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INTRODUCTION

Primary Sjögren's syndrome Primary Sjögren's syndrome (pSS), also called Sjögren's disease, is a rare autoimmune disease characterized by lymphocytic infiltration of the exocrine glands that affects between 0.05/100 and 1/100 of the population (1,2). The main symptoms are sicca syndrome and fatigue, but Sjögren's disease also includes systemic manifestations. Articular manifestations occur in approximately half of patients [START_REF] Ramos-Casals | Characterization of systemic disease in primary Sjögren's syndrome: EULAR-SS Task Force recommendations for articular, cutaneous, pulmonary and renal involvements[END_REF][START_REF] Mirouse | Arthritis in primary Sjögren's syndrome: Characteristics, outcome and treatment from French multicenter retrospective study[END_REF][START_REF] Carubbi | Characterisation of articular manifestations in primary Sjögren's syndrome: clinical and imaging features[END_REF]. In a systematic literature review, 53% of patients with pSS presented arthralgia and 16% presented arthritis (3).

Arthritis is mostly symmetrical in 71% of patients and is located predominantly at the hands and wrists. Arthritis is mostly non erosive in the absence of anti-cyclic citrullinated peptide antibodies (ACPAs) or confirmed rheumatoid arthritis [START_REF] Ramos-Casals | Characterization of systemic disease in primary Sjögren's syndrome: EULAR-SS Task Force recommendations for articular, cutaneous, pulmonary and renal involvements[END_REF]. These data were confirmed by [START_REF] Carubbi | Characterisation of articular manifestations in primary Sjögren's syndrome: clinical and imaging features[END_REF]. The abnormalities most often encountered by ultrasound and MRI were synovitis and joint effusion [START_REF] Carubbi | Characterisation of articular manifestations in primary Sjögren's syndrome: clinical and imaging features[END_REF]. However, other articular manifestations have been described. Axial joint involvement was reported by Jarrot et al. with a prevalence of 20% in a cohort of 148 pSS patients, of which 79% met the classification criteria for spondylarthritis [START_REF] Jarrot | Axial Articular Manifestations in Primary Sjögren Syndrome: Association With Spondyloarthritis[END_REF]. Rhizomelic manifestations have also been described as associated with Sjögren's manifestations and salivary gland histology consistent with pSS (7-9). In 2017, Vivino et al. [START_REF] Vivino | Sjogren's syndrome: Clinical aspects[END_REF] confirmed that pSS could occur in atypical forms, including polymyalgia rheumatica (PMR), leading to difficulties in distinguishing an atypical presentation of pSS or the association of two distinct pathologies.

Polymyalgia rheumatica

PMR is an inflammatory rheumatism affecting the articular and periarticular structures of the shoulder and pelvic girdles in patients over 50 years old. PMR affects approximately 0.5% of the population over 50 in Europe, and its frequency increases with age [START_REF] Manzo | Incidence and Prevalence of Polymyalgia Rheumatica (PMR): The Importance of the Epidemiological Context. The Italian Case[END_REF]. The main symptoms are muscular and/or articular pain in the shoulders and/or hips with limited range of motion. Approximately 10 to 20% of PMR cases are associated with giant cellular arteritis (GCA), a large vessel vasculitis [START_REF] Manzo | Incidence and Prevalence of Polymyalgia Rheumatica (PMR): The Importance of the Epidemiological Context. The Italian Case[END_REF]. PMR can also reveal other inflammatory or autoimmune diseases, such as rheumatoid arthritis [START_REF] Caporali | Presenting features of polymyalgia rheumatica (PMR) and rheumatoid arthritis with PMR-like onset: a prospective study[END_REF][START_REF] Frølund | Fast track clinic for early diagnosis of polymyalgia rheumatica: Impact on symptom duration and prednisolone initiation[END_REF], late onset spondylarthritis [START_REF] Olivieri | Late onset undifferentiated spondyloarthritis presenting with polymyalgia rheumatica features: description of seven cases[END_REF][START_REF] De Ponfilly-Sotier | Use of 18F FDG PET-CT to discriminate polymyalgia rheumatica and atypical spondylarthritis in clinical practice[END_REF] or various autoimmune diseases, such as lupus and primary biliary cholangitis [START_REF] Hutton | Systemic lupus erythematosus presenting as polymyalgia rheumatica in the elderly[END_REF][START_REF] Aragón | Polymyalgia rheumatica as a form of presentation of systemic lupus erythematosus][END_REF][START_REF] Maragou | Late-onset systemic lupus erythematosus presenting as polymyalgia rheumatica[END_REF][START_REF] Gagnerie | Primary biliary cirrhosis, temporal arteritis (giant cell arteritis) and polymyalgia rheumatica in a single patient[END_REF][START_REF] Manzo | Antimitochondrial Antibodies and Primary Biliary Cholangitis in Patients with Polymyalgia Rheumatica/Giant Cell Arteritis[END_REF].

