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Background and Objectives Sialendoscopy is a minimally invasive technique that can be
used to explore the salivary duct system and to treat obstructive salivary disease. The aim of
this study was to investigate the safety and efficacy of sialendoscopy as a diagnostic and ther-
apeutic tool for recurrent parotid swelling.

Subjects and Method  We retrospectively evaluated the endoscopic findings of 41 patients
who underwent diagnostic sialendoscopy between August 2003 and January 2008. Interven-
tional sialendoscopy was performed to treat any abnormalities in the ductal system. Stones
were fragmented or removed by using a basket or a grasper. Strictures were dilated and mu-
cous plugs were removed endoscopically.

Results Diagnostic sialendoscopy was successfully performed in all cases. Thirty four pa-
tients underwent interventional sialendoscopy. Among them, 8 patients (23.5%) had intraduct-
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Conclusion The sialendoscopy could be recommended as a useful tool for the diagnosis
and treatment of recurrent parotid swelling with a minimally invasive technique.
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Fig. 1. Instruments of sialendoscopy. Semi-rigid, 0° telescope: OD
1 mm (A). Sheath for interventional sialendoscopy: OD 1.3 mm (te-
lescope channel, rinsing channel and working channel)(B). Sheath
for diagnostic sialendoscopy: OD 1.1 mm (C). Forceps: Instru-
ments for intervention, OD 1 mm, length 19 cm (D). Balloon cath-
eter: Instruments for intervention, OD 0.7 mm (E). Wire basket: In-
struments for intervention, OD 0.6 mm, 3 wires or 6 wire (F).
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Fig. 2. A case of Sialodochitis. A case with Sialodochitis, the arrows
indicate debris and edema of parotid duct.

Table 1. Diagnosis of diagnostic sialendoscopy

Diagnosis Patients Percentage (%)
Paroftid stenosis 26 63.7
Sialolithiasis 8 19.8
Sialodochitis 14.9
Unknown 0.3

Total 41

Fig. 3. A case of parotid duct steno-
sis. A case with ductal stenosis, whi-
ch is dilated by balloon catheter. Si- £.
alography showed duct stenosis (A). &
Stenotic parotid duct (B). Duct dilata- q
tion with balloon catheter (C). d

Fig. 4. A case of parotid stone. A ca-
se with ductal stone, which is dilated
by balloon catheter. CT showed right
parotid duct stone (A). Identified si-
alolith in the parotid duct (B). Basket
removing sialolith (C).

Usefullness of Parotid Sialendoscopy 1 Jung GH, et al.

oA 271 o) ge] etdo]

3 Solel PYFL ¥ H9E gl

)
i
=3
o
>
)
olN
I
A
oy
>
iy
»

S ARsIon, 169 BRpelx Bl Bl 43Ao
2 AlaElo] 61.5%9) A3 8-S Bk olshyl make] B3
Qo7 UNOE FHT 4 G AO =L WA F9jUL
A5 F R 397 IBOR 71 Bk, Tl 2 5
@] BurElo] Uoiel WA oG] B 57t 7, basin
71%0] 2olgiek. 1w, WA 47 A B2 9] 7lek ot
o] 2ol BG2 glo] FAH T JehE Hof YIS
o 4 GI9le A9 6 UTHTable 3)

S F BT WIFL YoM, 15 F Ao A
egse] 202 g AT 12719 AAF Q] 2
Fol AT A9k 79 USIOL BE S 1 9| ¥
o A, BF Qhenk] SO FHFL WS Porek 4
& 3 o) FAua U A5 S BAEe] 24 ALY
B2 selsigon, B 23 7S ATl
ok oahyl T B0 AR YAAE S A e RE

SApoll A S/ AT glglem, BRAo] Hoblgld gkato]
M & 5 S A SR okt T12]al oshal 9l
Hzhe HH 26152] 24} T 672 Aol ARt AdE FF

=
[¢)
ot £ 5| ZAS Mglon] S-S 2%k o] F %

www.jkorl.org 479



Korean J Otorhinolaryngol-Head Neck Surg 12011;54:477-81

Table 2. Stone site of parotid duct

Stone site Number Stone removal
Proximal 4 4
Distal 2 2
Hilar 2 1
Intraglandular 0 0
Total 8 7

Table 3. Assumption about cause of parotid stenosis

Causes of disorder Patients Percentage (%)
Radioactive iodine ablation 11 42.3
Chronic parofitis 7 26.9
Basin malformation 2 7.7
Unknown 6 23.0
Total 26
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