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IgA Deficiency in Children with Recurrent Parotitis

Kyung Yun Kang, MD, Min Ho Noh, MD, Jeong Tae Kim, MD and Byung Don Lee, PhD

Departments of Otorhinolaryngology-Head and Neck Surgery, Soonchunhyang University College of Medicine,
Seoul, Korea

— ABSTRACT —

Recurrent parotitis in children is defined as the relapsing form of juvenile parotitis. Although the etiology is un-
known, the disease is occasionally associated with viral infections, congenital malformations of the duct, allergies,
autoimmune disorders. We present a case report of recurrent parotitis with selective immunoglobuln A deficiency
in a sixteen- year-old boy. We recommend that immunoglobulines like IgA should be checked in children who
have recurrent parotitis. (J Clinical Otolaryngol 2014;25:251-254)
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Fig. 1. A, B : Both Stensen duct's diameter, contour are normal. But both distal portion of infraglandular ducts are not
enhanced (arow). C, D : 5 minute delayed image : residual confrast is not seen. It meens early finding of chronic siaolad-
enitis.
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Fig. 2. A, B : No focal lesion noted in parotid glands. No salivary duct dilatation.

Table 1. Immunologic laboratory findings

AR 2 < 9 A
IgG 914 mg/dL 870-1,700
IgA 77 mg/dL 110-410
IgM 91 mg/dL 35-220
Mumps IgG Positive (1.42)
Mumps IgM Negative (0.14)
HIV Negative (<0.05/N) Index Neg (<1.0)
RF 8 IU/mL 0-18
Complement C3 111 mg/dL 65—135
Complement C4 17 mg/dL 13-35
ANA (%4) N Negative
ANA (g5 N Negative
Anti SSa/Ro Ab Negative (0.2) U/mL <15
Anti SSb/La Ab Negative (1.1) u/mL <15
CH50 51.9 U/mL 23—-46
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