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Introduction

the well being of the mouth
person’s quality of life."? There 2

and sublingual-located outside the oral cavity,
encapsulated, and with extended duct system to
discharge their secretions. There are also a multitude
of smaller minor salivary glands—the labial, lingual,
palatal, buccal, glossopalatine, and retromolar
located just below and within the mucous
membranes, unencapsulated, and with short duct
system.”” The parotid glands secrete so-called
‘watery’ serous saliva rich in amylase, the
submandibular gland produced more mucinous
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The main secretory duct of the salivary gland
breaks up into a series of progressively smaller ducts
(the striated ducts), which in turn branch into smaller
intercalated ducts that open into the blind terminal
secretory end pieces, which end microvillus-lined
canaliculi between the parenchymal cells.'

Terminal end pieces demonstrate great
diversity. They consists of a collection of cells,
polygonal in section, supported by a secretory end
piece, known as an acinus that used to describe the
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morphology of the gland ' The secretory cells in a
salivary gland are described as either serous or
mucous. Saliva is formed in the secretory end pieces
and consists of two components—a macromolecular
component derived from the synthetic and secretory
activity of the acinar cells and a fluid component
derived from the blood.'

There are many associations between diabetes
and oral health * the prevalence and characteristic
of oral health complications may be dependent on
the specific type of diabetes.” The oral effects of
diabetes mellitus, e.g. xerostomia,>®  cheilogigf
Reduced salivary flow™® increased level g
in the serous saliva of the parotid.sp
parotid,6 salivary protein cg At
higher and lower.°
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Possibly in chronic Submandibu
sialodenitis there is intermittent stagnation
secretory material rich in calcium in large
interlobular ducts so that a nidus of calcification
is formed that accretes to form a lith or
liths (lihtiasis)™*

Sialolithiasis

Sialolithiasis is the formation of salivary calculi
or concretions which the most common disease of
the salivary glands,”® in the middle-aged especially
male adult’ More than 80% of salivary calculi
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occur in the Submandibular gland or its Duct,’
but few in parotids. ” The sialolith (s) may be found
any where in the ductal system from the gland
parenchyma to the excretory duct orifice.'’ It is
believed that a sialolith represents the participation
of calcium salts (predominant calcium carbonate and
calcium phosphate) around a central nidus of
bacteria, or cellular debris," or inspissated mucin.'®
Besides, chemical analysis showed it to be an
admixed mass of microcrystalline hydroxyl and
carbonate apatites, protein and cryptocrystalline."’
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Salivary gland alterations in diabetes mellitus
have not been thoroughly investigated. Lack of
investigation in the area, at least in human subject,
may be related to the fact that biopsy of these glands
is difficult or cosmetically undesirable, in the living
patient and the usual autopsy protocol doesn’t called
for collection of these tissues from the deceased
patient.’ Parotid enlargement has been termed
sialadenosis, has been associated more with poor
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Sialolithiasis and diabetes mellitus

control of diabetes mellitus, although it is not an
uncommon finding clinically. The etiology of the
bilateral enlargement of the parotid glands is
unknown, may be attributed the condition to a
compensatory hyperplasia in response to a decreased
insulin level.” Investigators have demonstrated that
asymptomatic parotid gland enlargement; xerostomia
and reduced parotid salivary flow to be associated
with poor control of diabetes. Others have
demonstrated that the xerostomia in diabetic patients
is a true xerostomia, due to a decrease in salivary
flow. Therefore, diabetic parotid enlargement may be
a compensatory mechanism to combat xero
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inflammatory type of salivary gland enlargement due
to acinar enlargementthat might be attributed the
condition to a compensatory hyperplasia in response
to a decreased insulin level has been termed
sialadenosis. The finding of xerostomia and reduced
parotid salivary flow might be a compensatory
mechanism to combat xerostomia.
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