
Diabetic Mononeuropathies or Multiple Mononeuropathies The
most common mononeuropathies are median neuropathy at the wrist
and ulnar neuropathy at the elbow, but peroneal neuropathy at the
fibular head and sciatic, lateral femoral, cutaneous, or cranial
neuropathies also occur (Pattern 3, Table 446-2). In regard to cranial
mononeuropathies, seventh nerve palsies are relatively common but
may have other, nondiabetic etiologies. In diabetics, a third nerve
palsy is most common, followed by sixth nerve and, less frequently,
fourth nerve palsies. Diabetic third nerve palsies are
characteristically pupil-sparing (Chap. 32).

■ HYPOTHYROIDISM
Hypothyroidism is more commonly associated with a proximal
myopathy, but some patients develop a neuropathy, most typically
CTS. Rarely, a generalized sensory polyneuropathy characterized by
painful paresthesias and numbness in both the legs and hands can
occur. Treatment is correction of the hypothyroidism.

■ SJÖGREN’S SYNDROME
Sjögren’s syndrome, characterized by the sicca complex of
xerophthalmia, xerostomia, and dryness of other mucous
membranes, can be complicated by neuropathy (Chap. 361). Most
common is a length-dependent axonal sensorimotor neuropathy
characterized mainly by sensory loss in the distal extremities
(Pattern 2, Table 446-2). A pure small-fiber neuropathy or a cranial
neuropathy, particularly involving the trigeminal nerve, can also be
seen. Sjögren’s syndrome is also associated with sensory
neuronopathy/ganglionopathy. Patients with sensory
ganglionopathies develop progressive numbness and tingling of the
limbs, trunk, and face in a non-length-dependent manner such that
symptoms can involve the face or arms more than the legs. The
onset can be acute or insidious. Sensory examination demonstrates
severe vibratory and proprioceptive loss leading to sensory ataxia.

Patients with neuropathy due to Sjögren’s syndrome may have
ANAs, SS-A/Ro, and SS-B/La antibodies in the serum, but most do
not. NCS demonstrate reduced amplitudes of sensory studies in the