pSS joint manifestations can sometimes mimic PMR, and it can be difficult to distinguish the two diseases; but the importance of diagnosing PMR associated with pSS is major since the therapeutic management is different and the symptoms resolve quickly after the introduction of corticosteroid therapy. Conversely, diagnosing pSS in a patient with PMR makes it possible to optimize the monitoring of systemic complications such as lymphoma, myeloma, vasculitis, nephrological or neurological involvement.

The aim of this study was to describe the specific phenotype of patients who had combined PMR and pSS and to compare them to patients with only one of these diseases.

METHODS

Study design and ethics

This study was declared on the website https://www.clinicaltrials.gov (NCT05312944) and approved by an ethical committee at the Brest Teaching Hospital (PASS study, protocol ID: 

Statistical analysis

Comparisons between groups were made using Pearson's Khi 2 test, Fischer's test or Mann-Whitney's test as appropriate. There was no management of missing data. A p-value less than 5% was considered significant. The software used for the analyses was SPSS, IBM, Armonk, New-York, USA.

RESULTS

Demography

Seventeen patients with both PMR and pSS were collected and included; there were 12 women and 5 men (Table 1). 

PMR characteristics

We compared the PMR characteristics of the 17 patients combining PMR and pSS to our reference of patients with isolated recent PMR (the TENOR cohort). Our cohort was predominantly female, unlike that of isolated PMR (70.6% vs. 35%, p<0.05) (Table 2). The proportions of main symptoms of PMR (time between first symptoms and diagnosis, mean

ESR and CRP at diagnosis, bilateral shoulder pain, fever, weight loss, morning stiffness, and hip pain) were comparable in the two groups. Patients with combined PMR and pSS were less likely to fulfil the absence of peripheral joint involvement criteria than patients with isolated PMR (66.7% vs. 100%; p<0.05). There were more ultrasound signs of PMR in the isolated PMR group (89.5% vs. 35.7%; p<0.05), and these more often involved associated shoulder and hip involvement (89.5% vs. 20%; p<0.01). The activity score of PMR (PMR-AS) was comparable in the two groups. Immunologically, there was no significant difference in the presence of rheumatoid factor (RF) or ACPA between the two groups.

pSS characteristics

We compared the pSS characteristics of the 17 patients with combined PMR and pSS to those of patients with isolated pSS who were greater than 50 years old (the DiapSS cohort).

Patients with both diseases had significantly less dry mouth than patients with isolated pSS (70.6% vs. 89.5%; p<0.05) (Table 3). 1).

Patients with PMR and pSS were more often treated with hydroxychloroquine (43.8% vs. 20.2%; p<0.05) and received more local treatments for dry mouth (42.9% vs. 16.8%; p<0.05) than patients with isolated pSS (Table 3). There was no significant difference in the use of corticosteroids, pilocarpine hydrochloride, methotrexate, rituximab or local treatment for dry eyes to treat the signs of pSS in the two groups.

DISCUSSION

Our objective was to identify a specific phenotype of PMR in patients with both PMR and Sjögren's disease. We reported the largest cohort of 17 patients fulfilling the classification criteria for PMR and pSS recruited from five different French hospitals.

Regarding the clinical presentation, patients with both diseases had more peripheral joint involvement than patients with isolated PMR. Peripheral joint involvement is a negative characteristic in the provisional classification criteria of PMR and this suggests a specific presentation of polymyalgia in patients with primary Sjögren's syndrome and not just a fortuitous association [START_REF] Dasgupta | provisional classification criteria for polymyalgia rheumatica: a European League Against Rheumatism/American College of Rheumatology collaborative initiative[END_REF]. These patients also had fewer rhizomelic ultrasound abnormalities. A 2016 systematic review showed that the main ultrasound signs of PMR were subdeltoid bursitis, biceps tenosynovitis and glenohumeral synovitis [START_REF] Buttgereit | Polymyalgia Rheumatica and Giant Cell Arteritis: A Systematic Review[END_REF]. These lesions were unilateral in 79% or bilateral in 69% of PMR patients. In our cohort, only 35.7% of patients who had an ultrasound had signs of PMR, mainly biceps tenosynovitis or glenohumeral synovitis.

