Tukuruk Bezi

Hastaliklar

Bilge Can Meydan
Tip Fakiiltesi Patoloji



Ekzokrin salgl organi; asini + duktus
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m Mukosel (%)
m Retansiyon Kisti
m Ranula

Mukosel;
-ekstravazasyon tip
-retansiyon tip



Ozellikle cocuk ve genclerde

-alt dudak (*)
-agiz tabani
-dil- ventral yuz
-damak

-bukkal mukoza






m Retansiyon Kkisti, gercek bir kist

m Daha ileri yas
Damak
Buccal mukoza
Agiz tabani



Minor tukuruk bezi
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m Benign Lenfoepitelyal Kist
Nadir, E>K
ozellikle parotis glandda



" A
Tukruk bezi iltihabi= “sialadenit”

Viral sialadenit (en sik parotis gland tutulur)
Paramiksovirus
CMV
EBV
Influenza A
Parainfluenza
Coxsackie virus



S
Kabakulak (mumps)
(Akut viral sialadenit)

m Anamnez onemli

m Sistemik bulgulari oneml

m Genellikle parotis ve genellikle bilateral
m AGRILI sislik

m Cocuklarda sik

m Peki ya erigkinlerde?!!



m Bakteriyel sialadenit genellikle siaolitiazis ile
birliktedir.

m Submandibular gland (en sik)
Staph. aureus

St. viridans

St. pneumonia
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@ Otoimmun sialoadenit

Sjogren Sendromu




m Otoimmun hastalik nedir?
m Patogenezi

m Klinik ozellikleri

m Histopatoloji

m Tani i¢cin ne yapalim?



ol

Mo‘r{ohdear
Inflammatory Infiltrate

-minor tukuruk bezi biyopsisi-




“benign* lenfoepitelyal lezyon”



" A
Ekzokrin salgi bezlerinin kronik
iInflamasyonu ile;

Kserostomi (=agiz kurulugu) ve komplikasyonlari
Keratokonjunktivitis sikka=Kseroftalmi ve komplikasyonlari
Epistaksis, kuru oksuruk

Vajinal kuruluk

Artralji/Artrit

Raynaud fenomeni

Lenfadenopati

Akcigerde fibrozis

Periferal noropati, SSS tutulumu

Nefrit

Hepatit



SJOGREN SENDROMU ILE BIRLIKTE OLABILEN
DIGER OTOIMMUN HASTALIKLAR

m Romatoid artrit (%60)

m Sistemik lupus eritematozus
m Skleroderma

m Mikst bag dokusu hastalig!
m Primer bilyer siroz

m Miyozit

m Vaskulit

m Tiroidit

m Kronik aktif hepatit

m Mikst kryoglobulinemi



m Sjogren sendromunun en onemili
komplikasyonlarindan biri, lenfoma
gelisme riskinin artmasidir.

m Tukuruk bezlerinin en sik lenfomasi;
Ekstranodal marjinal zon lenfoma






Kserostominin diger nedenleri

m Antikolinerjik ilaclar (noroleptik, antidepresan,
antihipertansif, parasempatolitik)

DM

Sarkoidoz

Basa ve boyuna radyasyon oykusu
Lenfoma varligi

HCV enfeksiyonu, AIDS

Graft versus host hastaligi
Psikojenik



" N

m Sarkoidozis
Patogenez?

Sistemik granulomatoz bir hastaliktir.
Nadir '




Nekrotizan sialometaplazi

m Klinik ve histopatolojik olarak malign
tumorlerle ayirici tanisi onemlidir.

m Daha cok minor tukuruk bezi lezyonudur.
m Her yasta gorulebillir.
m Hizla gelisen ulser birkag ayda iyilesir.

m Alti Kismen sert kaviter ulserdir (3cm), net
bir kitle genelde olusturmaz.



Tipik lokalizasyonu, sert-yurhugak damak bileskesidir.
Ancak tum oral kavitede her hangi bir yerde olusabillir.






