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Salivary scanning in rheumatoid
arthritis
SIR, We were interested to read the paper 'Salivary scanning
in rheumatoid arthritis with sicca syndrome' by De Jager et
al. ' They conclude that salivary scanning has no value in
differentiating between patients with rheumatoid arthritis
(RA) and RA plus possible sicca syndrome. The diagnostic
criteria used for sicca syndrome in this study are inadequate.
A positive Schirmer test alone and subjective symptoms of
ocular and oral dryness can be very misleading,2 ' especially
in an elderly population (mean age 61 9 years in this study)
who may be taking diuretic, anticholinergic, or other drugs
which might cause dryness of mucosal surfaces. Secondary
Sjogren's syndrome (SS) is present by definition if a connec-
tive tissue disorder, such as RA. is present together with
either keratoconjunctivitis sicca or xerostomia.' A firm
diagnosis of keratoconjunctivitis sicca. however, requires
the presence of at least two of the following criteria: (1)
Schirmer test <5 mm at 5 min; (2) abnormal rose bengal/
fluorescein staining of the corneal epithelium (Van Bijster-
veld score >4; (3) diminished tear break up time; (4)
diminished tear lysozyme activity.4

In order to demonstrate the value of salivary scanning in
differentiating between RA and RA plus SS it is essential that
bona fide examples of those conditions are included in the
patients studied. Only in this way can the test be shown to
have true discriminatory value, even if the objective of the
study is to evaluate simple screening tests orsymptomatology
in selecting patients for further investigations. A positive
Schirmer test does not constitute a diagnosis of keratocon-
junctivitis sicca. Previous studies have demonstrated the
value of salivary scanning in the diagnosis of Sjogren's
syndrome. There is insufficient evidence to refute these
observations from a study performed with an improperly
selected patient population.
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SIR, I have read with interest the paper by De Jager. Choy,
and Fleming,' assessing the usefulness of salivary gland
scanning in the diagnosis of Sjogren's syndrome in patients
with rheumatoid arthritis. One reason they found this techni-
que of little value may have been due to some of their patients
not having true Sjogren's syndrome. I would like to argue
that the diagnostic criteria these authors used were not
adequate, having simply taken patients with suggestive
symptoms and a Schirmer's test value of less than 10 mm
wetting in 5 minutes. No mention was made of eye assess-
ment following rose bengal staining or lower lip biopsy
which are standard diagnostic procedures for establishing
Sjogren's syndrome. Despite suggestive eye symptoms and
xerostomia, or both, a single test, like Schirmer's test, is
insufficient to make a diagnosis of this disorder. Therefore.
false positive diagnoses of Sjogren's syndrome may have
been made in some patients in the present study. as it has
been shown previously that, taking even a limit of 5-5 mm
wetting of filter paper strip, one out of every six persons
would be misclassified.2
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SIR. We thank Dr Pal for his interest in our paper.' His
comments touch on the very reason for this study. This was to
assess the worth of a test commonlv used in the evaluation of
sicca symptoms and Sjdjgren's syndrome, namely salivary
scanning. We were careful not to define our groups using
parameters which might have similatr limitations to the one
we were evaluating. We were also careful not to use the
diagnosis of Sjogren's syndrome in our patients (much less
'true Sj6gren's syndrome'). referring rather to the possibility
of Sj6gren's syndrome.
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