Regarding Sjögren's manifestations, patients had less dry mouth, anti-SSA/Ro antibodies and pathological salivary gland ultrasound than patients with isolated pSS. In contrast, the ESSDAI at diagnosis and focus score were similar. Therefore, we did not find a specific phenotype with more extra glandular manifestations related to polymyalgia symptoms, fatigue or sicca symptoms but patients in our cohort received more hydroxychloroquine and local treatments for dry mouth, which suggests that these symptoms were more severe.

Only one Norwegian study reported a 3% prevalence of PMR cases in a cohort of 547 patients followed for pSS [START_REF] Szodoray | Polymyalgia rheumatica in primary Sjögren's syndrome[END_REF]. One hundred percent of patients with both pathologies were women, with an older average age than patients with pSS alone (62.5 years old), more frequent hypogammaglobulinemia and positive antinuclear antibodies (ANA) and less arthritis.

Interestingly, and in contrast to a previous report by Szodoray et al. [START_REF] Szodoray | Polymyalgia rheumatica in primary Sjögren's syndrome[END_REF], whose patients were all women and older than patients with isolated pSS, our cohort brings together both men and women of a comparable age to patients followed for isolated PMR. This finding can be explained by the fact that we studied all the sequences of appearance of the two diseases and not only the occurrence of PMR in patients followed for pSS. In contrast, the sex ratio is similar to that of the cohorts of isolated PMR described in the literature, where approximately two-thirds of patients are women [START_REF] González-Gay | Polymyalgia rheumatica[END_REF].

The strengths of this study were the use of a national call for observations to recruit 17 patients combining two infrequent diseases from five different areas and the comparison of our patients with two previous cohorts of more than 100 patients with isolated pSS and, for the first time, to 20 patients with isolated PMR. The choice of the TENOR comparative study makes it possible to have homogeneous patients, with recent diagnosis and without previous treatment [START_REF] Devauchelle-Pensec | Efficacy of first-line tocilizumab therapy in early polymyalgia rheumatica: a prospective longitudinal study[END_REF].

The rarity of the association did not allow us to conduct a prospective study, and recruitment included nonresponse bias. Recruitment difficulties can also be explained by the fact that patients with PMR are usually treated in primary care [START_REF] Muller | The epidemiology of polymyalgia rheumatica in primary care: a research protocol[END_REF][START_REF] Barraclough | Polymyalgia rheumatica in primary care: a cohort study of the diagnostic criteria and outcome[END_REF]. Moreover, the public targeted by the call for cases is mostly intra-hospital doctors, who follow PMR patients in second intention, after diagnostic or therapeutic difficulties. Nevertheless, it allowed the reporting of enough cases to establish the first description of the clinical, biological, and ultrasound profiles of these patients.

We chose to include only patients meeting the ACR/EULAR criteria for PMR and pSS classification. The 2016 ACR/EULAR classification criteria for pSS include symptoms of sicca syndrome, histological and immunological data whereas the 2012 ACR/EULAR criteria for PMR relate to age and joint manifestations. With ultrasound, a score of at least 5 has 81% specificity to discriminate PMR and a score of at least 4 has 95% specificity for pSS [START_REF] Dasgupta | provisional classification criteria for polymyalgia rheumatica: a European League Against Rheumatism/American College of Rheumatology collaborative initiative[END_REF][START_REF] Shiboski | American College of Rheumatology/European League Against Rheumatism Classification Criteria for Primary Sjögren's Syndrome: A Consensus and Data-Driven Methodology Involving Three International Patient Cohorts[END_REF]. Similarities between joint presentations compatible with pSS and PMR did not arise from patient selection bias.

