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Salivary gland obstruction excluding neoplastic cause is the most common complaint affect-
ing this organ, and it is usually due to sialadenitis, salivary stones, stenosis, inflammatory, or
autoimmune etiology. Traditionally, when conservative management fails, surgical interven-
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tion was required afterward. The last 20 years have seen rapid development of minimally in-
vasive sialendoscopy in diagnosing and treating salivary gland duct obstructions. Sialendos-
copy is an excellent procedure that allows endoscopic visualization of the salivary ductal
system, and it also provides an alternative in treatment choice before considering an open sur-
gery which usually make surgeons to hesitate due to its invasiveness and its related complica-
tions. The goal of treatment now is to remain a physiologically intact gland, and at the same
time to resolve the obstruction of the gland. In this article, the authors reviewed the current
status of minimally invasive sialendoscopy.
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Salivary calculi.
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Table 1. Slalendoscopy indication [adopted from Walvekar et al.
(2008)).%°

Indication Indication n (%)
Sialolithiasis 29/56 (52)
Parotid 11/29 (38)
Submandibular 18/29 (62)
Salivary gland swelling 9/56 (16)
Sialadenitis 8/56 (14)
Rl-related sialadenitis 6/56 (11)
Miscellaneous 4/56 ( 7)
Ductal stenosis 2/ 4( 3.6)
Sialectasia 1/ 4(1.7)
Ductal mass 1/ 4(1.7)

RI: radioiodine
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Fig. 1. Retrieval of the calculus from
the submandibular hilus by using a A
basket (A), and a balloon (B).
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Fig. 2. Decision tree for the evaluation
and management of sialolithiasis [ad-

extraction grasper, wire basket opted from Marchal and Dulguerov
exiraction Balloon dilatation (2003)].” MRI: magnetic resonance
image.
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Fig. 3. lllustration showing balloon dilation of a ductal stenosis. View
of a ductal stenosis and insertion of a balloon catheter (A). View of
a ductal stenosis being dilated by a deployed balloon catheter (B)
[adopted from Walvekar et al. (2009)].*
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Fig. 4. Overview of the treatment plan
and therapeutic strategy for obstruc-
tive salivary gland dlseases [adopted
from Koch et al. (2009)].*” ESWL: ex-
tracorporeal shock wave lithotripsy.
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Fig. 5. The Sialoendoscope system
exploration unit (A) with the telesco-
pe and the cover sheath, and the
surgical unit (B), which has 3 ports.
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Table 3. Sialoendoscopic Approach: complications and Management [adopted from Walvekar et al. (2008)].
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Table 2. Sialadenectomy indication [adopted from Capaccio et al.
(2009)].°

1. Patients previously submitted to multiple stricture dilatations
with endoscopic balloon freatments on recurrence of the
stricture

2. Multiple and massive unilateral or bilateral infraparenchy-
mal stones with symptomatic and recurrent sialadenitis

3. Complications during intfraoperative sialendoscopic proce-

dures (i.e., hilar entrapping of the basket transorally unre-
movable)

4. Failure to remove a hilo-parenchymal submandibular or
parotid stone during transoral or transcervical video-assisted
removal techniques

5. Persistent symptomatic sialadenitis in patients who have Sj6
gren’s syndrome not responding to systemic or local video-
endoscopic steroid lavage

6. Persistent symptomatic sialadenitis in patients previously
tfreated with 1311 whose condition does not respond to sys-
temic therapy or duct rehabilitation

20)

Complication

Treatment

Maijor complications 2% ( 1/56)
Avulsion of duct 1
23% (13/56)

Nonretrieval of stone 4

Minor complications

Submandibular gland stone 2

Retained small stones
Paroftid stone 1
Failure of procedure 5
Acute masseteric bend 2
Ductal stenosis 3
Retained stone in SMG 1
Minor ductal tear 2
Superficial mucosal necrosis 1
at injection site

Salvage superficial parotidectomy

SMG excision via cervical approach
Conservative massage of gland
Second stage parotidectomy

Conservative management and symptom control
Conservative management and symptom control
None, passed through fistulous tract in neck
None, uneventful recover

None, healed with secondary intention

SMG: submandibular gland
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Fig. 6. Jaw thrust maneuver used to facilitate navigation of the
masseter turn portion of the parotid duct during sialendoscopy.
Arrow represents hypothesized change in the position and lie of
the parotid duct that favors navigation of the masseteric bend
[adopted from Walvekar et al. (2009)].2”
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