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Rezumat

Sialolitiaza reprezintd una din cele mai
raspandite afectiuni ale glandelor salivare.
In majoritatea cazurilor (88%), dimensiunile
concrementilor glandelor salivare nu depi-
sesc 10 mm, diametrul maximal fiind intre 3
si 7 mm. Conform datelor literaturii ,,sialolit
gigant” este considerat concrementul glande-
lor salivare, ai cirui dimensiuni depésesc 15
mm. In literaturd sunt descrise cazuri unice
de ,sialoliti giganti”, iar metodele de trata-
ment in aceste circumstanfe rdman contro-
versate. Autorii prezintd la acest subiect expe-
rienta Clinicii Chirurgie Oro-Maxilo-Faciala.

Cuvinte-cheie: sialolitiaza, megasialolit,
glanda salivara submandibulari, duct, calci-
ficat.

Introducere

Boala sialolitiazicd sau sialolitiaza reprezintd una
dintre cele mai frecvente maladii, ce cuprinde de la
20,5 pind la 61,1%, din totalul afectiunilor in structu-
ra patologiei glandelor salivare. Maladia se manifesta
prin dezvoltarea calculilor salivari sau sialolitilor la
nivelul parenchimului glandelor salivare sau la nive-
lul canalelor de excretie [2].

In majoritatea situatiilor clinice sunt afectate
glandele submandibulare (80-95%), mai putin frec-
vent sunt implicate glandele parotide (5-20%), iar
prezenta concrementilor in glandele sublinguale si
cele mici este atestata destul de rar, circa 1% . Sialoli-
tiaza este diagnosticatd in 12 cazuri din 1000 popula-
tie adulta [4,19].

Etiologia si patogeneza sialolitiazei nu sunt com-
plet elucidate. Cu toate acestea, au fost prezentate
mai multe ipoteze: particularitatile morfologice ale
ductului, aglomerari ale microsialolitilor precum si
compozitia modificata a salivei.

La momentul actual este demonstrat cd concre-
mentii glandelor salivare sunt formati dintr-un nu-
cleu amorf mineralizat, inconjurat de substante orga-
nice si anorganice, dispuse in straturi lamelare [10,14,
23]. Totodatd, in cadrul unor cercetéri a fost demons-

GIANT SIALOLITHS LOCATED IN THE
SUBMANDIBULAR GLAND

Sofia Lehtman,

doctor of medicine, associate professot,
Olga Procopenco,

doctor of medicine, associate professot,
Mihai Cebotari,

assist. prof.,

Department of Oral and Maxillofacial Surgery and
Oral Implantology ,, Arsenie Gutan”
Nicolae Testemitanu PI SUMPh

Summary

Sialolithiasis is the most common disease
of the salivary glands. In most cases (88%),
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is considered the salivary gland concrement,
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aloliths“ are described in the literature, and
the treatment methods in these circumstanc-
es remain controversial. The authors present
their own experience with the management of
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Introduction

Sialolithiasis is one of the most common diseases,
ranging from 20.5 to 61.1%, out of all the diseases in
the structure of salivary gland disease. The disease
is manifested by the development of salivary calculi
or sialoliths at the level of the salivary glands paren-
chyma or excretory canals [2].

In most clinical situations, the submandibular
glands are affected (80-95%), the parotid glands
(5-20%) being less frequently involved. The presence
of concrements in the sublingual and small glands is
rarely reported, about 1%. Sialolithiasis is diagnosed
in 12 cases in 1000 adult population [4,19].

The etiology and pathogenesis of sialolithiasis are
not completely elucidated. However, several hypoth-
eses have been presented: morphological peculiari-
ties of the duct, agglomerations of microsialoliths as
well as modified saliva composition.

At present, it is demonstrated that the salivary
gland concrements are formed by an amorphous
mineralized nucleus, surrounded by both organic
and inorganic substances, arranged in lamellar lay-
ers [10, 14, 23]. In some researches, the absence of
the organic nucleus of the concrement was demon-
strated, which allowed the authors to suppose their



tratd absenta nucleului organic al concrementului,
fapt ce a permis autorilor sa presupuna etiologia se-
cundard a acestora, in rezultatul sialoadenitei cronice
[10,14]. Controversele existente la momentul actual,
referitor la acest subiect impun continuarea cercetdrii
ulterioare pentru a elucida mecanismele de sialolito-
geneza.

In majoritatea cazurilor (88%), dimensiunile
concrementilor glandelor salivare nu depasesc 10
mm, diametrul maximal fiind intre 3 si 7 mm [3].
Conform datelor literaturii ,sialolit gigant” sau ,,me-
gasialolit” este considerat concrementul glandelor
salivare, ai cdrui dimensiuni depdsesc 15 mm si pre-
zinta greutatea de peste 1g [15, 26]. In literatura sunt
descrise cazuri unice de ,,sialolifi giganti’, iar meto-
dele de tratament in aceste circumstante raméan con-
troversate [18].

Tabloul clinic al sialolitiazei este variabil in func-
tie de localizarea calculului. Cele mai frecvente simp-
tome sunt : durerea si edemul in proiectia glandei
afectate, colica salivard sporirea volumului glandei
salivare in timpul alimentdrii. Existenta dificultatilor
in stabilirea diagnosticului clinic a generat incercérile
de algoritmizare a acestuia, cum ar fi prezenta forme-
lor clinice sub denumirea de ,triada salivard” descri-
sa de Dan Theodorescu:colica salivard, abcesul sali-
var si tumora salivard (fantoma) [34].