As described in the cohort of Szodoray et al., the occurrence of PMR in patients with pSS is more frequent than in the general population, which does not support the hypothesis of an association by chance [START_REF] Szodoray | Polymyalgia rheumatica in primary Sjögren's syndrome[END_REF]. A pathophysiological hypothesis common to both diseases cannot be established at this stage of knowledge. pSS is a systemic autoimmune disease characterized by lymphocytic infiltration of the exocrine glands for which several pathophysiological explanations have been proposed. Garcia-Carrasco et al. explained the occurrence of the sicca syndrome by glandular infiltration by B cells, T cells and dendritic cells with an increased interferon type I activity suggesting a viral or immune complex origin, and by secretion of metalloproteinases interfering with glandular functioning [START_REF] García-Carrasco | Pathophysiology of Sjögren's Syndrome[END_REF].

Other teams showed the key role of B cells, activated by BAFF which is increased in pSS patients, and responsible of the secretion of anti-SSA and/or anti-SSB antibodies. The formation of germinal centers in non-lymphoid tissues are sites of chronic inflammation and the frequent hypergammaglobulinemia leads to the formation of immune complexes potentially responsible for organ damage [START_REF] Both | Reviewing primary Sjögren's syndrome: beyond the dryness -From pathophysiology to diagnosis and treatment[END_REF]. Regarding PMR, Carvajal Alegria et al.

reported in a recent review of literature the possible role of genetics with the HLA-DRB1 associated with PMR, immune system activation with the decrease of CD8 T cells and increase of IL-6 in the blood and aging with age-related modifications in the CD8 population of T cells, link with oxidative-stress and hormonal modifications [START_REF] Alegria | The pathophysiology of polymyalgia rheumatica, small pieces of a big puzzle[END_REF]. No PMRspecific autoantibodies have been described. Hysa et al. proposed the concept of an "inflammatory immune-mediated disease" with on the one hand a dysregulated innate immune response with an increased level of peripheral monocytes correlated with PMR disease activity and which could be at the origin of the secretion of IL-6; and an upregulated expression of toll-like receptor 7. On the other hand, they suggested the existence of an aberrant adaptative immune response with a decreased peripheral B cells level corrected after treatment and a decreased level of regulatory T cells and T helper 1 cells, as opposed with a higher percentage of T helper 17 cells, and an increased expression of immunosenescent surface markers like NKG2D [START_REF] Hysa | (0%) 2/192 (1%) stimulation Signs of pSS on salivary gland ultrasound*** 1/3 (33.3%) 76/111 (68.5%) Median ESSDAI at diagnosis of pSS 4 (2-5) 2 (0-6) Treatments of pSS Hydroxychloroquine* 7/16 (43.8%) 25/124 (20.2%) Local ophthalmologic treatments 7[END_REF]. The low level of peripheral B cells suggested their migration to target sites, but we are currently studying the immunopathology within target periarticular tissues and the first results show the existence of a poor infiltrate composed of very few lymphocytes with no B lymphocytes, unlike Sjögren's syndrome (BAOBAB study). A theory that could explain the coexistence of these two diseases would be that of a senescence of the immune system which would occur on a predisposed background.

In conclusion, a real atypical presentation mixing the two diseases could be suggestive of pSS beginning as PMR, even if it remains difficult to differentiate the association of the two pathologies with a particular articular presentation of pSS. Similarly, a more peripheral presentation of PMR could suggest an association with pSS, as Pal et al. described with three cases of patients associating PMR and pSS for whom sicca syndrome persisted after corticosteroids while joint pain disappeared. [START_REF] Pal | Polymyalgic presentation of Sjögren's syndrome: a report of three patients[END_REF] It could be interesting to continue the investigations on this PMR and pSS association to assess their response to different treatments and immediately propose an effective solution for both pathologies by avoiding too long corticosteroid therapy or relapses and to prevent the occurrence of systemic complications. 
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 0176 ). A national call for clinical observations was disseminated via the Club Rhumatismes et Inflammations (a working group of the French Society of Rheumatology) by email and on its website (http://www.cri-net.com/). Medical data of the patients were collected retrospectively from the files of the Brest Teaching Hospital or from forms filled out by doctors from other hospitals in France, from 2020 to 2021. All patients included in the study signed a consent form for the use of their anonymized medical data or did not object after receiving an information letter.Patient selection and comparison cohortsPatients fulfilling the ACR/EULAR 2012 criteria for PMR and the ACR/EULAR 2016 criteria for pSS were retrospectively identified and included in the study. Data were compared to local cohorts of patients with isolated PMR (TENOR study[START_REF] Devauchelle-Pensec | Efficacy of first-line tocilizumab therapy in early polymyalgia rheumatica: a prospective longitudinal study[END_REF][START_REF] Huwart | Ultrasonography and magnetic resonance imaging changes in patients with polymyalgia rheumatica treated by tocilizumab[END_REF]) or isolated pSS over 50 years old and without associated rheumatoid arthritis (extracted from DiapSS,[START_REF] Jousse-Joulin | Weight of salivary gland ultrasonography compared to other items of the 2016 ACR/EULAR classification criteria for Primary Sjögren's syndrome[END_REF][START_REF] Goff | Comparison of 2002 AECG and 2016 ACR/EULAR classification criteria and added value of salivary gland ultrasonography in a patient cohort with suspected primary Sjögren's syndrome[END_REF]).The TENOR study was a prospective study to assess the safety and efficacy of tocilizumab in recent-onset PMR. To be included, 20 patients over 50 years old had to present active PMR for less than 12 months with no history of glucocorticoid therapy or immunosuppressive treatments. The DiapSS cohort was a prospective cohort of 290 pSS patients diagnosed between 2006 and 2016 in Brest to compare ACR/EULAR and AECG criteria. We extracted the data of around 100 patients over 50 years old included in DiapSS.

