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MEPIAHWH: H oiahoNBiaon amoteAel tnv ouxvdtepn ka-
AoriBn raboloyia Twv oiehoydvwv adévwv. H Turikr xei-
POUPYIKY] QVTIETWTTION AMOTEAEl TV eKtopr] Tou Td-
oxovtog adéva, dtav n olahohiBiaon emmAéketal pe
@Aeypovr). Ta Teheutala €, evaMaktikr Texvikr otnv
QVTIJETWOTTION AOo@EAKTIKWOV TTABACEWY TwV OlEAOYOVWY
adévwv amotelel n olalevdookdmmorn, oTou Péow Tou
ekpopnTikou Mépou Tou adéva yiveral n amartoUyevn
mapéppaon. H aiahevdookdémmon duwg, mapd g duva-
TOTNTEG TTIOU TIPOOQEPEI, €XEl €va TTOCOOTS ATTOTUXIWY
Kal ETITTAOKWY TTOU artartolv TV HETETENTA XEIPOUPYIKT
QVTIPETWTIION TV TIEPIOTATIKWY QUTWV. 2TO TTapdv dp-
Bpo mapouacidlovtal dUo TMepIoTATKE, TTOU PETd amd
QVETTITUXEIG OIaAeVOOOKOTIATEIG QVTINETWTIIOTNKAY Xel-
poupyikd otnv KAivikr tg Ztopatikrg kal ['vaBormpoow-
mkAg Xeipoupyikig tou AlE.

AEZEIX KAEIAIA: oiahevdookdmmor), maBoloyia olehoyd-
VWV abEvVwy, ETTITTAOKEG, XEIDOUPYIKY QVTILETWITION.

SUMMARY: Salivary gland stones are the most common
benign pathology of the major salivary glands. Typical sur-
gical management of this condition, is the excision of the
affected gland, especially when it is complicated with in-
fection. A new approach to obstructive sialedenitis is sial-
endoscopy, the endoscopic technique where the ap-
proach is done via the salivary duct. Sialendoscopy, de-
spite its mere advantages, has a certain percentage of
complications and failures, which then require a surgical
intervention. The aim of this paper is to present two
cases of unsuccessful sialendoscopies, which were surgi-
cally treated in the Department of Oral and Maxillofacial
Surgery of Aristotle University of Thessaloniki.

KEY WORDS: sialendoscopy, salivary gland pathology,
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[MapeAriopdn: 8/3/2020 - ‘Eywe bextri: 9/4/12020

Tdépog 20, No 3,2019/Vol 20, No 3, 2019

Paperreceived: 8/3/2020 - Accepted: 9/4/2020



120

EIZAIQrH

O1 ciahohiBidoeig amoteholv to 50% tng maBoloyiag
TV PeIfdvav olehoyovav adévwy, pe emfmmwon 1,2%
otov mAnBuopd (Koped kai ouv. 2013). Or aiahdAiBol
peyaiwvouv Tepimmou | xihlootd avd €tog, omdte eival
oNPavtiky N €ykaipn avudetwmor) Toug poNG diayvw-
06ouv (Cox kat ouv. 2018). H péon didpetpog twv ola-
MoABwv tng mapwtidag tn ouypr didyvwong eivar 3,2
XINOOTd, eve Tou umoyvabiou adéva 4,9 xiNootd. 2u-
xvotepa (80-90%) n aiahohiBiacn agopd tov umoyvd-
610 adéva kar omavidtepa tnv mapwtida (5-10%) kai
Tov urtoyAwooio adéva (<19%), katavopr] mou amodide-
Tal ot SlaQopETikr) oUoTaon Tou TapayOHeEVOU 0dAIoU
(Kondo kar ouv. 2018). 2uvinpntikd Yéoa avuuetw-
oNG TwV SUpPMwPdtwy g andepagng amd ciehdAifo
armoteholv N evuddtwarn, n Xprion QUOIKOV olaAayw-
Y@V, Ol PappakeuTiKol dieyépteg al€nong tng porig Tou
ofehou karl ta avuPiotikd yia KAAuyn JIKpoRIakwy -
TIAOK@V.