Este de mentionat faptul, cici pentru megasialo-
litii cu localizare in glanda submandibulara nu este
caracteristica colica salivara, deoarece fiind de dime-
siuni mari, calculul se situaza in profunzimea glan-
dei, provocind distrugerea ei si nu afecteaza pasajul
salivar.

Materiale si metode

In prezent, metodele principale de diagnostic a
sialolitiazei sunt: ultrasonografia (USG), Doppler
examinarea in regim spectral si color, ortopantomo-
grafia (OPG), tomografie computerizatd (TC), ima-
gistica prin rezonanta magnetica (IRM) si sialografia.
Cu toate acestea, fiecare dintre metodele enumerate
au avantajele si dezavantajele sale. Valoarea acestor
metode de diagnostic constd nu numai in confir-
marea prezentei sialolitilor, ci si in obtinerea datelor
importante privind structura, dimensiunea, profun-
zimea, localizarea in raport cu parenchimul glandu-
lar sau duct si tesuturile adiacente. Datele obtinute in
procesul investigatiilor imagistice, ofera o informatie
importantd in selectarea metodei optimale de trata-
ment. Caracteristicile descrise sunt patognomoni-
ce in stabilirea diagnosticului, avind o semnificatie
sporitd in cazul prezentei megasialoliilor.

Rezultate si discutii

Superioritatea tomografiei computerizate si a
ultrasonografiei constd in sensibilitatea majord in
depistarea sialolitilor de dimensiuni mici, stabilirea
raportului cu tesuturile anatomice invecinate. Exista
cazuri, cind metoda imagisticd, nu poate evidentia
calculii radiotransparenti, cei intraglandulari sau cei

secondary etiology, as a result of chronic siaload-
enitis [10,14]. The current controversies regarding
this subject require further research to elucidate the
mechanisms of sialolithogenesis.

In most cases (88%), the dimensions of the sali-
vary gland concrements do not exceed 10 mm, the
maximum diameter being between 3 and 7 mm [3].
According to the literature data ,giant sialolith® or
»megasialolith is considered the salivary gland con-
crement, exceeding 15 mm, weighing over 1 g [15,
26]. Unique cases of , giant sialoliths“ are described
in the literature, and the treatment methods in these
circumstances remain controversial [18].

The clinical picture of sialolithiasis is variable
depending on calculus location. The most common
symptoms are: pain and edema in the projection of
the affected gland, salivary colic and increased sali-
vary gland volume while eating. The existence of
difficulties in establishing the clinical diagnosis has
generated attempts to algorithmize it, such as the
presence of clinical forms under the name of ,the
salivary triad“ described by Dan Theodorescu: sali-
vary colic, salivary abscess and salivary tumor (phan-
tom) [24].

It is worth mentioning that salivary colic is not
characteristic for megasialoliths located in the sub-
mandibular gland, because being large in size, the
calculus is located in the gland depth, causing its de-
struction, but not affecting the salivary passage.

Material and methods

Currently, the main methods of sialolithiasis di-
agnosis are: ultrasonography (USG), spectral and
color Doppler examination, orthopantomography
(OPG), computed tomography (CT), magnetic res-
onance imaging (MRI) and sialography. However,
each of the methods listed has its advantages and
disadvantages. The value of these diagnostic meth-
ods consists not only in confirming the presence of
sialoliths, but also in obtaining important data on
the structure, size, depth, location in relation to the
glandular parenchyma or duct and adjacent tissues.
The data obtained in imaging investigations provide
important information in selecting the optimal treat-
ment method. These are pathognomonic character-
istics necessary in establishing the diagnosis and hav-
ing a great significance in the case of the presence of
megasialoliths.

Results and discussion

Computed tomography and ultrasonography
provide better results, proving major sensitivity in
the detection of small sialoliths and establishing the
relation with the neighboring anatomical tissues.
There are cases when the imaging method cannot de-
tect radiotransparent calculi. Intraglandular or small
calculi cannot be detected in approximately 20% of
cases. Doppler ultrasound can sometimes be useful
in diagnosing sialolithiasis. Ultrasound is currently
the first-choice method, highlighting the highly
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cu dimensiuni reduse in aprox. 20% dintre cazuri.
Ecografia Doppler poate fi uneori utild in diagnos-
ticul sialolitiazei. Ecografia reprezinta la ora actuald
metoda de prima alegere, evidentiind calculi intra-
ductali, puternic mineralizati, cu diametrul de mi-
nim 1,5 mm, cu o acuratete de 99% [25].

In contextul celor expuse, este rationala studierea
frecventei ,,sialolitilor giganti” in structura generald a
sialolitiazei precum si determinarea abordarii inova-
torii in tratamentul acestei patologii.

Metoda de electie in managementul chirurgical
al sialolitiazei cu localizarea calulului in glanda este
interventia chirurgicald-sialolitadenectomia.

Este necesar de mentionat faptul ca in ultimii
ani se constatd cresterea ratei interventiilor de sia-
lolitadenectomie, dar frecventa SL rdméne practic
neschimbata. Pe langd acestea, diagnosticul sialoliti-
azei uneori este dificil, deoarece trebuie de tinut cont
de o varietate de afectiuni patologice ca limfadenite-
le, afectiunile tumorale la nivelul glandelor salivare,
precum si prezenta patologiilor secundare ca hiper-
paratiroidismul, patologiile glandei tiroide s.a.

