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pain with important limitation of the joint balance of the
right shoulder (which required local anesthesia), and
worsening of the pustulosis.
The last gammagraphic control (December 2005) showed
more control of the osteoblastic activity and persistence
of sternal uptake (without an objective increase of the
lesion). Clinically, the patient was functionally incapable
and had poor pain control. The INSS evaluation team
determined she had permanent total incapacity in March
2006. 
The diagnosis of this syndrome is fundamentally clinical
(Table),4 there are no specific laboratory tests (HLA B27+
with a low frequency, acute phase reactant elevation). The
study is completed with imaging techniques: conventional
radiology (spondylitis, hyperostosis, and inflammatory
lesions), computer tomography/magnetic resonance
(adjacent soft-tissue lesions), bone gammagraphy
(asymptomatic lesions). Imaging tests also allow for the
differential diagnosis5 with other processes (osteomyelitis,
Paget’s disease, bone metastasis, other spondyloarthropathies,
Tietze syndrome). In some cases a bone biopsy might be
warranted.5,6

Clinically it presents relapses and remissions and there is
no curative treatment. The long-term prognosis is good
and is not usually associated to severe or invalidating
complications.7
Most of the patients are treated8,9 in a symptomatic manner
(NSAIDs, steroids), but alternative treatments have
increased in number (with different degrees of efficacy),
according to the scientific evidence (methotrexate,
sulphasalazine, leflunomide, infliximab, etanercept, and
byphosphonates). In some cases, the bone lesions
(hyperostosis, osteitis) have been treated surgically,10 but
this has not proven superior to treatment with drugs. 
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To the Editor: SAPHO syndrome is a group of skin and
skeletal manifestations that come together during the
course of a patients’ life.1-3 The term is an acronym of the
most common manifestations: synovitis, acne conglobata
(can even be fulminans, supurative hydrosadenitis, or
cellulitis dissecans),1 palmoplantar pustulosis, hyperostosis
(usually on the anterior thoracic wall), and osteitis (sacroiliac
or of the coccyx). It has an unknown etiology and most
authors encase it with sponsyloarthropathies.2 Its prevalence
has not been widely studied, affecting mainly children
and young adults, being rare in older patients; with a
similar gender distribution. It can receive other names
such as acne-associated spondyloarthropathy,
sternoclavicular hyperostosis, clavicular osteitis condensans,
pustular arthrosteitis, or chronic recurring multifocal
osteomyelitis (pediatric form).2,3

We present the clinical case of a 34-year-old woman
without any history of interest, diagnosed in 1994 with
SAPHO syndrome (HLA B27+, pustular palmoplantar
psoriasis, acromioclavicular and sternoclavicular
hyperostosis and biopsied osteitis, and polyarthritis). 
She was resistant to high doses of phenylbuthazone and
intolerant to sulphasalazine and moderate doses of
methotrexate (biochemical liver affection). She did not
tolerate treatment with PUVA, and high-dose
corticosteroid therapy only led to transitory improvement.
In December 2001 she underwent treatment with
infliximab 3 mg/kg iv, with a good initial response of the
bone symptoms and the acute phase reactants, but required
a progressive increase in her dosage: 14 infusions. Pustulosis
as well as sternoclavicular and sacroillyac joint activity
worsened (gammagraphic control), opting for a change
in treatment. 
In May 2003 she started treatment with etanercept 
(50 mg sc/week) with low-dose methotrexate therapy 
(5 mg/week), showing improvement of the pustule lesions
and the inflammatory low-back pain, with a reduction in
the CRP (0.6 mg/dL). There was also improvement of
the BASDAI (15) and BASFI (35.7) scores.
In October 2003 she once again presented increasing and
incapacitating pain in the sternal, right acromioclavicular,
and right shoulder areas (acromioclavicular space stenosis).
In a new gammagram (January 2004), a subjective increase
in pathologic uptake of the sternum with regards to the
previous (March 2003), and sternoclavicular activity was
seen. 
Due to the resistance of the pathologic process, in April
2004 treatment with zolendronic acid 4 mg iv (3 doses)
was decided upon. It finished on June 22, 2004 with a
clear improvement in symptoms, especially sternoclavicular
pain. In October 2004 she suffered a relapse of the sternal
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Diagnostic Criteriaa

1. Chronic multifocal relapsing osteomyelitis 
Generally sterile
With/without coccyx affection
With/without skin affection 

2. Acute/subacute/chronic arthritis in addition to
Palmoplantar pustulosis 
Pustular psoriasis
Severe acne
Sterile ostheitis in any localization in addition to 

3. Palmoplantar pustulosis 
Pustular psoriasis 
Vulgar psoriasis 
Severe acne

aOne of the 3 presentations is enough for diagnosis.
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Erratum

In the Letter to the Editor “Precisions on the history of
quinine,” published in this journal (Reumatol Clin.
2007;3[4]:194-6) it has been detected that only 1 author
appears when, in truth, the authors are: 

Francisco Medina Rodríguez,a Francisco Javier Aceves Ávila,b
and José Moreno Rodrígueza 

aUnidad de Investigación en Enfermedades Autoinmunes,
Hospital de Especialidades Centro Médico Nacional Siglo
XXI, Instituto Mexicano del Seguro Social, Mexico, DF,
México
bHospital General Regional #46, Instituto Mexicano del
Seguro Social, Guadalajara, Jalisco, México