  Les atteintes articulaires sont une des manifestations du syndrome de Sjögren et se manifestent le plus souvent comme des arthralgies inflammatoires des petites articulations.Cependant, il a pu être observé à Brest et à Strasbourg plusieurs cas d'atteintes articulaires de type pseudo-polyarthrite rhizomélique survenant au cours du suivi de patients ayant un syndrome de Sjögren, et à l'inverse, des cas de patients ayant développés un syndrome de Sjögren au décours d'une pseudo-polyarthrite rhizomélique.Ces associations posent question, car il est difficile de savoir si elles sont fortuites; si la présence de ces deux pathologies a posé un problème diagnostique ou thérapeutique; si les phénotypes de ces deux maladies sont différents lorsqu'elles sont associées.
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Nous avons donc collecté les cas de patients associant pseudo-polyarthrite rhizomélique et syndrome de Sjögren primaire, à l'aide d'un appel à observations national diffusé par le Club Rhumatismes et Inflammations, afin d'en décrire les caractéristiques clinicobiologiques et leur réponse aux traitements. Nous avons ensuite comparé ces données avec celles de nos cohortes locales de patients atteints isolément de syndrome de Sjögren ou de pseudo-polyarthrite rhizomélique. Les résultats de ce travail de thèse de doctorat en médecine interne et immunologie clinique ont fait l'objet d'une lettre à l'éditeur, acceptée par la revue anglophone Joint Bone Spine et présentée en Annexe. L'ensemble du travail se trouve dans son format original en anglais.

Table des matières

 des ABBREVIATIONS ......................................................................................................................................... INTRODUCTION ........................................................................................................................................... Primary Sjögren's syndrome ....................................................................................................... Polymyalgia rheumatica .............................................................................................................. METHODS...................................................................................................................................................... Study design and ethics ............................................................................................................... Patient selection and comparison cohorts.................................................................................. Statistical analysis ........................................................................................................................ RESULTS........................................................................................................................................................ Demography ................................................................................................................................ PMR characteristics ..................................................................................................................... pSS characteristics ....................................................................................................................... Treatments .................................................................................................................................. DISCUSSION ................................................................................................................................................. REFERENCES ................................................................................................................................................ TABLES ..........................................................................................................................................................

AVANT-PROPOS ..............................................................................................................................................

Table 1 .

 1 Characteristics of patients associating polymyalgia rheumatica and primary Sjogren syndrome..........................

	ABBREVIATIONS	
	ACPA	Anti-cyclic Citrullinated Peptide Antibodies
	ACR	American College of Rheumatology
	AECG	American-European Consensus Group
	ANA	AntiNuclear Antibodies
	CRP	C-Reactive Protein
	ESR	Erythrocyte Sedimentation Rate
	ESSDAI	EULAR Sjögren's Syndrome Disease Activity Index
	EULAR	EUropean aLliance of Associations for Rheumatology
	GCA	Giant Cellular Arteritis
	IP	InterPhalangeal
	MCP	MetaCarpoPhalangeal
	PMR	PolyMyalgia Rheumatica
	PMR-AS	PolyMyalgie Rheumatica-Activity Score
	pSS	primary Sjögren's Syndrome
	RF	Rheumatoid Factor

....................................................................................................... Table 2. Comparison of polymyalgia rheumatica with and without associated primary Sjögren's syndrome ................................................................................................................. Table 3. Comparison of primary Sjögren's syndrome over 50 years old with and without associated polymyalgia rheumatica ........................................................................................ APPENDIX ..................................................................................................................................................... Appendix 1. Journal Pre-proof .................................................................................................... CONCLUSION ................................................................................................................................................

