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Abstract

Synovitis, acne, pustulosis, hyperostosis, osteitis (SAPHO) syndrome is a rare disorder of unknown etiology
with heterogeneous clinical manifestations. We describe two cases of patients diagnosed with SAPHO
syndrome mimicking spinal bone metastases. A literature review was conducted to identify similar
previously reported cases. The first patient was a 56-year-old woman with progressive back pain for six
months who was referred to the neurosurgery department for suspected spinal metastases. A spinal CT scan
revealed hyperdense lesions at T10 and hyperdense changes in the lumbar vertebrae. Spinal MRI
demonstrated bone marrow edema that was hypointense on T1-weighted imaging and hyperintense on T2-
weighted imaging in multiple thoracic vertebrae, and the PET/CT showed multiple skeletal lesions affecting

the spine with low-to-moderate 18p_FDG uptake. Scintigraphy showed the characteristic “bull’s head” sign
with increased uptake in the manubrium and bilateral sternoclavicular joints. The second patient was a 66-
year-old woman with a four-month history of back pain, who was admitted with multiple spinal lesions. The
diagnosis was made after bone scintigraphy demonstrated the characteristic findings of the syndrome. Both
patients lacked cutaneous lesions on presentation but reported previous skin lesions. SAPHO syndrome is a
rare condition, and bone lesions associated with the disease may be misdiagnosed as bone metastases.
Knowledge of the syndrome and its imaging findings is essential for accurate diagnosis and treatment.
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Introduction

Synovitis, acne, pustulosis, hyperostosis, osteitis (SAPHO) syndrome is a rare condition that affects the skin,
bones, and joints. Chamot et al. were the first to describe the clinical and radiological findings of this
syndrome, which include synovitis, acne, pustulosis (often on the palms and soles), hyperostosis, and
osteitis [1]. The most common clinical features of the SAPHO syndrome in adults are anterior chest wall
pain, swelling, and tenderness. When the clinical presentation does not fit the typical disease pattern, it is
difficult to distinguish SAPHO from other diagnoses, particularly bone tumors [2-10]. We describe two cases
of SAPHO syndrome mimicking spinal metastases diagnosed at a single tertiary Brazilian institution. A
literature review was conducted in Medline and Google Scholar using the terms “SAPHO,” “spine,” and
“metastases” to identify similar cases previously reported. Articles published between January 1980 and May
2023 were reviewed.

Case Presentation
Case 1

A 56-year-old woman with a six-month history of back pain was referred to our institution for suspected
bone metastases. She reported progressively worsening mechanical back pain. There was no history of
weight loss, fever, or trauma, and she had no neurological deficits. Spinal MRI revealed multiple lesions in
the vertebral bodies of T7-10 and L3, which were hypointense on T1 and hyperintense on T2/STIR, with
contrast uptake, and ill-defined (Figure 7).
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FIGURE 1: Gadolinium-enhanced sagittal T1-weighted MRI revealing
contrast enhancement at the vertebral bodies of T7, T8, T9, T10 (white
arrows) (A), and L3 (black arrow) (B).

CT revealed sclerotic changes in the vertebral bodies of T7-10, L3, and L4 (Figure 2). As metastatic lesions
were suspected and a primary tumor had not been identified, she underwent an L3 vertebral body biopsy,
which revealed inflammatory changes and no signs of malignancy. Bone scintigraphy with 99mTc-
methylene diphosphonate showed accumulation of tracer in the thoracic and lumbar spines, as well as
increased tracer uptake in both sternoclavicular joints (“bull’s head” sign) (Figure 2).
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FIGURE 2: Sagittal view of a CT scan showing an ivory vertebra at T10

(white arrow) and multiple hyperdense lesions in the thoracic and

lumbar spine (A). Lateral radiography of the thoracic spine showing the

aspect of an ivory vertebra on T10 (black arrow) (B). Anterior and

posterior views of whole-body bone scintigraphy with 99mTc-methylene

diphosphonate. Increased tracer uptake was observed in both
sternoclavicular joints and the sternum (“bull’s head” sign) (black

arrowhead), as well as in the upper thoracic and lumbar vertebrae (C).

