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Kamenci u izvodnim kanalima Zlijezda slinovnica c¢ine vjerojatno jed-

nu od najéescih bolesti Zlijezda slinovnica osoba srednje Zivotne dobi.
Simptomatologija je jasna i prepoznatljiva, a dijagnosticki postupci jed-

nostavni i lako izvodljivi.

Autori prikazuju sluc¢aj gigantiformnog sijalolita izvodnoga kanala
desne submandibularne Zlijezde slinovnice s anamnezom od 6 godina.
Slucaj je zanimljiv iz dvaju razloga. Jedan je Sestogodisnje razdob-
lje do definitivne dijagnoze uz sudjelovanje stomatologa i specijalista
otorinolariongologa u prethodnome ljecenju. Drugi je razmjerno do-
bar nalaz submandibularne Zlijezde s obzirom na visegodisnje vises-

truke zastoje i recidivirajuce upale.

Uvod

Kamenci u izvodnim kanalima zlijezda slinovni-
ca, ili pak u samim Zlijezdama ¢ine vjerojatno jed-
nu od naj¢eséih bolesti slinovnica osoba srednje Zi-
votne dobi (1).

Vec zbog same ¢estoce bolesti bilo bi za oceki-
vati kako su klinicka slika i simptomatologija sija-
lolitijaze toliko jasne i prepoznatljive, da ne bi smje-
lo biti poteskoca dijagnosticirati ih i lijeciti, pogo-
tovo predstavnicima onih struka koje se bave dijag-
nostikom 1i lije¢enjem bolesti usne Supljine ili peri-
oralnih podrucja.

Jasan uzrok postanka kamenaca u slinovnicama
ili u njihovim kanalima nije poznat (2) iako o tome
postoji nekoliko teorija.

Jedna se temelji na zastoju u protoku sline kroz
izvodni kanal (3).

Druga kao uzrok taloZenja minerala drzi pove-
danu luznatost sline submandibularne Zlijezde, kad
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se ona usporeduje s parotidom, pa otuda i veca Ce-
sto¢a kamenaca u izvodnim kanalima submandibu-
larnih Zlijezda (4).

Postoji i teorija da su kamenci uzrokovani trau-
mom posebice kod malih Zlijezda slinovnica ili mor-
foloskim osebinama izvodnih kanala, §to je speci-
ficno za submandibularne slinovnice.

Sigurno je da vrlo vaznu ulogu ima i sastav sli-
ne, koja je mukozna i viskoznija u submandibular-
nim, a serozna u parotidnim Zlijezdama.

Bez obzira na etioloske ¢imbenike minerali se
odlazu oko sredi$njeg organskog gnijezda koje Ci-
ne odljustene epitelne stanice, bakterije, strana tije-
la i sluz (5). Anorganski dio tvore kalcijev fosfat i
kalcijev karbonat.

Muskarci obolijevaju dva puta ¢eSce od Zena. Ba-
gatin i suradnici (6) navode da se u 80% slucajeva
kamenci nalaze u izvodnim kanalima submandibu-
larne Zlijezde, 19% u kanalima parotide, a tek 1%
u sublingvalnoj Zlijezdi ili u malim slinovnicama.
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Rauch (7) je u ras¢lambi 1200 sluéajeva nasao 80%
kamenaca u submandibularnoj Zlijezdi, oko 10% u
parotidi, a 7% u sublingvalnoj slinovnici. Sli¢ne po-
datke iznose i drugi suvremeni autori, primjerice La-
skaris (8), van der Waal i van der Kwast (9). Ka-
mence malih Zlijezda Rauch (7) smatra uobicaje-
nima, ali kako su asimptomatski to se tek slucajno
nalaze. Vecu seriju kamenaca u malim slinovnica-
ma opisali su Aneroth i Hansen 1983. (10).

Postoji takoder i opis multiplih kamenaca u ma-
lim slinovnicama od Hurlen i Stromme Koppanaga
1972. (11).

Veli¢ina kamenaca varira od nekoliko milimetara
do nekoliko centimetara u promjeru, pa su tako opi-
sani 1 gigantiformni oblici (12). U klini¢koj slici naj-
¢esce se nalazi bolno zadebljanje slinovnice koje na-
staje za vrijeme uZivanja hrane ili pica i neposred-
no nakon toga. Ovisno o poloZaju kamenca i o stup-
nju opstrukcije izvodnoga kanala bit ¢e izraZena i
simptomatologija. U slu¢aju potpunog zacepljenja
oteklina je izrazito bolna i ne smanjuje se, a u slu-
¢aju infekcije sadrzaja sline pojavit ¢e se i simpto-
mi upale slinovnice. Upala ¢e u pocetku biti sero-
zna a zatim gnojna, pa c¢e se na pritisak Zlijezde iz
izvodnoga kanala dobiti zamucen ili gnojan iscje-
dak.

