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Introduction

 Primary Sjögren's syndrome is a chronic autoimmune 
disease associated with a variety of systemic presentations. [1] 
Sjögren's Syndrome (SS) is one of the most common autoimmune 
diseases. It can exist as a primary syndrome or as a secondary 
syndrome when associated with other autoimmune diseases, 
such as rheumatoid arthritis, systemic lupus erythematosus, 
systemic scleroderma, and primary biliary cirrhosis.[2] Nerve 
involvement is possible but rarely seen in this syndrome (20%). 
The attack of the cranial pairs is even more rare and predominates 
especially on the trigeminal [3]

 The neurological manifestations of Gougerot-Sjögren 
syndrome (GSS) are variously appreciated. This is essentially 
the attack of the peripheral nervous system. [4] Various damage 
to the cranial nerves has been reported in the context of Goug-
erot-Sjögren syndrome. Involvement of the V, III and VII nerves 
have been reported, the most characteristic being nerve V, espe-
cially its lower branch. Rare and well-documented cases of facial 
paralysis have also been described [5]. Here we describe a patient 
who presented with peripheral facial nerve damage.

Presentation of the patient 

 Medical observation A 32-year-old patient had consult-
ed the neurology department for a deviation of the mouth and 
innoclusion of the left eye for which peripheral nerve damage 
had been diagnosed, Background: business manager by profes-
sion followed since 2017 in internal medicine for inflammatory 
joint rheumatism. Treated for 6 months for 6 months for lymph 
node tuberculosis declared cured without histological proof with 
articular symptoms classified as Poncet’s rheumatism. Polyar-
thritis involving globally symmetrical non-deformed addictive 
fixed large and small synovial joints The afebrile patient Patient 
well oriented in time and space left palpebral occlusion impos-
sible and ocular deviation up and out. Erasure of forehead wrin-
kles and inability to raise the eyebrow. Pockmarks The anamnesis 
found a dry mouth evolving for about two years. Complete blood 
count, creatinine, ionogram and blood sugar were normal. En-
try elevated C-reactive protein at 98 mg/L quickly normalized. 
The autoimmune assessment showed positive antinuclear Abs (> 
1/1000) with a speckled appearance of anti-SSA and SSB speci-
ficity, a strongly positive rheumatoid factor greater than 300 UR/
mL (N < 20 UR/mL), whereas the native anti-DNA and poly-
morphonuclear anti-cytoplasmic antibodies were negative. TSH 
was normal. HIV, hepatitis A, B, C, syphilis, lyme and Campy-
lobacter jejuni serologies were negative and the profile of EBV, 
mumps and CMV serologies was not suggestive of a recent infec-
tion. The cerebrospinal fluid was clear with the presence of two 
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lymphocytes per cubic millimeter, without hyperproteinorachia. 
At the EMG, Nerve conduction:- near inexcitability of the left 
facial nerve -blink reflex: impairment of the trigemino facial axis 
upstream of the brainstem on the left, Detection: - rest absence 
of spontaneous activity - Effort: electrical silence on the left facial 
muscles, - Conclusion: electroneuromyography in favor of left 
facial involvement with involvement of the trigeminofacial axis 
. Parotid ultrasound showed aspects of sialectasis and glandular 
biopsy found lymphoid clusters of variable size compatible with 
non-specific sialadenitis corresponding to stage 2 of Gougerot’s 
and Sjögren’s syndrome. Whole body CT, spinal cord and brain 
MRI were normal. Treatment corticosteroid therapy by bolus of 
methylprednisolone 1 g/day for five days, followed by predni-
sone 1 mg/kg, combined with physiotherapy. The evolution was 
marked, during the first two months, by a recovery of the facial 
paralysis).

Discussion

 Epidemiology of Sjögren’s syndrome in Africa twen-
ty-one hospital studies were included. These studies reported 
744 cases of SS. The mean age at diagnosis varied between 28 and 
73.6 years, and the proportion of women varied from 83.3% to 
100%. There was no population-based incidence or prevalence. 
Among people with autoimmune and other rheumatic condi-
tions, the frequency of primary SS ranged from 1.9% to 47.6%, 
while that of secondary SS associated with rheumatoid arthri-
tis ranged from 4 .3% and 100%. Symptoms of dryness were the 
most common features, with the most commonly affected organs 
being the joints, lungs, and neurological structures. The main au-
toantibodies were anti - Ro /SS A antigen, anti-La/SS B antigen 
and antinuclear antibodies [6].

 Several forms of peripheral neuropathy occur in 
Sjögren’s syndrome (sec). Symmetrical sensorimotor polyneu-
ropathy most commonly occurs followed by sensory neuropa-
thy. Pure sensory neuropathy, trigeminal sensory neuropathy, 
and autonomic neuropathy are also common [7].

 Axonal polyneuropathy They generally represent the 
most common damage and include sensory-motor polyneu-
ropathy and sensory axonal polyneuropathy [8] damage to the 
peripheral nervous system can be explained by vasculopathy of 
the vasa nervum . The frequency of lesions of the vasa nervosum 
suggests that the involvement axonal or secondary to an isch-
emic phenomenon. Elsewhere, a humoral or cellular immune 
reaction directed directly against neurons has been evoked [9].