Minor tukuruk bezlerinin adenomatoid
hiperplazisi

neoplazi mi?

m Damak, retromolar tek tarafli kitle
(yuzey mukoza normal)

m 20-60 yas, erkeklerde sik

m Tani ve tedavi bir arada
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Serous acinus

Mucous acinus

Serous demilune
Intercalated

2SI
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Striated
duct

Excretory —>
duct



TUKURUK BEZi TUMORLERININ SINIFLANDIRILMASI
(WHO-2017)

m Malign epitelyal tumorler (karsinomlar)
m Benign epitelyal timorler (adenomlar)
m Yumusak doku tumorleri (Hemanjiom , vs
m Hematolenfoid tumorler

m Sekonder tumorler (Metastazlar)



TUMOR BENZERI KITLE LEZYONLAR
Sialadenozis
Onkositozis
Nekrotizan sialometaplazi
Benign lenfoepitelyal lezyon
Tukruk bezi kistleri
HIV-iliskili kistik lenfoid hiperplazi



Tukuruk bezi neoplazmlari,

m Tum bas boyun tumorlerinin %5’i tukuruk bezi
kokenlidir.

m % 80 : parotis gland

m % 20 : submandibular gland ve minor tukuruk
bezleri kokenlidir.



" S
Parotis Gland Neoplazmlari

Parotis neoplazmlarinin % 70’i benigndir.

m Pleomorfik adenom (benign mikst tumor) -%50-70-

m Warthin tumoru (papiller kistadenoma lenfomatozum)
Parotis neoplazmlarinin % 30’u maligndir.

m Mukoepidermoid karsinom -%15-

m Malign mikst tumor*



FEATURES SUGGESTIVE OF
BENIGNANCY

Movable (Except Palate)
Unattached to Skin or Mucosa
(Except Palate)

No Ulceration of Skin or Mucosa
Slow Growth

Long Duration

No Pain

No Facial N. Palsy




Tukuruk Bezinin Benign Neoplazmlari

m Pleomorfik adenom (benign mikst tumor) (*)
m Myoepitelyom (myoepitelyal adenom)

m Bazal hucreli adenom

m Warthin tumoru

m Onkositom (onkositik adenom)

m Kanalikuler adenom

m Sebase adenom

m Duktal papillom

m Kistadenom



"
Pleomorfik adenom

m Benign

m En sik tukuruk bezi tumoru

m Her yasta ancak orta ve ileri yasta sik (40-60 yas)
m Histopatolojisi:

Kapsullu

Mikst karakterde (epitelyal+mezenkimal farklilasma)
m Tedavi tam eksizyon (yuzeyel parotidektomi*)

m Nuks riski fazla (%20-45)

m [anisal amacli insizyonel biyopsi tercih edilmez,
kapsul yapisi bozulmamalidir

m Malign transformasyon gosterebilir













Monomorfik adenomlar

Bazal cell adenom
Myoepitelyoma
Sebase adenom
Onkositoma



Warthin tumoru

Parotis gland-bilateral



Warthin tumoru
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Duktal Papillom




Tukuruk Bezinin Malign Neoplazmlari
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Salivary Gland Tumors Discussion

CLINICAL WORKUP
PRESENTATION

* H&PP:€ including a complete head

Unresected
salivary gland
mass

and neck exam; mirror and fiberoptic
examination as clinically indicated

Clinically I::eniq;;ni
or
Carcinoma

— See SALI-2

* FNA biopsy®
* As clinically indicated:
» CT/IMRI with contrast of skull base to
clavicle®
» Chest CT (with or without contrast)®
» Preanesthesia studies
» Dental evaluationf
» Nutrition,? speech and swallowing
evaluation
» Smoking cessation counselingb
» Fertility/reproductive counseling

* Parotid

* Submandibular

* Minor salivary
gland?® —

or
Incompletely

resected salivary
gland mass

See NCCN Guidelines
Lymphoma ———  |for Non-Hodgkin
Lymphomas

Multidisciplinary consultation as
clinically indicated

a Site and stage determine therapeutic approaches.

b H&P should include documentation and quantification (pack years smoked) of
tobacco use history. All current smokers should be advised to quit smoking, and
former smokers should be advised to remain abstinent from smoking. For additional
cessation suppart, refer to the Patient/Provider Smoking Cessation Resources in the
NCCN Guidelines for Smoking Cessation.