PET/CT showed contrast uptake in the vertebral bodies and the sternoclavicular joints (Figure 3).
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FIGURE 3: PET/CT scan showing multiple skeletal lesions affecting the
spine with low to moderate 18F-FDG uptake (white arrows).

At the time of admission, she had no significant skin lesions, but on further questioning, the patient

revealed that she had developed palmar and plantar pustulosis two years earlier (Figure 4). After reviewing
her pictures showing the skin lesions and imaging, the diagnosis of SAPHO syndrome was suggested, and the

patient was referred to the rheumatology department. The patient was administered methotrexate,

prednisone, folic acid, and risedronate. The patient progressed well, with improvement in lower back pain

and no recurrence of skin lesions at the two-year follow-up.
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FIGURE 4: Photograph of the patient’s foot and hand demonstrating
plantar (A) and palmar (B) pustulosis two years before hospital
admission.

Case 2

A 66-year-old woman was referred to our institution with suspected spinal bone metastasis. She reported a
history of back pain for four months. The neurological examination was unremarkable. On admission, the

patient had no significant skin lesions (Figure 5).

FIGURE 5: Photograph of the patient's hand demonstrating scaly phase
(black arrow) (A). Sagittal CT scan showing marked sclerosis and
subcortical bone irregularity, notably in the anterior half of both
endplates of the T7, T8, and T9 vertebral bodies, as well as in the
superior endplate of T10 (white arrows) (B).

Spinal CT revealed hyperdense lesions in the vertebral bodies at T7-T10 (Figure 5). Spinal MRI showed
hypointense lesions on T1 and hyperintense lesions on T2-weighted images (Figure 6). Bone scintigraphy
with 99mTc-MDP demonstrated uptake in the vertebral bodies from T8 to T10 and sternoclavicular joints

(Figure 6).
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FIGURE 6: Sagittal T1-weighted (A) and T2-weighted (B) MRI showing
signal abnormalities in multiple thoracic vertebral bodies (white arrows).
Whole-body bone scintigraphy showing increased tracer uptake in the
sternum, right sternoclavicular joint (black arrow), and thoracic spine
(C).

A diagnosis of SAPHO was established, and the patient was referred for rheumatological evaluation and
treatment. After two years of follow-up, there was no recurrence of back pain or skin lesions.

Discussion

SAPHO syndrome was first described in 1987 by Chamot et al. and involves a rare group of inflammatory
osteoarticular disorders commonly associated with skin disorders [1]. It is a rare condition, with an
estimated prevalence of 1:10,000. However, its prevalence is thought to have been underestimated [11].
SAPHO syndrome may present at any age, although it tends to be most common in children and young to
middle-aged adults [12]. The clinical presentation of SAPHO syndrome is heterogeneous, so patients may
need to be examined by different experts to reach a comprehensive diagnosis [5].

The diagnostic criteria proposed by Benhamou et al. include (1) osteoarticular manifestations of acne
conglobata, acne fulminans, or hidradenitis suppurativa; (2) osteoarticular manifestations of palmar-plantar
pustulosis; (3) hyperostosis involving the anterior chest wall, spine, or limbs with or without dermatosis;
and (4) chronic recurrent multifocal osteomyelitis with or without dermatosis [13]. Diagnosis of the
syndrome involves the exclusion of other diseases such as septic osteomyelitis, infectious chest wall
arthritis, infectious palmoplantar pustulosis, diffuse idiopathic skeletal hyperostosis, palmoplantar
keratoderma, and osteoarticular manifestations of retinoid therapy [153].

