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Uncommon Localization of a Sialolith in a Child's Frenum
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ABSTRACT
Sialoliths or salivary calculi appear as hard nodules of unknown etiology and are
usually located in the anterior portion of Wharton's duct (submandibular gland
ducts), affecting mainly adult men. The purpose of this report was to describe an
uncommon case of submandibular sialolith located in a child's lingual frenum and
address the semiologic and semiotechnical aspects related to the case's diagnosis.a Dent Child 2009;76:161-4)
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Sialolith, or salivary calculus, is a calcified structure
that develops in salivary glands or their ducts,I,2
appearing as a hard nodule located under a yellow-

ish or white mucosa.2 An increase in the salivary gland's
size or discomfort-usually associated with meal times-
may accompany the sialolith.I-4

The exact etiology is still unknown, but it is thought
that sialoliths result from the deposition of calcium salts
around organic debris accumulated in the duct lumen.2,5
Symptoms and clinical characteristics can be sufficient
for establishing a diagnosis.6 Panoramic, periapical, and
occlusal radiographs, however, are also crucial in this di-
agnostic process. Sialoliths are usually seen as radiopaque
masses of variable sizes and equivalent to the quantity
of calcified material.3,5-8
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Among the treatment options, there are conservative
approaches in which salivary glands are milked or moist
heat is applied, the patient is instructed to ingest fluids,
and the use of saliva-stimulating medications is pre-
scribed.2,3,9-1IFurthermore, endoscopic laser lithotripsy
and extracorporeal shock wave lithotripsy are commonly
used.9,10,12,13Intensive treatment consists of surgical inci-
sion in the salivary duct to remove the calcuIUS.2,3,1O,12,14-16

There is a slight predominance of sialoliths in men,1,8,18
with it being relatively common in adults and rarely seen
in children.1,2,8,13,15,16The submandibular gland is invol-
ved in most cases,I,2,8,9,16mainly in the anterior two
thirds of Wharton's duct. 1,3,5Anatomically, this duct is
long and has 2 sharp curves and a small ostium located
in the buccal floor's anterior region. 16Anatomical altera-
tions in both duct and ostium, however, were not ad-
dressed in the dental literature consulted.

The purpose of this paper was to report the uncom-
mon case of a submandibular sialolith located in a child's
lingual frenum and to indicate the diagnostic strategies.

Journal of Dentistry for Children-76:2, 2009 Siallolith in a child's frenum Maia et al 161

mailto:rorefa@terra.com.br


CASE REPORT
An 8-year-old boy was brought by his caregiver to the
Department of Pediatric Dentistry of the School of Den-
tistry of Federal University of Rio de Janeiro, Rio de
Janeiro, Brazil, for treatment of a "small ball" in the child's
lingual frenum. During anamnesis, the child stated the
lesion had appeared some months ago, with no history of
trauma in the region or any other associated symptom.
In addition, no relevant findings were found in the me-
dical history.

During the clinical examination, a yellowish solid
nodular lesion measuring approximately 4 x 3 mm was
found on the left side of the lingual frenum, which was
hypertrophied (Figure 1). The nodule shifted transvers-
ally along the frenum, depending on the tongue's move-
ments, even "disappearing" (Figure 2a-c). Both frenum
and nodule were restricted to the buccal floor when the
patient kept his tongue at rest (Figure 2d). After milk-
ing the submandibular glands, it was observed that the
ostia of Wharton's ducts were anatomically located in
the middle portion of the lingual frenum, with reduced
salivary flow on the left side.

During radiographic examination, a lower occlusal
view was not helpful (Figure 3a). Therefore, a parallel

Figure 1. Frontal view of lingual frenum showing lesion on
the left side.

periapical radiograph of the frenum was taken, revealing
a well-defined radiopaque image (Figure 3b) that led to
the diagnosis of a submandibular sialolith.

Because the calculus was small and had been present
in the duct for some time without being spontaneously
expelled, the treatment option was to remove it surgic-
ally under local anesthesia. The sialolith was removed
(Figure 4) and submitted to histological analysis (Figure
5a and b).

The patient has been followed up every 3 months
since then and no sign of recurrence was noted after 1
year (Figure 6).

DISCUSSION
According to the literature, the presence of sialoliths in
children is rare. In the reported case, the patient had a
submandibular gland sialolith. Calculi are more likely to
form in this gland because of the high calcium and phos-
phate concentration and the high viscosity and alkalinity
of the submandibular gland saliva. In addition, Wharton's
duct is anatomically longer and sinuous, with a smaller
ostium. All these factors contribute to a slow salivary
f1ow1,Z,5,14,16 against the force of gravity, which causes
stagnation and potential calculus formation. 16

The atypical anatomy of Wharton's duct seen in the
present case-with its ostium located in a higher posi-
tion than normal, namely, in the middle of the lingual
frenum instead of on the buccal floor-contributed to
the sialolith formation in this pediatric patient.

Uncommon cases like the one reported here require
careful differential diagnosis. Because this lesion was lo-
cated in the buccal floor's middle region when the tongue
was at rest, the hypothesis of lymphoepithelial cyst, epi-
dermoid cyst, and dermoid cyst1S,19 had been raised, but
subsequently ruled out because the nodule was solid. In
the diagnostic semiology, Wharton's ducts were found
to be atypically positioned in the lingual frenum's mid-
dle portion. Additionally, the reduced salivary flow on
the side exhibiting the lesion raised the suspicion of an
obstruction in keeping with a sialolith, which justified a
radiographic examination.

Figure 2. (A) Lateral view ofthe lingual frenum, (8) Note the lesion dislocating transversally, C)until disappearing,
(D) View ofthe tongue at rest. Note nodule on the buccal floor.
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It should be emphasized, however, that the radiogra-
phic examination was adjusted because of the lesion's
location. A periapical film was positioned parallel to the
lingual frenum, which allowed the sialolith to be clearly
visualized.

Figure 3. Lower occlusal radiograph suggesting
normality (A) and parallel radiograph ofthe lingual
frenum showing radiopaque mass (8).

Figure 4. Macroscopic image ofsialolith
removed with surgery.

Conservative measure was used to stimulate sponta-
neous elimination of the calculus because, although it
was small, it had not been expelled for several months.
As most submandibular sialoliths are located in duct
portions that facilitate their removal through surgical
procedures,t° this was the treatment choice. This tech-
nique, performed under local anesthesia by making a
small incision to remove the calculus, is easy and re-
quires only one appointment?,1O,lZ,14-16

Figure 5. Microscopic images of sialolith.
Note remaining organic debris surrounded
by concentric layers of calcified material.
Magnification of lOx (A) and 40x (8).

Figure 6. Frontal view of lingual frenum after I-year
follow-up with no recurrence.
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CONCLUSION
Because sialoliths are not common in children, special at-
tention should be paid to their characteristic signs and
symptoms to achieve the correct diagnosis. It should be
remembered that small anatomical variations in the loca-
tion of the salivary ducts may cause sialolith forma-
tion in unusual sites. It should also be emphasized that
early removal of the sialolith allows complete recovery
and normal functioning of the affected gland.
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