¢ Screen for depression (See NCCN Guidelines for Distress Management).

d Image-guided (US or CT) needle biopsy of cystic neck nodes may offer better
diagnostic yield than FNA by palpation alone for initial diagnosis in this setting.

& See Principles of Imaging (IMG-A).

fSee Principles of Dental Evaluation and Management (DENT-A).

9 See Principles of Nutrition: Management and Supportive Care (NUTR-A).

h See fertility and reproductive endocrine considerations in the NCCN
Guidelines for Adolescent and Young Adult (AYA) Oncology.

I Characteristics of a benign tumor include mabile superficial lobe, slow
growth, painless, V and/or VIl intact, and no neck nodes.

MNote: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

SALI-1

Wersion 12020, 02/12/20 © 2020 Mational Comprehensive Cancer Network® (NMCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of MCCM.
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PATHOLOGY RESULT

Follow-up as
clinically indicated

Benign

or
If tumor spillage or

Low grade —— | perineural invasion, [ ——

consider RT Recurrent
Clinically benign' or Complete or
1,12 resection® Follow-up  ___ |persistent
See FOLL-A) Disease
Adenoid cystic; See SALI-4
Intermediate or [— RT! (category 2B for T1) —»
igh grade
Parotid
gland
Surgical Cancer See Treatment
- . o ! See Treatment
T3,T4a evaluation site
Other
salivary [—
glands
Definitive RT! Recurrent
No resection possible or or Follow-up -
- .
Tab resection not recommended Concurrent systemic (See FOLL-AI_’ [P,fsr::::"t
therapy/RT (category 2B) See SALIL4
ICharacteristics of a benign tumor include mobile superficial lobe, slow growth, painless, V and/or VIl intact, and no neck nodes.
Iif incidental N+ disease is present go to SALI-3
kResection of a clinically benign tumor includes: no enucleation of lateral lobe and i 1 with if indicated.

ISee Principles of Radiation Therapy (SALI-A)

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.
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£ neck dissection®

Clinical N0 —— | for high-grade
Adverse features:

* Intermediate or high grade

* Close or positive margins

* Neural/perineural invasion

* Lymph node metastases

* Lymphatic/vascular invasion
* T3-4 tumors

and/or T3-4

Major salivary h
umors

gland (parotid,
submandibular,
sublingual)

Surgery + neck __

Clinical N+ ———> ;0 cection®

Clinical NO Complete tumor+

resection® Resedion,'
Minor if possible
salivary
gland™ Complete tumor, 'r::gcmtg"ie‘;%ss
Clinical N+ —— Ir:;epcglzl;;end > residual disease
dissection® No further

—_—

Cancer H -
Network® Salivary Gland Tumors Discussion
CANCER SITE TREATMENT" R t
ecurren
No adverse Follow-up or Persistent
features See FOLL-A) Disease
(See SALI-4)
Surgery with
complete 1
ti. f Completely A . " T!
resection of tumor e cystic (category 2B)

Adjuvant RT!
(preferred)

or

Systemic
therapy/RT
(category 2B)

Definitive RT!
or
Svst

resection possible

'See Principles of Radiation Therapy (SALI-A)

MFor submandibular and sublingual gland tumors, complete gland and tumor resection is recommended.

NThe facial nerve should be preserved if possible; strongly consider referral to a specialized center with reconstructive expertise
©See Principles of Surgery (SURG-A)

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

of NCCN

Version 12020, . All ights resenved. NCCN ustration may. any!

th‘erapleT
(category 2B)
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Evreleme (stage)
TNM KLASIFIKASYONU (AJCC, 8th, 2017)
m T--- Primer tumor
Tx Primer tumor degerlendirilememistir.
TO Primer tumore ait bulgu yoktur.

T1 Tumorun en buyuk ¢api <2 cm ve
ekstraparenkimal yayilim yok

T2 Tumorun en buyuk capt 2 - 4 cm ve
ekstraparenkimal yayilim yok

T3 Tumorun en buyuk capl >4 cm ve/veya
ekstraparenkimal yayilim var

T4a Deri, mandibula, dig-orta kulak yolu
ve/veya fasiyal sinir invazyonu var

T4b Kafa kaidesi ve/veya pterigoid plate
Invazyonu ve/veya karotid arterin tutulumu var



" 1 Evreleme (stage)
TNM KLASIFIKASYONU (AJCC, 8th, 2017)-devam

m N---Bolgesel lenf nodlari
NX Lenf nodu metastazi degerlendirilememigtir.
NO Lenf nodu metastazi yoktur.