Skin involvement may be transient or may develop decades after the onset of bone changes and is not
considered essential for diagnosis. At least 15% of adult patients never have skin manifestations [3]. Patients
can present with sternocostal-clavicular hyperostosis and/or hyperostosis of the spine, pelvis, or peripheral
skeleton in the absence of palmoplantar pustulosis [10]. Sacroiliitis associated with SAPHO syndrome occurs
in 13-52% of cases and is often unilateral. HLA-B27 has been reported to be positive in 13-30% of patients
[3,11].

Several forms of spinal involvement in SAPHO syndrome have already been described, including
spondylodiscitis [14], vertebral fracture and spinal cord injury [15], pathological fractures [16], and isolated
osteolytic lesions [17]. There have been reports of metastatic cancer mimicking SAPHO syndrome [12,18],
SAPHO syndrome associated with neoplasia [19], and SAPHO syndrome diagnosed during cancer treatment

[5]-

Our cases were initially thought to have possible spinal metastases, and SAPHO was diagnosed only after an
extensive workup, as none of the patients had active skin lesions. Only 11 cases, including ours, of SAPHO
syndrome that were initially diagnosed as possible bone metastases to the spine have been reported in the
literature (Table I).

2024 Rolemberg Dantas et al. Cureus 16(7): €64974. DOI 10.7759/cureus.64974 50f8


https://assets.cureus.com/uploads/figure/file/1104117/lightbox_fc5373803c5c11efa2dcb1578bc98136-Screen-Shot-2024-07-02-at-09.36.46.png
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)

Cureus

Part of SPRINGER NATURE

Author and year
Theumann et al. (2005)[10]
Takeuchi et al. (2007)[9]
Inoue et al. (2007) [4]

Patel et al. (2009) [7]
Abuhid et al. (2010) [2]
Mann et al. (2012) [6]

Kubo et al. (2021)[5]

Biuden et al. (2021) [3]

our study

Age (years)

Presentation Spine segment Radiological images

Previous breast cancer, palmar pustulosis, and sacroiliitis Lumbar X-ray, CT scan, and bone scintigraphy

Back pain and neck pain Cervical, thoracic, lumbar, and Sl joint X-ray, MRI, bone scintigraphy, and PET/CT

Back pain Thoracic, lumbar, and Sl joint X-ray, MRI, bone scintigraphy, and PET/CT

Back pain Thoracic and Sl joint MRI, CT scan, bone scintigraphy, and PET/CT

Pain in the sternoclavicular and sacroiliac joints and plantar pustulosis Sl joint X-ray, bone scintigraphy, and PET/CT

Back pain Thoracic and lumbar X-ray, CT scan, and bone scintigraphy

Back pain and palmar pustulosis Thoracic and lumbar CT scan, MRI, and bone scintigraphy

Neck pain Cervical X-ray, CT scan, MRI, and bone scintigraphy

Back pain Thoracic, lumbar, and Sl joint CT scan, MRI, bone scintigraphy

Back pain Thoracic and lumbar X-ray, CT scan, MRI, bone scintigraphy, and PET/CT
Back pain Thoracic CT scan, MRI, bone scintigraphy, and PET/CT

TABLE 1: Characteristics of the patients identified in the literature review

Sl, sacroiliac

Most patients were adults and women (10F/1M, range 20-74 years), and back pain was the most common
clinical manifestation. In this review, most patients had a recent onset of back pain, ranging from two to
eight months. Only three patients had a longstanding history of back pain (one, three, and 20 years). The
thoracic and lumbar segments were the most affected, and the cervical spine was affected in only two cases.
Among the previously reported cases, only two patients had palmoplantar pustular skin lesions on admission
12,5].

Several imaging tests were necessary to define the diagnosis in all cases, highlighting the difficulty of
making an accurate diagnosis. The most commonly used tests were radiographs, CT scans, MRIs, bone
scintigraphy, and PET/CT.