  The three different kinetics of appearance of the two diseases were equally frequent (occurrence of PMR in a known pSS, 37.5%; occurrence of pSS in a

known PMR, 31.3%; initial association of PMR and pSS, 31.3%). pSS diagnosis were made between 2000 and 2017, and PMR diagnosis between 2005 and 2021. Patients had a median age at diagnosis of PMR or pSS comparable to that of patients with isolated PMR or isolated pSS (66 vs. 67 for PMR, p non significant and 63 vs. 63 for pSS, p non significant).

  The frequency of other clinical features, such as dry eye, salivary flow, Schirmer's test and mean ESSDAI at diagnosis, was comparable in both groups. Patients who had the two diseases presented significantly less anti-SSA/Ro antibodies (41.2% vs. 68%; p<0.05) and pathological salivary gland ultrasound(33.3% vs. 

	68.5%; p<0.01) than patients with isolated pSS. The proportion of patients with a focus
	score ≥ 1/4 mm² on salivary gland biopsies did not differ between the two groups.
	Treatments
	A total of 93.3% of patients received corticosteroids with a median dose of 20 mg/day (15-
	27.5) and a median number of relapses of 2 (1-2). Two patients included in a therapeutic
	trial received abatacept alone. Almost half of them also received methotrexate with a
	median dose of 15 mg/week (13.1-18.8) and a mean of 0.22 mg/kg/week. More than half of
	the patients had a documented complication of corticosteroids, mainly muscular and
	infectious (Table

Table 1 . Characteristics of patients associating polymyalgia rheumatica and primary Sjogren syndrome

 1 PMR: polymyalgia rheumatica, pSS: primary Sjögren syndrome, ESR: erythrocyte sedimentation rate, CRP: C-reactive protein, PMR-AS: PMR activity score, VAS: visual analog scale, GCA: giant cell arteritis, BMI: body mass index, ESSDAI: EULAR Sjogren syndrome disease activity index, bDMARD: biologic disease modifying anti-rheumatic drugs, csDMARD: conventional synthetic disease modifying anti-rheumatic drugs

	Characteristics

Table 3 . Comparison of primary Sjögren's syndrome over 50 years old with and without associated polymyalgia rheumatica Characteristics pSS with PMR pSS without PMR

 3 

			(DiapSS)
		N (%)	N (%)
	Sex ratio F/M	12/5	107/18
	Signs of pSS		
	Median age at pSS diagnosis (years)	63 (59.5-67.8)	63 (56-69)
	Dry mouth*	12/17 (70.6%)	111/124 (89.5%)
	Dry eyes	13/17 (76.5%)	112/124 (90.3%)
	Accessory salivary gland biopsy meeting ACR/EULAR criteria	14/17 (82.4%)	99/122 (81.2%)
	Schirmer test ≤ 5 mm/5 min for at least one eye	10/14 (71.4%)	76/119 (63.9%)
	Salivary flow ≤ 0.1 mL/min without	7/14 (50.0%)	69/116 (59.5%)
	pSS: primary Sjögren's syndrome, ANA: antinuclear antibodies, ESSDAI: EULAR
	Sjögren's syndrome disease activity index, bDMARD: biologic disease modifying anti-
	rheumatic drugs, csDMARD: conventional synthetic disease modifying anti-rheumatic
	drugs		
	*P<0.05, **P<0.01, ***P<0.001		

CONCLUSION

Le but de ce travail était de décrire les caractéristiques des patients associant à la fois une pseudo-polyarthrite rhizomélique et un syndrome de Sjögren primaire.

Ce recueil de cas, réalisé grâce à un appel à observations national, nous a permis de rassembler la plus grande cohorte de patients associant les deux maladies selon les critères