Diagnosticul definitiv este confirmat prin examen
histologic. Macroscopic, megasialolitul se prezintd ca
formatiune calculoasa-solida, culoarea osciland de la
alb la gélbui. Microscopic, megasialolitul este alcituit
din nucleu organic (celule, proteine, mucus) si diver-
se microelemente.

In acest context, cercetitorii considerd ci
frecventa adeviratd a sialoltiazei este subestimatd
si nu releva realitatea. Prin urmare megasialolitii
glandei salivare submandibulare prezinta interes
stiintifico-practic prin multitudinea aspectelor etio-
logice si clinice necercetate.

Caz clinic. Date subiective: Pacientul X, genul
masculin, 48 ani s-a adresat pe 03.11.2017 in sectia
Chirurgie Oro-Maxilo-Faciala a Institutului de Me-
dicina Urgenta.

Acuze: durere permanentd si siciitoare in regi-
unea sublinguald si submandibulara dreapta, ce se
intesificd in timpul procesului de alimentatie. Acu-
tizarea durerilor in timpul vorbirii, cu iradiere in
limb3, preponderent pe dreapta. Xerostomie si per-
sistenta mirosului nepldcut. Aparitia unei formatiuni
albicioase in cavitatea bucala, regiunea sublinguald
dreapta. Tesuturile adiacente formatiunii periodic
singereazd la spélarea dintilor, in timpul alimentatiei.

Istoricul actualei boli: Din spusele pacientului s-a
stabilit cd durerea in regiunea submandibulara a apa-
rut aproximativ 10 ani in urma, cu perioade de remi-
sie. Treptat, au aparut disconfort si asimetrie faciald
din cauza dezvoltarii tumefactiei permanente. Ca re-
guld, intensificarea edemului apérea in procesul de
alimentare, dupd care partial ceda, peste aproximativ
30 minute. Cu 3 ani in urma, a suportat o acutizare,
manifestatd prin progresarea edemului in regiunea
respectivd, intensificarea durerii, care practic a fost
prezenta continuu timp de 2 zile. Imediat dupd aceas-
ta, a observat, sublingual dreapta, o formatiune durd,
albicioasd, cu suprafata rugoasd, care irita limba,

mineralized intraductal calculi, with a diameter of at
least 1.5 mm and an accuracy of 99% [25].

In the light of the above mentioned, it is rational
to study the frequency of “giant sialoliths” in the gen-
eral structure of sialolithiasis and to determine the
innovative approach in the treatment of this disease.

The method of choice in the surgical manage-
ment of sialolithiasis with the location of the calculus
in the gland is the surgical intervention-sialolithad-
enectomy.

It is necessary to mention that in the last years
there has been an increase in the rate of sialolithad-
enectomy interventions, but the frequency of SL re-
mains practically unchanged. In addition, the diag-
nosis of sialolithiasis is sometimes difficult, because
a variety of pathological conditions such as lymph-
adenitis, tumor diseases of the salivary glands, as well
as the presence of secondary diseases such as hyper-
parathyroidism, thyroid gland diseases, etc. must be
considered.

The definitive diagnosis is confirmed by histo-
logical examination. Macroscopically, the megasialo-
lith presents as a solid stone-like formation, its color
ranging from white to yellowish. Microscopically, the
megasialolith consists of an organic nucleus (cells,
proteins, mucus) and various microelements.

In this context, the researchers consider that the
true frequency of sialolithiasis is underestimated and
does not reveal the reality. Therefore, megasialoliths
of the submandibular salivary gland have a scientific
and practical interest by the multitude of etiological
and clinical aspects not investigated.

Clinical case. Subjective data: Patient X, male, 48
years old, was admitted on 03.11.2017 in the Depart-
ment of Oro—Maxillo-Facial Surgery of the Institute
of Emergency Medicine.

Complaints: permanent nagging pain in the right
sublingual and submandibular regions, intensifying
while eating. Pain exacerbation during speech, radi-
ating into the tongue, mainly on the right. Xerostomy
and the persistence of unpleasant odor. The appear-
ance of a whitish formation in the buccal cavity, in
the right sublingual region. The tissues adjacent to
the formation periodically bled during toothbrush-
ing and eating.

History of the present disease: The patient reported
that the pain in the submandibular region appeared
about 10 years ago, with remission periods. Gradu-
ally, there was discomfort and facial asymmetry due
to the development of permanent swelling. As a rule,
the edema intensified while eating, after which it par-
tially ceased, after about 30 minutes. The patient had
an exacerbation 3 years ago, manifested by edema
progression in this region, pain intensification, it be-
ing present continuously for 2 days.

Immediately after this, the patient observed in
the sublingual right region a hard whitish forma-
tion with a rough surface, which irritated his tongue.
While eating the pain ceased. Saliva became dense
for a short time, possibly there were purulent elimi-



concomitent sindromul algic in timpul alimentatiei a
cedat. Saliva pentru o perioada scurtd a devenit den-
sd, posibil au fost elimindri purulente. Toata aceasta
perioadi la medic nu s-a adresat.

Istoricul vietii: Pacientul s-a ndscut si a crescut in
satul Tvardita, Taraclia, s-a dezvoltat in conditii satis-
facatoare conform virstei. Pacientul este fumator ac-
tiv de la virsta de 18 ani. In ratia alimetara sunt inclu-
se alimente picate §i consuma zilnic de vin aprox. 0,5
1. Anamneza alergolocicd: Alergii la medicamente si
intoleranta la produse alimentare nu prezinta; HIV/
SIDA, Lues, TBC, hepatitd virald B,C-neaga.