A study by Xu et al. compared the imaging values of 99mTc-MDP bone scans and 68Ga-FAPI-04 PET/CT. The
authors analyzed images from 19 patients and concluded that PET/CT was more sensitive than bone scans
for evaluating osteoarticular lesions in SAPHO syndrome and could detect early-stage bone and joint lesions
[20]. Sun et al. analyzed bone scintigraphy and PET/CT in 26 patients and concluded that FDG PET/CT
showed a comparable capacity to reveal skeletal lesions with bone scintigraphy [21]. Bone scintigraphy can
be very useful, as it not only shows increased uptake in the affected sites but also reveals silent lesions.
Anterior chest wall involvement is the most frequent finding, and the “bull’s head” sign (an increased
uptake in the manubrium and bilateral sternoclavicular joints) is a characteristic feature of SAPHO
syndrome. This can be seen in 10-31% of the cases [20].

Most patients with SAPHO syndrome and vertebral involvement have multilevel disease; the thoracic spine
is the most commonly involved, followed by the lumbosacral spine. Contiguous involvement of >2 vertebral
bodies is seen in most patients. The lesions are usually hypointense on T1-weighted images and
hyperintense on T2-weighted images, and most lesions present with gadolinium enhancement [22].

The treatment options for SAPHO syndrome are heterogeneous and include nonsteroidal anti-inflammatory
drugs, bisphosphonates, and conventional and biological disease-modifying antirheumatic drugs [23]. No
consensus has been reached regarding the treatment of SAPHO syndrome, and biological drugs with specific
molecular targets have been increasingly studied [24].

The prognosis of SAPHO syndrome is considered to be relatively good; however, recent studies have
reported a high incidence of malignancy associated with SAPHO syndrome [25]. Despite the good overall
prognosis in most patients, SAPHO appears to be a chronic disease with recurrent exacerbations and
remissions, severely undermining patients’ quality of life [21].

Conclusions

SAPHO syndrome should be suspected in patients with multifocal osteitis or arthritis, particularly when
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associated with skin manifestations. Combinations of multimodal imaging modalities are helpful for
diagnosis. Adequate knowledge of the disease is essential for the correct distinction between SAPHO
syndrome and bone metastasis.

Additional Information
Author Contributions

All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design: Francois Dantas, Fernando Luiz Rolemberg Dantas, Romulo Tscherbakowski Nunes
de Guimaraes Mourao, Barbara Campos Mattos, Victor Kelles Tupy da Fonseca

Acquisition, analysis, or interpretation of data: Francois Dantas, Fernando Luiz Rolemberg Dantas,
Romulo Tscherbakowski Nunes de Guimaraes Mourao, Barbara Campos Mattos, Victor Kelles Tupy da
Fonseca

Drafting of the manuscript: Francois Dantas, Fernando Luiz Rolemberg Dantas, Romulo Tscherbakowski
Nunes de Guimaraes Mourao, Barbara Campos Mattos, Victor Kelles Tupy da Fonseca

Critical review of the manuscript for important intellectual content: Francois Dantas, Fernando Luiz
Rolemberg Dantas, Rdmulo Tscherbakowski Nunes de Guimaraes Mourao, Barbara Campos Mattos, Victor
Kelles Tupy da Fonseca

Supervision: Francois Dantas, Fernando Luiz Rolemberg Dantas, Romulo Tscherbakowski Nunes de
Guimaraes Mourao, Barbara Campos Mattos, Victor Kelles Tupy da Fonseca

Disclosures

Human subjects: Consent was obtained or waived by all participants in this study. Faculdade Ciéncias
Médicas de Minas Gerais issued approval 5134. Conflicts of interest: In compliance with the ICMJE uniform
disclosure form, all authors declare the following: Payment/services info: All authors have declared that no
financial support was received from any organization for the submitted work. Financial relationships: All
authors have declared that they have no financial relationships at present or within the previous three years
with any organizations that might have an interest in the submitted work. Other relationships: All authors
have declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

References

1. Chamot AM, Benhamou CL, Kahn MF, Beraneck L, Kaplan G, Prost A: Acne-pustulosis-hyperostosis-osteitis
syndrome. Results of a national survey. 85 cases [Article in French]. Rev Rhum Mal Osteoartic. 1987, 54:187-
96.