N1 Tek bir ipsilateral lenf nodunda metastaz var ve bu lenf
nodunun en buyuk ¢api <3cm, ekstranodal yayilim yok

N2a Tek bir ipsilateral lenf nodunda metastaz var ve bu lenf
nodunun en buyuk ¢api 3 - 6cm, ENY yok veya <3cm ama ENY
var

N2b Multipl ipsilateral lenf nodunda metastaz var ve bu lenf
nodlarinin herbirinin en buyuk ¢capi <6cm, ENY yok

N2c Bilateral yada kontralateral lenf nodlarinda metastaz var ve
bu lenf nodlarinin herbirinin en buyuk ¢capi <6cm, ENY yok

N3a En buyuk metastatik lenf nodu ¢capi >6cm, ENY yok

N3b ENY olan; Tek bir ipsilateral lenf nodu > 3 cm veya multiple
veya bilateral yada kontralateral lenf nodlari

m M---Uzak metastaz
MX Uzak metastaz degerlendirilememistir.
MO Uzak metastaz yok
M1 Uzak metastaz var



PATOLOJ| ANABILIM DAL
___ Protokol No: _8-4095.08

B&amMG : Kulak Burun Bogaz Servisi
Patolof Adl : Larnks, parsiyolfotal + boyun en! nocten

Hasta No
Dosya No
Hasta Adi-Soyadi
Yasl Cinstyeti
Gelis Tarid
RaporTanhd
Doktoru : Yrd Doc. Or. SENEM CENGEL

Matoryal  : BwyopsiNo AlmaYed Allees Sedd  Adet
D40r508 Lawas Suttots Mersksne 1

KLINIK BILGI

Larinks ¢ca

Sob vokai kordy tutan S0mdcal kitke.
B.264208 : Epndormoid karsinom
Spesmen : Sol voka kordu Doyhs Boyunca tiah, 3ol ventrikliOn tabanini futan, sof ventriklier Dands tutan, On komessis
Ve antenced Lzanan ancak tutnayan 1emdead Htle Yine bu kiieden badims:z sad venirikdier Dardea katalasma vo
hiperkariotk sactardan biyopsl sind:

MAKROSKOP!

1 - Uzernde 3 x 2.5 cm yudeoy gosteren mukoza ofpsi ve 3,2 x 2,5 cm gaph Sroid kartiag

DoyutuNnds sof vertkad homilareryeliorl materyalde. Mukozal yUzeycts vk keed vo vorm
o ik alanda boyar renkie renk degdipidd mevounir. Bu ronk cegisaigi sian on kom oarak h londa ca vo
anderion ve posienior mukaza cerrahi Sinin boyunca devam stmekiodr. Anterionda komissur béleghe hatt net
seciomeyp, ventrikil, ventrikGler bant ve vokal kord sy olarak seglobimaektecir

Yapslan serl kesiforde 3 diim boyunca devam ocen, daha ok glotik yerlegmig, yUzey epited So Bgius rt seciomayen
optel ait alanda yeriegmig 1.5 x 1.5¢ 1 ¢ boyutiards 308d krem renkd ktol iziend

SC1-4 - Superior cormahl Sininn IMami aenionian postonorn S parca § kasetie Srneidend

1C 14 ; Indenor cerrahi sinenn tamany antorcedan postorions 4 parca 4 kasette dmekdendi

ACTS - Anterior comahi ininn amam supedoedan inferiona S parga 5 kasette omeidendi

PC1.5 : Postonos cerrahi $inein tamary superiordan nferiomn 6 parca 6 kasotio drnoklond:

TIR : Sephek troid ukedak vazyon atans asit takibine abndi. As2 takidi 3007881 30phed atania 3 parge 2 nsette
Omeklend

2 - Delian lor nodu kaydi gonderimig, 0.3' er cm ¢aginda 2 adet kenf noduriun tamami 1 paegs 1 Kasatio Sresidendi
L)

