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Sialendoscopy: On the Brink of

Prime Time in the US?

By Gretchen Henkel

entire approach to salivary ob-
structive disease,” said Barry M.
Schaitkin, MD, Associate Professor in the
Department of Otolaryngology at the Uni-
versity of Pittsburgh School of Medicine. T
think it will take over completely the ap-
proach to treating salivary gland stones.”
Indeed, the minimally invasive proce-
dure has been proving to be effective for
both diagnosis and management of ob-
structive salivary gland disorders. After 10
years of expansion in Europe,' the tech-
nique is now gaining purchase in the
United States.” In properly trained hands,
say otolaryngologists and head and neck
surgeons, sialendoscopy can be used to
effectively manage obstructive salivary
gland disorders (especially calculi).
However, cautioned Dr. Schaitkin and
two other noted otolaryngologists—one of
them a developer of a widely used sys-
tem—the technique is not a panacea for
diagnosing and treating all disorders of the
salivary gland, such as salivary tumors.
Proper training and careful selection of pa-
tients are key to successful outcomes.
Continued on page 24
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David W. Eisele, MD (left), and his associates perform a sialendoscopic
procedure. Its minimally invasive nature means that sialendoscopy will
increasingly offer real benefits to patients.

COSM 2008: American Rhinologic Society

Coding: It's All in the

By Pippa Wysong

RLANDO, FL—Getting reim-~
Obursed properly for performing

procedures is all in the details, es-
pecially in areas that can be confusing to
code. This was the underlying message at
a talk on CPT coding at the American
Rhinologic Society (ARS) meeting at
the recent annual Combined Otolaryn-
gological Spring Meeting. The aim of the
talk was to help residents and fellows im-
prove this part of their practice.

“You need to document in your chart
exactly what you do, why you did it, and
how you did it,” said Michael Setzen,
MD, Clinical Associate Professor of Oto-
laryngology at New York University
School of Medicine, who practices in
Long Island. He described how to code
for several areas that can be confusing to
code for, such as image-guided work,
septoplasty, postoperative debridement,
and other rhinologic procedures.

Details

The three most important elements to
keep in mind are documentation, med-
ical necessity, and accurate coding, he
said.

Don'’t simply mark down “I did nasal
endoscopy,” he said. Explain why it was
done. “Say you did nasal endoscopy be-
cause you wanted to evaluate the os-
teomeatal complex, you'were looking for
polyps, you saw pus exuding from the

Continued on page 12

@. Wolters Kluwer | Lippincott

Health

Williams & Wilkins




Sialendoscopy
continued from page 1

Development
of the Procedure

Miniaturization of endoscopes and
progress in fiberoptic technology enabled
several researchers in the 1990s to expand
the uses of endoscopy for management of
obstructive salivary gland diseases. Francis
Marchal, MD, PhD, Associate Professor in
the Department of Otolaryngology—Head
and Neck Surgery at Geneva University
Hospital in Switzerland, was one of those
innovators. In the early 1990s, he recalled,
endoscopy was being used (notably, by
Gundlach and Hopf®) in conjunction with
intracorporeal lithotripsy to fragment sali-
vary gland stones. Technical problems
(caused by instruments that were too long
and fragile) seemed to impede the spread
of the technique.

In partnership with the Federal Poly-
technic School of Lausanne, Dr. Marchal

began to experiment with small-sized flex-
ible endoscopes to see whether it would be
possible to have adequate vision of the duc-
tal system, and then to treat people with
submandibular obstructions without re-
moving the gland. With these initial forays,
visualization into collapsed ducts was very
poor. Dr. Marchal tried a 1.5-mm flexible
scope with a rinsing system, and found that
flushing the gland with saline solution was
the key to greater visibility. Finally, he began
collaborating with the Karl Storz Compa-
ny, which had a semi-rigid 1-mm diameter
scope. This scope was modified, and various
outer sheath systems were designed and
customized (tip, curve, etc.) in order to fa-
cilitate access to the ducts. A specific surgi-
cal technique using various dilators, and
specific baskets for stone retrieval, also de-
signed by Dr. Marchal, were set up. The
Storz system (the main company manufac-
turing these scopes) contains a rinsing
channel and a working channel with an ex-
ternal diameter ranging from 0.89 mm to
2.2 mm, according to different models of
scopes.