Unato¢ jednostavnoj dijagnostici Langlais i su-
radnici (13) navode podatke da je za dijagnostiku
kamenaca u parotidi potrebno 1-2 mjeseca od na-
stanka prvih simptoma bolesti, a za submandibular-
nu Zlijezdu postupak traje priblizno do jednu i pol
godinu.

Isti autori navode da je u diferencijalnoj dijag-
nostici potrebno voditi ra¢una o sijaloadenitisima
druge etiologije, kalcificiranim limfnim ¢vorovima,
stranim tijelima, flebolitima, kalcifikacijama facijal-
ne arterije, kalcificiranim oZiljcima, osificiraju¢em
miozitisu ili rogovima hioidne kosti (13).

Geist i sur. opisali su godine 1998.(14) slucaj po-
sttraumatskog osificirajuceg miositisa u podrucju
masetera, koji je uzrokovao nemogucnost otvaranja
usta, a na ortopantomogramskoj se je snimci poka-
zao kao neostro ograni¢ena sjena u podrucju izme-
du ugla donje ¢eljusti i luka zigomati¢ne kosti. Sli¢-
ne primjere opisali su i drugi autori, kao Christmas
i Ferguson 1982. (15) i Hellinger 1965. (16).

Nasa je opaska da u diferencijalnoj dijagnostici
treba razlikovati i kalcifikacije stilohioidnog ili sti-
lomandibularnog ligamenta (17), a kod malih Zlije-

zda slinovnica koje se nalaze u usnicama i obraznoj
sluznici treba misliti i o takozvanim metastatskim
kalcifikacijama uzrokovanim hiperkalcemijom u bo-
lesnika s hiperparatireoidizmom (18,19,20,21,). Di-
ferencijalno dijagnosticki zanimljiv slucaj kamenca
u submandibularnome kanalu koji se stvorio na stra-
nome tijelu u kanalu i prouzrocio vanjsku fistulu
vrata, a opisan je godine 1983. - KneZevi¢ (22).

Dijagnostika sijalolitijaze je jednostavna i sastoji
se u palpaciji slinovnice i izvodnoga kanala. U naj-
vecem broju slu¢ajeva u kanalu se pod prstom osjeti
ograni¢ena tvrda tvorba. Postrani¢ne snimke celju-
sti, ortopantomogramska snimka ili zagrizne snim-
ke dna usne Supljine u najvecem ce broju slucajeva
rijesiti dvojbu. Ultrazvucna pretraga slinovnice dat
¢e dovoljno informacija stru¢njaku koji se bavi tom
vrstom dijagnostike. No kirurzima je nalaz ultrazvu-
ka manje jasan, jer ne daje jasne topografske infor-
macije, a postoje i mjesta slinovnica, koja zbog to-
ga §to su pokrivena s kosti ne daju dobar odjek pa
ih nije moguce prikazati (23).

Lijecenje sijalolitijaze je kirursko. To znaci da
sve kamence koji postoje u izvodnim kanalima tre-
ba odstraniti, kako bi se omogucilo normalno istje-
canje sline. ViSebrojne kamence u slinovnicama koji
su uzrokom fibrozacije Zlijezde, treba odstraniti za-
jedno sa Zlijezdom. Velike kamence u Zlijezdi tako-
der treba odstraniti skupa sa Zlijezdom. Kamence
koji su viSe godina uzrokovali zastoj ili upale u sli-
novnici treba odstraniti, ali treba razmotriti i potre-
bu da se odstrani i slinovnica, §to ovisi o stupnju nje-
zina ostecenja. Cawson i suradnici (4) navode da ¢ak
i razmjerno veliki kamenci ne moraju potpuno za-
tvoriti izvodni kanal, pa Zlijezdu ne treba odstrani-
ti. U brojnim sluc¢ajevima kamenaca u kanalu sub-
mandibularne slinovnice postavlja se problem stva-
ranja novog izlazista kanala (23), pri ¢emu se obic-
no marsupijalizira stijenka kanala sa sluznicom dna
usne Supljine.