H Sigpelvnon twv amo@paktiky mabroswy Twv ole-
Aoydvwy adévwv Umopel kai yivetal TTAéov [e T Xprion
NUIEUKapwY evdoakotiwy, Je Tn PéBodo tng olalev-
dookdrnong. H ouvtpirtike mheioyneia twv madioewy
TwV olehoyOvwv adévwy Tou diepeuvdtal pe olarevdo-
okdrnon oxetiCetal ye alahohiBiaon, evey omavidtepa
XpnolgoToleftal oe otevioelg, Buopata PAéwwng, ava-
TOWIKEG avwpaNieg kal dnpioupyia ourndoug 1otou. H
0laAevbooKATINGN TIEPIYPAPNKE YIa TTPWTN Popd OTn
BiBANoypagia wg Siayvwotiki-Bepameutikr Siadikacia
1o 1990 Kar ol oNPAvTIKES TEXVIKEG PEATIVOEIC TTOU €YI-
vav PEXPI OrpeEQEa TTapEXoUV KaNiTepeg duvatdtnteg
Bepameutikic mapépPaong e eAdxiota emepBatik xel-
poupyikr. Qotdoo, UdpxouV Kal TEPITIWOoEIG aobe-
VOV TToU 1 olaAevdookdTnon ouvodeletar anod emmAo-
KEG 1| kal amotuxieq. Npdogatn mpoorTtiky peAétn 140
TIEPMTIWOEWY avagépel anotuxia Beparmeiag oto 15%
Twv aoBevwv kal emmAokéc oto 18% twv aoBevawv
(Jokela kai ouv. 2018).

H olyxpovn BiBhioypaepia, Adyw EMePng emapkoug tek-
pnpiwong, Sev éxer akéua amogavlel yia to av n oic-
AevbooKdTNon, o€ ouVdUAoHO HE ETIKOUPIKT XEIPOUP-
YIKr) QVTIJETWTTION, UTTEPTEPES OUYKPITIKG Pe TNV armeuBei-
ag avoIxTr) Xelpoupyikf TPOCTIEAACN TwV CIEAOYOVWV
adévawv. Or uréppaxol g ouvduaopévng peBddou uro-
otnpiCouv étu Mpoogépetal n duvatdtnta eviomopou
TTOManm\@v dikpwv ABwy, otevioewy alMd kai duvatd-
TNta tornobEtnong stent, eva dev eival oapég av ta idia
TIAOVEKTANATA UMdpXouv Og HOVAPEIG UpeyEDeIC Af-
Boug (Fabie kar ouv. 2019).

O okomdg NG mapouoag epyaciag eival n mapouaciaon
2 TIEPITTIOOEWY, TTOU N OIAAEVOOOKATINGN ATETUXE QUTO-
TEAWDG va avupetwioel v umokeievn maBoloyia twv
olehoyovwv adévwv kal amartronke ouvouacpévn Xel-

POUPYIKI TIPOCEYYION.

Tdtong A. kai ouv./Tatsis D. et al.

INTRODUCTION

Sialolithiasis accounts for 50% of diseases of the major
salivary glands with a reported prevalence of 1.2% in the
general population (Kope¢ et al. 2013). Sialoliths grow
at an estimated rate of | mm per year, and therefore it
is critical to manage them in a timely manner, as soon as
they are diagnosed (Cox et al. 2018). Upon their diag-
nosis, the average diameter of a sialolith is 3.2 mm in the
parotid gland and 4.9 mm in the submandibular gland.
Sialolithiasis mainly affects the submandibular gland (80—
90%), followed by the parotid gland (5-10%), and the
sublingual gland (<19%), which has been attributed to the
different compositions of the secreted saliva (Kondo et
al. 2018). Conservative methods of managing the symp-
toms of sialolith-induced obstructions include hydration,
the use of natural sialogogues, pharmaceutical means of
increasing the production of saliva, and antibiotics to treat
any microbial complications.

The investigation of salivary gland obstructive diseases
can nowadays be done with the use of semiflexible en-
doscopes, a method known as sialendoscopy. The vast
majority of salivary gland diseases that are investigated
by means of sialendoscopy involve sialolithiasis. Less fre-
quently, it is also used in cases of stenoses, mucus plugs,
anatomical anomalies and scar tissue formation. Sialen-
doscopy was first described as a diagnostic-therapeutic
procedure in literature in 1990. The major technical im-
provements that followed have resulted in better treat-
ment capabilities using minimally invasive surgery. How-
ever, there are also cases of patients who suffer sialen-
doscopy-related complications or even failures. A recent
prospective study of 140 cases reports treatment failure
in 15% of patients and complications in 18% of patients
(Jokela et al. 2018).