2. Abuhid IM, Silva LC, Martins GP, de Rezende NA: Diagnosing SAPHO syndrome in suspected metastatic
bone tumors. Clin Nucl Med. 2010, 35:172-4. 10.1097/RLU.0b013e3181cc6313

3. Biuden S, Maatallah K, Riahi H, Ferjani H, Kaffel MD, Hamdi W: SAPHO syndrome mimicking infectious
spondylodiscitis and bone metastasis. Case Rep Rheumatol. 2021, 2021:5577257. 10.1155/2021/5577257

4. Inoue K, Yamaguchi T, Ozawa H, et al.: Diagnosing active inflammation in the SAPHO syndrome using
18FDG-PET/CT in suspected metastatic vertebral bone tumors. Ann Nucl Med. 2007, 21:477-80.
10.1007/s12149-007-0051-x

5.  Kubo'Y, Ito K, Fujiwara Y, Yoshida T, Kusumoto M: Case report: SAPHO syndrome mimicking bone
metastases during treatment with pembrolizumab for non-small cell lung cancer. Front Med (Lausanne).
2021, 8:679111. 10.3389/fmed.2021.679111

6. Mann B, Shaerf DA, Sheeraz A, Skinner JA, Saifuddin A: SAPHO syndrome presenting as widespread bony
metastatic disease of unknown origin. Rheumatol Int. 2012, 32:505-7. 10.1007/500296-010-1742-5

7. Patel CN, Smith JT, Rankine JJ, Scarsbrook AF: F-18 FDG PET/CT can help differentiate SAPHO syndrome
from suspected metastatic bone disease. Clin Nucl Med. 2009, 34:254-7. 10.1097/RLU.0b013e31819a205¢

8. Robins PD, Blake MP, Robinson PS: SAPHO syndrome mimicking metastases on bone scintigraphy . Clin
Nucl Med. 1998, 23:696-8.

9. Takeuchi K, Matsusita M, Takagishi K: A case of SAPHO (synovitis-acne-pustulosis-hyperostosis-
osteomyelitis) syndrome in which [18F]fluorodeoxyglucose positron emission tomography was useful for
differentiating from multiple metastatic bone tumors. Mod Rheumatol. 2007, 17:67-71. 10.1007/s10165-
006-0536-9

10. Theumann NH, So A, Mouhsine E, et al.: SAPHO syndrome masquerading as metastatic bone disease .
Australas Radiol. 2005, 49:418-21. 10.1111/j.1440-1673.2005.01475.x

11. CaoY,LiC,XuW,etal.: Spinal and sacroiliac involvement in SAPHO syndrome: a single center study of a
cohort of 354 patients. Semin Arthritis Rheum. 2019, 48:990-6. 10.1016/j.semarthrit.2018.09.004

12. Sehgal R, Virata AR, Bansal P, Hart M: Metastatic carcinoma of prostate as a mimicker of SAPHO syndrome .
Clin Med Res. 2021, 19:141-7. 10.3121/cmr.2021.1539