Vaso nervorum vascular lesions documented by pathological 
studies are associated with a higher incidence of serum anti-SS-A 
( Ro ) antibodies [10].

 Although spinal ganglia involvement may have ex-
plained some of the clinical and neurophysiological findings, 
shows that necrotizing vasculitis was involved in fiber degener-
ation. All nerve biopsies revealed perivascular inflammatory in-
filtrates and other vascular abnormalities, which were diagnostic 
and strongly suggestive of necrotizing vasculitis [11] The most 
commonly affected cranial nerve is the trigeminal (V) nerve 
[12]. This damage affects the sensory contingent of the nerve, 
predominates on the lower branches and is often unilateral. It 
accounts for about 15% of peripheral damage. Tajima et al. [13] 
found a higher frequency since they noted 50% trigeminal neu-
ropathy among 21 patients with neurological manifestations. It 
can be isolated but is often associated with neuropathy , more 
often with sensory neuropathy [14]. For some authors, it could 
be due to an infiltration at the Gasser’s ganglion [12]. Some at-
tacks are asymptomatic, revealed by a neurophysiological study 
[15] thus increasing their prevalence (up to 45% of peripheral 
attacks). Damage to other cranial nerves has been described but 
appears to be rarer: The facial nerve (VII) is sometimes affected 
[16]. The first observation of neurological damage during SS is 
also that of facial diplegia [13] . Damage to the cochleo vestibular 
nerve (VIII) has also been described [17] and may be responsi-
ble for deafness [18]. In the experience [13] involvement of VIII 
would be more frequent (35% of cranial nerve involvement) than 
that of V (29%). The oculomotor nerves can also be affected: 
common ocular motor nerve [19] or even more rarely external 
ocular nerve [20] Finally, the mixed nerves can be affected [21].

 The possibility of recurrent and multiple paralysis of the 
cranial nerves during SS must also be emphasized [16].

 Treatment of neurological manifestations, there is no 
consensus on the treatment of neurological complications of 
SS. Treatment with corticosteroid therapy is generally started, 
whether it is an attack of the PNS or the CNS, except in the case 
of pauci symptomatic attack. For neuropathies, corticosteroid 
therapy is more effective in the case of vasculitis [22]. during 
multineuritis or when there is cryoglobulinemia Immunosup-
pressants are sometimes used, but are generally reserved for 
severe pictures. Treatments by plasma exchange or intravenous 
immunoglobulins have also been proposed. The latter seem ef-
fective especially in cases of peripheral damage [23,24] particu-
larly in ataxia-like neuropathies such as ganglionopathies [15].
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Conclusion

 Systemic pathology characterized by damage to the pe-
ripheral nervous system , damage to cranial nerves dominated by 
damage to the trigeminal.

 peripheral VII auusi is part of the peripheral attien as a 
demo , drawn this paper, in front of an attack of the peripheral 
VII researched the clinical and biological argument in report of a 
syndrome of gougerot sjogren . 

No conflict of interest in the production of this article



J Neurophysiol Neurol Disord 2022 | Vol 10: 105  JScholar Publishers                  

 
4

References

1.  Wei Z, Jiaying S, Junhong G (2019) Bilateral facial pa-
ralysis as a rare neurological manifestation of primary Sjögren’s 
syndrome: case-based review. Rheumatol Int 39: 1651-4.

2.  Sjogren’s syndrome : An update on disease pathogen-
esis, clinical manifestations and treatment - ScienceDirect [In-
ternet]. [Cited 2022 Apr 20]. Available at: https://www-science-
direct-com.accesdistant.sorbonne-universite.fr/science/article/
pii/S1521661619302001?via%3Dihub

3.  Kharrat S, Mourad O, Trabelsi S, Mansour MB, Samia S 
et al. (2022) Nerve damage during gougerot-sjögren syndrome, 
about a case. Afr J Neurol Sci [Internet]. 2008 [cited 2022 Apr 
20] 27. Available at: https://www.ajol.info/index.php/ajns/arti-
cle/view/55121

4.  Abdoh Rafai M, Boulaajaj FZ, Moutawakil F, Addali 
N, El Moutawakkil B et al. (2009) Neurological manifestations 
revealing primary Gougerot-Sjögren syndrome: nine cases. Rev 
Rum 76: 227-33.

5.  [Recurrent facial palsy, primary Gougerot-Sjögren’s 
syndrome and vitamin B12 deficiency] - PubMed [Internet]. [ 
cited 2022 Apr 20]. Available at: https://pubmed-ncbi-nlm-nih-
gov.accesdistant.sorbonne-universite.fr/15687979/

6.  Essouma M, Noubiap JJ, Singwe-Ngandeu M, Hachulla 
E (2022) Epidemiology of Sjögren Syndrome in Africa: A Scop-
ing Review. J Clin Rheumatol Pract Rep Rheum Musculoskelet 
Dis 28: e240-4.