Due to the lack of sufficient documentation, contempo-
rary literature has not concluded yet whether sialen-
doscopy in combination with adjuvant surgery yields su-
perior results compared to an immediate open surgical
approach to the salivary glands. The advocates of the
combined method maintain that it allows for the identi-
fication of multiple small stones and stenoses, as well as
the placement of stents, however it is not clear if these
benefits also apply to large solitary stones (Fabie et al.
2019).

This study aims to present 2 cases, in which sialen-
doscopy on its own failed to treat the underlying condi-
tion of the salivary glands, and a combined surgical ap-
proach was needed.

Apxeia EMnvikrg Ztopatikrig & NvaBompoowrikrig Xeipoupyikrig/
Hellenic Archives of Oral and Maxillofacial Surgery
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Eic. I AGovikr| topoypagia mou armeikoviCel aktivookiepd AiBo, atnv mopeia tou expopntikol Tdpou Tou apiotepol unoyvadiou claloydvou

adéva, diaotdoewv |0x7mm. a) Ztepaviaia topr|, B) Agovikr toun.

Fig. I: CT scan showing a radiopaque stone along the course of the excretory duct of the left submandibular gland, measuring 10x7 mm.

a) Coronal section, b) Axial section.

MAPOYZXIAZH MEPINTQXEQN

Mpwtn Nepimwon

Appnv 33 1wy, mapanéuednke otnv KAvike tg Ztopa-
TKAG Kkal ['vaBompoowikrg Xeipoupyikrg Tou TNO «I.
[MamavikoAdouy and v Odovuiatpikr] 2xoh A0, pe-
Td and moManid emeioddia clahadevitidag Adyw olaho-
NBiaong unoyvabiou adéva apiotepd Kkai 2 mpoomdBeieg
evbooKkotikrg apaipeong Aibwv and QPA 1atpd. KAvikg,
otnv YnAdenon diamotwbnke okAnpia kar euaiobnoia
otV Tiepioxr] Tou adéva kai Katd PrKog Tou EKPopnT-
koU Tou Tdpou, MOavev AOyw xpdviag @Aeypovig Kal
avdmmuéng petemepPatkig ouNrc. Metd and dievépyeia
a&ovikig Topoypaeiag, aneikoviobnke Katd v mopeia
TOU ek@opNnTKoU TTOPOU Tou aplotepol umoyvabiou
adéva olahdhBog diaotdoewy 10x7/mm (Ei. [A, 1B). O
aplotepdq umoyvdbiog adévag epgadviCe ehdttwon dia-
OTAoEWV OUYKPITIKA e Tov uroyvdBio adéva degid. O
aoBevric 0dnyriBnKe OTo XEIPOUPYEIO KAl TTPAYHATOTIO!N-
rBnke Tutikr extopr| unoyvabiou adéva apiotepd, Pe ou-
ve€aipeon tou AiBou. H iotomaboloyikr| eE€taon tou ma-
PACKeUAoHATog amokdAUPe aAOINCEIC XpAvIag olaia-
deviudac.

Aeltepn mepimwon

Appnv 62 etwv, mpoorABe ota EEwtepikd latpeia 2to-
paukrig kar N'vaBorpoowikig Xeipoupyikrg tou TNO
«I". MamavikoAdouy, Petd and 3 avapepOUEVES TIPOOTTG-
Beiec olahevdookdTnong T Mapwtidag degid amd QPA
1atpd. O aoBevriq avépepe oupmwuatoloyia amd 4un-
vou e emavarapfBavopeva eneioddia oidruatog g ma-
pwtidag Se&id.

