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Abstract 
Objective: To report a rare case of peripheral vasculitis secondary to Sjögren's syndrome and to evaluate the 
outcome of arterial stenting.  
Case Presentation: A 42-year-old Javanese male complained of pain on his left toe, worsened by activity. Physical 
examination revealed an amputation scar on the third toe, pallor and coolness of the left foot, decreased dorsalis 
pedis and popliteal pulses, and undetectable oxygen saturation. Digital subtraction angiography and multislice 
computed tomography angiography suggested vasculitis. Immunological evaluation showed antinuclear antibody 
(ANA) positivity (1:100, nuclear and cytoplasmic fine speckled pattern) and positive Ro-60. Other autoantibodies 
(La/SS-B, Ro-52, dsDNA, Sm) were negative.  This evaluation indicated vasculitis secondary to Sjögren's syndrome. 
The treatment of this patient included immunosuppressive therapy and arterial stenting, which resulted in improved 
blood flow.  
Conclusion: Despite its limitations, this case report provides valuable insights such as autoimmune etiology should 
be considered as a differential diagnosis in cases of vasculitis, potential of arterial stenting as adjunctive therapy, and 
importance of interprofessional collaboration.  
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Introduction  
Sjögren’s syndrome is an autoimmune disease with a 
prevalence of 22 to 32 cases per 100,000 individuals 
(1). Sjögren’s syndrome also significantly reduces 
quality of life and can lead to serious complications 
such as blindness, cognitive dysfunction, kidney 
disorders, and vasculitis (2, 3). Sjögren’s syndrome 
also presents with subtle and non-specific 
manifestations, and the clinical manifestations of 

Sjögren’s syndrome can be divided into two 
categories, namely glandular manifestations and 
extraglandular manifestations (4).  
Glandular manifestations are clinical features that 
commonly occur in patients with Sjögren’s syndrome, 
such as dry eyes and dry mouth, whereas 
extraglandular manifestations of Sjögren’s syndrome 
often vary, ranging from myalgia, xeroderma, 
Raynaud phenomenon, and cognitive dysfunction due 
to vasculitis and many others (4). 
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Graphical abstract 

 
The diverse clinical manifestations of Sjögren’s 
syndrome determine the most appropriate therapy 
challenge; currently, the main therapy for Sjögren’s 
syndrome is the administration of eye drops to 
manage glandular manifestations and the use of 
immunosuppressants for extraglandular 
manifestations. However, the administration of 
immunosuppressants for extraglandular 
manifestations is often not sufficient (5, 6).  
Therefore, this study presents a case of arterial 
stenting and immunosuppressive therapy in a patient 
with vasculitis secondary to Sjögren’s syndrome. It is 
expected that this case report contributes to the 
existing literature on autoimmune vasculitis and 
provides insight for the development of individualized 
therapeutic approaches.  
 
Case report  
A 42-year-old Javanese male presented to the 
Thoracic, Cardiac, and Vascular Surgery clinic with a 
complaint of pain at the tips of his left toes; this 
complaint had been present and persistent for more 
than one year, and the pain worsened when the 
patient walked long distances. The patient denied 
symptoms such as dry eyes, dry mouth, dry skin, facial 
redness, or other related complaints. The patient’s 

past medical history and clinical progression over the 
past year can be observed in detail in Figure 1. The 
patient reported a history of epilepsy, with the last 
seizure occurring two years ago. The patient denied 
any family history of hereditary or autoimmune 
diseases.  
A comprehensive physical examination was 
conducted to evaluate autoimmune disorders. Signs 
such as parotid gland enlargement, oral mucosal 
atrophy, dental caries, palpable purpura, Raynaud's 
phenomenon, and signs like arthritis were not found. 
Upon vascular examination, the patient’s left toes 
appeared paler compared to the right toes. During 
palpation, the left foot felt cold, the pulsation of the 
dorsalis pedis and popliteal arteries of the left foot 
was decreased, and the capillary refill time of the left 
foot was >5 seconds. Oxygen saturation in the left 
toes was undetectable, whereas the right toes 
showed an oxygen saturation of 98%. Vascular 
assessment via ankle-brachial index (ABI) revealed a 
value of 0.6 on the left limb, indicating moderate 
ischemia.  
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Figure 1. Timeline of the patient’s disease progression  
ANA-IF – antinuclear antibodies- immunofluorescence test, DSA – digital subtraction angiography,  MSCT – mutlislice 
computed tomography   
 