Prikaz slucaja

Muskarac u dobi od 68 godina, dobra zdravlja,
u zadnjih je Sest godina nekoliko puta oticao ispod
donje celjusti i oko nje, oteZano je gutao i imao op-
¢e simptome upale, visoku temperaturu i umor, te
crvenilo na vratu. Simptomatologija se ponavljala
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Slika 1. Sjena kamenca na ortopantomogramskoj snimci
Figure 1. Shadow of the stone on the orthopantomogram

Slika 2. Sjena kamenca na zagriznoj snimci donje Celjusti

Figure 2. Shadow of the stone on the inferior-superior projec-
tion of the lower jaw

svakih nekoliko mjeseci. Stomatolog ga je 5 godi-
na lijecio s antibioticima, hladnim oblozima i ispi-
ranjem usne Supljine. Prosle je godine zbog jace
izraZene klinicke slike hospitaliziran na ORL odje-
Iu jedne bolnice, gdje je pod dijagnozom flegmone
vrata 20 dana lijecen penicilinskim antibioticima.
Pacijent navodi da je pri svakoj pojavi simptoma
osjecao kako mu se u usta cijedi kiselkasti sadrzaj
koji je ponekad bio sukrvav ili gnojan.

Otpusten je kudéi kao izlijecen, no simptomi su
se ponovili nakon 2 mjeseca. Tada dolazi s difuzno

Slika 3. CT vodoravan rez u visini korpusa donje celjusti
Figure 3. CT horizontal cut at the height of the lower jaw cor-

pus

Slika 4. CT vodoravan rez ispod donjega ruba donje celjusti.
Sjena kamenca se jo§ uvijek vidi. Submandibularne
Zlijezde obostrano ne razlikuju se u strukturi.

Figure 4. CT horizontal cut below the lower edge of the lower
Jjaw. Shadow of the stone can still be seen. The sub-
mandibular glands on both sides do not differ in
structure

ote¢enim vratom submandibularno. Zbog adipozne
grade tesko je bilo procijeniti prave dimenzije ote-
kline. Palpacijom se intraoralno naslo izrazito bol-
no podrucje izvodnoga kanala desne submandibu-
larne Zlijezde.

Ortopantomogramska i zagrizna snimka razjasni-
le su narav bolesti i pokazale neuobicajeno velik ka-
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stupka dijagnostike dvaju stru¢njaka koji se bave li-
jecenjem bolesti usne Supljine, a prikazuje se kako
bi se upozorilo na problem sijalolitijaze te kako se
sli¢ni propusti u dijagnostici ne bi ponavljali.
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Stones in the excretory duct of the salivary glands are probably one

of the most frequent diseases of the salivary glands in middle-aged per-
sons. Symptomatology is clear and recognisable, and diagnostic pro-

PROFESSIONAL PAPER
Received: June 15, 1998

cedures simple and easily performed. The authors present the case of

a gigantic formed sialolith of the excretory duct of the right submandi-
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bular salivary gland, with a history of six years. The case is interesting

for the following two reasons, 1. the six-year period up to the final di-
agnosis, with the participation of a dentist and an ENT specialist in
the earlier treatment, and, 2. the relatively good finding of the subman-
dibular gland, considering the complex obstruction and recurring in-

flammations, which had lasted for several years.

Introduction

Stones in the excretory ducts of the salivary glan-
ds, or in the glands themselves, is probably one of
the most frequent diseases of the salivary glands in
middle-aged persons (1).

Because of the frequency of the disease one wo-
uld expect the clinical status and symptomatology
of sialolithiasis to be extremely clear and recogni-
sable, presenting no difficulty in diagnostics and tre-
atment, particularly to representatives of professions
engaged in the diagnostics and treatment of disea-
ses of the oral cavity or perioral area.

The reason for the occurrence of stones in the sa-
livary glands or their ducts is not known (2), altho-
ugh several theories exist in this connection. One
such theory is based on obstruction of the flow of
saliva through the excretory duct (3).

Another theory on the depositing of minerals is
based on increased alkalinity of the saliva of the sub-

Prof. Goran Knezevi¢
Clinical Department of Oral
Surgery

General Hospital Dubrava
Avenija Gojka Suska 6
10000 Zagreb

mandibular gland, when compared to the parotid
gland, and consequently the greater frequency of sto-
nes in the excretory ducts of the submandibular glan-
ds (4).

There is also a theory that the stones are caused
by trauma, particular of the minor salivary glands
or due to the morphological characteristics of the ex-
cretory ducts, which is specific in the case of the
submandibular salivary glands. Without doubt a very
important role is played by the composition of the
saliva, which is mucinous and more viscous in the
submandibular glands, and serous in the parotid
glands.

Regardless of the etiologic factors the minerals
are deposited around the central organic nest which
comprises detached epithelial cells, bacteria, fore-
ign bodies and mucous (5). The anorganic part for-
ms calcium phosphate and calcium carbonate.

