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Clinical Manifestation and Misdiagnosis Analysis of 99 Cases of SAPHO Syndrome.
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Abstract Objective This paper analyzes the reasons of misdiagnosis of SAPHO syndrome, and aims to improve the level of clini-
cal knowledge of SAPHO syndrome and diagnosis. Methods Ninty — nine SAPHO syndrome patients were collected between January
2004 and July 2014 in our hospital. Their general situations were retrospectively analyzed including clinical manifestations, laboratory ex-
amination, imaging features, invasive operation and operation. Results Ninty — nine definite diagnosed cases were retrospectively ana-
lyzed , of whem 32 cases were misdiagnosed as palmoplantarpustular, 16 cases as rib cartilage inflammation, 12 cases as arthritis, 7 cases
as ankylosing spondylitis, 6 cases as periarthritis of shoulder, 5 cases as bone tuberculosis, 5 cases as prolapse of lumbar intervertebral
disc, 4 cases as chronic osteomyelitis, 4 cases as suspected bone tumors,2 cases as cervical spondylosis, 1 case as rheumatoid arthritis,
aseptic osteitis, reactive arthritis, mandibular inflammation, metabolic bone disease, condensing osteitis respectively. Conclusion Fa-
miliar with the clinical features and diagnositic criteria of SAPHO syndrome and early bone scan can improve the diagnosis of the disease,
reduce unnecessary invasive operation and operation.
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4% [ 41 = BRAE (follicular occlusion triad, FOT) , 99
il 79 151 (80% ) A PPP,18 5] (18.2% ) A SA,7 fi
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syndrome) |5 & Z& fift PE X FRAE B H &R (recurrent re-
lapsing symmetrical clavicular osteitis) . Jiig 7 81 B & IC
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