O aoBevrig mpookdpioe utiepnxoypdenua MapwtdIKAg
Teploxnc 6e€id, pe eupripata ofeiag eAeypovrg oe £5a-

Tdépog 20, No 3,2019/Vol 20, No 3, 2019

REPORT OF CASES

First case

A 33-year-old male was referred to the Department of
Oral and Maxillofacial Surgery at the “G. Papanikolaou”
General Hospital of Thessaloniki from the Dental School
of the Aristotle University of Thessaloniki, after he had
suffered multiple episodes of sialadenitis caused by
sialolithiasis in the submandibular gland on the left and 2
attempts of endoscopic stone removal by an ENT sur-
geon. Clinically, upon palpation, hardness and sensitivity
were identified in the area of the gland and along its ex-
cretory duct, possibly due to chronic inflammation and
postoperative scar formation. On the CT scan that was
performed, a large sialolith was identified along the
course of the left submandibular gland excretory duct,
measuring 10x7 mm (Fig. IA, IB). The left submandibu-
lar gland had reduced dimensions compared to right one.
The patient underwent surgery, during which a standard
submandibular gland resection was performed on the
left, with co-removal of the stone. The histopathological
examination of the removed specimen revealed chronic
sialadenitis lesions.

Second case

A 62-year-old male presented at the Outpatient Clinic
of Oral and Maxillofacial Surgery Department of the “G.
Papanikolaou» General Hospital of Thessaloniki after 3
reported attempts of parotid sialendoscopy on the right,
conducted by an ENT surgeon. The patient reported
that symptoms had begun 4 months earlier, with re-
peated episodes of parotid oedema on the right.

The patient provided an ultrasound of the right parotid
area, which revealed acute inflammation against a chronic
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Eix. 3: Tpiodidotatn avaoivBeon g payvnukrig Topoypagiag —
aneikoviCetal pe Pérog o Siatetapévog mépog tou Stensen Segid.
Fig. 3: 3D reconstruction of the MRI scan - the arrow is pointing out
the dilated Stensen’s duct on the right.

Eik. 2: Mayvnur| topoypagia (T2 akohoubia, agovikr| topr}), mou avadeikviel Sidykwon Tou emmoAig AoPou (kdkkivo BENOG), [e aTpo@Iky amel-
KOVIoN Tou ev Tw BdBel AoPou tng mapwtidag 6e§id oe olyKpion pe TV apiotepr] Mapwtida, kabwg emiong kai didtacn Tou ekpoPNTIKOU TTOPOU

G Sefidg mapwtidag (kitpiva BEAN).

Fig. 2: MRl scan (T2 sequence, axial section), revealing a swelling of the superficial lobe (red arrow), with an atrophic image of the deep lobe of
the parotid gland on the right in comparison to the left parotid gland, and dilation of the excretory duct of the right parotid gland (yellow ar-

rows).

@OG xpoviag, Sidtaon Tou MOPOU TN TIAPWTIdAg Kai Ta-
pouoia aviidpaoTiKwV Aeppadévwy. H payvntikr topo-
ypaepia mou mpaypatoroinonke, avédeige didykwon Tou
emmoAig AoPou pe atpo@ikr} ameikdvion Tou ev Tw PdBel
AoBou g mapwtidag Se&id kar didtaon Tou ekpopn-
KoU Tépou NG mapwtidag (Eik. 2-3).

H apxikr avupetdmon tou aobevolq fTav ouvtnenkn
pe evbo@AEBRIa avuPiwon kal evuddtwan péxpl Ty midpo-
80 g o&eiag dong NG eAeypovrG. Adyw Twv enava-
AapPavépevwy mipoomabeiwy kabetpiaopoy, fitav adu-
vato va akohouBnBel TupAdG kabetnplacpdg péoa anod
oUADSN Kal @Aeypovwdn 10td. Aev UTTpXe ekel avayvw-
pioIgog MGPOG Tou Stensen. SUVETIWG, £va Priva Petd Tipo-
YPAMUATIOTNKE YIa XEIPOUPYIKY) avTpetwrmon. Me yevikr
avaiobnoia, yetd and topr| katd Blair kar mapaokeur] Twv
I0TWV, QVayVWPEIOTNKE KAl TIAPACKeUdOTNKE O eKPOPNTIKAG
népog pexpl Tov PAevwoydvo e mapeids (Eik. 4-7) kai
kaBetnpidotnke pe kabetripa oNkdvNG TUTTOU KeVTPIKAG
QAEBIKAG YPappnG, Tou kabnAwbnke evbootopatikd pe
pdupa (Eik 8). Aev avayvwpiotnke mapoucia AlBou Siey-
XEIPNTIKA, EMPBERAIvVOVTAC Ta aKTiVOAOYIKA EUPHHATA Kal
Bérovag ouoiaotikd v didyvwon NG ePPEVOUCAG Old-
Aadevitdag. O kabetipag agaipébnke éva priva petd,
omdte diamotwbnke @UOIOAOYIKY Aeitoupyia Tou veodn-
HIoUPYNBEVTOG OToWioU Kal OUVOAIKE TNG TIApwTidAg.