Prior multislice computed tomography (MSCT) 
angiography performed on the lower extremity 
showed stenosis at the distal one-third of the left 
superficial femoral artery, total stenosis at the left 

popliteal artery, and diffuse partial stenosis from the 
proximal to distal thirds of the left posterior tibial, 
peroneal, and dorsalis pedis arteries. Blood flow was 
totally occluded in the left plantar artery. 
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The patient underwent various diagnostic tests, such 
as MSCT angiography and digital subtraction 
angiography; these diagnostic tests showed that the 
patient experienced stenosis caused by vasculitis. The 
patient also underwent immunological evaluation that 
showed antinuclear antibody (ANA) positivity (1:100, 
nuclear and cytoplasmic fine speckled pattern) and 
positive Ro-60 (TROVE 2, human RNA-binding protein 
that regulates misfolded noncoding RNAs). Other 
autoantibodies (La/SS-B [lupus LA protein-Sjogren 
syndrome type B protein], Ro-52 [cellular protein and 
key autoantibody target], dsDNA [double-stranded 
DNA], Sm [core protein that help process RNA]) were 
negative, which supported a diagnosis of autoimmune 
vasculitis secondary to Sjögren’s syndrome, 
characterized by prominent vascular involvement.  
The patient has received various therapies as 
explained in Figure 1; currently, the patient continues 
anti-convulsant therapy (phenytoin 3×100 mg, 
lamotrigine 1×50 mg, gabapentin 1×100 mg, 
alprazolam 1×0.5 mg), medical revascularization 
(beraprost 2×20 mcg), and immunosuppressive 
therapy (Lameson 4-4-0 [methylprednisolone], 
Myfortic [mycophenolat mofetil] 2×180 mg, Plaquenil 
[hydroxychloroquine] 1×200 mg). The patient also 
underwent two endovascular therapies, namely 
balloon angioplasty to dilate the blood vessels; 
however, despite all these therapies, the patient’s 
symptoms persisted and even progressed, leading to 
arterial stenting on September 29, 2025. The decision 
to perform endovascular stenting was established 
through a multidisciplinary approach involving 

Thoracic, Cardiac, and Vascular Surgery, 
Interventional Cardiology, and Internal Medicine 
(Allergy and Immunology). Because the patient had a 
complex immunological background, the patient 
required optimization of immunosuppressant therapy 
(methylprednisolone, mycophenolate mofetil, 
hydroxychloroquine) managed by the allergy and 
immunology team. Preprocedural evaluation was 
performed by the cardiology team who optimized the 
antithrombotic therapy. The patient initially used an 
anticoagulant, warfarin, and was replaced with 
clopidogrel 75 mg daily, cilostazol 100 mg, and 
beraprost 20 mcg for postprocedural therapy to 
reduce the risk of stent thrombosis and optimize 
distal perfusion.  
Endovascular intervention was performed via a 
retrograde approach through the right common 
femoral artery using a 6 Fr sheath. A cross-over 
maneuver to the left iliac artery was performed. 
Angiography examination showed total occlusion of 
the left external iliac artery up to 12 cm from the 
bifurcation. This lesion was successfully crossed using 
a 0.035-inch (260 cm) guidewire. Pre-dilatation was 
performed with an Oceanus balloon (iVascular, size 
4.0 x 150 mm). Subsequently, an iVolution self-
expanding stent 6.0 x 80 mm was deployed in the 
occluded segment. Post-dilatation was performed 
with a 6.0 x 150 mm Oceanus balloon to optimize 
stent deployment. Post-dilatation angiogram showed 
an increase in patient blood flow, although the distal 
part of the stent still had narrowing (Fig. 2).  

 

 
 
Figure 2. (Left) DSA image dated 24/02/2025, (Center) Pre-stenting DSA image (29/09/2025), (Right) Post-stenting 
DSA image (29/09/2025)  
DSA – digital subtraction angiography 
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After the patient underwent arterial stenting, the pain 
in the patient’s foot reduced, although it had not 
completely resolved. Physical examination revealed 
the return of warmth to the left foot and a capillary 
refill time of <2 seconds. Furthermore, distal oxygen 
saturation improved to 92%. During the 3-day 
postoperative follow-up, the patient reported pain at 
the puncture site and experienced mild tingling in the 
left foot. During the procedure and postoperative 
observation, no adverse event was observed.  
 