3 - Corrahl sunwr 53 ventriGior bant kay itk gondertimsg, 1x 0.5 x 0,3 cm boyutunda kiribeyar renkd 1 adet materyain
tamany 1 parga 1 kasette dmekdendi. (3)

4 - Sa) 0n komissOr cormani sinir kay# gondenimg. 0,5 x 0,3 x 0,2 om boywaunca katvorengi ronkli materyali tamanm
1 parga 1 kasette Genoblond

5 « Saf) vokal kord-ventrikGior band kay s gondecimg, 0.8 x 0.5 x 0.3 om Boyutunda sUtCKaNve renkd 1 acol maner yain
tamam 1 parca 1 kasetin Grmokiend|

6 - Ust jugderden sinirie paretienerek, boyun kayith gonderiimig, 10 x 3 x 1.5 om boyutunds sol seieks! boyun
dsekuycn maseryainn incelermesinde;

LAS-T : Ust gruptan en bayoda 1 x 0.8 x 0.8 em boyu!
o2

LAT : En blytk lenf nodu 2 paega 1 kasolto Orneklond
LA2 : 2 adet len! nody 2 parca 1 kasetie Omekiend
LAJ : 4 adet lent nodu 4 parca 1 kasetto Omekdendt
LAA 1 adot lnn! nodu 1 parga 1 kasetle Omeidend:
LAS ; 2 adot lon! nodu 2 pirga 1 kaselte Omokiend:
LAD : 4 adet lenf nocu 4 pirga 1 kasetio omaelkiend:
LAY : 2 adet lenf nodu 2 parga 1 kirsetto Omekiandi

bubnan 45 x I x 2 om

S vo kosti metastabik QSOnGmde 16 adet leed nodu Ossee

Devami Arka Sayindadh e

Hasta Adi Hasta No : 1045680

BiyopsiNo : B-4095-08

MAKROSKOPI

LB1-3 : Alt gruptan en buytga 0,8 x 0,5 x 0,3 cm boyutunda 7 adet lenf nodu diseke edildi.
LB1 : 2 adet lenf nodu 2 parga 1 kasette érneklendi.
LB2 : 2 adet lenf nodu 2 parga 1 kasette érneklendi.
LB3 : 3 adet lenf nodu 3 parga 1 kasette 6rneklendi.

. MIKROSKOPI

Histolojik Tip : Keratinize Epidermoid Karsinom
Histolojik Derece Si/m
Tamdriin Yayiim : Sol ventrikiler bant

Sol ventrikul

Sol vokal kord
("anterior cerrahi sinir" olarak belirtilen alanda tumér mevcut )

Tiroid kartilaj tutulumu : Mevcut

Lenfatik/Vaskiiler invazyon :Var (yaygin)

Néral invazyon : Var (yaygin )

Cerrahi Sinirlar : Yumusak doku cerahi sinir :

- Inferior: timér mevcut

- Superior: 1 mm mesafede

- Posterior: <1 mm mesafede

- Anterior: tUm anterior cerrahi sinirda timér mevcut

Ek Patolojik Bulgular Glottik yerlesimli invaziv neoplazm genellikle mukoza altinda ilerlemekte olup;

p— tam vertrikdler bant, ventrikiil ve vokal kordu tutmustur.
Ylzey mukozanin tmu skuaméz metaplazi géstermekte olup; hiperkeratoz,
hiperplazi ve hafif-siddetli displazi odaklar i fir. Bu di: i igikli

tim cerrahi sinirlarda devam etmektedir.

Ayrica displastik epitel multiple mikroinvazyon odaklari olusturmaktadir

Kikirdak doku gevresi gizgili kas lifleri arasinda da perinéral invazyon ve serbest
timér odaklar mevcuttur.

Cerrahi sinir sag ventrikdler bant (3) ve sag 6n komisstir cerrahi sinir (4) kayith
materyallerden hazirlanan kesitlerde, gok katl yassi epitel ile értiilii 8rneklerde
invaziv timor odaklari mevcuttur.

Sag vokal kord-ventrikiler band (5) kayith materyalden hazirlanan kesitlerde

skuaméz r hafif-orta displazi mevcut olup bu alandan
iyopsi tekran ger ir.