Date obiective: Examen clinic general: Starea ge-
nerald a pacientului este relativ satisficdtoare, neu-
rologic adecvat, constiinta clard, constitutia normos-
tenica.

Status localis: Exobucal:Tegumentele regionale de
o culoare obisnuitd. S-a apreciat asimetrie faciald din
cauza tumefactiei regiunii submandibulare dreap-
ta cu o raspindire: anterio-posterioara:de la nivelul
mentonului pind la nivelul unghiului mandibulei, in-
ferior-pina in regiunea cervicald laterald superioara.
Tegumentele la nivelul tumefactiei nu sunt modifica-
te in culoare, netensionate.

Palparea scheletului facial osos indolord, nu pre-
zintd deformatii. Punctele de emergenta trigeminald
si sinusale indolore.

La nivelul glandei submandibulare dreapta, pielea
in plici se aduna liber. La palparea profunda, se apre-
ciazd prezenfa unei formatiuni consistente, rotunde,
cu suprafata iregulatd, durd, dimensiunile de aprox.
5x5 cm. Formatiune neaderata la piele, mobild. Putin
dolord la mobilitatea antero-posterioard, la mobili-
tatea superioard-dureri cu intensificare si iradiere in
limba.

Endobucal: Cavitatea bucald se deschide liber. Se
atestd prezenta mirosului fetid. Mucoasa organelor
cavitatii bucale de o culoare roz-pald. Palatinul dur,
palatinul moale, mucoasa jugald bilateral fira for-
matiuni patologice, istmul oro-faringian neingustat.
Ostiumurile ducturilor Stenon bilateral fara semne
de inflamatie. La presiunea exercitatd pe glandele
parotide, din ducturile respective, se elimina salivd
transparenta, de densitate obisnuita.

Ductul Wharton stinga fird schimbdri patolo-
gice, la presiune pe GSSM stinga elimindri salivare
cantitative si calitative in limitele normei. Ostium
ductului Wharton dreapta practic atrofiat, elimina-
rea salivei lipseste.

In regiunea santului mandibulo-lingual nivelul d
48, 46 cu trecere spre pterigomandibular s-a depistat
leziunea mucoasei cu dimensiuni de aproximativ 3
x 2 cm cu marginile hiperemiate, congestionate. Din
profunzimea leziunii spre superior, se apreciaza for-
matiune de culoare albicioasa-galbuie, durd, suprafa-
ta rugoasd:posibil sialolit. Spatiul dintre formatiunea
data si tesuturile moi cu depuneri purulente, miros
neplicut. La palparea bimanuald formatiunea datd
se mobilizeazd in bloc cu glanda submandibulara,
datorita cirui fapt putem presupune prezenta unui

nations. The entire period the patient did not go to
the doctor.

Life history: The patient was born and raised in
the village of Tvardita, Taraclia, developed under sat-
isfactory conditions according to age. The patient has
been an active smoker since the age of 18 years. The
patients's food has included spicy foods and daily
consumption of about 0.5 1. of wine.

Allergic anamnesis: Allergies to medicines and
food intolerance were not present; HIV/AIDS, Lues,
TB, viral hepatitis B, C- negative.

Objective data: General clinical examination: The
patient's general condition was relatively satisfac-
tory, neurologically adequate, clear conscience, nor-
mostenic constitution.

Status localis: Exobuccal: The regional teguments
had an ordinary color. Facial asymmetry was assessed
due to the swelling of the right submandibular region
with an anterior-posterior spread: from the menton
to the angle of the mandible, inferior — up to the up-
per lateral cervical region. The skin at the level of the
swelling had an unchanged colour, non-tense.

The palpation of the facial skeleton was painless,
with no deformities. The points of the trigeminal
emergency and sinuses were painless.

At the level of the right submandibular gland, the
skin gathered freely in envelopes. Thorough palpation
revealed the presence of a consistent round formation,
with an irregular hard surface, approximately 5x5 cm
in size. The formation was mobile and did not adhere
to the skin. There was a slight pain during the ante-
rior-posterior mobility, during the superior mobility
— pain intensification, radiating into the tongue.

Endobuccal: The oral cavity opened freely. Fetid
odor was present. Oral mucosa was of a pale pink
color. Hard palate, soft palate, jugal mucosa were
bilaterally without any pathological formations,
the oropharyngeal isthmus was not narrowed. The
Stenon's ducts ostia — bilaterally without any signs
of inflammation. Under the pressure exerted on the
parotid glands, transparent saliva of ordinary density
eliminated from the ducts.

Wharton's duct on the left presented without any
pathological changes, under pressure on the SSMG
on the left there were quantitative and qualitative
salivary discharge within the norm. The ostium of
Wharton's duct on the right was practically atro-
phied, with no saliva elimination.

In the region of the mandibular-lingual duct at
the level of teeth 48, 46 towards the pterygomandibu-
lar, a mucosal injury was detected approximately 3 x
2 cm in size with hyperemic and congested margins.
From the injury depth to the superior part, a whit-
ish-yellowish hard formation with a rough surface
was revealed: possibly a sialolith. There were puru-
lent deposits with an unpleasant odor on the space
between the formation and soft tissues. The bimanu-
al palpation revealed that the formation mobilized in
block with the submandibular gland, which could be
indicative of the presence of a sialolith. Due to its size

97



98

sialolit. Datorita di-
mensiunilor sale si
suprafetei  rugoase,
posibil a lezat com-
plet ductul, ocupind
spatiul adiacent glan-
dei.

