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CASE REPORT

Case 1
A 58-year-old male with a 6-month history of pain in the 
right temporomandibular joint presented in decompensated 
left ventricular failure. He had a fluctuant mass in the pre-
auricular area associated with painful mastication. He 
had ischaemic heart disease, hypertension, cardiac failure 
and chronic kidney disease (CKD). He was HIV positive 
(CD4 count of 323 cell/Ul, viral load [VL] was lower 
than detectable [LDL]). He was admitted for medical 
management for the cardiac failure and was started on oral 
clindamycin, empirically awaiting microscopy, sensitivity 
and culture (MC&S) of the pre-auricular abscess aspirate. 

The aspirate cultured a light growth of Candida glabrata 
sensitive to amphotericin B. Fine needle aspiration cytology 
(FNAC) of the mass documented the presence of acid-
fluorescent bacilli along with degenerate inflammatory cells 
in a necrotic background. Based on the FNAC findings, 
he was started on empiric tuberculosis treatment but with 
no confirmed diagnosis of mycobacterium tuberculosis on 
culture and continued on tuberculosis treatment throughout 
his admission and on discharge. On discussion with 
microbiology, antifungal treatment was not initiated as it 
was thought to be a contaminant. He remained apyrexial 
on clindamycin and was continued on this antibiotic prior 
to referral to the ear, nose and throat (ENT) department. 
At that time, a tender, well-localised cystic swelling over 
the right parotid gland was present. There was extensive 
candidiasis in the oral cavity. The facial nerve was intact and 
there was no trismus or odontogenic sepsis. Oral fluconazole 
and oral nystatin were commenced to treat the extensive 
oral candidiasis while awaiting culture results of a second 
aspirate. This aspirate again yielded a moderate growth of 
C. glabrata, which was sensitive to amphotericin B. The 
infectious diseases department recommended treatment 
with oral fluconazole 200 milligrams (mg) daily to treat his 
oral candidiasis. A clinical review and repeat aspiration on 
day 13 yielded 2 ml of pus; thereafter there was complete 
resolution of the abscess. On day 25 of admission, the patient 

contracted COVID-19. He was transferred to a stepdown 
facility where he died.

Case 2 
A 46-year-old female presented with multiple comorbidities 
including hypertension, poorly controlled type 2 diabetes 
mellitus (DM), HIV on antiretroviral therapy (CD4 count of 
84 cell/Ul, VL of 303 copies/ml), and tuberculous meningitis 
on treatment.

She presented to the emergency unit acutely unwell, in a 
hyperosmolar hyperglycaemic state, precipitated by sepsis 
(pH 7,1, base excess -20, WCC 34). She had a week’s 
history of a painful swelling at the left angle of the mandible. 

Summary 
Fungal parotitis is rare and the sequela parotid abscess exceedingly so. We report our experience with Candida glabrata and 
Candida albicans parotid gland abscesses in critically ill HIV-positive patients and highlight the value of microbiological 
assessment to tailor management. 
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Figure 1: Contrasted CT scan depicting the left parotid 
gland abscess
Key: Arrow indicating intraparotid collection, asterisk indicating reactive 
lymphadenopathy 
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She had clinical features of acute parotitis with an associated 
abscess, with intact facial nerve and no trismus.

She was also noted to have oral candidiasis and 
odontogenic sepsis. Contrasted CT scan revealed a large 
multi-loculated, rim-enhancing, intraparenchymal collection 
of the parotid, with associated sub-centimetre, reactive 
cervical lymphadenopathy, and no evidence of sialolithiasis 
(Figure 1). 

A bacterial suppurative parotid abscess was suspected, 
therefore amoxicillin/clavulanic acid therapy was initiated. 
She had an urgent incision and drainage (I&D) under 
general anaesthesia; 30 ml pus was drained from a collection 
involving both deep and superficial lobes of the parotid 
gland. Tissue specimens and pus were sent for MC&S, and 
both cultured Candida albicans sensitive to fluconazole. 
Histology from the abscess wall and parotid gland revealed 
moderate acute-on-chronic inflammation with no evidence 
of malignancy or granulomatous inflammation. Following 
consultation with the infectious diseases department on day 
6 of admission, fluconazole was initiated and was continued 
for 1 month (400 milligrams daily po). She responded well 
to antifungal therapy and was discharged on day 14 with 
a small residual, granulating sinus at the site of previous 
I&D. At 2 months follow-up, she had complete resolution of 
the sinus and her surgical wound had healed with minimal 
scarring.

Discussion 
The most common suppurative infections of the parotid 
gland parenchyma in adults are of bacterial origin.1-6 Fungal 
parotitis is extremely rare, with only 11 cases reported in the 
literature.3,5,8,9 Of these, six cases of fungal parotitis were 
caused by C. glabrata and four cases were caused by C. 
albicans.3,5,7-9

All C. glabrata parotitis cases resulted in subsequent 
parotid gland abscesses.6 Of the aforementioned cases, the 
ages ranged from 32 to 82 years. Underlying comorbidities 
included DM, HPT and CKD. Five of the six patients with C. 
glabrata parotitis were treated with fluconazole. All except 
one of the other patients with parotitis complicated with a 
parotid gland abscess due to C. glabrata fully recovered 
with a management approach of I&D, and fluconazole.3,5,8,9 

Of the four previous cases presenting with suppurative 
parotitis due to C. albicans, three developed a parotid gland 
abscess. All were treated with fluconazole in addition to I&D 
with a resultant successful outcome; a negligible mortality 
rate has been reported. DM was the common underlying 
condition for all reported cases of C. albicans parotitis.4 
Of note, only two cases are documented to have HIV co-
infection as a comorbidity.

There are currently no formal guidelines for medical 
management of fungal abscesses specifically relating to the 
head and neck region.

A review of the literature of case reports of candida 
parotitis show a variation in the dosage and duration of 
antifungal agents. There are four cases of previous parotid 
gland abscesses in which the dosage of antifungal agents is 
described and along with surgical management via incision 
and drainage, a successful outcome was reached.5,9

The principles of management of mycotic parotitis 
include timeous initiation of targeted antifungal therapy. In 
the majority of cases, high-dose fluconazole was considered 

first line, and a 78% successful treatment rate has been 
reported.3-5,8,9

The surgical approach to a fungal parotid abscess should 
be graduated, where, in the absence of complications, less 
invasive, ultrasound-guided serial needle aspirations may 
suffice and will provide the necessary specimens for culture 
and sensitivity to direct antifungal therapy.6 I&D may be 
required for source control in the presence of overwhelming 
sepsis, failed conservative treatment or with large collections 
with or without extension into the deep neck spaces.6 

These two cases described depict the importance of primary 
management of a fungal parotid abscess via surgical source 
control and thereafter, culture directed antifungal therapy to 
avoid resistance. Mycotic infection should be considered as 
part of the differential in any patient presenting with a parotid 
abscess, especially in the context of immunosuppression and 
should be considered in the differential diagnosis. 

Our approach was to manage parotid abscesses in two 
different ways as determined by the general clinical condition 
of the patient, with both having acceptable and clinically 
successful outcomes. Serial aspiration may be considered 
as initial first-line therapy. However, progression to incision 
and drainage may be considered in order to obtain source 
control in recalcitrant or complicated infections.6
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