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Abstract  Submandibular salivary glands are commonly affected by sialolith (calculus),with patients suffering 
pain and swelling, especially at mealtime. Sialoliths and giant calculi larger than 15 mm are rarely reported. This 
case report presents a 28 mm sialolith which was removed successfully intraorally under local anesthesia (transoral 
approach; sialolithotomy). There were no complications either during the operation or postoperatively, and the 
salivary function of the gland remained normal. 
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1. Introduction 

Sialolithiasis is one of the most frequent salivary gland 
disorders, with the submandibular gland being the most 
affected gland (80-87%) [1,2,3,4]. 

Salivary gland stones, or sialoliths, are calcified 
structures in the salivary glands or their ducts, resulting  
in the obstruction of salivary secretion and retention of 
saliva. [5,6] This is usually accompanied by symptoms of 
swelling and pain, especially during mealtime. [7] 

The etiology of salivary stones is not completely 
understood, and various hypotheses related to local and 
systemic predisposing factors have been discussed in the 
literature. [5,6] 

In addition to clinical examination, several imaging 
techniques can be applied for the diagnosis of sialoliths, 
such as intra- and extra-oral radiographs, computed 
tomography (CT), cone beam computer tomography  
(CB-CT), ultrasonography, and sialography. [6,8] 

Calculi commonly measure less than 10 mm in size, 
and calculi surpassing 15 mm are termed giant salivary 
gland calculi (Sialoliths). [3,9] The giant sialoliths  
(>15 mm) in the submandibular gland have rarely been 
reported. [10] 

The management of salivary stones depends on the size 
and location of the stone. The primary objective in the 
treatment of sialolithiasis should be focused on removing 
the salivary stones and preserving gland function in 
combination with a low level of complication and discomfort 
for the patient. [6] 

Various procedures have been proposed for the 
management of sialolithiasis, which range from conservative 
minimally-invasive procedures, to more invasive procedures. 
[6,11] 

This case report presented a 28 mm sialolith which was 
removed intraorally under local anesthesia (transoral 
approach; sialolithotomy). 

2. Case Report 

A 39-year-old male patient was referred by a private 
clinic to our Oral Surgery Department. The patient 
presented with complaints of pain and swelling in the right 
submandibular region for 6 months, with episodes of 
discomfort, especially during mealtime. 

A clinical examination revealed a mild to moderate 
tender and firm right submandibular swelling. Bimanual 
palpation of the right posterior floor of the mouth revealed 
a palpable and tender mass measuring approximately 3 cm. 
In comparison to the contralateral gland region, decreased 
salivary flow was observed at the opening of the 
Wharton’s duct. 

The Orthopantomogram (OPG) confirmed the presence 
of a radiopaque lesion of around 3 cm in the right 
submandibular area (Figure 1). A diagnosis of sialolithiasis 
was given on the basis of the clinical and radiographic 
examination.  

Under local anesthesia, transoral removal of the 
sialolith was performed. A mucosal incision of 3–4 cm 
was made directly overthe stone in the floor of the mouth 
in the region ofthe rightfirst premolar to thesecond molar. 
The depth of the incision was superficial in order to 
prevent damage of the lingual nerve. This was followed by 
a deep dissection of the gland and duct without widening 
the duct.  

The sialolith was in the hilum of the submandibular 
salivary gland, while part was in the proximal duct  
(Hilar submandibular stone). The sialolith was exposed, 
fragmented and then retrieved using Kocher forceps 
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(Figure 2); this was followed by irrigation with normal 
saline and suturing. The size of the stone was 28 mm, 
while there were also four small pieces/fragments (Figure 3). 

The postoperative OPG was clear (Figure 4), indicating 

no remaining sialoliths. After one week (Figure 5), one 
month (Figure 6), and then again at two months follow up, 
the patient was asymptomatic, and the salivary gland 
recovered normal function. 

 

Figure 1. Preoperative OPG showing the radiopaque structure 

 

Figure 2. Intraoperative photograph showing removal of sialolith 
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Figure 3. Fragmented sialolith, removed from the submandibular gland 

 

Figure 4. Postoperative OPG 

 

Figure 5. Intraoral view, one week follow up 
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3. Discussion 

Sialolithiasis is the most common pathology of  
the salivary glands. [3,5,6] This case report discussed a 
sialolith which presented in the submandibular gland.  

The diagnosis of salivary calculi is mainly based on 
clinical symptoms and imaging. In addition to the physical 
examination, several imaging techniques can be applied. 
Intra- and extra-oral radiographs are effective in most 
cases. Extra-oral OPGswould detect fewer salivary stones 
assome calculi could be superimposed on bony structures 
or teeth. [6] Hence, it has been suggested that intra-oral 
occlusal radiographs represent amore useful method  
for the detection of a submandibular sialolith. [5] In this 
case, the diagnosis was clearly obtained by an OPG 
examination alone, and the need for further investigation 
was not indicated. 

In more challenging cases, more advanced techniques 
can be used for imaging and examining the salivary stones. 
[12] These diagnostic tools include ultrasonography, 
computed tomograms (CT), cone beam computer tomography 
(CB-CT), sialography and sonography. [4,12] 

The management of salivary stones is focused on 
removing the salivary stones and preserving salivary gland 
function based on the size and location of the stone. [6,13] 

The minimally invasive treatment options are numerous 
and significantly improve the prognosis of sialolithiasis. 
[13] The conservative therapeutic options include 
hydration of the patient, prescription of sialogogues, and 
gland massage. [3,4,8] 

While patients with small sialoliths can undergo 
conservative treatment, those with standard size or larger 
sialoliths require sialendoscopy, or a transoral approach 
(sialolithotomy). [14] The use of these minimally-invasive 
and conservative techniques makes it possible to preserve 
the function of the affected submandibular gland in most 
cases. [7] 

At present, management through surgical treatment is 
the mainstay treatment modality. The surgical removal via 
a direct incision in the stone (sialolithotomy) is relatively 
simple to perform; it is alsowell-tolerated, can  be carried 
out under local anesthesia,and does not often result in 
complications. [6] 

This traditional management of submandibular stones 
based on sialolithotomy is usually for stones located  
in the distal and mid-third of the Wharton's duct, while 
sialadenectomy (removal of the gland) is used for deeper 
stones. [7] 

The surgical intraoral removal of submandibular 
sialoliths is a technique for the treatment of sialolithiasis 
and is reported to have excellent outcomes. [15] 
Carelessness during this treatment, however, can cause 
rupturing of the duct. [3] 

After sialolith therapy that does not include surgical 
removal of the gland, most patients experience no 
complaints or discomfort, and are left with a normal 
functioning gland. Minor complications include a 
postoperative infection, postoperative ranulas, and lingual 
nerve dysfunction. [8,15] In the presented case, there were 
no complications and the gland recovered normal function 
quickly following removal of the stoneat up to two months 
follow up. 

Recurrence of sialoliths is rather uncommon, and is 
estimated to occur in 1–10% of patients during the first 6 
months postoperatively. [14] Long-term follow up was 
planned for this case. 

4. Conclusion 

Sialolithiasis is common and should be considered in 
patients experiencing submandibular swelling and pain, 
especially at mealtime. 

This case report draws attention to the feasibility of a 
harmless therapeutic approach to such a huge sialolith. No 
submandibular function impairment resulted after the 
therapy. 
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