Diagnostic sialendoscopy at Geneva
University Hospital is usually performed
using local anesthesia, whereas interven-
tional sialendoscopy, requiring some degree
of sedation, is often performed with an
anesthetic standby. After lavage, it is possi-
ble to view primary, secondary, and even
tertiary ducts to allow for diagnosis of
stones and ductal stenosis. Stones up to 3
mm in the parotid and 4 mm in the sub-

mandibular glands can be
extracted using a metallic
wire basket. If stones are larg-
er, intracorporeal laser
lithotripsy is employed to
fragment the stones, and the
fragments can then be re-
moved.

There are many advan-
tages of this procedure over
sialadenectomy, noted Dr.
Schaitkin: no scar; elimina-
tion of facial nerve paralysis
of the marginal mandibular
branch; and lower morbidity,
especially for older patients
with co-occurring disorders.
(Because sialendoscopy is
performed on an outpatient

basis, older patients can be
maintained on their antico-
agulant therapies.) Since the
use of sialendoscopy began in
Geneva 12 years ago, the submandibular re-
section rate has dropped by 80%, Dr. Mar-
chal reported.

Learning Curve

Sources interviewed for this article em-
phasized that training basics should include
a formal course. “It would be a great mis-
take to buy an endoscope and start,” said
Dr. Marchal. “I can cite many examples of
people having done that, and then having
problems. It’s not that it’s so complicated,
but there are so many little tricks.”

At the European Sialendoscopy Training
Centre (ESTC) in Geneva, where 480
physicians from 43 countries have been
trained since 2002, surgeons first practice
the technique on fresh pigs” heads to mas-
ter the instrumentation and navigation in
the duct. (For more information, go to
www.sialendoscopy.net/ )

David W. Eisele, MD, Professor and
Chairman of the Department of Oto-
laryngology—Head and Neck Surgery at
the University of California, San Francisco,
whose primary practice is in head and neck
cancer, has achieved good results since
adding sialendoscopy to his armamentari-
um following the course in Geneva.® At
UCSF (www.ucsf.edu), Dr. Eisele per-
forms sialendoscopy under general anes-
thesia in the operating room. He believes
that once surgeons master the technique in
a course setting, “it’s pretty easy to translate
those skills into the operating room.”
However, he said, “when you’re in the op-
erating room, you must be prepared to de-
ploy other options—for instance, in some
patients, it may be too difficult to dilate the
opening to insert the scope.A sialodochoto-

Dr. Marchal collaborated with the Karl Storz Company to
develop this scope used for sialendoscopy.

my may be required for insertion of the
scope.” (Dr. Marchal has also published de-
scriptions of his combined endoscopic and
external approach for extracting large
stones.”)

Dr. Schaitkin agreed that the most dif-
ficult part of the learning curve is insert-
ing the scope. (Other authors have de-
scribed some new technical tricks.®) “The
papillae of the ducts are so very small. Even
though the scopes you are inserting are 1.3
to 1.6 mm—and that sounds tiny—you
still have to dilate the opening to be able to
accept that instrument. The first 20 cases
are difficult, and it gets easier after that.”

Patients’ consent forms include the pos-
sibility of gland removal should the sur-
geon be unable to access the gland endo-
scopically, said Dr. Schaitkin, who also
learned sialendoscopy at the ESTC. Dr.
Schaitkin and Ricardo L. Carrau, MD, Pro-
fessor of Otolaryngology at the University
of Pittsburgh School of Medicine, have,
with Dr. Marchal’s assistance, established an
American Sialendoscopy Training Center
(ASTC), that aims to train—as did the
ESTC—American physicians interested in
learning the technique.The next American
course will be held November 9, 2008, in
Pittsburgh (https://ccehs.upmc.edu/
formalCourses.jsp). The next European
course will be held October 9-11,2008, in

Geneva (www.sialendoscopy.com).

though larger series with
longer-term follow-up are
needed to confirm these re-
sults, Dr. Marchal believes
that the future for this pro-
cedure is bright.

