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Case Report

An unusual parotid sialolith diagnosis and treatment: A
case report
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Abstract

Sialoliths are calcified structures found within the ducts of salivary glands. They are most common in the submandibular gland and they less frequently developed in
parotid gland. Sialoliths affecting the parotid glands are usually small, unilateral and are located in the Stensen's duct. These can be symptomatic or asymptomatic
and these are highly radiolucent. In this report, the diagnosis and treatment of an unusual radiopaque parotid sialolith in a 53-year-old man in the right Stensen’s

duct was presented.

Introduction

Sialoliths are the genesis of a calcified obturation in the salivary
gland. They are in the idiopathic group in the classification of soft tissue
calcifications [1].

It was reported that sialoliths influences 12 of every 1000 patients
in the adult population [2,3]. They usually occur at 3rd and 6th decades
of life and mostly seen in the middle-aged patients. Males are affected
twice as much as females [4]. More than 80% of salivary stones occur in
the submandibular gland or duct, 6-15%occur in the parotid gland and
duct, 2% are in the sublingual and minor salivary glands [5].

The certain aetiology of sialoliths remains unknown [6]. Head
and neck radiotherapy, renal impairment, some medications
(anticholinergics, antisialogogues) and several systemic diseases
(gout, Sjogren’s syndrome) can predispose patients to sialolith
formation [7-9].

Some sailoliths are homogeneously radiopaque, some ones have
a large number of calcification layers. Sialoliths of parotid gland can
be highly radiolucent, because this gland secretion has a low mineral
content. A single sialolith usually occur but more than one can be
found in the parotid gland [9].

Sialoliths may be asymptomatic or symptomatic. The symptoms are
pain and swelling, but not severe because the canal is not obstructive
completely [10]. Recurrent sialoliths occur in 9% of patients. About
10% of patients with sialolith also have nephrolithiasis.

A periapical radiograph is placed within the buccal vestibule to
view the sialoliths of the Stensen’s duct. The X-rays are directed to
the cheek area with reduced exposure time. Sialoliths also can be seen
on panoramic and anteroposterior graphs [11]. If these techniques
are insufficient, CT and CBCT can be used. Sialography is used when
suspicious of non-calcified stones.

The parotid sialoliths are more rarely seen than submandibular
ones and are usually found in the duct [3]. They are usually small and
less than 1 cm, however big stones have been reported [12].
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Case Report

A 53-year-old male patient was referred to our clinic with a
complaint of painless swelling on the right cheek. The patient had
noticed this swelling for approximately one year. The patient has
type 2 diabetes mellitus, hypertension, Parkinson’s disease and uses
antiplatelet agents.

The extraoral examination did not show any symptoms. Intraoral
examination revealed non-tender, mobile and firm swelling on his
right cheek region (Figure 1). The mucosa was pale due to pressure
of a mass. Periapical radiograph in the buccal vestibule (reducing
exposure parameters) indicated a calcified mass on around the orifice
of Stensen’s duct (Figure 2).

Panoramic radiograph revealed a big radiopacity on the right cheek
region at the alignment of the first molar (Figure 3). The patient was
admitted for CBCT images showed a radiopaque mass measured about:
11.19 x 7.19 mm in coronal section, 6.28 x 8.97 mm in cross sectional
section, 8.31 x 11.50 mm in axial section (Figure 4a,4b).

The lesion was diagnosed as a parotid sialolith, on the base
of radiographical and clinical findings. The sialolith in this case
was removed with the transoral duct incision after applying local
anaesthesia (Figure 5a,5b).

Discussion

Sialoliths represent approximately one third of salivary gland
diseases [6]. They are mostly seen in the middle-aged patients [5].
The patient's age is in our case was 53 years, this is general age range
[13-15].
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Figure 2. Periapical view in the buccal vestibule

Figure 3. Panoramic projection showing the stone
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Figure 5b. Removed stone
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Salivary stones are generally represented with characteristic
symptoms. These are swelling and pain of the related salivary gland,
during food intake [16] Some salivary stones may be asymptomatic
and determined accidentally during maxillofacial imaging. Bimanual
intraoral palpation is a useful method for detecting stones. Parotid
sialoliths can be palpated around the Stensen’s duct orifice or along
its route [10] In our case, the patient had painless swelling on the right
cheek and we could palpate the stone at the Stensen’s duct orifice.

Parotid sialoliths are smaller and more radiolucent than
submandibular sialolithiasis. Conventional X-Rays may not be
sufficient for imaging this stone [13].

Conventional and advanced imaging techniques are useful
in the diagnosis of salivary stones [17,18]. Advanced techniques
contain ultrasonography, scintigraphy, sialography, sialo endoscopy,
computerized tomography, cone beam computerized tomography
and magnetic resonance. Conventional techniques are panoramic,
periapical and trans occlusal radiographs.

For parotid gland, periapical view in the buccal vestibule (reducing
the exposure parameters) is most generally used.

Sialography is indicated when sialoliths are radiolucent. The film
usually shows contrast medium present behind stone. Scintigraphy
is used for patients who are contraindicated to the sialography and
who do not have permeable ducts. Recently, CBCT is being used with
high resolution and low dose radiation and a non-invasive method in
dentomaxillofacial radiology and also diagnosis of sialoliths [17,19].
Ultrasonography is a good diagnostic technique to reveal ductal and
mineralized stones with a correctness of 99% [17,18].

In the present case, periapical and panoramic radiographs were
used in initial examination. CBCT images (taken for implant planning)
were helpful in visualization of the structure and determining the size
and location of the calcified mass. In the presence of small salivary
stones, treatment should be medical rather than surgical.

The methods of treatment can be conservative or surgical. A
conservative track, including oral analgesia, hydration, local heat
therapy and sialagogues to promote ductal secretions are proposed
[20]. The endoscopically-assisted technique for the retrieval of parotid
sialoliths is a gland protector method. The success rate of this method
is high and postoperative complications are low. Interventional
sialendoscopy is successful for sialoliths that is mobile and less than
5 mm [21]. Open surgical treatment is conducted for sialoliths for
which non-invasive treatment failed and depends on the stone size
and location [22]. Open surgical procedures include transoral ductal
incision, external approaches, or a combined venture [23].

In our case, open surgical treatment had to be done. In this report,
we presented a parotid sialolith in a 53-year-old man with its clinical
and radiological features and CBCT evaluation.
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