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)CASE

The patient is a 47-year-old white male
who presented to our clinic for medica-
tion refills. His medical history was sig-
nificant for type 2 diabetes, hyperten-
sion, hyperlipidemia, and chronic back
and joint pain. His medications includ-
ed rosuvastatin (Crestor), valsartan
(Diovan), folic acid, metformin, pentox-
ifylline (Tiental), amitriptyline, carba-
mazepine (legretol), and methotrexate.

The patient first noticed joint nodule
formations in 1999. Over the past 9
years, his condition worsened and he
developed associated joint pain and
swelling. He was initially treated with
ibuprofen. This medication was
changed to methotrexate 3 years be-
fore this visit, but his symptoms had
not improved. No radiographs or labo-
ratory test results were available for re-
view, and the patient denied a history
of joint fluid aspiration. His pertinent
family history was negative.

Physical examination The patient
appeared well and was in no acute dis-
tress. His vital signs were normal.
Musculoskeletal examination revealed
numerous variably sized nodules on
the hands, forearms, elbows, left mid-
foot, pinnae of the ears, and prepatellar
areas. Significant joint deformity sec-
ondary to nodule formation was noted
on the hands. The patient had no ulnar
deviation, boutonniere, or swan-neck
deformity. Range of motion in the
wrists, elbows, ankles, and knees was
limited bilaterally. Muscle strength was

normal with the exception of reduced
hand grip strength. Shoulder and hip
joints were normal.

Rheumatoid factor (RF) test was neg-
ative. Blood tests did not show anemia
or an elevated WBG count. Radio-
graphs were significant for joint space
narrowing consistent with arthritis in the
radiocarpal joints. Soft tissue swelling
and erosive changes were noted in the
metacarpophalangeal jomnts. Joint fluid
was aspirated from the left olecranon
bursa nodule and sent for evaluation.

JWHAT IS YOUR DIAGNOSIS?
* Rheumatoid arthritis
* Gout
* Osteoarthritis
* Infectious arthritis

)DISCUSSION

Crystal examination of the joint fluid
revealed negatively birefringent mono-
sodium urate crystals consistent with a
diagnosis of tophaceous gout. Joint fluid
evaluation is the most useful laboratory
test for making this diagnosis.! Both
rheumatoid arthritis (RA) and gout are
inflammatory diseases that may show
elevated leukocyte levels in joint fluid.?
Uric acid crystals are seen on joint fluid
examination in approximately 90% to
95% of cases of gout; a finding that
confirms the diagnosis.!

This patient’s negative RF further
substantiated the diagnosis of gout. A
positive RF 1s seen in 80% to 90% of
RA cases, with seropositive patients pre-
senting with more severe disease.® Al-
though uric acid levels may be elevated
in gout, these tests are not sensitive or
specific enough to make the diagnosis.}?
The ESR may be elevated in both gout
and RA.!3

In both diseases, radiographs can be
normal or may show inflammatory
and erosive joint changes.® Erosive le-
sions with an overhanging rim of bone,
termed rate bites, are highly suggestive
of gout.! In contrast, erosions associat-
ed with RA occur at the margins of

bone and cartilage.!
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Gout may manifest similarly to nod-
ular RA when multiple joints are in-
volved and tophi, which resemble rheu-
matoid nodules, are present. Joint pain
and swelling are manifestations of both
diseases, usually affecting the small
joints of the extremities. Unlike RA,
gout spares the hip and shoulder joints.!
RA nodules are often seen at the elbow
joints, but they may affect any involved
joint, as well as the tendons. Gouty
tophi are typically found on the external
ears, hands, feet, olecranon, and prepa-
tellar bursa (see Figure 1).!

Treatment Methotrexate was discon-
tinued and the patient was started on
colchicine, 0.6 mg twice a day. Addition-
ally, allopurinol, 300 mg daily, was
added for gout prophylaxis. The patient
was referred to a rheumatologist for
medical management of this gout. On
follow-up, his joint pain was improved
with a gradual reduction noted in the
gouty tophi. Fortunately, he had experi-
enced no complications from the 3 years
of methotrexate treatment.

Comment RA and gout may mani-
fest similarly, as was seen in this case;
however, physical examination, labora-
tory, and radiographic findings were
more consistent with a diagnosis of
gout. Joint fluid evaluation should be
performed to confirm the diagnosis. A
misdiagnosis can be devastating. RA
is often a disabling disease with a vari-
able prognosis. Drugs used to treat
RA, such as methotrexate, can have
serious toxic side effects. saara
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