed. b) Collection of Pus

The patient was started on empirical antibiotic therapy of
Amoxicillin and Clavulanic Acid 625 mg, 12 hourly. Pus
culture revealed Klebsiella pneumonia, susceptible to
Cefoperazone and Sulbactam combination. Its usual adult
dose of 2 grams 12 hourly was modified to 1.5 g
intravenously 12 hourly, for 7 days as per nephrologist
opinion. The patient was reviewed in the outpatient
department on consecutive days and regular drainage was
done. Four weeks post-presentation, the patient was
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asymptomatic with no swelling and pus discharge (Figure
4).

Figure 4. Complete Resolution of the Swelling Seen at 1
Month Followup

Rapid partial recovery of the paralysis was seen within 10
days after the surgical drainage. The patient continued with
dialysis throughout the treatment of the abscess. Informed
consent of the patient was taken for publishing the report.

Results and Discussion

Immunocompromised status is a known risk factor for
parotid abscess. Reduced salivary flow rate and alteration in
salivary gland metabolism may predispose an individual to
salivary gland infection. Also, CKD patients are often prone
to retrograde paraotitis, which is believed to result from a
combination of direct gland involvement, chemical
inflammation, side effects of drug therapy, dehydration, and
mouth breathing.

ESRD is a predisposing factor for head and neck infection,
causing a potential immunocompromise in the patient [12].
Palmer et al. in their multicenter cohort study of 4205 renal
dialysis patients with ESRD concluded that poor oral health
in these patients is associated with early mortality [13]. A
variety of factors has been recognized to increase the
susceptibility of ESRD patients to infections. Decreased T
cell activity, impaired phagocytosis, and reduced antibody
production are some of the factors responsible to make
ESRD patients more susceptible to infections [14, 15]. In the
present case, both diabetes and ESRD were managed
optimally along with treatment parotid abscess to aid in
faster resolution of the condition.

Facial paralysis in the parotid abscess is suspected to be due
to ischemic neuropathy arising from the local toxic effects
of infection and the compression of the nerve due to the

expanding abscess, as was seen in the current case. Although
corticosteroids and physiotherapy have been utilized as
proposed treatment modalities for faster recovery of nerve
function [16], there are no clear guidelines for the same.
Moreover, many authors have proposed relieving nerve
compression by drainage of abscesses and observation to be
satisfactory for recovery of the nerve function [17, 18].
Because of the ESRD and diabetic status of the patient,
corticosteroids were avoided and the patient was followed
up to ensure recovery of nerve function.

Conclusion

ESRD is associated with an increased rate of infections and
related mortality. Parotid abscess in patients with ESRD may
behave aggressively with extension into adjacent spaces and
facial paralysis. The condition demands prompt treatment
but with judicious use of drug therapy. The recovery may
often be slow demanding continuous care with a close
follow-up of the patient.
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