La  examinarea
partii dorsale a limbii,
la nivelul contactului
cu sialolitul-decu-
bitus, marginile nu
proiemind deasupra
tesuturilor sandtoase,
neingrosate, sensibile
la atingere, cu supra-
fata aproximativ 2
cm. Depuneri albi-
cioase pe suprafata
corpului limbii. Lim-
ba normotond, nor-
mochinetica.

Raport de ocluzie
ortognat. Tipul oclu-
ziei-habituald.

Examenul statu-
sului paradontal rele-
va prezenta depune-
rilor dure dentare in
abundentd supragin-

Fig. 1. Examen exobucal
Fig. 1. Exobucal examination

Fig. 3. Evidentierea calculului
radioopacac pe OPG

and rough surface, it
might have complete-
ly damaged the duct,
occupying the space
adjacent to the gland.

Examination  of
the dorsal side of the
tongue, at the level
of the contact with
the sialolith-decubi-
tus, revealed that the
margins did not proj-
ect above the healthy
non-thickened and
touch-sensitive  tis-
sues, with an approxi-
mately 2 cm surface.
There were whitish
deposits on the tongue
surface. The tongue
was normotonic and
normokinetic.

Report of orthog-
nathic occlusion — ha-
bitual occlusion type.

Examination  of
the paradontal status
revealed the pres-
ence of abundant
hard dental deposits

Fig. 2. Calcul in cavitatea bucala
Fig. 2. Calculus in the oral cavity

Fig. 4. Evidentierea calcul radioopac
pe (T

gival si subgingival. Fig. 3. Highlighting the radio—opaque  Fig. 4. Highlighting the radio opaque supragingivally —and
Studiul  imagis- calculus on OPG calculus on CT subgingivally.

tic prin Ortopanto- Tab.1. Formula dentars Orthopantomog-

mografie a stabilit Tab. 1. Dental formula raphy established the

prezenta unei zone p | presence of a radio-

radioopace,  forma s e lal izl a2l a7 g opadue round area of

rotunda, de structurd

a homogeneous struc-

omogena, contur re-
gulat cu localizarea in
regiunea corpului si unghiului mandibulei pe dreap-
ta, asemandtoare cu un calcificat.

Tomografia Computerizatd cranio-faciald: sinu-
surile paranazale si celulele pneumatice mastoidiene
sunt normal dezvolatate, clare, pneumatizate. Confi-
nutul orbitelor este clar.In proiectia glandei subman-
dibulare dreapta se determina o calcificare cu contur
regulat ce are dimensiunile 3,2x2,6x3,6cm.

Concluzie: Sialolitiaza glandei salivare submandi-
bulare dreapta

Diagnosticul clinic: Submaxilitd. Sialolitiaza cro-
nicd exacerbatd a glandei salivare submandibulare
dreapta.

Luind in consideratie dimensiunile calcului, pre-
supunem cd acesta este megasialolit.

Indicatii operatorii: Prezenta la pacient a sialoliti-
azei cronice exacerbate pe dreapta cu localizarea cal-
culului intra si extra-glandular cu multiple recidive
si imposibilitatea rezolvérii prin tratament conser-
vativ cit si pentru preintimpinarea aparitiei compli-
caiilor ulterioare: propagarea procesului inflamator

ture with a regular
contour located in the
region of the mandible body and angle on the right,
similar to calcification.

Cranio—facial Computed Tomography: paranasal
sinuses and mastoid pneumatic cells — normally
developed, clear and pneumatized. The orbits were
clear. In the right submandibular gland projection,
a calcification with a regular contour was revealed,
3,2x2,6x3,6 cm in size.

Conclusion: Sialolithiasis of the right submandib-
ular salivary gland

Clinical diagnosis: Submaxillitis. Exacerbated
chronic sialolithiasis of the right submandibular sali-
vary gland.

Considering the calculus dimensions, it was as-
sumed that it was a megasialolith.

Operating indications: The presence of exacerbated
chronic sialolithiasis on the right with intra- and ex-
traglandular calculus with multiple relapses and the
inability to resolve through conservative treatment as
well as to prevent the occurrence of further complica-
tions: the inflammatory process spread in the neigh-



in spatiile invecinate cervico-faciale profunde, cit si
dezvoltarea proceselor neoplazice din cauza lezi-
rii permanente a tesuturilor adiacente este indicatie
absolutd catre efectuarea interventiei chirurgicale:
sialolitadenectomie. Luind in consideratie volumul
si dificultatea interventiei chirurgicale, se recomandi
efectuarea acesteia sub protectia anesteziei generale
si a ventilatiei pulmonare. Pacientul a fost preintim-
pinat de posibilitatea aparitiei complicatiilor intra- si
postoperatorii. Pacientul este de acord cu tactica si
scopurile interventiei chirurgicale.

Protocol operator: Denumirea operatiei: Sialoli-
tadenectomia glandei submandibulare.