7.  Pou Serradell A, Viñas Gaya J (1993) [3 cases of rare pe-
ripheral neuropathies associated with primary Gougerot-Sjögren 
syndrome]. Rev Neurol (Paris) 149: 481-4.

8.  Gemignani F, Marbini A, Pavesi G, Vittorio SD, Manga-
nelli P et al. (1994) Peripheral neuropathy associated with prima-
ry Sjögren’s syndrome. J Neurol Neurosurg Psychiatry 57: 983-6.

9.  AJNS-African Journal of Neurological Sciences | » 
NERVOUS DAMAGE DURING GOUGEROT-SJÖGREN 
SYNDROME, ABOUT A CASE [Internet]. [ cited 2022 Apr 
22]. Available at: https://ajns.paans.org/laffection-nerveuse-au-
cours-du-syndrome-de-gougerot-sjogren-a-propos-dun-cas/

10.  Peyronnard JM, Charron L, Beaudet F, Couture F 
(1982) Vasculitic neuropathy in rheumatoid disease and Sjögren 
syndrome. Neurology 32: 839-45.

11.  Mellgren SI, Conn DL, Stevens JC, Dyck PJ (1989) Pe-
ripheral neuropathy in primary Sjögren’s syndrome. Neurology 
39: 390-4.

12.  Pure sensory neuropathy in patients with primary 
Sjögren’s syndrome: clinical, immunological, and electromyo-
graphic findings - PubMed [Internet]. [ cited 2022 Apr 22]. 
Available at: https://pubmed-ncbi-nlm-nih-gov.accesdistant.sor-
bonne-universite.fr/2173499/

13.  Tajima Y, Mito Y, Owada Y, Tsukishima E, Moriwaka 
F et al. (1997) Neurological manifestations of primary Sjögren’s 
syndrome in Japanese patients. Intern Med Tokyo Jpn 36: 690-3.

14.  Ataxic sensory neuropathy and dorsal root ganglionitis 
associated with Sjögren’s syndrome - PubMed [Internet]. [ Cited 
2022 Apr 22]. Available at: https://pubmed-ncbi-nlm-nih-gov.
accesdistant.sorbonne-universite.fr/2327738/

15.  Neurological and neuropsychiatric dysfunction in pri-
mary Sjögren’s syndrome - PubMed [Internet]. [ cited 2022 Apr 
22]. Available at: https://pubmed-ncbi-nlm-nih-gov.accesdis-
tant.sorbonne-universite.fr/8178625/

16.  Touzé E, Blanche P, Zuber MA (1999) 35-year history of 
recurrent multiple cranial neuropathy due to primary Sjögren’s 
syndrome. J Neurol 246: 968-9.

17.  Govoni M, Bajocchi G, Rizzo N, Tola MR, Caniatti L 
et al. (1999) Neurological involvement in primary Sjögren’s syn-
drome: clinical and instrumental evaluation in a cohort of Italian 
patients. Clin Rheumatol 18: 299-303.

18.  Tumiati B, Casoli P, Parmeggiani A (1997) Hearing loss 
in the Sjogren syndrome. Ann Intern Med 126: 450-3.

19.  Alexander EL, Alexander GE (1983) Aseptic menin-
goencephalitis in primary Sjögren’s syndrome. Neurology 33: 
593-8.

20.Alexander EL (1986) Central nervous system (CNS) mani-
festations of primary Sjögren’s syndrome: an overview. S cand J 
Rheumatol Suppl 61: 161-5.



J Neurophysiol Neurol Disord 2022 | Vol 10: 105  JScholar Publishers                  

 
5

21.  Vincent D, Loron P, Awada A, Gautier JC (1985) [Re-
current multiple paralysis of cranial nerves. Gougerot-Sjogren 
syndrome]. Rev Neurol (Paris) 141: 318-21.

22.  Peripheral inflammatory vascular disease in Sjögren’s 
syndrome. Association with nervous system complications - 
PubMed [Internet]. [ cited 2022 Apr 22]. Available at: https://
pubmed-ncbi-nlm-nih-gov.accesdistant.sorbonne-universite.
fr/3002396/

23.  Pascual J, Cid C, Berciano J (1998) High-dose iv immu-
noglobulin for peripheral neuropathy associated with Sjögren’s 
syndrome . Neurology 51: 650-1.

24.  Chen WH, Yeh JH, Chiu HC (2001) Plasmapheresis 
in the treatment of ataxic sensory neuropathy associated with 
Sjögren’s syndrome. Eur Neurol 45: 270-4.

25.  HADITHI M, STAM F, DONKER A, DIJKMANS B 
(2001) Sjögren’s syndrome: an unusual cause of Bell’s palsy. Ann 
Rheum Dis 60: 724-5.

Submit your manuscript at 
http://www.jscholaronline.org/submit-manuscript.php

Submit your manuscript to a JScholar journal 
and benefit from:

 ¶ Convenient online submission
 ¶ Rigorous peer review
 ¶ Immediate publication on acceptance
 ¶ Open access: articles freely available online
 ¶ High visibility within the field
 ¶ Better discount for your subsequent articles


