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— Abstract
SIALOLITHIASIS : THREE CASES REPORTS

Hyun-Seon Jang, Su-Gwan Kim*
Dept. of Oral Pathology, Dept. of Oral & Maxillofacial Surgery®,
Oral Biology Research Institute, College of Dentistry, Chosun University

The sialolithiasis is one of the most common disease that is found in the submandibular gland and they
can be usually observed in the extra glandular area. As the lumen of Wharton's duct is larger and more
expandable than that of Stensen s duct, the symptom of them is initially painless. Obstruction of salivary
secretion by a sialolith can result in sudden swelling and pain, as well as infection of the gland. It can be
observed with clinical exam and the scintigraphy. After removal of sialoliths, the majority of them can get
the recovery of function.

Our department performed the transoral sialolithotomy. One of three cases was recurred sialolithiasis
with sialadenitis and was performed by the re-sialolithotomy and extraoral sialoadenectomy.
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Fig. 2 Preoperative radiographic feature of sialolithiasis
(case 2). A ovoid radiopaue mass is showed in right
mandible body.
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Fig. 1. Preoperative radiographic feature of sialolithiasis
(case 1). A ovoid radiopaue mass is showed in left
mandiblar body.

1995“‘ 109 182 HE += alofslt= FoolA 5 &
F5o] wAyslo] Al o 1 —?%i A gajctrt 2ol
141 gt A4 4L 2723 ZUA 1 ofdo] ¥
o] ittx @t FAU 2ACRE $5 FAAC FE
(swelling)hL Az 272 292 4%F 2 (chillness)
< 343G “c} A 2738 5 P‘Z}(mandlble
angle )29, & Al1d TR 2 7R 2A e
(ovoid) @ ‘“f\} 18531} £8 (mass)ol FAHUTHFig.
2. 3). A Ak et Fo Adslo] oaA AAE 4
Alateh. 22% e %‘/\P“ P2 O 43532
Holm 2R M3|5ES HaFe}. A33g TR

4
2%
s

Fig. 3. Occlusal view of sialolithiasis (same patient of
Fig. 2). A ovoid radiopaue mass is showed in right
mandibie body.

381



ChgtetotHt A Rziol Bia8|]: Vol. 23, No. 4, 2001

Me B date 4% AxEe] FEHU % h= ¢
B}y AA F gAA Z]F:r“ gom F7122 A Az
FEe A0E Yehiint

[ =2 3]

45M A4zt EAZA 95 AUl A Fake) 1A B
oAlA E(pus)o] HlZ(discharge)¥o] HLaHTh A A4
7] e AEAHE A8 E A3 70 ouldE ol X5
& o} ARMFHE L A FHAUoY st} 2 A 2th+
2| kel A B9loA Fol A& o wjEso] B3
oA ol AAL 2 FAK HARE A st ThH(Fig. 4). 7%
U Ao 2E stet 92 Aot B99 FAANM ¥
ol &= T £ +& °‘°H‘i ST FYelA B2 F
34 o) TAHNUTD. $2 cervical lymphadenopathy

. Fig. 4. Preoperative radiographic feature of sialolithiasis
(case 3). A amorphous radiopaue mass is showed in
right mandible body.

Fig. 6. Histopathologic features of sialolithiasis (same
area of Fig. 5). At high power amorphous calcified
material is showed in decalcification specimen.
Hematoxilin-eosin staining. (x200)
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Fig. 5. Histopathologic features of sialolithiasis (same
patient of Fig. 4). At low power amorphous calcified
material is showed in decalcification specimen.
Hematoxilin-eosin staining. (x40)

Fig. 7. Preoperative radiographic feature of recurred
sialolithiasis (same patient of case 3). A amorphous
radiopaue mass is showed in right mandible body.



