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SD: 2.08 ± 1.2). No complications were encountered. 
Sialendoscopy had a therapeutic effect in the majority of 

the patients: eight had no symptoms during the post-interven-
tion year, and only 4 (33%) experienced recurrent swellings. 
We had to repeat the endoscopy in two of them who presented 
severe clinical profile (among them the girl with IgG4 defi-
ciency). Both patients are free of symptoms 1.5 years thereaf-
ter. In total 14 sialendoscopies were performed (Table 3). The 
mean episodes of JRP before sialendoscopy was 3.9/year and 
reduced to 0.4 at the post-intervention year, showing a signifi-
cant reduction of recurrence frequency (Figure 2). 

Discussion
JRP is a self-limiting condition with unknown incidence, 

occurring at any age during childhood, which usually resolves 
after puberty but may also persist into adulthood1,2,3,10.

Several studies report a JRP sex distribution favor-
ing males8. We found the same sex distribution ratio 
(boys/girls: 12/11). Different frequency of recurrences is 
reported10,14. Our results regarding the frequency of epi-
sodes (2-8 episodes per year, median four per year) are in 
agreement with Miziara et al15.

Age of onset usually lies between 3 and 6 years of age, 
but earlier and later occurrence has also been observed2,3. 

We found a range of 2-15 years of age, but we observed 
two distinct peaks (2-4 and 6.5-9) which are close to 
those reported by Leerdam et al16.

Concerning localization, we found that 74% of the 
cases always displayed parotitis on one side whereas 26% 
presented it in an alternately unilateral fashion. This find-
ing is in accordance with Leerdam et al who reported that 
66% of the affected children had unilateral symptoms16. 

The pathogenesis of JRP remains unclear. Many fac-
tors have been implicated such as dental malocclusion, 
congenital duct malformation, genetic factors, viral or 
bacterial infections, allergy, immunological anomalies 
and autoimmune origin. Infection and anatomic abnor-
malities are the most common etiologies3.

Although Sjögren’s syndrome is a very rare condition in 
childhood, primary pediatric Sjögren syndrome should be 
considered in JRP particularly with bilateral involvement16. 
We found no evidence for autoimmune diseases such as Sjö-
gren’s syndrome or Systemic Erythematosus Lupus.  

The hypothesis of an adequate local immune response 

Table 3: Sialendoscopy findings in 12 out of the 23 children with juvenile recurrent parotitis that were included in the 
current study.

Patient 
Sex/Age 
(years)

Side of 
Parotid

Duct 
appearance

Stenosis Mucous 
plugs

Epithelial 
debris

Recurrence 
after initial
endoscopy

Repeated 
endoscopy 
under local  
anesthesia

Follow-up
(years)

F/7 Left 2 0 - - 1 0 1.5
M/4 Left 0 1 - + 0 0 1.5
F/9.5 Right 2 2 - - 1 1 3
M/6 Both 1-1 0-0 - - + - 0 0 3.5
M/8.5 Left 1 0 - + 0 0 1.5
F/11 Right 1 0 - + 1 1 4
F/7 Right 0 1 - + 0 0 4
M/6.5 Right 2 0 - + 1 1 2
M/8 Both 1-1 0-0 - - + + 0 0 1
F/16 Left 1 0 - + 0 0 1
M/5 Left 1 0 - + 0 0 1
M/9.5 Right 0 o - ± 0 0 1

Duct appearance: 0: Normal, 1: Whitish, 2: Prominent Vessels. Stenosis: 0: No stenosis, 1: Local, 2: Diffuse.

Figure 1: A) Ultrasonography image showing the parotid 
gland with low, heterogeneous echogenicity and multiple 
hypoechogenic areas. B) Sialoendoscopic view of the pa-
rotid duct showing the white appearance of the ductal layer 
with debris. 

Figure 2: Significant reduction of the mean episodes of juve-
nile recurrent parotitis in the 12 children after sialendoscopy. 
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