13. Benhamou CL, Chamot AM, Kahn MF: Synovitis-acne-pustulosis hyperostosis-osteomyelitis syndrome

2024 Rolemberg Dantas et al. Cureus 16(7): €64974. DOI 10.7759/cureus.64974 70f8


https://pubmed.ncbi.nlm.nih.gov/2954204/
https://dx.doi.org/10.1097/RLU.0b013e3181cc6313
https://dx.doi.org/10.1097/RLU.0b013e3181cc6313
https://dx.doi.org/10.1155/2021/5577257
https://dx.doi.org/10.1155/2021/5577257
https://dx.doi.org/10.1007/s12149-007-0051-x
https://dx.doi.org/10.1007/s12149-007-0051-x
https://dx.doi.org/10.3389/fmed.2021.679111
https://dx.doi.org/10.3389/fmed.2021.679111
https://dx.doi.org/10.1007/s00296-010-1742-5
https://dx.doi.org/10.1007/s00296-010-1742-5
https://dx.doi.org/10.1097/RLU.0b013e31819a205c
https://dx.doi.org/10.1097/RLU.0b013e31819a205c
https://journals.lww.com/nuclearmed/abstract/1998/10000/sapho_syndrome_mimicking_metastases_on_bone.11.aspx
https://dx.doi.org/10.1007/s10165-006-0536-9
https://dx.doi.org/10.1007/s10165-006-0536-9
https://dx.doi.org/10.1111/j.1440-1673.2005.01475.x
https://dx.doi.org/10.1111/j.1440-1673.2005.01475.x
https://dx.doi.org/10.1016/j.semarthrit.2018.09.004
https://dx.doi.org/10.1016/j.semarthrit.2018.09.004
https://dx.doi.org/10.3121/cmr.2021.1539
https://dx.doi.org/10.3121/cmr.2021.1539
https://pubmed.ncbi.nlm.nih.gov/2972430/

Cureus

Part of SPRINGER NATURE

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

(SAPHO). A new syndrome among the spondyloarthropathies?. Clin Exp Rheumatol. 1988, 6:109-12.
Takeuchi S, Hanakita J, Takahashi T, Minami M, Kanematsu R, Suda I, Nakamura S: Destructive
spondylodiscitis associated with SAPHO syndrome: a case report and literature review. Surg Neurol Int.
2022, 13:345. 10.25259/SNI_626_2022

Deltombe T, Nisolle JF, Boutsen Y, Gustin T, Gilliard C, Hanson P: Cervical spinal cord injury in sapho
syndrome. Spinal Cord. 1999, 37:301-4. 10.1038/sj.sc.3100816

Li Y, Liu G, Zhao Y, Luo Y, Lu T: SAPHO syndrome with pathological fractures of vertebral bodies: a case
report. BMC Musculoskelet Disord. 2019, 20:27. 10.1186/s12891-019-2410-x

Mateo L, Sanint ], Rodriguez Muguruza S, et al.: SAPHO syndrome presenting as an osteolytic lesion of the
neck. Reumatol Clin. 2017, 13:44-7. 10.1016/j.reumae.2015.11.022

Ni ], Tang P: An unusual bone metastasis mimicking SAPHO (synovitis, acne, pustulosis, hyperostosis, and
osteitis) syndrome on bone scintigraphy. Clin Nucl Med. 2016, 41:173-5. 10.1097/RLU.0000000000001061
Shibakuki R, Seto T, Uematsu K, et al.: Pulmonary adenocarcinoma associated with SAPHO syndrome
difficult to differentiate from multiple bone metastasis. Intern Med. 2006, 45:543-6.
10.2169/internalmedicine.45.1628

Xu T, Huang Y, Zhao Y, Wang P, Chen Y: 68ga-DOTA-FAPI-04 PET/CT imaging in a case of SAPHO
syndrome. Clin Nucl Med. 2022, 47:246-8. 10.1097/RLU.0000000000003901

Sun X, Li C, Cao Y, et al.: F-18 FDG PET/CT in 26 patients with SAPHO syndrome: a new vision of clinical
and bone scintigraphy correlation. ] Orthop Surg Res. 2018, 13:120. 10.1186/513018-018-0795-0
McGauvran AM, Kotsenas AL, Diehn FE, Wald JT, Carr CM, Morris JM: SAPHO syndrome: imaging findings
of vertebral involvement. AJNR Am ] Neuroradiol. 2016, 37:1567-72. 10.3174/ajnr.A4736

Li SW, Roberts E, Hedrich C: Treatment and monitoring of SAPHO syndrome: a systematic review . RMD
Open. 2023, 9:10.1136/rmdopen-2023-003688

Cheng W, Li F, Tian ], et al.: New insights in the treatment of SAPHO syndrome and medication
recommendations. | Inflamm Res. 2022, 15:2365-80. 10.2147/]IR.S353539

Yamada S, Nagafuchi Y, Kono M, et al.: High incidence of malignancy in SAPHO syndrome . Clin Exp
Rheumatol. 2020, 38:805-6.