Fig. 8. Operative sialogram feature of submandibular
gland (same patient of case 3).
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Fig. 9. Postoperative radiographic feature after sialolitho-
tomy and sialadenectomy (same patient of case 3).
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Fig. 10. Grinding feature of sialolith. A lamellated amort-
hous material is showed. (x200)

g2 £4S AN Bdou £ SHET S3HoE 9
FolA oegtd ofetd T AARY 1.5cm AE2
2 8943 B S ol 5wl dnl ZEY A8 BN E
A RS e, dnt R 274 B e 37
Q) A%E oulats W (lamellar) 729 FHHe A
3|5tEdo] AU (Fig. 10), A FAA] 4381913
M (hydroxyapatitie) o] thi-#-& x| st}

BRSO AT A3H, wabdes AARIME et
o, AA F AL ofste A7 diREoltt. A
Arole 38 BT dAE, HAA AR E9oz 44 B
AE AEE F YojA &3 23 JAE st ed 2
T BAlM 5] Hggl Edo] #AHIT) el
A gl o] 430 T B Jeis 8
Adatetl 83 9L &y, 53] WA Bdos @
ZHE B9 2% dS 28ttt a8y Ao By
o] EAldte A 2YAE FUske ol o) TR
5oz Aol de A%, 825 3 A 4n9
ol & AR FAF A4 ARFS 2 F e
3 B4 EFHE 2@YOvt gaso) 2949 ¥&
oju A olF HhEE o1E & e AS A %
AL AR e A g d 294 27141 o] ek,

B Fe] QA EA L E]'/Ll ol UAHE efMo] A4t
B BT XA o A3 gdels] A3)ske Aol A
=°] s ghopl AMuhe Folo Ao Muei
(duct probe)A] ZAAzto] wAXE elXe] ZA9 Y&
¢ ¢ Utk AR #GA RS MANEESYo e
‘f‘rE}"}—Eﬂ 439 ok 20%, o138k ok 40%014 FE
A ggol 7] o A Tz yeld £ 3
4. B FHdME BF O MMEREN] 58 YUl
o} 0§ EllM 2 THe FE 784 238 o
71, 54 & AFHA ) dAH o2 goo] AFH A4

O

o
to

384

FEAN FHEFAE ADH o2 F3o| HHE 5
9\121“} B4 BYddY g F ‘% e glth A
Aol B AP FAe] A 27] gAAAE o
3, EMo] AEE RS ‘??_‘743}31 Teg JFdded,
F 2FHE 1Y 5o $F4E B gk g
A AA F g™ Ae ’\153 -?‘ 122

AP LA ol & Ao zE FF(osteo-
ma), A (phlebolith), calcified nodes, air bubble 5
o] ot BFL U& Astn 27|17t AR o ¢ iﬂi
U e WA BERYO ring?t B FABE 7}
28 Ar|7) vlaA An B4 (scattering) o)™, calci-
fied nodes= "% Bt ah EFAA o] Fof |}

g g4 €5 AVlde 99 dgsd J8) 4
SIA)7 1 T A= A7) 2L wlsg 53 59 W
< fr=dta A4 XEE sialolithotomy©l] 213+ B}
o] HZolth*? . gie) EllMo] o 7]7ke] PZol 2l&)
71%%°] *0@5‘ a5 E}’“ Xﬂ7']9} A E}"—‘“ﬁ AEHE R
74 g3t g F 2%
©ed] el 1117'10}""015 Zﬂ‘ﬂw 31211]”} 7] Y

A

AAAN @5 S xte] AL AW 248 HolHA
A G5e sl BAA L i AE2E2 A3
At B AF Folz Aol & + e, B AlA
HAoU dFol QAU AEH HS- &) 9F =3
o A% AFolv BHAI AN Y =8 A Bl
2 3 M4 9% (fibrous stricture)7F A3 A%, ¢
FHEoZ =AY ol § EFAsA H 4 Sl B A
o] &ols|A Bt Fo] Aed &Eo| Fr} £ ZHA A
Y R 0 A&E 5 e 2+ 9L
Ao}, “]'EW ERA A AA] "1]’“5 T= w719 A4 &
3 453 e BT A AAF A5 Hido] g

220 2 2010
vd =

Bl A8 93 AR AR A4 AU
A BAR A9, 223 PR AT Sa) A
RS DERE ERREECEEETE

E i ARed, 4ol 552 A 29 o
ol wase ohabdl Sdke B4 H45 30E 293}

e, 29L& 7 e A £ 2% (transoral s1alohthoto-
my) &, 1“‘% EAMEE B9 ElX o] A7)l g
MAEE 2 I S-S At F3d 2 ARES

HERSI) o £ 223 tlEo] Eashe vloln}.