In addition, those with
stenotic disease, inflamma-
tory conditions (such as
Sjdgren’s syndrome or re-
current parotitis of child-
hood), or radioiodine-in-
duced sialadenitis may also
be candidates for diagnostic
sialendoscopy. Dr. Eisele has
observed a “therapeutic
benefit” of doing sialen-
doscopy in the last group of
patients. Dr. Schaitkin re-
ported that at his center, pa-
tients with inflammatory
conditions are treated pri-
marily with lavage and in-
traglandular deposition of steroids for lo-
calized control of the inflammation.

Dr. Marchal said he exercises extreme
caution in cases of infection of the duct.
“I’ve always said this is a contraindication,
because the ductal walls are more fragile
when they are inflamed and can be perfo-
rated more easily. It’s always delicate to
push fluid into an area where there is al-
ready an infection; it may push and spread
the infection further. In good hands, if you
have good experience, this may be all right,
but trying to introduce this-as standard
therapy might be dangerous.”

If You Offer It,
Will They Come?
Dr. Eisele doubts that sialendoscopy will be
hugely applicable in every general oto-
laryngology practice.The equipment is ex-
pensive and, he said, there are relatively
small numbers of eligible patients in the
United States compared with those in se-
ries reported from Europe. The results of
77 patients who underwent sialendoscopy
between 2004 and 2007 at UCSF Medical
Center were recently reported.’ Dr. Eisele
and colleague Amol M. Bhatki, MD, re-
ported a 73% success rate of stone removal,
with minimal complications. They have
now completed 106 procedures in 85 pa-
tients since they began to do the procedure
in the fall of 2004.“I am doing perhaps 30

Patients’ consent forms include the possibility of

gland vemoval should the surgeon be unable to

access the gland endoscopically.

Good for Which Patients?
Patients with suspected sialolithiasis com-
prise the major population for whom sial-
endoscopy is indicated. Dr. Marchal has
now published a series on treating children
with obstructive salivary gland swelling,
and has shown that the technique has
greater diagnostic sensitivity than conven-
tional radiology, ultrasound, and MRI.” Al-

to 40 procedures a year at this point in
time,” he said. “I think the prevalence of
the disorder that is the primary indication
for this procedure—sialolithiasis—is less in
the United States compared to Europe.”
However, Dr. Marchal—who sees more
than five new cases a week at his center—
believes that there is a reservoir of patients
in the United States as well as in Europe,
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and that the use of the technique here
could follow a similar trajectory to the one
he has observed in Switzerland. The larger
numbers of cases in Europe are more a
function of the procedure’s longer track
record and greater availability than to a
greater incidence of salivary stones, he be-
lieves. Epidemiological analyses done by
his center and other researchers have not
established causative links between diet
and/or water hardness and incidence of
sialolithiasis. For instance, he said, “We
could not find any difference in calcium
absorption—due to ingestion of dairy
products in Switzerland—and people hav-
ing stones.”

Dr. Marchal has concluded that the suc-
cess of sialendoscopy in Europe is due to
concerted and ongoing reporting of stud-
ies as well as education—of his colleagues,
the general public, and referring physicians.
“This pathology is widely underestimated,
because the reservoir of patients is kept by
the GP” he said. It is those physicians, he
said, who warn their patients against sur-
gery because of the history of complica-
tions following the older treatments of
gland excision.

Proper training and
careful patient selection
are key to successful

outcomes.

“The real truth is that when you start
showing people there is a treatment for
something for which there was no nonin-
vasive treatment, patients start to appear,”’
he asserted.

Whether or not the European experi-
ence will be duplicated here, Dr. Eisele said
that its minimally invasive nature means
that sialendoscopy will increasingly offer
real benefits to patients. “It does require a
little more sophisticated equipment—and
time—but I think it’s well worth it)” he
said. Dr. Schaitkin agreed: “There’s no
doubt in my mind that for stones it’s amaz-
ing—for stones, it’s a home run!” B&F
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