Descrierea operatiei: Prelucrarea cu Alcool 70 %
siizolarea cimpului operator. Sub protectia anesteziei
generale (intubarea nazo-traheald) a fost efectuata in-
cizia orizontald 5 cm, plasatd sub margina bazilara a
mandibulei, 2 cm mai inferior, in pliu cutanat a pielii,
tesutului subcutan, mm. platisma creind acces citre
glanda salivard submandibulard. GSSM era fibrozata,
indurats, sclerozati, aderentd la fesuturile inconjura-
toare. In regiunea postero-superioari s-a depistat o
portiune de fibrozarea a tesuturilor adiacente glan-
dei sub sialolit, care depdsea limitele glandei. Calcu-
lul aplatisa glanda, deplasand-o spre anterior. A fost
efectuatd prepararea glandei, ligaturata artera si vena
faciald. Glanda a fost inlituratd in intregime, ductul
glandei distrus in totalitate, practic lipsea. Sialolitul
era situat separat, in tesuturile adiacente glandei sub-
mandibulare: intre loja glandei si radacina limbii. La
inldturarea sialolitului-hemoragie punctiforma din
loja submandibulara. Dupé inldturarea calcului, a
fost efectuata prelucrarea antisepticd. Revizia plagii.
Control hemostatic. S-a efectuat izolarea plagii de
cavitatea bucald prin suturarea mucoasei in 2 timpi
(sutura in forma de saltea si la sine). Aplicarea sutu-
rilor pe straturi. Preparatul a fost indreptat la studiul
histopatologic.

boring cervical-facial and deep areas, as well as the
development of the neoplastic processes due to the
permanent injury of the adjacent tissues is an absolute
indication for the surgical intervention: sialolithad-
enectomy. Considering the volume and difficulty of the
surgical intervention, it is recommended to perform it
under general anesthesia and pulmonary ventilation.

The patient was informed about the possibility of
intra- and postoperative complications. The patient
agreed with the surgery tactics and goals.

Surgery protocol:Surgery type: Submaxillectomy
on the right

Surgery description: treatment with 70% alcohol
and isolation of the operating field. Under general
anesthesia (naso-tracheal intubation), a horizontal
incision (5 cm) was made, being placed below the
basilar margin of the mandible, 2 cm lower, in the
skin fold. The SSMG was fibrosed, hardened and scle-
rosed, being adherent to the surrounding tissues. In
the posterior-superior region, a portion of fibrosis of
the tissues adjacent to the gland was detected under
the sialolith, which exceeded the gland boundaries.
The calculus flattened the gland, moving it forward.

The gland preparation was performed, as well as
the ligation of the facial artery and vein. The gland
was completely removed, the gland duct being com-
pletely destroyed and practically missing. The sialo-
lith was separately located, in the tissues adjacent to
the submandibular gland: between the gland lodge
and the root of the tongue. The sialolith removal
caused a punctiform hemorrhage from the subman-
dibular lodge. After the calculus was removed, the
antiseptic treatment was performed. Subsequently
wound inspection was carried out as well as the he-
mostatic control. The wound was isolated from the
buccal cavity by suturing the mucosa in 2 steps. The
sutures were applied in layers. The preparation was
subject to the histopathological examination.

Fig.4. Aspect intraoperator

Fig. 4. Intraoperative appearance

Fig. 5.Separarea glandei
Fig. 5. Gland separation
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: S Fig. 8. Glanda salivara submandibulard in
Fig. 6.Separarea calcului Fig. 7. Megasialolit al GSSM sectiune

Fig. 6. Calculus separation Fig. 7. Megasialolith of SSMG Fig. 8. Surgic piece SSMG

In prealabil, au fost apreciate valorile fizice in mi- Physical values were assessed in millimeters and
limetri si grame. grams.

Examindri suplimentare: Megasialolitul a fost Additional examinations.The megasialolith was
péstrat pina la studiul histologic in solutie de forma- kept in formalin solution until the histological ex-
lina. Masa megasialolitului-21,24g, diametrul maxi- amination. Megasialolith mass -21,24g, maximum
mal-36 mm. diameter -36 mm.

Fig. 9. Megasialolit GSSM (21,24 grame) Fig. 10. Megasialolit GSSM (diametrul maximal 36 mm)
Fig. 9. Megasialolith SSMM (21,24 grams) Fig. 10. Megasialolith SSMG (maximum diameter 36 mm

Fig. 11. Megasialolit GSSM (lungime 26 mm) Fig. 12. Megasialolit GSSM (lungime 30 mm)
Fig. 11. Megasialolith SSMG (length — 26 mm) Fig. 12. Megasialolith SSMG (length — 30 mm)



Fig. 13. Aspect microscopic al megasialolitului Coloratie (H-E),
marirea 10

Fig. 13. Microscopic appearance of megasialolith. Staining (H—E)
(magpnification 10)

Tabloul microscopic este prezentat din cumulare
de saruri de calciu sub forma de straturi concentri-
ce, in jurul unui nucleu de detrita celulara, amorfa,
dispusd lamelar focal cu ramificdri. Examenul his-
topatologic al GSSM descrie infiltrate limfocitare cu
difuziuni interstitiale, atrofia parenchimului glandu-
lar, modificari scleroziv-fibrogene. Leziuni alterativ-
distrofice.

Discutii

In majoritatea cazurilor dimensiunea concre-
mentilor variazd intre 1 si 10 mm, iar celor care de-
péasesc 10 mm sunt atribiuti dimensiunilor necarac-
teristice [29]. Dimensiunea medie a concrementilor
constituie 3.2 mm pentru glandele parotide si 4.9
mm pentru cele submandibulare [21]. Masa sialoli-
tilor poate varia de la 1 mg pina la aproximativ 6 g,
cu valoare maximal atinsa de 300 mg. Aproximativ
59 % din sialoliti au un diametru cuprins intre 2,1 si
10 mm,iar 7,6 % au diametrul mai mare de 15 mm in
sectiune [17].