LENF NODLARI

Total : 25 adet; Delphian ( 2 adet ), Sol selektif boyun disseksiyonu ( 16 adet dst grup, 7
adet alt grup )
Metastatik : 1 adet ( sol selektif boyun diseksiyonu, tist grup)
(1 cm capinda lenf nodu; ektrakapsiiler invazyon yok )
—_
Hasta Adi : HastaNo  : 1045680

BiyopsiNo : B-4095-08

TANI

1 - SKUAMOZ HUCRELI KARSINOM, glottik yerlesimli, sol vertikal hemilarenjektomi

2- SKUAMOZ HUCRELI KARSINOM INVAZYONU, "Cerrahi sinir sag ventrikiiler bant (3)" ve "sag 6n komissir cerrahi
sinir (4)" kayith materyaller

3 - METASTATIK LENF NODU, 1 adet, sol selektif boyun disseksiyonu Ust servikal grup

Dr. B.HANDE SARIHASAN Yrd.Dog.Dr. BILGE CAN




m Parotis gland neoplazmlarinin % 30’u maligndir.
m Submandibular gland neoplazmlarinin % 50’si maligndir.
m Minor tukuruk bezi kokenli neoplazmlarin % 70’i maligndir.



" A

Tukuruk Bezinin Malign Neoplazmlari
Mukoepidermoid karsinom (low, intermediate, high grade*)
Adenoid kistik karsinom*

Asinik hucreli karsinom

Malign mikst tumor*

Epitelyal-Myoepitelyal karsinom

Myoepitelyal karsinom

Salivary duct carcinoma*

Clear cell karsinom

Bazal hucreli adenokarsinom

Sebase adenokarsinom

Kistadenokarsinom

Onkositik karsinom*

Skuamoz hucreli karsinom*

Polymorphous (low-grade) adenokarsinom
Adenokarsinom (NOS)*



Mukoepidermoid karsinom

m Duktus epiteli kokenli

m Malign epitelyal neoplazm
(skuamoz karsinom+mukus sekrete eden adenokarsinom)

m 30-50 yas arasi, cinsiyet ayrimi yok
“Low grade”

“Intermediate grade”

High grade”

13







Mukoepidermoid karsinom



Malign mikst tumor;
pleomorfik adenomun malign transformasyonu



Adenoid kistik karsinom

m Duktus epiteli reserv hucreleri kokenl
m 50-/70 yas, cinsiyet ayirimi yok
m % 70: Minor tukuruk bezi kokenli

m Klinik seyir yavas olabilir ancak ¢ok
agresiftir !






Adenoid kistik karsinom



Adenoid Kistik karsinom



"

Asinik hucreli karsinom




Olgu 1

m 1 yildir sert damakta agrisiz sislik sikayeti
olan 44 yasinda kadin

m Ortasi daha kabarik ve hafif mavi renkli
normal mukozayla ortulu kismen sert kKitle,
gingival uzanimi mevcut

m Radyolojide lezyonun kemik
rezorbsiyonuna neden oldugu goruldu



Yaklasik 3 x 3 cm

>

Tanli icin baska ne yapalim?






Igsi hiicrelerden olusan

R mezenkimal komponent
TR

Y \ Tumor kapsulu
w4 3N \‘~_\.

Duktus yapan epitelyal komponent

Eksizyonel biyopsi



Olgu 2

m Bilateral parotis glandda buyume varsa
klinik on tanida neler dusunebiliriz?



m Sialadenozis
Kronik alkolizm (sirozlu ya da sirozsuz)
Malnutrisyon, anoreksi
Metabolik hastaliklar (DM, obezite vs)
Tiroid hastaliklari
llaclar (antinipertansifler, isoproterenaol, tiroid ilacglari vb.)
Gebelik

m Kabakulak

m Kronik sialadenit

m Benign lenfoepitelyal lezyonlar

m 5jogren sendromu

m Sarkoidoz

m Malign lenfoma

m Bilateral primer tumorler (Warthin tumoru)



m Sialadenozis (sialozis),

Tanim: non-inflamatuar, non-neoplastik bilateral
asemptomatik tukuruk bezi buyumesi

Patoloji; asiner hipertrofi
Etiolojik patogenez; net degil (otonom noropati?)
Parotis en sik