background, dilation of the parotid duct and presence of
reactive lymph nodes. MRl revealed a swelling of the su-
perficial lobe with an atrophic image of the deep lobe of
the parotid gland on the right and dilation of the parotid
gland excretory duct (Figs. 2-3).

The initial patient management plan included a conser-
vative approach using intravenous antibiotics and hydra-
tion until the acute phase of the inflammation was over.
Due to the repeated catheterisation attempts, it was im-
possible to perform blind catheterisation through the
scarred and inflamed tissue. Stensen’s duct was not iden-
tifiable there. Therefore, a surgical intervention was
scheduled a month later. Under general anesthesia, using
Blair incision and tissue dissection, the excretory duct was
identified and dissected until the buccal mucosa (Figs. 4-
7), and catheterised using a silicone central venous line
catheter, which was immobilised intraorally using a suture
(Fig. 8). No stones were identified intraoperatively, which
confirmed the radiological findings and essentially estab-
lished a diagnosis of persistent sialadenitis. The catheter
was removed a month later, when it was found that the
newly-formed orifice and the parotid gland as a whole
functioned normally.

Apxeia EMnvikrg Ztopatikrig & NvaBompoowrikrig Xeipoupyikrig/
Hellenic Archives of Oral and Maxillofacial Surgery
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Eik. 4: Aieyxeipnukry didtaon mépou mapwtidag.
Fig. 4: Intraoperative dilation of the parotid duct.

Eix. 5: Aidraon tou mépou g mapwtidag, £wg TV Tapackeur] Tou
HPooTd and o yovu.

Fig. 5: Dilation of the parotid duct, up its dissection in front of the
geniculum.

Eix. 6: [Napakévtnon kar kabetnpiaopdg pmpootd arod to yovy, yia
aBfaotn mpooméAaon tou TMépou Tou Stensen.

Fig. 6: Puncture and catheterisation in front of the geniculum, in
order to enable easier access to Stensen’s duct.

2YZHTHZH

H texvikr] g olahevbookdong amotelel pia oxetkd
VEQ PEBOSO aVTIPETOMIONG U VEOTAQOPATIKWV VOOWY
TV PeIlOVRV OlEhoyOVWY adévwy.

H ameikdvion otig ano@Eaktikég mabnoeig Twv olehoyo-
vV adévwv YIVETal e UMEPNXOYPAPNHa KAl JE UTTOAO-
yIoTIKr] Topoypagia oe Aetrtég topég (Carta kar ouv.
2017). O unépnxog €xel To TIAEOVEKTNUA OTI PTopEl va
avadei€er akuvodiauyeic AiBoug, éupeoa, and v «nxo-
oKId» Trou autol Trapdyouv. Melovektel dpwe évavt g
UTTOAOYIOTIKAG TOHOYPA®iag otny ameikdvion NG apxi-
TEKTOVIKAG TV OlENOYOVWY adévwy, n oroia aAoIWveTal
otn olahadeviuda anogpaktikoy timou. Aibor kdtw twv
2 xINOOTWY, aMd kal dMeq TTaBoloyikég artieg, mwg
OTEVWOEIG TOU TTOPOU, 0UXVA Sev yIvovTal EUQAVEG oTiG
ameikovioelg kal téte N olahevdookdTNon amoteAel 1o
diayvwotikd epyaheio exhoynic. Kabwg dievepyeitar und
ouvexr] SIEKTTAUON PE PUOIoAOYIKO 0p0, ekTdg amd dia-
YWWOoTIKS €xel kal Bepameutikd xapaktripa yiati armopa-

Tdépog 20, No 3,2019/Vol 20, No 3, 2019

Eik. 7: Metd and v mapaxévinon, odhio o otdon.
Fig. 7: After puncture, stagnant saliva.