Men have the disease twice as often as women.
Bagatin et al. (6) found stones in the excretory duc-
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ts of the submandibular gland in 80% of cases and
in the ducts of the parotid gland in 19%, and only
1% in the sublingual gland or in the minor salivary
glands. In an analysis of 1200 cases, Rauch (7) fo-
und 80% of stones in the submandibular gland, ap-
proximately 10% in the parotid gland and 7% in the
sublingual salivary gland. Similar data have been re-
ported by other contemporary authors; Laskaris (8),
van der Waal and van der Kwast (9). Rauch (7) con-
siders stones in the small glands to be normal. Ho-
wever, as they are asymptomatic they are usually fo-
und by chance. In 1983 Aneroth and Hansen (10)
described a series of stones in the minor salivary
glands. In 1972 Hurlen and Stromme Koppang (11)
also reported finding multiple stones in the minor
salivary glands.

The majority of stones vary in size from several
millimetres to several centimetres in diameter, des-
cribed as gigantic forms (12). In the clinical status
painful swelling of the salivary glands are most of-
ten found, which occurs during and immediately af-
ter eating or drinking. Symptomatology depends on
the position of the stones and degree of obstruction
of the excretory duct canal. In the case of total ob-
struction the swelling is extremely painful and do-
es not become smaller, and in the case of infection
of the saliva content there are symptoms of infla-
med salivary glands. Initially serous, the inflamma-
tion becomes suppurative, and pressure on the gland
produces a cloudy or suppurative discharge from the
excretory duct. In spite of simple diagnostics Lan-
glais et al. (13) presented data indicating that for di-
agnosis of stones in the parotid gland 1-2 months
are necessary from the appearance of the first sy-
mptoms of disease, and for stones in the submandi-
bular gland the procedure lasts for almost one and
a half years.

The same authors state that in differential diag-
nostics it is necessary to take into account sialade-
nitis of other aetiology, calcified lymph nodes, fo-
reign bodies, phleboliths, calcification of facial ar-
teries, calcified scars, ossifying myositis or horns of
the hyoid bone (13). In 1998 Geist et al. (14) des-
cribed a case of posttraumatic ossifying myositis in
the area of the masseter, which made it impossible
to open the mouth. The orthopantomogram showed
a poorly circumscribed shadow in the area between
the corner of the lower jaw and the arch of the zy-
gomatic bone. Similar examples were described by

other authors such as Christmas and Ferguson, 1982
(15) and Hellinger, 1965 (16).

We observed that in differential diagnostics it is
necessary to differentiate calcification of the styloh-
yoid or stylomandibular ligament (17), and so-cal-
led metastatic calcifications should also be conside-
red in the minor salivary glands, situated in the lips
and cheek mucosa, which are caused by hyper cal-
cemia in patients with hyperparathyroidism (18,19,
20,21). In 1983 Knezevic (22) described a differen-
tially diagnostically interesting case of a stone in the
submandibular duct, which had formed on a fore-
ign body in the duct and caused an external sinus
on the neck.

The diagnostics of sialolithiasis are uncomplica-
ted and consist of palpation of the salivary glands
and excretory dust. In the majority of cases a cir-
cumscribed, hard substance can be felt in the duct.
A lateral X-ray of the jaws, orthopantomogram or
X-ray of the base of the oral cavity, will solve the
dilemma in most cases. Ultrasound examination of
the salivary glands provides sufficient information
for the expert, engaged in such diagnostics. Howe-
ver, the ultrasound finding is less clear to surgeons,
as it does not give topographic information, and the
place of the salivary glands do not give a good ec-
ho because they are covered with bone and are thus
impossible to show (23).

Treatment of sialolithiasis is surgical. This me-
ans that all stones in the excretory ducts should be
removed in order to enable normal flow of saliva.
Multiple stones in the salivary glands, which have
lead to fibrosis of the glands, should be removed to-
gether with the gland. Large stones in the gland sho-
uld also be removed together with the gland. Sto-
nes which have caused obstruction or inflammation
of the salivary glands should also be removed and
the need to remove the salivary glands should also
be considered, depending on the degree of damage.
Cawson et al. (4) state that even relatively large sto-
nes do not necessarily completely block the excre-
tory duct, and therefore the gland does not need to
be removed. In many cases the stones in the duct
of the submandibular salivary gland present the pro-
blem of creating a new excretory duct (23). During
surgical procedure the canal wall is usually marsu-
pialized with the mucosa at the base of the oral ca-
vity.
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