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The bull’s head sign of SAPHO syndrome夽
Signo de la cabeza de toro en el síndrome SAPHO
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SAPHO syndrome (synovitis, acne, pustulosis, hyperostosis
and osteitis) is a rare and under-diagnosed chronic inflammatory disorder with cutaneous and osteoarticular manifestations
of unknown aetiology. Although previously included within the
spondyloarthropathies, recent evidence suggests it is a pri-

mary inflammatory osteitis in the spectrum of autoinflammatory
diseases.1 We present the case of a 17-year-old male with no known
history, with a history of acne fulminans (Fig. 1A) of 7 months’
duration and pain in the anterior aspect of the thorax and both
hips of 2 months’ duration. Chest and pelvic X-rays and pelvic

Fig. 1. (A) Acne fulminans. (B) Bull’s head sign on bone scan.
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tomography were normal. The bone scan showed a symmetrical
increase in tracer uptake in the sacroiliac joints and sternoclavicular region, with a “bull’s head” appearance (Fig. 1B), pathognomonic
of the disease.2 The patient was treated with low-dose steroids,
methotrexate and doxycycline, achieving resolution of the joint
symptoms and slight improvement of the acne.
Although there are no validated diagnostic criteria for SAPHO
syndrome, those formulated by Benhamou et al. may be useful.3
Radiography that can demonstrate osteolysis, sclerosis, periosteal
reaction and enthesopathy, is often normal, and its usefulness is
limited when there is involvement of the upper thorax. Tomography is the best technique for evaluating the upper chest wall
and particularly the sternoclavicular joints; the most common findings are bone sclerosis, erosions and hyperostosis.4 The bone scan
is very valuable, since increased tracer uptake checks all affected
bones and helps rule out infection and malignancy. In addition, it is
useful to evaluate the response to treatment,2 since it is a very sensitive technique that has excellent correlation with tomography.4
From the bone scan osteoarticular involvement can be classified
into 3 types, with different clinical characteristics: sternoclavicular, costal and spinal.5 The image similar to a bull’s head was first
described in nuclear medicine in 1994,6 in which the head corresponds to increased tracer uptake by the sternal manubrium joint
and the horns to the sternoclavicular joints. There are no standardized treatment protocols available, although different drugs
with variable response have been tested, such as NSAIDs, systemic
corticosteroids, doxycycline, pamidronate, immunosuppressants,
anti-TNF and anti-IL-1.1,7,8
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