DISCUSSION

Sialendoscopy is a relatively new method of managing
non-neoplastic diseases of the major salivary glands.

In obstructive diseases of the salivary glands, imaging is
performed by means of ultrasound and thin-slice com-
puted tomography (Carta et al. 2017). The advantage of
the ultrasound is that it can indirectly highlight radiolucent
stones, due to the “echo shadow” that they produce.
However, compared to computed tomography, it lacks
in terms of being able to depict the architecture of sali-
vary glands, which is altered in obstructive sialadenitis.
Stones below 2 mm, as well as other pathological factors
such as duct stenosis, are not visible on scans, in which
case sialendoscopy becomes the diagnostic tool of
choice. As it is performed under continuous irrigation
with normal saline, sialendoscopy does not only have a
diagnostic but also a treatment aspect, as it flushes any
mucus plugs and dilates the gland’s excretory duct (Fabie
etal 2019).
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Tdtong A. kai ouv./Tatsis D. et al.

KoUvel PAevwndn ouykpiuata kai didteivel To ekpopnTikd
olotnpa tou adéva (Fabie kai ouv. 2019).

H Beitiwon tou oxetikol egomhiopol odriynoe oe Tmo
€161k} Bepameutik xprjon g alalevdookdmnong. H ¢i-
Aooogia miow amd tnv avdruén kar epappoyr] autiiq
NG TEXVIKAG, €ykertal otnv duvatdtnta diatrjpnong tou
OpPYAvoU Kal TNG AEITOUPYIKSTNTAG ToU HETd Ty apaipe-
on tou TiaboloyikoU artiou, k&t TTou dev eival QIKTO pe
TNV apadooiakr| apaipeon evog olehoydvou adéva pe
olahohBiaon. Euvoikol mpoyvwotikol Tapdyovieg emtu-
x{ag NG TeXVIKIG NG OIaAevOOOKATINONG amoTeAOUV Ol
pikoof AiBor (<5mm), n eyylc Tou otopiou Tou TTépou
evromon (<3cm) kai n epreipia tou emepPaivovtog. Me-
yaAUtepol AiBor éwg 7mm pmopouv va diaoriactouy Ka-
T4 TV evO0ooKATINON YIA TUNHATIKY apaipear| TOUG, eve
aképa Peyalltepol Ba amaitjoouy TNV ouvbuaopévn
XEIPOUPYIKT) QVIIETWION. TexvIKEG dIdomaong Twv Ai-
Bwv, omwe n eCwtepikr ABotpigia, fj n evdoauhikry Aibo-
Topia pe laser, kepdiCouv €6apog ta Teheutaia xpdvia
(Carta kai ouv. 2017.)

Mia mpdopatn ouotnuatiky avaokdmnon (Atienza kai
Lépez-Cedrin, 2015), avagépel Tooootd emtuxiag g
olahevdookdTong 76%, evw dtav autr] XpnolpoTTolEal
0g OUVOUACHO PE XEIPOUPYIKEG TEXVIKEG OUVONIKI ETTI-
tuxia 91%. ‘Onwg avagépetal otnv avaokdmnon auty,
1a anotehéopata autd divovtal pe m@uUAatn, epdoov
Ol APXIKEG HEAETEG TTOU OUUTTEPIEAPONOAV fTav KUpiwg
peAETeG Tapatripnong xwpig opdda eéyxou. H tehikn
XEIPOUPYIKY) AVTIUETWITION TIOU TIEQIAAHPBAVEI TNV EKTOWN
Tou TIAoxovIog olehoydvou adéva, apopd Tmocootd
4,6% twv olalevdookotioewy, oUpewva Pe TV Tpo-
avapepBeioa avaokdmman,.