2024 Rolemberg Dantas et al. Cureus 16(7): €64974. DOI 10.7759/cureus.64974

8of8


https://dx.doi.org/10.25259/SNI_626_2022
https://dx.doi.org/10.25259/SNI_626_2022
https://dx.doi.org/10.1038/sj.sc.3100816
https://dx.doi.org/10.1038/sj.sc.3100816
https://dx.doi.org/10.1186/s12891-019-2410-x
https://dx.doi.org/10.1186/s12891-019-2410-x
https://dx.doi.org/10.1016/j.reumae.2015.11.022
https://dx.doi.org/10.1016/j.reumae.2015.11.022
https://dx.doi.org/10.1097/RLU.0000000000001061
https://dx.doi.org/10.1097/RLU.0000000000001061
https://dx.doi.org/10.2169/internalmedicine.45.1628
https://dx.doi.org/10.2169/internalmedicine.45.1628
https://dx.doi.org/10.1097/RLU.0000000000003901
https://dx.doi.org/10.1097/RLU.0000000000003901
https://dx.doi.org/10.1186/s13018-018-0795-0
https://dx.doi.org/10.1186/s13018-018-0795-0
https://dx.doi.org/10.3174/ajnr.A4736
https://dx.doi.org/10.3174/ajnr.A4736
https://dx.doi.org/10.1136/rmdopen-2023-003688
https://dx.doi.org/10.1136/rmdopen-2023-003688
https://dx.doi.org/10.2147/JIR.S353539
https://dx.doi.org/10.2147/JIR.S353539
https://www.clinexprheumatol.org/abstract.asp?a=14879

	Synovitis, Acne, Pustulosis, Hyperostosis, Osteitis (SAPHO) Syndrome Mimicking Bone Metastases in the Spine: A Presentation of Two Cases and Literature Review
	Abstract
	Introduction
	Case Presentation
	Case 1
	FIGURE 1: Gadolinium-enhanced sagittal T1-weighted MRI revealing contrast enhancement at the vertebral bodies of T7, T8, T9, T10 (white arrows) (A), and L3 (black arrow) (B).
	FIGURE 2: Sagittal view of a CT scan showing an ivory vertebra at T10 (white arrow) and multiple hyperdense lesions in the thoracic and lumbar spine (A). Lateral radiography of the thoracic spine showing the aspect of an ivory vertebra on T10 (black arrow) (B). Anterior and posterior views of whole-body bone scintigraphy with 99mTc-methylene diphosphonate. Increased tracer uptake was observed in both sternoclavicular joints and the sternum (“bull’s head” sign) (black arrowhead), as well as in the upper thoracic and lumbar vertebrae (C).
	FIGURE 3: PET/CT scan showing multiple skeletal lesions affecting the spine with low to moderate 18F-FDG uptake (white arrows).
	FIGURE 4: Photograph of the patient’s foot and hand demonstrating plantar (A) and palmar (B) pustulosis two years before hospital admission.

	Case 2
	FIGURE 5: Photograph of the patient's hand demonstrating scaly phase (black arrow) (A). Sagittal CT scan showing marked sclerosis and subcortical bone irregularity, notably in the anterior half of both endplates of the T7, T8, and T9 vertebral bodies, as well as in the superior endplate of T10 (white arrows) (B).
	FIGURE 6: Sagittal T1-weighted (A) and T2-weighted (B) MRI showing signal abnormalities in multiple thoracic vertebral bodies (white arrows). Whole-body bone scintigraphy showing increased tracer uptake in the sternum, right sternoclavicular joint (black arrow), and thoracic spine (C).


	Discussion
	TABLE 1: Characteristics of the patients identified in the literature review

	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


