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ASSESSMENT
Because of its complex presentation and
heterogeneity, diagnosis may be delayed
by 3-11 years.3 
The presence of any four of the six

criteria shown in table 3, p13, is indicative
of primary Sjögren’s syndrome, as long
as either item IV (histopathology)or item
VI (serology) is positive. The presence of
any three of the four objective criteria
(items III, IV, V, VI) is also indicative of the
condition.
The following need to be excluded

before the classification criteria can be
applied:
•Post head and neck radiotherapy
•Hepatitis C infection
•HIV
•Pre-existing lymphoma
•Sarcoidosis
•Graft versus host disease
•Use of anticholinergic drugs (within a
time shorter than four times the half-life
of the drug)
In patients with a potentially

associated disease, for instance, an
established diagnosis of rheumatoid
arthritis (RA) or another well defined
connective tissue disease such as
systemic lupus erythematosus (SLE),
the presence of item I or item II plus any
two from among items III, IV, and V may
be considered indicative of secondary
Sjögren’s syndrome.
Examination findings during a GP

consultation may include the following:
•Eyes:Dilatation of the conjunctival
vessels, corneal lesions, and blepharitis
•Mouth: May look dry and a wooden
tongue depressor may stick to the
tongue. Local infections including oral

polyarticular and symmetrical, typically
affecting the wrists and small joints of
the hands. It is intermittent in nature 
and usually not deforming or erosive.

Practical tip 1: Consider primary
Sjögren’s syndrome as a differential 
to rheumatoid arthritis in patients
presenting with symmetrical
inflammatory arthralgia/arthritis
affecting the wrists and small 
joints of the hands.

Sjögren’s syndrome mimics
While Sjögren’s syndrome is an
important condition to consider in
patients presenting with sicca 
symptoms, a variety of other conditions,
drugs and dehydration may contribute
to, or cause, mucosal dryness.
Other causes of sicca symptoms

include: head and neck radiotherapy
(salivary flow can be reduced after the
first dose of radiotherapy and this may
persist for up to three months post
completion),sarcoidosis, acute anxiety,
IgG4 disease, hepatitis C, HIV. The latter
two are also associated with salivary
gland hypertrophy. Chronic ocular
conditions (such as blepharitis and
conjunctivitis) are a common cause of
dry eyes. 
The most common drugs which may

induce sicca symptoms are highlighted
in table 2, below.

Practical tip 2: Commonly prescribed
drugs such as opioids, antidepressants,
beta-blockers, proton pump inhibitors,
antihistamines and muscarinic
antagonists may induce sicca symptoms.

candidiasis and dental caries are not
uncommon
•Submandibular glands:May be
enlarged but more obvious is bilateral
enlargement of the parotid glands.
Because of the intermittent nature of
glandular swelling, this may be absent at
the time of examination
•Features of other autoimmune
disorders such as RA, SLE, scleroderma
and primary biliary cirrhosis
Patients with suspected primary

Sjögren’s syndrome should be tested 
for antinuclear antigen (ANA) to look for
the presence of anti-Ro/La antibodies
which are present in two-thirds of cases.
Rheumatoid factor may be present in up
to 90% of cases. High levels of IgG are
commonly seen in patients with primary
Sjögren’s syndrome. 

Practical tip 3: Testing for ANA should
be performed in all patients with
suspected inflammatory arthritis,
alongside rheumatoid factor.

REFERRAL
Referral to a rheumatologist for
confirmation of diagnosis (which may
involve scintigraphy/sialography, labial
gland biopsy) is recommended. 
Referral should ultimately be guided

by the level of clinical suspicion.
Specialist referral should be considered
in patients with sicca symptoms who
test positive for ANA. However, if a
patient is ANA negative but has sicca
symptoms, any of the signs and
symptoms listed in table 1, p11, and/or
suggestive examination findings, then
we would also advise referral to 
a rheumatologist.
Long-term follow-up by a specialist is

also required. The general consensus 
is that patients should be seen every 
six months by a rheumatologist for
those with stable disease, and specific
disease activity scores should be
incorporated as standard practice.

TREATMENT 
Current treatment strategies include a
combination of symptom control and
immunosuppression, and multidisciplinary
involvement. Management of sicca
symptoms includes lifestyle changes in
combination with topical lubricants. 
Patients with dry eyes should be

advised not to wear contact lenses,
avoid air conditioning where possible
and use simple lubricant drops that do
not contain preservatives. Liposomal
sprays can reduce evaporative tear loss,
and lacrimal gland inflammation can be
managed by applying damp steamed
eye pads. Oral pilocarpine can be
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Table 2

Common drugs known to induce sicca symptoms

Class

Anticholinergic

Muscarinic antagonists

Antihistamines

Opioids

Antihypertensives

Proton pump inhibitors

Drug

Antidepressants e.g. amitriptyline
Anxiolytics e.g. diazepam
Antipsychotics e.g. clozapine

Tamsulosin hydrochloride
Ipratropium hydrochloride

Cetirizine hydrochloride, loratadine

Morphine, codeine, tramadol

Beta-blockers
ACE inhibitors

Omeprazole