H peteyxeipnuikr] xprion avuPIoTIKWOV Kal KOPTIKOOTEPO-
€100V OUOTAVETAI YIa PEIWON TWV HETEYXEIPNTIKWV ETTI-
TIAOK®WV PETA TNV olaAevoookdrmon (Numminen kar ouv.
2014). MiBavég emmAokEG NG olahevbookaTnong aro-
TehoUv: olahadevitida, epgpévov oidnpua, otévwon mépov,
mpoowpiv) uriaioBnaoia, Sidtpnon tou mdépou, cupPAPA
Tou mépou, andepa&n amd ta evdookotikd epyaheia,
pETEYXEIPNTIKA aioppayia/AofuwEn, Tpaupatikr BAevwo-
KrAN, texvikd mpoPAjuata. Eidikd n evdooKotikr Texvikh
yia TipoaTtéhaon tou uroyvabiou adéva éxel ouvOeDel
pe mBavdtnta mpoowpivig umaiobnoiag Tou yAwoaoikou
veupou og mooootd éwg 5,6% (Cox kai ouv. 2018,
Nahlieli, 2015). EmmAéov, n didtpnon tou mépou anote-
Aefl onpavtiky emmAokr, yiati pmopel va mpokaAéael €€o-
80 EMUONUCHEVWV OTOIXEIWV OTIG TIAPAKEIPEVEG SOEG,
He anoTéAeOHa AOIHWEEIG Kal aTTooTUATa Twy ev Tw Bd-
Bel 1I0TQV. 2 € TTEQITTTWOEIG ATTOTUXIAG 1] PEPIKAG ETTITUXIAG
TNG TEXVIKAG, N XEIPOUPYIKN aviipetwmon kabiotatal
avaykaia. H Piphoypacgpia avapéper tnv avdykn xeipoup-
YIKAG QVTIPETWTONG ASYw ETITAOKWV 1] VEWV EUPNHATWY,
o€ Toooatd éwg 24,5%. H avdykn extoprig tou oieho-
yovou adéva petd amnd olahevdooKaTNon, Kupaivetal oe
moo0otd €wg | 1% (Sommer kar ouv. 2012). H kapmiAn

Eix. 8: Meteyxeipnuikr] emBeBaiwon Aertoupyiag tou kabetrpa.
Fig. 8: Postoperative confirmation of the catheter's function.

The improvement of the equipment used resulted in
more specific treatment applications of sialendoscopy.
The idea behind the development and application of this
technique lies in the ability to preserve the organ and its
functionality after the removal of the pathologic factor,
which is not possible in the case of traditional removal
of a salivary gland with sialolithiasis. Prognostic factors
that have a positive effect on the success of sialen-
doscopy are small stones (<5 mm), a location that is
close to the orifice of the duct (<3 cm), and the experi-
ence of the operating surgeon. Stones that are bigger
than 7 mm cannot be broken up and removed in pieces
during sialendoscopy, whereas even bigger ones require
a combined surgical management. Other stone-breaking
techniques, such as external lithotripsy, or intraductal
lithotripsy using laser, have also become more popular
in recent years (Carta et al. 2017).

A recent systematic review (Atienza and Lopez-Cedrun,
2015) reports a success rate of 76% in sialendoscopy,
whereas this rate increases to an overall 91% when sial-
endoscopy is combined with surgical techniques. As
mentioned in this review, these results should be treated
with caution since the original studies that were included
were mainly observational studies without a control
group. According to the aforementioned review, 4.6% of
sialendoscopies involved final surgical management with
the resection of the affected salivary gland.

The postoperative use of antibiotics and corticosteroids
is recommended in order to reduce the risk of post-sial-
endoscopy complications (Numminen et al. 2014). Po-
tential complications of sialendoscopy include: sialadenitis,
persistent oedema, ductal stenosis, temporary hypesthe-
sia, duct perforation, duct suturing, obstruction caused
by endoscopic instruments, postoperative bleeding/infec-
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eKudOnong tou emepPaivovtog amoteAel onuavukd ma-
PdyovTa amo@uYNG TwWV EMTAOKWY, OTIWG IOXUEl Kal e
KdBe emepPatikr texvikr. 2uotrvetal n e€doknon oe 50-
60 mepiotatikd WoTe N KAPTUAN va ival IKavotoinTky
(Luers kai ouv. 2010).

