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Editorial

Physical Examination — Still Relevant in
Sjögren Syndrome

These days every article requires disclosure of conflicts. And
I have one for this editorial — I am a “physical examination”
kind of doctor. Surely that is true of almost all rheumatolo-
gists because, despite the advances in ultrasound and
magnetic resonance imaging, demonstration of the presence
of inflammatory arthritis is still largely based on physical
examination. And the usefulness of the physical examination
is not limited to rheumatology. The techniques developed by
René Laennec in part for his newly invented stethoscope
(whispered pectoriloquy, egophony, and fremitus) along with
the technique developed by Leopold Auenbrugger (percus-
sion)1 are highly sensitive and specific for identifying lung
infiltrates and effusions2. A seasoned examiner can diagnose
aortic insufficiency more accurately than either M-mode or
2-dimensional echocardiogram3. Thus, the physical exami-
nation remains alive and well.
    Sjögren syndrome (SS) is a common problem, perhaps
second only to rheumatoid arthritis among conditions that
cause an inflammatory arthritis4. It can be considered an
autoimmune epithelitis5, and predominately affects the
exocrine organs. In fact, patients with primary SS can be
conveniently divided into those that have disease limited to
the exocrine glands such as the salivary and lacrimal and
those in whom there are systemic manifestations. Such
manifestations include the previously mentioned inflam-
matory arthritis as well as vasculitis, restrictive and
obstructive pulmonary disease, peripheral neuropathy,
myositis, interstitial nephritis, glomerulonephritis, central
nervous system disease, and lymphoma6. Lymphoma in the
setting of SS is commonly mucosa-associated lymphoid
tissue (MALT) lymphoma, but can also be other
non-Hodgkin lymphomas7,8. While patients with other
inflammatory rheumatic diseases are also at increased risk of
lymphoma, the risk is definitely greatest among patients with
SS9, although lymphoma remains an uncommon compli-
cation (Table 1). Nevertheless, predictive and prognostic
measures related to lymphoma risk are needed for SS.
    In this issue of The Journal, Zampeli and colleagues
provide just such a measure10. And it is a physical finding.

Comparing 19 SS patients with MALT lymphoma to 57 SS
patients without MALT lymphoma, the authors find that a
fissured, atrophic atrophy is more common among those
subjects with MALT lymphoma (68%) than those without
MALT lymphoma (30%). Only fissured tongue, more severe
hyposalivation, and lymphadenopathy were independently
associated with MALT lymphoma in a multivariate analysis. 
    There are limitations to this study, however. Perhaps the
most obvious relates to character of the finding and the
physical examination required. If the truth be known, most
rheumatologists cannot do this examination. The tip of the
protruded tongue was grasped and held by the examiner. I
think the last time I grasped and held a protruded tongue was
as a medical student rotating on otolaryngology at Parkland
Hospital in Dallas, Texas. The tongue was divided into
posterior, middle and anterior portions. Then, atrophy was
graded on a semiquantitative scale (0–2) in each area and for
both filiform and fungiform papillae. Dividing the tongue
into thirds I can do, but distinguishing, much less identifying,
atrophy of the different papillae is, I am equally sure, beyond
me (and most other rheumatologists). In fact, the examiners
in the paper were oral medicine specialists. This difficulty
goes straight to the heart of the evaluation, diagnosis,
treatment, and longterm care of these patients. All this takes
a team, and it is difficult for many rheumatologists, even
those in a comprehensive medical center, to assemble such
a team, which requires not only interest in SS but also
expertise in pathology, ophthalmology, oral medicine, and
rheumatology, at a minimum11. Thus, many physicians will
have trouble incorporating this examination of the tongue
into the clinical care of SS. 
    There are other limitations. Because of effects on tongue
architecture, patients with diabetes mellitus, iron deficiency,
or megaloblastic anemia were excluded. Patients with SS are
mostly older adults in whom type 2 diabetes mellitus is a
common illness. In addition, any patient with Candida found
on periodic acid-Schiff stain of tongue brushings was
excluded. Because of xerostomia, oral yeast is a common
finding; thus, many patients will be excluded. Of course, this
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is another part of the examination that general physicians or
rheumatologists will not likely be able to replicate in clinical
practice. Finally, this study was of MALT lymphoma only.
So the results cannot be generalized to all lymphomas to
which patients with SS are at risk. And the physical exami-
nation finding from this paper cannot be incorporated into
other predictive models of lymphoma in SS because these
included all lymphoma7,8,10,12-18. The physical findings
previously associated with lymphoma risk have been parotid
enlargement and splenomegaly18. 
    Patients with SS are at high risk for lymphoma, and those
at high risk need to be monitored carefully. Despite some
limitations, the findings of Zampeli, et al10 add another tool
to identify those patients at high risk of this, the most serious
complication. Incorporation of this examination into the care
of SS should be done by oral medicine providers, or rheuma-
tologists if they are able. 
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Table 1. Lymphoma risk across rheumatic illnesses based on data from the
InterLymph consortium from 12 case-control studies of lymphoma in which
data on comorbid conditions were collected. 

Disease                                                 Relative Risk as OR (95% CI)

SS
    Primary                                                       4.75 (1.79–12.6)
    Secondary                                                   9.57 (2.90–31.6)
RA                                                                   1.06 (0.87–1.29)
Psoriasis                                                          1.16 (0.98–1.38)
SLE                                                                 2.69 (1.68–4.30)
SSc                                                                  0.69 (0.20–2.40)

Data from Ekström Smedby K, et al9. SS: Sjögren syndrome; RA:
rheumatoid arthritis; SLE: systemic lupus erythematosus; SSc: systemic
sclerosis.
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