(Sl
1. 9%% dder -T”“*’El?i} 1% M2:meielg, 387, 1992.
2. Avl% 5o ok BlEe) AR daelg g
HetslA) 22: 458"463. 2000.
3.9, £8%, A9 2 B4 24 digetad A

CRRE AR, ARS, o3

CHUE, AL, 34, o9H, 258

=9, 397, 044, AWE, Ba7, B30

219318317 14:169-173, 1992,

okt e Bo) B 94 3
Belza%d A7, ogreleas el 22:586-502.
19

i A5ie) wE
4 BAZ 303, taoluydaasiBaA 21:205-
208, 1999.

ek A
Bxd Ug J4A AT, dPAIEH A AL B 3A
19:61-69, 1997

. Shafer WG, Hine MK, Levy BM : A textbook of oral

pathology (ed 4). Philadelphia. PA, Saunders, 561-562,
1983

. Regezi JA, Sciubba JJ : Oral pathology: clinical-pathologic

correlations. Philadelphia, PA, Saunders, 244~245, 1989

. Burstein LS. Boskey AL, Tannenbaum PJ, Posner A,

Mandel ID. : The crystal chemistry of submandibular and
parotid salivary gland stones. J Oal Pathology
8:284-291, 1979

10. Jensen JL, Howell FV, Rick GM, Correll RW, Beach L.
Jolla L, Linda L. : Minor salivary gland calculi: A clinico-
| Zped 24

FHNE 501-759
BFFA T A4 F 3758

11.

12.

13.

14.

15.

16.

17.

EF45 3 0f

pathologic study of forty-seven new cases. Oral Surg 44-
50, 1979.

Marmary Y. © A novel and non-invasive method for the
removal of salivary gland stones. Int J Oral Maxillofac
Surg 15:585-587, 1986.

Takeda Y. ' Crystalloids with calcareous deposition in the
parotid gland: one of the possible causes of development of
salivary calculi. J Oral Pathol 15:459-461, 1986.

Nahlieli O, Neder A. Baruchin AM. : Salivary gland
endoscopy: A new technique for diagnosis and treatment of
sialolithiasis. J Oral Maxillofac Surg 52:1240-1242., 1994,

Arzoz B, Santiago A, Eenal F, Palomero R. : Endoscopic
intracorporeal lithotripsy for sialolithiasis. J Oral
Maxillofac Surg 54:847-850, 1996

Neder A, Nahlieli O. : Endoscopic intracorporeal lithotrip-
sy for sialolithiasis. J Oral Maxillofac Surg 54:851-852,
1996.

Yuasa K, Nakhyama E, Ban S, Kawazu T, Chikui T.
Shimizu M, Kanda S. : Submandibular gland duct
endoscopy: Diagnostic value for salivary duct disorders in
comparison to conventional radiography, sialography, and
ultrasonography. Oral Surg Oral Med Oral Pathol Oral
Radiol Endod 84:578-581, 1997.

Riesco JM, Juanes JA, Diaz-Gonzalez MP, Blanco EJ,
Riesco-Lopez JM, Vazquez R. : Cystalloid architecture of a
sialolith in a minor salivary gland. J Oral Pathol Med
28:451-455, 1999.

Reprint requests
Hyun-Seon Jang
Dept. of Oral Pathology, College of Dentistry. Chosun Univ.

zadeta AT Fpge ad
b a4

=

oN

D H42 20014 048 16¢
A& 2= 20014 052 16¢

#375 Seosuk-Dong. Dong-Gu, Kwangju, Republic of Korea
HP. 011-617-1007

Paper received 16 April 2001
Paper accepted 16 May 2001

385



