
IMAGING MODALITIES IN SIALOLITHIASIS

Original Research Paper

Dr. B. Manomani Senior  Lecturer,  Department of  Oral  Maxil lofacial  Surgery, 
Thaimoogambigai Dental College  and Hospital, Chennai, India.

  X 63GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS

Calculus formation in salivary glands (sialolithiasis) is one of the most widely recognized disease of the 
salivary gland is most usually found in the submandibular Disease. these stones can  be small and  

found inside the duct & they  likewise get larger  and  reside with is duct. We can easily appreciate submandibular sialolithiasis 
performing  the oor of the mouth in patients who have this diseases for years and not falcing proper treatment.the medical 
literature suggests it's a  transoral normal. Sialoliths are second most defect of salivary organs. They are most usually seen in 
submandibular glands due to different anatomic and physiologic reasons. They might show clinical signs and symptoms. 
Additionally, the visibility on plain radiographs is dependant upon the size and level of calcications. CT and MRI structure the 
main  examinations in current situation. Essential imaging techniques for sialolithiasis are: X-ray pictures, X-ray sialography, 
ultrasonography, CT and so on. Sialoendoscopy, which is likewise a therapeutic method, is turning out to be common. To review 
the effect of CT and US on the administration of sialolithiasis managed with sialendoscopy alone and  through combined  
approaches. This article managed  the modalities can be used to upgrade the result of sialendoscopy and  used as combined 
approaches. The  purpose of this article is to decide the benet of imaging the salivary duct calculi.
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INTRODUCTION
Sialoliths are calcareous solidications that might be tracked 
down in the duct of the major or minor salivary glands on the 
other hand inside the actual duct. they are thought to the 
structure by  deposition calcium salts around a central nidus 
which might be  comprised of desquamated epithelial cells, 
bacteria, deposits of bacterial deterioration, or foreign bodies 
(Shafer 1983). This is seen more regularly in moderately aged 

{1,2}grown ups and children.  Various diagnostic tests are 
utilized to distinguish sialoliths. These incorporate 
radiographic sialography with iodinated contrast material, 
sonography, CT, MR sialography, cone - beam CT, and 
sialendoscopy. With the exception of sonography and MR 
sialography, the these strategies are all intrusive or require x-

{3-6}ray exposure.  On account of its outstanding outline of the 
ductal framework, many authors keep on considering 
radiographic sialography the reference standard for 
surveying pathologic circumstances in the salivary pipes, 

{7-10}including lithiasis.  The highest incidence is between the 
ages of 30 to 50 years. It is seen two times all the more often in 

{11-13} men when contrasted with ladies. Among salivary organs, 
submandibular organ is the most ordinarily elaborate organ 

{14-16} with a rate of 80% of salivary stones. It is desirable over 
perform quick sialolithectomy even in the intense stage since 
this works with prompt help of glandular strain by depleting 

{17,18}the exudates and delivering the held spit.

TYPES & METHODS
Imaging Technique
Visual ltering of submandibular, pre-auricular, and post-
auricular regions is the rst move toward evaluate for the 
presence of expanding furthermore, erythema; this is trailed 
by intraoral assessment. The salivary ductal orice be red and 
oedematous. One must massage the duct to drain and assess 
the saliva contamination might be addressed by plaques or 
whitish discharges radiating from the pipe. Manual palpation 

of the parotid organ permits a specialist to decide the 
consistency of the organ. Stensen's duct crosses and snares 
around the foremost part of the massete, furthermore, 
penetrates the buccinator muscle to enter the mouth (Gray's 
life structures) Bimanual palpation (nger inside and outside 
the mouth) is especially signicant while inspecting the 

{19}submandibular gland  and its duct.

Salivary imaging 
Modalities for inammatory states of organs are plain X-
beams sialography ultrasound and   registered tomography.

Plain X - rays
They have less value  with parotid stones as a result of the 
greater rate (60 - 70%) of radiolucent stones; roughly 20% of 
submandibular stones are not apparent with plain X-ray.

Sialography 
images  the morphology of ductal framework and permits 

{20}diagnosis injuries, dilatations, and lling absconds.
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MR Sialography
It is great means to gauge ductal stenosis. In spite of the fact 
that trying not to ionize radiation, it has less goal than 
t rad i t ional  s ia lography,  accord ing ly  res t r i c t ing 
representation of the fringe ducts.

Ultrasound
It is harmless and has no related discomfort. Inability to 
recognize a stone with ultrasound is entirely expected as the 
distal part of the submandibular and parotid conduits can be 
hard to envision utilizing extra-oral ultrasound; and 
ultrasound might be of restricted incentive for the profound 
piece of the submandibular organ. A blocked conduit that 
may somehow not be obvious might be better envisioned later 
giving the patient something sour like lemon squeeze or sharp 
desserts as this might cause ductal dilatation with obstructive 

{21}pathology.

Computed Tomography (CT) Imaging
(CT) imaging is a great imaging methodology to see 
sialolithiasis. Another benet is its capacity to analyze and 
nd intra parenchymal stones and calcication. 

Limitations  of  Ultrasound  &  CT 
Constraints of ultrasound and CT incorporate recognizing 
non echogenic stones from injuries, deciding the length of a 
stenosis - and the width of the duct  distal to an obstruction. 
Ultrasound is a dynamic and administrator operation 
dependant examination and pathology might  be 

{22}subsequently be rejected.

Recent Advances
Sialolithiasis has been related with a high occurrence of 
persistent aggravation recommending that the block of the 
conduit of the salivary organs prompted Irreversible 
parenchymal  harm,  ongoing sc int igraphic  & his 
topathological studies have shown that recuperation of 
secretory capability after stone evacuation is ensured in most 
cases shock wave lithotripsy, sialoendoscopy, interventional 
radiology, endoscopically video-helped trans-oral and 
cervical careful recovery of stones, and botulinum poison 

{23}treatment.

Shock – wave lithotripsy
Sialolithotripsy is a painless strategy for dividing salivary 
stones into more modest bits to incline toward their 
conceivable ushing out from the salivary conduit framework 
suddenly or later salivation prompted by citrus extract or other 
sialogogues. Taking advantage of the adjustment of 
impedance at the stone/water interface, lithotripsy prompts 
stone crack by creating a compressive wave that spreads 
through the calculus and a shock wave that pits it and initiates 
its cavitation. The shock waves might be created extra-
mortally utilizing piezoelectric 76 and electromagnetic 
methods or intra mortally utilizing electro-water driven, 

{24,25}pneumatic or on the other hand laser endoscopic gadgets.
Ÿ Extra-corporeal shock-wave lithotripsy.
Ÿ Intra-corporeal shock-wave lithotripsy.
Ÿ Endoscopically guided intra-corporeal laser lithotripsy.
Ÿ Endoscopically controlled intra-corporeal electro-

hydraulic lithotripsy.
Ÿ Endoscopically controlled intra-corporeal pneumatic 

lithotripsy.

CONCLUSION
History and clinical assessment have an important part in the 
diagnosis of obstructive sialolithiasis. Examinations are 
focused on to preclude intriguing causes other than 
sialolithiasis for obstructive sialadenitis. Moreover, they help 
in limiting and deciding the size and number of the 
sialolithiasis. Expected prognosis relies on size number also, 
area of sialolithiasis, term of hindrance and presence or 
absence of infection. Patients should be informed of 
respective expected recuperation & conceivable course of 
treatment in unfavorable results.
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