An Unusually Large Submandibular Gland Stone. A Case Report.
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Abstract

A Case of 65 year old man that presented with 40 years history of right
lower jaw swelling, that became associated with pain two weeks prior to
presentation. Examination revealed anelderly man withan enlarged tender
right submandibular gland. The medial margin was suppurating. X-ray of the
right lower jaw revealed large stone, while ultrasound scan of the right
submandibular regionrevealed an associated abscess. Thelatter wasincised
and drained, while excision of the right submandibular gland and calculus
was carried out three weeks later. 5.0cm - sized stone was excised. This

Nnamdi Azikiwe University
Teaching Hospital, Nnewi, .
Nigeria literature.

Department of Chemical Conclusion

Pathology®

University of Nigeria Teaching
Hogpital, Ituku- Ozalla,
Enugu, Nigeria.

All Correspondence:

turned out to be the second

largest salivary gland stone recorded in

Giant salivary gland stone which ( greater than 1.5cm) is rare. To the best
of our knowledge, our index patient with a calculus measuring 5.0 x 3.0cm is
the second largest stone in literatureis remarkable
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Introduction

{alolithiasis is the most common disease

f the submandibular glands in middle-

ed patients. It is estimated thatit affects

12in 1000 of theadult population’. Males are more

frequently affected than females and children are

rarely involved®. Sidolith can form in any of

the salivary glands of the head and neck, but the

submandibular gland is the commonest site

(80.0% - 90.0%)°.  Factors that tend to favour
submandibular gland stones are

(1) Longer and larger caliber ductsand slower rates
of flow inthe submandibular gland compared to the
other ducts.

(2) Thefact that salivaflows against gravity in the
submandibular gland.

(3) The presence of more akaline saliva in the
submandibular gland, and

(4) Thehighmucinand calcium content of thesaliva
inthe submandibular gland.

Lower incidence of calculi is found in the parotid
duct and the sublingual duct (6.0% to 20.0%), (1.0to
2.0%) respectively”’. Multiple calculi in the
submandibular gland are rar’, just as simultaneous

Lithiasis in more than one salivary gland®.
Submandibular stones close to the helium of the
gland of the stone tend to become large before they
become symptomatic®.

Commonly, sialoliths measurefrom Immto lessthan
10mm. Giant salivary gland stones(GSGS) arethose
stones measuring over 15mm and have been rarely
reported inthemedical literature™®. GSGSmeasuring
over 30mm are extremely rare, with only scant
reported cases’.

The aim of thisarticle is to present a case of a giant
sidolith in the light of the literature on giant
siaoliths.

Case Report

A 69 year old man presentedinthesurgical outpatient
clinic with aright jaw swelling of 40 years duration.
This became associated with fever, pain and
difficulty inswallowing 4 daysprior to presentation.

The swelling was initially the size of a pea nut and
gradually progressed to the size of an egg. The
swelling increases with feeding, and usually reduces
after feeding. The associated pain was worse on
feeding, severe and non-radiating. Fever was high
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grade, therewas no changein salivation, no lumpsin
any other part of thebody and no associated weight
loss.

On examination, there was a mass in the right
submandibular region measuring 120mm x 100mm,
tender with differential warmth, with a purulent area
pointing externally. There was no intraoral
extension, and no attachment to skin or underlying
structures.Bimanual palpation revealed a mass of
120mm x 100mm with no other defined mass.
Immediate incision and drainagewasdone, this let
out 10ml of pus. Plain x-ray of the jaw showed 2
calcific densitiesin the region of the right mandible,
thelarger measured 50mm x 30mmwhilethe smaller
measured 10mm by 5mm. The bones were normal.
Serum electrolytes were essentially normal.
Ultrasound of the neck also showed hypodense area
withinthe swollen submandibular gland.

The submandibular gland was later excised via an
incision 20mm below the angle of the jaw. The
excised gland contained two stones, one measuring
50mm x 30mm and to other 20mm by 5mm.(figurei)
Wound healing was uneventful and patient was
discharged home after fivedays of operation.

Chemica analysis of the stone showed it to be
composed of calcium, phosphate, cystine, oxalate,
carbonate and magnesium. Xanthine and uric acid
werenegative.(figureii)

Figure 1: X-ray view of the Submandibular gland
stone.
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Discussion
Although large sidoliths have been reported both in
sdivary glands *** and in salivary ducts,** stones
larger than 3cmarerare’.

In 2002, Bodner’ reported that only 14 well
documented caseshad been publishedinliterature. A
review of literature in 2007 found only 16 reported
casesof salivary stoneshaving asizeupto 35mm*.

The largest siaolith reported to date measured
55mm'. Our index case measuring 50mm is the
second largest case ever reportedinliteratureand this
makesit remarkable.

As exemplified by the index caseapproximately
80.0% of submandibular stones are radiopaque on
standard x-ray films® . Ultrasonography isapopular
non-invasive modality used to diagnose
siaolithiasis, but it is operator dependent and it does
not provide the surgeon with adirect anatomic image
of localization™. CT scan canpick uplargestones,
and it can detect smaller stonesif 1-mm fine cutsare
obtained. Accurate localization of the stones and
precise anatomy, however is lacking with CT *
Sialography has conventionally been the gold
standard becauseit not only diagnoses siaolithiasis,
it aso provides an image of the ductal system.
However, sialography subjects the patient to
radiation and carries arisk of ductal perforation and
retrograde di splacement of the stonewithinjection™.

Submandibular stone, are typically removed
surgically through either anintraoral or an external
approach #*.  The most appropriate mode of
treatment depends primarily on the location of the
stone. An intraoral approach is often utilized when
the calculi are located anterior to the lingual nerve
and artery. This method of approach can lead to
lingual nerve anaesthesia. The lingnal nerve loops
around the mid to distal position of Warthin's duct
before it enters the tongue. Itisinthisareathat the
nervecaneasily beinjured.

Generally, for stones that are located entirely in the
duct and close to the papillae, intraoral approach is
sufficient.

For intraglandular stonesand for stonesembedded in
the hilium of the gland, a submandibular gland
excision viaan extraoral approach isindicated asin
theindex case.

Among newer treatment methods are external
lithotripsy and different techniques in interventional
sialondoscopy, including wire-basket extraction and
fibreopticlaser lithotripsy with basket retrieval .
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Conclusion

Giant submandibular gland stone are rare, our index
casebeing, to thebest of our knowledge, the second
reported caseinliterature, isremarkable.
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