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Abstract
The Syndrome of Sjögren (SSj) is a chronic systemic illness of auto-immune etiology that affects mainly the exocrine glands, especially salivary and lacrimal. The 
objective of this case report was to present the importance of the diagnosis of the illness, as well as the recognition and accompaniment of the clinical case relating 
the systemic alterations to the buccal ones. The clinical condition of the illness and its implications had remained for long periods characterized for phases of increase 
and remission until the definitive diagnosis of non-Hodgkin’s lymphoma resulting in generalized prostration, and death. The multiprofessional relation is important 
front to the case, which had to the appearance of diverse general and buccal alterations. The options of dental treatment as the lasertherapy, oral health guidelines and 
control of the signals and symptoms decurrent of the illness become the intervention of the excellent.
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Introduction
The Syndrome of Sjögren (SSj) is a chronic systemic illness of auto-

immune etiology that acomete mainly the exocrine glands, especially 
salivares and lacrimais [1,2].

Dry mouth/ hyposalivation and xerophthalmia are explained by 
tissue inflammation that generates replacement of the acini and ducts 
of the salivary and ocular glands by fibrous tissue [3,4].

There are theories that relate genetic, environmental, immunological 
and viral factors to determine the etiology of this syndrome [5-7].

According to the criteria of the European Community classification 
of 2002 [8], the SSj can be divided into two stages: the primary form 
is characterized by signs and symptoms of dry mouth/ hyposalivation 
and xerophthalmia and the secondary form by rheumatoid arthritis, 
systemic lupus erythematosus, systemic sclerosis, cirrhosis primary 
biliary and non-Hodgkin’s lymphoma [9]. 

Nowadays, the cure for SSj is unknown, however it is known that 
there is a predilection for the feminine gender in the fourth and fifth 
decades of life and rare in children, although there are clinical studies 
that related this situations [10].

The diagnosis of the syndrome is based on anamnesis, clinical signs 
and laboratory tests [7]. The differential diagnosis should be based 
on the set of signs and symptoms, as well as the clinical identification 
allied to the complementary exams. The dentistry plays an important 
role in the early diagnosis of the disease, since there are characteristic 

oral manifestations, such as dry mouth followed by hyposalivation, 
burning of the jugal and lingual mucosa, taste alterations, fissured 
and despapilated tongue, erythematous and atrophic mucosa 
and predisposition to fungal infections mainly oral erythematous 
candidiasis [10-17].

Dry mouth was related or not to the decrease of the salivary flow, 
resulting from the hypofunction of the major and minor salivary 
glands. Flow and salivary composition vary according to stress, age, 
diet and systemic diseases [17-21].

The oral microbiota associated with systemic alterations, drug use, 
salivary flow, buffer capacity and pH (intermediates and lows) can 
determine the risk of caries, periodontal disease and fungal infections 
[22-25].

The objective of this study was to present the importance of the 
diagnosis of the disease, as well as the recognition and follow-up of the 
clinical case, relating the systemic changes to the buccal ones.
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Case report
A 64-year-old female patient, leukoderma caucasian born in 

São Paulo- Brazil residing in Brazil, the United States, France and 
Switzerland, at the upper school level, attended at Center of Study 
of Special Patient (CEAPE) at Paulista University - São Paulo, 
with diagnosis of several pathologies, confirmed through medical 
examinations and laboratories. Initially we performed a clinical 
examination consisting of anamnesis and extra physical examination 
(Figure 1) and intra-buccal examination. The patient reported the 
history of the diseases that she suffered from the beginning to the present 
day, when she was 35 years old, she presented the first rheumatic crisis, 
evolving in rheumatoid arthritis in the period of one year and a half, 
resulting in deformities in the hands and feet and the compromise of 
locomotion, followed by pain and great suffering. Due to the aesthetic 
impairment, she performed surgery in Switzerland on implantation 
of silicone prostheses in the backs of the hands and feet bilaterally 
(Figure 2A and B), however, they were rejected twice. For many years, 
she had used systemic corticosteroids in phases of remission and 
exacerbation of rheumatoid arthritis, after 13 years of treatment there 
was a slight improvement in pain with arthritis, however deformities 
were present. During the period of remission of the clinical condition 
of arthritis occurred other manifestations such as reduction of salivary, 
ocular and genital fluids, characterizing dry keratoconjunctivitis. Also 
presented brittle hair, dry skin, and opportunistically fungal infections 
(Candidiasis) on the buccal and genital site repeatedly. At this stage, 
the patient reported dry mouth and difficulty in swallowing food, 
altered taste and mouthfeel sensation. The tongue was stripped tongue, 
favoring the proliferation of fungi and bacteria. Xerophthalmia was 
diagnosed by the ophthalmologist through the Schimer I and II and 
Break Up Time (BUT) tests. The diagnosis of Sjogren’s Syndrome 
was confirmed and the disease progressed rapidly. After a few years, 
generalized lymphadenopathies occurred and consequently the need 
for surgical removal of 16 cervical lymph nodes, further compromising 
the aesthetics and self-esteem of the patient (Figure 3). In another 
moment the surgical removal of another 9 nodules was performed 
again. We observed a volumetric increase (parturition) of the parotid 
glands (Figure 4) and physical examination in the mouth, presence of 
all teeth in the arches, dry mucosa, shiny in all its extension, reddish 
coloration, cleft tongue, fissured and presence of long-lasting (22 
days)2 ulcerated lesions, extremely painful, with fibrinolytic and halo 