Este important de mentionat faptul ca la mo-
mentul actual in literatura de specialitate nu exista
publicatii referitor la frecventa sialolitilor giganti in
structura generald a sialolitiazei, totusi unii autori
considera ca fiecare al 10-lea sau al 12-lea caz poate
fi potential atribuit acestei categorii [19]. Sialolitii gi-
ganti, care depdsesc 35 mm sunt diagnosticati extrem
de rar [26] in literatura de specialitate fiind descrise
doar 17 cazuri, mai mult decat atat, toate ele sunt atri-
buite pacientilor de sex masculin si localizare in glan-
da submandibulara (Tabel 1). Megasialolitii localizati
in parenchimul glandular sunt intilniti mai frecvent
decit cei identificati in ductul Wharton sau Stenon
[17]. Se considera ca un calcul creste pe an cu apro-
ximativ 1-1,5 mm [6]. Cel mai mare sialolit raportat
in literatura masura 6 cm si cintédrea peste 50 g [14].

Fig. 14. Aspect microscopic al megasialolitului Coloratie (H-E),
marirea 40

Fig. 14. Microscopic appearance of megasialolith. Staining (H—E)
(magnification 40)

The microscopic picture is presented by the accu-
mulation of calcium salts in concentric layers around
a nucleus of cellular amorphous detritus, disposed
lamellarly and focally with branches.

The histopathological examination of the SSMG
revealed lymphocyte infiltrates with interstitial diffu-
sion, atrophy of the glandular parenchyma, sclerotic
and fibrogenic changes. There were alternative—dys-
trophic lesions.

Discussions

In most cases the size of concrements varies be-
tween 1 and 10 mm, and concrements exceeding 10
mm are attributed to non-characteristic dimensions
[25]. The average size of concrements is 3.2 mm in
case of the parotid glands and 4.9 mm in the sub-
mandibular glands [21]. The sialolith mass can range
from 1 mg to about 6 g, with a maximum value of 300
mg. Approximately 59% of sialoliths have a diameter
ranging between 2.1 and 10 mm, and 7.6% exceed
the diameter of 15 mm in section [17].

It is important to mention that at present there
are no publications in the literature on the frequency
of giant sialoliths in the general structure of sialoli-
thiasis. However, some authors consider that each
10th or 12th case can be potentially assigned to this
category [19]. Giant sialoliths, exceeding 35 mm, are
extremely rarely diagnosed [26] in the literature, with
only 17 cases being described. More than that, all of
them are attributed to male patients being located in
the submandibular gland (Table 1). Megasialoliths
located in the glandular parenchyma are more com-
mon than those identified in Wharton' or Stenon's
duct [17]. It is considered that a calculus increases
by about 1-1,5 mm per year [6]. The largest sialolith
reported in the literature measured 6 cm, weighing
over 50 g [14].
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Tab. 2. Sialoliti giganti (>35mm) descrisi in literatura
Tab. 2. Giant sialolith (>35mm) described in literature

Author/year Sex Age Gland Localization Size Mass
(mm) (8)
1 | MeyersH. (1942) M 50 SMG Duct 50 NS
2 | Mustard T.A. (1945) M 42 SMG Duct 56 NS
3 | Cavina C,, Santoli A. (1965) M 59 SMG Duct 70 18
4 | Cavina C,, Santoli A. (1965) M 53 SMG | duct + parenchyma 60 33
5 |Hoggins G.S. (1968) M 52 SMG Parenchyma 50 NS
6 | Rust T.A., Messerly C.D. (1969) M 66 PG Duct 51 NS
7 | Raksin S.Z. et al. (1975) M 52 SMG Duct 55 9.5
8 | Tinsley G. (1989) M 48 SMG Parenchyma 50 23.5
9 | Hubar J.S. et al. (1990) M 65 SMG Duct 52 17.5
10 | Paul D., Chauhan M.S. (1995) M 45 SMG Duct 45 4.2
11 | Bodner L.(2002) M 50 SMG Duct 50 NS
12 | Ledesma-Montes C. et al. (2007) M 34 SMG Duct 36 12
13 | Emir H. et al. (2010) M NS SMG Parenchyma 35 NS
14 | Oteri G. (2011) F 40 SMG NS 60 NS
15 | Hegde et al. (2014) M 55 SMG Parenchyma 40 NS
16 | Thimmarasa V. et al. (2015) F 50 SMG Duct 35 13
17 | Ansari K. (2016) M 55 SMG Duct 55 NS
18 |Lim H. (2017) M 59 SMG Gland 50 NS

SMG — glanda submandibulara, PG — glanda parotidd, NS — nespecificat

SMG — submandibular gland, PG — parotid gland, NS — not specified

Important este faptul cd practic toate cazurile
de sialoliti giganti au avut localizare unilaterald [5]
si doar intr- un caz — era bilaterald [26]. Capacita-
tea calculului de a deveni gigant depinde de reactia
ductului afectat. Daca ductul adiacent sialolitului
este capabil de a se dilata, conditionind eliminarea
adecvatd a salivei, el poate rimine o perioadi lungi
asimptomatic, astfel transformindu-se intr-un mega-
sialolit [17,32]