Discussion  
This case shows a rare condition of vasculitis caused 
by Sjögren's syndrome. In primary Sjögren’s 
syndrome, extraglandular manifestations such as 
systemic vasculitis occur in approximately 10% of 
patients and can precede Sicca symptoms in up to 
30% of cases (7). The presence of anti-Ro60 
antibodies is closely linked to these vasculitic 
complications (8). In this patient, despite the lack of 
objective ocular or salivary gland evaluation due to 
facility constraints, the constellation of high-titer 
autoantibodies and refractory peripheral ischemia 
warrants its classification within the primary Sjögren’s 
syndrome,  spectrum, specifically as an isolated, 
occult extraglandular presentation (9).  
This case also shows that a patient with vasculitis 
secondary to Sjogren syndrome may benefit from 
arterial stenting. Although not directly related, the 
literature reports successful stenting in other types of 
vasculitis, such as Takayasu arteritis and giant cell 
arteritis (10, 11).  
A meta-analysis comparing angioplasty and stenting in 
Takayasu arteritis found that both have advantages 
and disadvantages (12).  
Pathologically, the primary challenge in autoimmune-
induced vasculitis is the presence of active 
inflammation within the vessel wall, which leads to 
vascular dysfunction. This inflammation not only 
causes arterial damage but also increases the risk of 
long-term restenosis. The clinical correlation of these 
structural complications is highly relevant in cases of 
Hughes-Stovin syndrome, Takayasu arteritis, and giant 
cell arteritis. Although they possess different 
pathophysiological pathways, these diseases share 
the common feature of systemic autoimmunity. In 
these cases, endovascular therapy serves as an 
adjuvant, and long-term outcomes require the control 
of the underlying immunological abnormalities (13-
15).  
In this patient, although immunosuppressive therapy 
(Lameson, Myfortic, Plaquenil) had been administered 
to control the systemic immune response, peripheral 

ischemia remained progressive. This indicates 
structural damage to the blood vessels (fibrotic 
stenosis) that is no longer responsive to 
pharmacological therapy alone. The success of stent 
placement in this case is likely driven by its ability to 
provide mechanical support to the arterial wall, which 
has thickened due to chronic inflammatory infiltrates 
(16, 17). The use of arterial stenting provides 
immediate revascularization that is crucial to 
preserving tissue from further necrosis, especially in 
patients who already have a history of previous 
amputation (18). However, it should be noted that 
long-term success largely depends on control of the 
underlying autoimmune disease to prevent the 
development of neointimal hyperplasia within the 
stent. 
Patient perspective  
As a police officer, my profession requires high 
physical mobility, including long-distance walking and 
rapid tactical movements. This condition significantly 
hindered my daily duties and professional 
responsibilities due to debilitating chronic pain. My 
primary concern was the possibility of progressive 
limb loss, particularly since I had an amputation of the 
third digit of my left foot. I feared that, without 
effective intervention, the necrotic process would 
extend and result in permanent disability. Despite 
strict adherence to the prescribed 
immunosuppressive and pharmacological treatments, 
my symptoms remained refractory and persistent. 
Following the arterial stenting procedure, I 
experienced a notable reduction in pain intensity. 
Although mild residual sensations remain, I am 
significantly more comfortable and remain hopeful 
that this intervention, combined with continued care, 
will allow me to regain the functional capacity 
required for my service.  
Study Limitations  
This case report has several limitations, including that 
the diagnosis of Sjögren’s syndrome was based on 
serological markers and clinical manifestations and 
was not confirmed through salivary gland biopsy or 
objective Sicca syndrome criteria due to limited 
available facilities. In addition, the post-stenting 
follow-up period was very short, only 3 days; 
therefore, the long-term effectiveness, the risk of 
stent thrombosis, or restenosis cannot yet be fully 
evaluated. Finally, as a single case report, the findings 
cannot be generalized to all patients and require 
studies with larger populations. This case provides a 
rare clinical insight into refractory autoimmune 
vasculitis secondary to Sjögren’s syndrome, showing 
favorable short-term outcomes after arterial stenting.  
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Conclusions  
In this specific case, the use of arterial stenting 
demonstrated clinical utility as an adjunctive therapy 
to improve vascularization in refractory autoimmune 
vasculitis secondary to Sjögren’s syndrome, especially 
when immunosuppressive therapy and balloon 
angioplasty failed to prevent ischemic progression.  
Take-home message  
Autoimmune vasculitis secondary to Sjögren’s 
syndrome should be considered as a differential 
diagnosis in cases of ischemic peripheral vasculitis, 
even in the absence of prominent Sicca symptoms. In 
cases of vasculitis that are refractory to 
immunosuppressive therapy and medical 
revascularization, arterial stenting can be considered 
as a salvage therapy to rapidly improve tissue 
perfusion and prevent amputation. Interprofessional 
collaboration between vascular surgeons and 
rheumatologists is essential to ensure that the 
mechanical success of stenting is complemented by 
adequate control of systemic inflammation to prevent 
restenosis.  
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