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Summary
This case report presents interventional sialendoscopy treatment in a patient with chronic parotitis based on sialolithiasis and later Stensen’s 
duct stenosis. After sialendoscopic sialolith removal, stricture of Stensen’s duct in the distal part developed, with megaduct formation. On 
MRI, the parotid gland parenchyma was without present pathology. A transoral approach was chosen. Stensen’s duct dissection, transposition, 
sialendoscopy of the proximal duct, and stenting were performed. After surgery, the patient’s state improved, no more episodes of swelling were 
experienced. The stent was removed after 3 weeks. Six weeks after surgery, the neostoma stays functional with clear saliva secretion.
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ment. However, after 6  weeks, the pa­
tient started to experience swelling and 
pain in the right parotid region dur­
ing food intake. Dexametasone was ad­
ministered intraductally, with symp­
tom improvement. After the next 
4 weeks, the patient reported a forma­
tion of linear swelling in her right buc­
cal region which was stationary and 
did not improve even after a longer pe­
riod. Opening of the right Stensen’s 
duct ceased to be visible and could not 
be cannulated with the salivary probe  
anymore. 

MRI showed a hyperdense formation 
visible in T2 –  a stenotic Stensen’s duct 
with significant salivary collection –  
a megaduct (Fig. 2). According to Koch’s 
stenosis classification, a  type  2, seg­
ment 1, grade 4 stenosis was present [4].

Considering the age of the patient 
and the fact that the parotid gland was 
not yet structurally altered according to 
the MRI, the patient was indicated for in­
terventional sialendoscopy with Sten­
sen’s duct transposition, neostoma and 
stenting.

been described  [7]. There are studies 
where interventional sialendoscopy 
achieved good results [7– 9].

Case description
A 25-year-old female was admitted 
to the authors’ department in August 
2023 with a diagnosis of chronic paroti­
tis and sialolithiasis in the right Stensen’s 
duct –  there were two sialoliths present, 
3 mm and 4,8mm in diameter (Fig. 1). 
The patient had suffered from repeated 
episodes of swelling in the parotid re­
gion prior to eating, with a  following 
spontaneous improvement.

Interventional sialendoscopy was per­
formed, both sialoliths were removed 
endoscopically using a basket with the 
required terminal papillotomy due the 
size of one of the larger calculi. Dilation 
and rinsing of Stensen’s duct were per­
formed, 2  mL of 8 mg dexametasone 
was administered intraluminally at the 
end of the procedure. The edges of the 
duct were sutured in a neostoma.

After sialolith removal, the patient re­
ported temporary symptom improve­

Introduction
Salivary duct stenosis is the second most 
common cause of obstructive sialade­
nitis after salivary stones that presents 
with symptoms of obstructive sialadeni­
tis like recurrent, painful swelling of in­
volved salivary glands especially during 
food intake [1,2]. Stenosis can be accom­
panied by chronic inflammation of the 
affected gland with acute exacerbations. 
Salivary duct stenosis is caused mostly 
by ductal injury, or inflammation due 
to calculi, recurrent infection, trauma 
or autoimmune diseases or radioiodine 
exposure [3].

According to Koch  [4,5], the steno­
sis is divided into three types and four 
grades by severity and tissue altera­
tion (Scheme 1). Based on typing and 
grading, the best therapeutical proto­
col can be chosen, varying from con­
servative treatment through interven­
tional sialendoscopy to conservative 
parotidectomy [4– 6].

However, prognostic factors for pre­
dicting clinical outcome after sialendos­
copy in salivary duct stenosis have not 
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nula (with the diameter 2.2 mm and the 
length 50 mm) as a  catheter or a  stent 
was inserted in the duct, fixed by suture 
to the mucosa to prevent restricture (Fig. 
6, 7). The edges of Stensen’s duct inci­
sion were sutured to neighbouring mu­
cosa, forming a neostoma. At the end of 
procedure, the stent was rinsed with sa­
line solution. The saliva was secernating 

and modular interventional sialendo­
scope was inserted, with evacuation of 
significant amount of white-greyish sa­
liva (Fig. 4). Sialendoscopy was per­
formed, without finding any other ob­
vious pathology. The duct was rinsed 
with saline. A guide wire was inserted via 
sialendoscope (Fig. 5). The endoscope 
was removed, and an intravenous can­

Because of the location of the stricture 
in the distal part of the Stensen’s duct, 
the authors decided for a transoral ap­
proach. A semilunar incision by design of 
Folletti [9– 11] was performed medial to 
the papilla Stenoni. Afterwards, a mega­
duct was identified and dissected, se­
cured by Ethiloop (Fig. 3). After being 
safely visible, the megaduct was incised 

Fig. 2. MRI showing liquid collection in the right Stensen’s 
duct, with three stenotic lesions.

Scheme 1. Classification and therapy of parotid gland stricture/stenosis according to Koch et al. [5].

Parotid gland stricture / stenosis 

papilla / distal duct middle and proximal duct / hilum intraparenchymal 

inflammatory fibrous inflammatory fibrous inflammatory fibrous 

sialendoscopy 
irrigation 
cortisone 

interventional 
sialendoscopy 

local diffuse local diffuse visible not visible 

transoral duct  operation ± 
stent 

sialendoscopy 
irrigation 
cortisone 

interventional 
sialendoscopy 

interventional 
sialendoscopy 

sialendoscopy 
irrigation 
cortisone combined approach ± 

patch / stent 
combined approach ± 

patch / stent 

botulinum toxin / duct ligation / gland extirpation 

local diffuse 

Fig. 1. CT showing two sialoliths in the Stensen’s duct.
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Fig. 3. Dissected megaduct. Fig. 4. Insertion of a modular sialendoscope after incision 
of the megaduct.

Fig. 5. Insertion of a guide wire. Fig. 6. Insertion of a stent – intravenous cannula.
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tive sialadenitis at the time of submis­
sion, highlighting the potential utility of 
sialendoscopy and sialodochoplasty in 
the management of salivary duct stric­
tures. However, further studies with 
larger cohorts and longer follow-up pe­
riods are warranted to fully establish 
the efficacy and long-term outcomes of 
these approaches.
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are associated a  higher risk of recur­
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Even though stenting of salivary duct 
strictures is currently considered a safe 
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symptoms of obstructive sialadeni­
tis, some patients still report persistent 
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why there is a need of more studies to 
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Conclusion
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remained symptom-free from obstruc­
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lowed by a 7-day antibiotic therapy. The 
patient was instructed to increase fluid 
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to support salivary flow through the  
stent.

On follow-up, the patient reported sig­
nificant symptom improvement. Linear 
swelling of the buccal area caused by 
megaduct formation was not present 
anymore. The stent was removed after 
3 weeks. Clear saliva is exiting normally 
from the duct (Fig. 8,9).

Discussion
Gland excision (sialadenectomy) is 
a  standard treatment for salivary duct 
stenoses with chronic sialadenitis. This 
procedure is accompanied by possible 
peroperative and postoperative compli­
cations. That is why it is needed to de­
cide for less invasive and safer methods 
to treat salivary duct strictures.
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cut, the risk of developing papilla steno­
sis and secondary iatrogenic obstruction 
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a stent may be necessary to prevent re-
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Fig. 7. Stent sutured in place along 
with transposition of the Stensen’s 
duct.

Fig. 8. Stent sutured in place along 
with transposition of the Stensen’s 
duct, 1 week after second surgery.

Fig. 9. The Stensen’s duct 1 month 
after second surgery.
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