Compozitia chimicd a concrementilor glandelor
salivare prezintd varietate considerabila. Astfel, a fost
stabilit ca microelementele de baza a sialolitilor sunt
Ca, P, S, Na, cu predominarea calciului si fosforului
[23]. Datele obtinute au fost in totalitate confirma-
te de studii, fiind depistate aditional microelemente
Mg, Na, C, Si, Fe, Al, Cu si Zn [10]. Conform datelor
Sabot JF. etal. circa 99% din sialoliti contin fosfat de
calciu, iar 75% confin proteind in majoritatea cazu-
rilor mucina si doar in 10% albumind [28]. Calculii
salivari se formeazd in urma interactiunii diverselor
substante si microorganisme din saliva. Factorii care
reduc capacitatea de producerea a salivei sau sporesc
densitatea ei, sunt considerati factori de risc care con-
tribuie la sialolitogeneza. Acestia sunt:,deshidratarea
organismului, malnutrifia sau siguranta alimentard
scazutd, supraalimentatia azotata;utilizarea substan-
telor medicamentoase precum: antihistaminicele,
hipotonicele, antihipertensivele, diureticele care re-
duc fluxul salivar, 20 % din pacientii cu sialolitiazd
se aflau sub tratament cu diuretice [17], leziunile
inflamatorii ale glandelor salivare asigurd conditii
favorabile pentru dezvoltarea calculilor[2].;fumatul,
poate diminua activitatea antimicrobiana a salivei
favorizind acumularea bacteriilor si generarea proce-

It is important to note that virtually all cases of gi-
ant sialoliths had unilateral localization [5], and only
in one case it was bilateral [26]. The ability of the cal-
culus to become giant depends on the reaction of the
affected duct. If the duct adjacent to the sialolith is
able to dilate, conditioning the proper elimination of
saliva, it may remain asymptomatic for a long period,
thus turning into a megasialolith [17,32]

The chemical composition of salivary gland con-
crements is of considerable variety. Thus, it has been
established that the basic microelements of sialoliths
are Ca, P, S, Na, with the predominance of calcium
and phosphorus [23]. The data obtained were fully
confirmed by some studies, additional microele-
ments such as Mg, Na, Cl, Si, Fe, Al, Cuand Zn being
detected [10]. According to the data of Sabot JE. et al.,
about 99% of sialoliths contain calcium phosphate,
and 75% contain protein, in most cases — mucin
and only in 10% — albumin [28]. Salivary calculi
are formed as a result of the interaction of various
substances and microorganisms in saliva. The factors
reducing the capacity of saliva production or increas-
ing its density are considered risk factors contribut-
ing to sialolithogenesis. They are as follows: body
dehydration, malnutrition or poor food safety, nitro-
gen overconsumption; use of medicinal substances
such as: antihistamines, hypotonics, antihyperten-
sive, diuretics that reduce the salivary flow, 20% of
patients with sialolithiasis were under treatment with
diuretics [17]; inflammatory salivary glands injuries
provide favorable conditions for the development
of calculi [2]; smoking can decrease the antimicro-
bial activity of saliva by favoring the accumulation
of bacteria and generating the inflammatory process



sului inflamator[1,7,8]. A fost demonstat faptul ca si-
alolitii GSSM la fumitori ating dimensiuni mai mari
(diametrul mediu de 8,7 mm) comparativ cu pacien-
tii nefumétori (diametrul mediu de 7,9 mm) [17,18].

[1,7,8]. In smokers the SSMG sialoliths have been
shown to reach larger dimensions (mean diameter —
8.7 mm) compared to non-smokers (mean diam-
eter — 7.9 mm) [17,18].

Concluzii Conclusions

1. Megasialolitii se intilnesc destul de rar, avind 1. Megasialoliths are quite rare, with a long evo-
o evolutie indelungata. lution.

2. Analiza manifestarilor clinice ale sialolitiazei 2. Analysis of the clinical manifestations of sia-
cu megasialoli{i a demonstrat cd megasialoli- lolithiasis with megasialoliths has shown that
tii provoaca inflamatia tesuturilor inconjura- megasialoliths cause inflammation of surro-
toare ca rezultat al traumatizarii lor perma- unding tissues as a result of their permanent
nente. trauma.

3. S-a stabilit cd in cazul dat megasialolitul nu a 3. It was established that in this case the megasi-
provoacat colicd salivara din cauza distructiei alolith did not cause any salivary colic due to
canalului de excretie. In pofida dimensiunilor the destruction of the excretory canal. Despite
crescute, nu a determinat obstructia canalului its increased size, it did not cause canal ob-
si staza salivara. struction and salivary stasis.

4. Examenul morfologic a demonstrat schimbari 4. The morphological examination showed cha-

caracteristice pentru parenchimul glandular
— prezenta modificarilor grave de origine
inflamatorie si sclerogen-fibrozive. Tabloul
microscopic al megasialolitilor este prezentat
din cumulare de siruri de calciu sub formd de
straturi concentrice, in jurul unui nucleu de
detrita celulara-ceea ce denota dereglarea me-
tabolismului calciului in organism.

racteristic changes for the glandular paren-
chyma — the presence of severe inflamma-
tory, sclerogenic and fibrotic changes. The
microscopic picture of megasialoliths is pre-
sented by the accumulation of calcium salts in
concentric layers, around a nucleus of cellular
detritus — which denotes the disruption of
calcium metabolism in the body.
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