Bdoel twv mpoavapepBéviwy kal boov apopd To TPWTo
miepiotatikd, o AiBog Adyw dlactdoewv eixe TPOYWVWOTIKG
XapnAr mBavétnta va agaipebel evdookomikd Kai n ema-
vaAnuyn ¢ mpoomdBeiag MPOKAAECE HETEYXEIONTIKN
@AeyHovr, TTOU KATETTNOe TNV avdyKn XePOUPYIKAG
apaipeong tou adéva empPeBAnpévn. 2to deltepo TepI-
otatiké, AOYw aoapéatepou I0TopIKoU, dev Katéotn du-
vatd va kataypdgel av n apxikr armoAoyia Atav AiBiaol-
kr) kai o emepBaivav apaipece Tov AiBo evbookomikd A
oxi. [Napdu dev dlapdvnke otnv peténerta diepelvnon
kdmolog AiBog, eival mpogpavég éu or emavahapfavope-
VEG TTAPENPATEIC TIPOKANECQV EKOECNHATUEVN OTEVWOT)
Tou épou Tou Stensen, pe aduvapia omolacOAMoTE T1a-
péuBaong evdootopatikd Kai emPBePAnuévn v avoIxt
QVTHETWTION,

H diatipnon twv opydvwy katd tnv Bepameutiky avu-
petwmon tng maboloyiag Toug, Bewpeital pia amd g
Baoikég apxég TG oUyxpovng Xelpoupyikig Tpdeng. H
diatpnon Twv peildvwv olehoyovav adévay, eidikd g
napwtidag, eivar onuavuky yiati n aeaipeor| Toug ouv-
déetal, oe pIKpS aMd umoAoyioigo moooatd, pe voaon-
pdtnta mou dUokoAa yivetal avektri and aoBeveic Tou
nidoxouv amé anopd&eic Abiaoikig armoloyiag. H oia-
Aevdookdmnon éxel Tepiopioel onuavikd i olahadeve-
KTOWEG, HEIWVOVTAG TNV voonedtntd twv aoBevav Kai
Behtwvovtag, wg eAdxiota emepPatik Texviky, TV Tol-
étnra Cwng Touc. [Napdia autd, n texvikr autr €xel Qu-
olkoUG TTEPIOPITHOUC KAl Ol ETTTAOKEG AUTHG 0dnyouv
O€ OPIOTIKY AVTIHETWTION HE TNV KAAOIKA XEIPOUPYIKH
pEB0dO TG extoprg Tou TTdoxovtog adéva.
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tion, traumatic mucocele, technical problems. More
specifically, the endoscopic approach to the submandibu-
lar gland has been associated with a risk of temporary
hypesthesia of the lingual nerve of up to 5.6% (Cox et
al. 2018; Nahlieli, 2015). Moreover, duct perforation is
another serious complication, as it can allow infected el-
ements to enter the adjacent structures and result in in-
fections and abscesses in the deep tissues. In case of fail-
ure or partial success, surgical intervention is necessary.
Literature reports a need for surgical treatment due to
complications or new findings in up to 24.5% of cases.
Salivary gland resection after sialendoscopy is needed in
up to around | 1% of cases (Sommer et al. 2012). The
operating surgeon’s leaming curve is also another impor-
tant factor that can help prevent complications, like in
every interventional technique. After having practiced in
50-60 cases, the learning curve is considered to be sat-
isfactory (Luers et al. 2010).

Based on the above information, with regards to the first
case, due to its size the stone had a prognostically low
chance of being removed endoscopically and the re-
peated attempts to do that resulted in postoperative in-
flammation, which made the surgical resection of the
gland necessary. In the second case, due to the unclear
history, it was not possible to establish if the original eti-
ology was stone-related and whether the surgeon had
removed the stone endoscopically or not. Despite the
fact that the subsequent investigation did not reveal any
stones, it is clear that the repeated interventions had
caused an increased stenosis of Stensen’s duct, which
made an intraoral intervention impossible and necessi-
tated an open treatment.

The preservation of organs that need to be treated is
one of the main principles of modemn surgical practice.
The preservation of the major salivary glands, especially
of the parotid, is important because their removal has
been associated - at a small but significant rate - with
morbidity that it is difficult to tolerate in patients who
suffer with stone-related obstructions. Sialendoscopy has
reduced the need for sialoadenectomies significantly, re-
ducing patient morbidity and improving their quality of
life, being a minimally invasive technique. Nevertheless,
this technique has its practical limitations and any com-
plications caused by it would result in a final treatment,
that would involve a traditional surgical resection of the
affected gland.
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