erythematous, measuring approximately 0.5 to 1.2 cm in diameter in 
the belly and the posterior portion of the tongue. An incisional biopsy 
was performed, whose histopathological anatomical result was of 
non-specific chronic inflammatory process, in both cases. After the 
result, a laser therapy with low power intensity (Gallium Arsenide 
and Aluminum - GaAlAs) at 790 nm and 30 mW was scheduled for 
2 minutes in a punctual manner on each lesion at an energy density 
of 4 J / Cm2, repeating the application after 24 hours and not having 
undergone a clinical examination of the lesions (Figure 5). Severe 
hyposalivation made it impossible to measure salivary flow, buffer Figure 1. A 64-year-old female leukoderma patient, diagnosed with secondary Sjögren's 

Syndrome.

 

Figure 2 (A & B): Image of the silicone prostheses in the backs of the hands and feet 
bilaterally performed in Switzerland, however they were rejected twice.

 

Figure 3. Image of cervical emptying performed in the lymphatic chain bilaterally.

 

Figure 4. Image of swelling of the right parotid gland.
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capacity and pH, using the DentoBuff® kit; however, for artificial 
xerostomic control, artificial saliva, ginger crystals and brave lemon 
tablets, Biotene® tooth dentifrices and Jonhson & Jonhson´s KY® gel for 
genital and oral lubrication were recommended. Two polypropylene 
trays were made for daily use with acidulated fluorine gel, maintaining 
control of caries. The patient was also undergoing gynecological 
treatment due to ulcerous manifestations similar to those presented in 
the oral cavity, and her gynecologist reported on multiple lesions in 
the posterior vaginal wall, 1.5 to 2 cm in diameter, with a hyperemic 
halo and palpation pain. At the moment, oncological cytology of the 
posterior vaginal dome, colposcopy and histopathological anatomy of 
the lesion were performed, as well as hematological exams, resulting in 
non-specific chronic colpitis in an acute outbreak of fibrinoleukocytic 
crust, outbreaks of erosion, exocytosis and spongiosis: culture of the 
vagina and urethra positive for Enterococus SP. The recommended 
medical treatment was Decadron® 60 mg orally, once a day, reducing 
the dose gradually and being maintained for 3 months, because when 
the corticoid was suspended, the ulcers recurred. Concomitant to the 
installed complications, it presented pulmonary complications that 
justified the pneumologist’s follow-up. All clinical condition revealed so 
far, remained for long periods characterized by phases of exacerbation 
resulting in generalized prostacy when it is diagnosed Non-Hodgkin’s 
lymphoma. The spleen and liver were compromised, including 
liver biopsy and metastases were confirmed by CT scans, magnetic 
resonance imaging and laboratory tests, indicating the presence of 
neoplastic cell markers. From the diagnosis of Sjögren’s Syndrome the 
patient was constantly accompanied by multiprofessional team and 
complementary examinations were performed routinely, however, she 
died 2 months after the confirmed diagnosis of lymphoma.

Discussion and conclusion
The diagnosis of secondary Sjögren’s Syndrome accompanied by 

rheumatoid arthritis and non-Hodgkin’s lymphoma was performed 
by the patient’s physician and followed the criteria of the European 
Community Classification of 2002 (Vitali et al., 2002) [8] using clinical 
examination and follow-up examinations. The secondary form of SSj 
is verified in 8% of the diagnoses of the disease, which makes this 
significant clinical report [26].

The multiprofessional team were crucial in the diagnosis, treatment 
and prognosis, resulting in improvements in the clinical condition of 
the disease. The dental treatment plan should be based on oral hygiene 
guidelines, control of signs and symptoms arising from the disease and 
complementary therapies such as lasertherapy promote quality of life 
to the patient.
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