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A Giant Asymptomatic Submandibular Salivary Gland Calculus Reported At
Bahria University Dental Hospital.
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ABSTRACT:
Sialolithiasis is a common salivary gland disease which has highest predilection rate in submandibular followed by
parotid and sublingual glands. It results in mechanical obstruction of the salivary gland duct. The unique anatomy
of the submandibular gland duct facilitates the deposition of mineral salts and leads to the formation of stones. We
are presenting a unique case of submandibular calculus which was completely asymptomatic. On 2nd day after a
mandibular incisor tooth extraction, patient presented with some hard object in her mouth. The stone was removed
intraorally through the duct opening under local anaesthesia.
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INTRODUCTION:
Salivary gland calculus (stone) also known as Sialolith, is
the second most common salivary gland pathology which
accounts for 30% after mumps. The incidence rate varies
with respect to gender, but higher predilection is seen in
males as compared to females1. According to an estimate,
sialolithiasis affects 12 in 1000 among elderly individuals
and it is rarely seen in children2,3. The sialoliths in vast
majority of cases are frequently found in submandibular
glands that constitute 92% of overall cases. It is due to its
unique anatomic position and long tortuous duct with a
narrow orifice compared to the main portion of the duct4.
Along with these factors, alkaline nature of saliva which is
rich in mucin may also contribute to the formation of
salivary stones. On the other hand, the parotid and
sublingual salivary gland sialolith accounts for 6% and 2%
respectively.1,5,6,7 Salivary stones may vary in size ranging

from few millimetres to several centimetres. Giant salivary
stones are those calculi that are greater than the size of
15 mm and also are an extremely rare finding8,9,10.
The present case report describes a patient presenting
with unusual and long submandibular sialolith and
highlights the diagnostic and current treatment modalities.
CASE REPORT:
A 65 year old female presented to the Oral & Maxillofacial
Surgery (OMFS) department of Bahria University Dental
Hospital, Karachi with complaint of pain in lower incisor
tooth. Medical history was taken which revealed patient
was hypertensive and diabetic. Both systemic conditions
were in control level. Oral examination revealed that
tooth 31, 35, 16, 45, 46, 47 was already extracted due to
periodontal disease. However, tooth 41 was extracted a
day before because of tooth mobility. On the next day,
patient came up with the perception of a tooth portion
left, that was impinging on the dorsum of tongue. Again
thorough clinical examination was done which showed
palpable calculus was attached with the orifice of
submandibular duct behind the lingual aspect of extracted
41 tooth as shown in Figure 1. Furthermore, the patient
did not report of any pain during meal timings nor she
was aware about the calculus.
The periapical x-ray was taken but this radiographic view
was least helpful in determining the presence of remaining
calculi in the duct. Also, it had already been emerging
from the orifice of submandibular gland duct (Figure 2).
Consent was taken from the patient for the removal of
calculi. After taking consent, local anaesthesia (Lidocaine
2%, 1: 100,000) was administered in the area at the floor
of mouth. A stay suture was passed in the distal portion
of the duct and a horizontal incision was given on the
dorsal surface of the duct, along the long axis of the duct,
in the floor of mouth. The calculus was removed from the
orifice which was later measured with the help of mea-
suring scale. It was 25 mm in length (2.5 cm) as demon-
strated in Fig: 4 and 5. No bleeding was encountered. Stay
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Figure 1: Submandibular calculi in the duct Figure 2: Calculi removed from the orifice

Figure 3: Measurement of calculi

suture was removed and the sub-mandibular gland was
milked to observe unobstructed salivary flow. The patient
was instructed to maintain oral hygiene. Analgesics were
prescribed and follow-up was advised.

DISCUSSION:
Sialolithiasis is a pathological condition of salivary gland
which is more frequent in males as compared to females24.
Literature has shown the peak incidence between the
age of 3rd to 6th decade of life. Salivary stones are rare
occurrence in children25. The exact etiology is unknown
and various theories have been proposed to understand
the mechanism behind sialothiasis11. The first theory
states that the presence of excreted intracellular micro-
calculi becomes a nidus for calcification. The repeated
calcification leads to the formation of stone12,13. The second
theory holds that, the retrograde migration of microbes,
food debris and other substances from the oral cavity
into the duct of the salivary glands is the main cause for
calculi production14. The calculi are made up of a mixture
of different calcium phosphates (mainly hydroxy-apatite
and carbonate-apatite) together with an organic matrix,
mucin bacteria and desquamated epithelial cells. Once a

small amount of calculi is formed, it allows lamellar crys-
tallizations to occur due to precipitation of calcium salts.
With passage of time it gradually increases in size. A
small size sialolith can expel in mouth due to salivary
secretions. Thorough history and clinical examination
plays vital role in the diagnosis of submandibular sialolith-
iasis. Other signs and symptoms like pain and swelling,
increases particularly during meal timings. Complete
obstruction due to sialolith causes constant pain and
swelling; pus may be seen draining from the duct and
signs of systemic infection may be present2,5,16,17,18,19.
Other methods which can be used is bimanual palpation
of the floor of the mouth in a posterior to anterior direc-
tion, that reveals a palpable stone in a large number of
cases of submandibular calculi formation6. Other imaging
technique, also useful for the diagnosis of sialolithiasis
is occlusal radiograph that reveals radiopaque stones20.
Sialography is effective in patients showing signs of
sialadenitis related to radiolucent stones or deep subman-
dibular/parotid stones. The clinician should keep in mind
that sialography is contraindicated in those patients who
have acute infection or insignificant patient contrast
allergy6, 9 .
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The treatment modalities of sialolith vary from patient
to patient depending upon the involved gland, size and
location of the stone. Generally, conservative techniques
are advised for small sialoliths, while the surgical removal
is indicated for giant calculus21, 22, 23. Ultrasonography
should be considered first choice examination in diagnosis
of salivary calculi. Sialo-magnetic resonance imaging is
a recent, non-invasive diagnostic procedure for the accu-
rate anatomical position of gland and its duct26.
CONCLUSION:
Salivary gland calculus with enormous size in our case
report is rarely found in individuals. It was asymptomatic
in our case. Surgical procedure has been used to restore
salivary flow from the duct to make the patient
comfortable. Investigation was done in order to avoid
misdiagnosis. The patient should be educated to stay
hydrated as well as maintain oral hygiene to avoid the
recurrence.
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