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Imaging in acute obstructive sialadenitis

Dear Editor,

A 20-year-old man presented to the ED
with 3 days of right neck swelling, pain
and fever. He reported a preceding
4-month history of intermittent post-
prandial right neck swelling. On physi-
cal examination, he was febrile at
38.9°C. Trismus was noted with swell-
ing and tenderness in the right
submandibular area but no overlying
erythema. Enhanced CT scan of the
neck showed a 9.8 mm x 8 mm stone
obstructing the distal aspect of the right
submandibular gland Wharton’s duct
causing significant gland enlargement
and surrounding fat streaking consist-
ent with sialadenitis complicating
sialolithiasis (Fig. 1). The patient was
treated with amoxycillin/clavulanate
intravenously and had significant im-
provement in symptoms by day two
of hospitalisation, after which he was
discharged on a 10-day course of
oral amoxycillin/clavulanate with
otolaryngology follow up for stone
extraction.

Sialolithiasis is the most common
disease of the salivary glands after
mumps, involving the submandibular
gland in 80-90% of cases. Symp-
toms typically include cyclic pain ex-
acerbated by meals. The mechanical

Enhanced CT scan of the neck
showing a right-sided 9.8 mm x 8 mm sali-

Figure 1.

vary stone obstructing the distal aspect of
Wharton’s duct with significant right
submandibular gland enlargement and fat
streaking.

obstruction of the salivary duct can
lead to bacterial infection that pre-
sents with more constant pain, over-
lying erythema, pus drainage from the
respective duct and fever.! Differen-
tial diagnosis for acute obstructive
sialadenitis includes viral infections,
tumours of the salivary gland as well
as dental or soft tissue infections.?
Staphylococcus aureus is the most
common isolate, followed by Strep-

tococcus pneumonia, Haemophilus in-
fluenza and Bacteroides.

Diagnosis is usually clinical, al-
though multiple imaging modalities
exist to guide management decisions
when abscess formation is suspected,
including plain radiographs, CT scans,
MRI, US and digital subtraction
sialography, with varying sensitiv-
ities for sialolithiasis (Table 1).>° Al-
though plain film radiography’s
simplicity and low dose radiation
exposure has established it as the his-
torical first-line investigation for
sialoliths, inability to exclude abscess
formation limits its utility in the emer-
gency setting. High-resolution US, on
the other hand, in addition to easy use,
low cost, non-invasiveness and lack of
radiation exposure, can exclude com-
plications of acute obstruction includ-
ing abscess formation and extra-
glandular spread. US can also assess
the parenchyma for other pathology
that can mimic clinical obstruction,
such as masses or granulomatous dis-
eases. The main technical limitation of
US in the emergency setting is its in-
ability to evaluate for parapharyngeal/
retropharyngeal extension or deep
parotid pathology as the latter is
obscured by the overlying mandibu-
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TABLE 1. Imaging modality sensitivity and specificity for sialolithiasis

Imaging modality Sensitivity Specificity

Plain film radiography® 60-90% NA

Digital subtraction 96-100% 88-98%
sialography?®

MR sialography? 80-100% 80-98%

us* 59.1-93.7% 80-100%

CcT’ 100% 75-90%

NA, not available.

lar ramus.® Furthermore, in some set-
tings, US availability is limited
especially during off-hours. In cases
where there is clinical concern for
deep neck extension or lymphadenopa-
thy or when US is unavailable, non-
contrast CT should be considered.
Non-contrast CT can assess shape, size
and number of calculi as well as
provide soft tissue detail that allows
for evaluation of complications in-
cluding those extending to bone, neck
and pharynx. However, its use should
be limited given the high-dose radia-
tion involved.>*

Initial treatment of acute obs-
tructive sialadenitis consists of
antibiotics, warm compresses, anti-
inflammatory medications and sia-

lagogues. Large obstructive stones
might necessitate removal once
the active infection has subsided.
Specific extraction technique depends
on the location, size and shape of the
calculi and might include lithotripsy,
interventional radiologic stone removal,
sialendoscopy or gland excision.!
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Party bubbles: Friend or foe? A conjunctival burn in a
paediatric emergency department

Dear Editor,

Chemical ocular burns are a true oph-
thalmological emergency,' account-
ing for nearly 10% of all ocular
trauma.” Alkali injuries occur more fre-
quently than acid burns and are more
detrimental.’?

While blowing soap bubbles (‘Just
married®’, Unique Industries, Phila-
delphia, PA, USA) to distract a toddler
during a medical examination, a pae-
diatric ED staff member sustained
painful splashback of bubbles into her
right eye. Immediate irrigation of the

eye and conjunctival fornices with
ocular irrigating solution (Eyestream®,
Alcon Laboratories, Sydney, NSW, Aus-
tralia) was followed by application of
topical amethocaine 1% and further
irrigation with sterile 0.9% sodium
chloride. Two bulbar conjunctival burns
to the right eye were visible on fluo-
rescein staining (Fig. 1). The palpebral
conjunctivae, cornea and limbal regions
were intact, with no retained solid par-
ticles on lid eversion. Visual acuity was
6/6 bilaterally. Topical antibiotic oint-
ment (chloramphenicol), oral ascor-

bic acid supplement and oral pain relief
were administered with full recovery
after 72 h, disappearance of the burns
(Fig. 1), no residual scarring or change
in visual acuity. Laboratory analysis
(Trace Inorganic Laboratory, NSW Fo-
rensic & Analytical Science Service,
NSW, Australia) of the causative bubble
sample and a second type of bubbles
used in our ED (‘Party bubbles®’) dem-
onstrated neutral pH reading (pH 7)
for both samples, in contrast to tear
film pH 8 (litmus paper) after initial
irrigation. Levels of fluoride (F), nitrate
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