
Abstract

Case Report

Introduction

The diagnosis of chronic tophaceous gout (CTG) is favored 
from its initial clinical presentation and subsequent biochemical 
profile of the patient. In general, the patients are hyperuricemic. 
The tophi are girdled around the joints only. Rheumatoid 
nodules, tendinous xanthomas, synovial cysts, sarcoidosis, 
granuloma annulare, and multicentric reticulohistiocytosis 
are its closest possible differentials. Furthermore, the likely 
coexistence of other multifocal cutaneous cysts or tumors 
within the milieu needs to be excluded. However, the 
cytological demonstration of urate crystals from gouty tophi 
forthwith establishes its definite diagnosis.[1]

Case Report

A 74‑year‑old male presented with a history of recurrent 
asymmetric arthralgia involving both his hands and feet for 
the past 8 years. Later on, he gradually developed multiple 
painful subcutaneous nodules over both his hands, along with 
aching diffuse swelling of both feet over the past 1 year. His 
feet appeared edematous at both its plantar and dorsal aspects. 
On palpation, these were noncompressible hard as seen with 
nonpitting edema. All the small joints there exhibited negligible 

range of mobility. A  deeply burrowing ulcer was noticed 
across the inner border of the left foot. Proximal parts of all 
limbs above the wrist or ankle joints maintained its normal 
morphology [Figure 1]. Fine needle aspiration cytology (FNAC) 
was performed from his hand nodules and the most eminent 
areas on the feet. Exfoliative samples were obtained from the 
ulcer. Under microscope, all the smears appeared indifferent. 
It featured shaggy tangles of brown‑colored, long and slender, 
needle‑like crystals, i.e., morphologically reminiscent of 
classic urate crystals from the gout. Brisk lymphohistiocytic 
inflammatory infiltrate and foreign body reaction was 
present  [Figure  2]. His serum biochemical investigations 
revealed hyperuricemia at 12.2  mg/dl (normal: 4–7  mg/dl). 
The patient was then instituted upon hypouricemic therapy 
alongside other supportive management.

Discussion

Diffuse pedal swelling is commonly observed in congestive 
cardiac failure, renal failure, erysipelas, cellulitis, deep 

Gout, a disorder of purine metabolism, presents with acute or chronic arthritis and deposition of urate crystals in connective tissue and kidneys. 
Rarely, patients progress into chronic tophaceous gout (CTG). We emphasize on a 74‑year‑old male patient, who developed multiple gouty 
tophi over both his hands. In addition, both his feet were diffusely swollen. On detection of characteristic urate crystals from both his hands 
and feet lesions, the diagnosis of CTG was confirmed.
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Mondal and Mandal: Bilateral diffuse gouty pedal swelling

vein thrombosis  (DVT), and lymphedema from filariasis 
or any other cause. Bilateralism is usually observed with 
cardiac or renal ailments, but the edema in association is 
pitting by nature. Localized tenderness along with fever 
and cutaneous rash/blisters are features of cellulitis and 
erysipelas. DVT‑related pain or swelling tends to extend far 
more proximally than described in the present case. Filariasis 
precipitates into nonpitting limb edema, but symmetrical 
involvement is unlikely.[2,3] However, generalized diffuse 
enlargement of both feet caused by precipitation of urate 
crystals is also unusual. No such description of CTG could be 
traced from the already published literatures even after careful 
scrutiny. In the present case, the pedal lesions were readily 
approached by cytological techniques, and the pathology came 
out as same as the hand nodules. Thereby, the diagnosis of 
CTG was established with an ease.

Like in the discussed report, an unorthodox presentation 
of CTG requires demonstration of urate crystals for 
confirmatory diagnosis, which can be performed through 
synovial biopsy, joint fluid analysis, or biopsy from 
the tophi. The signature monosodium urate crystals are 
best visualized under polarized microscopy and smear 
preparations, as on routine processing for histology, these 
crystals often disintegrate. Cytological detection of the 
crystals from the tophi is also a useful alternative.[4] In 
the discussed patient, all his pathological lesions were 
sampled very well with FNAC and scrape cytology. He 
was detected hyperuricemic as well. From such an overall 

presentation, CTG was the diagnosis of choice. The present 
case reconciles about an uncommon pedal manifestation in 
CTG and therefore an updated consideration to its related 
differential diagnoses.
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Figure 1: Clinically, multiple nodules over the dorsum of the right hand 
and a few around the left wrist joint. Bilateral diffuse pedal swelling at 
both plantar and dorsal aspects, with an ulcer on the left foot

Figure 2: Cytologically, clumps of amorphous brown‑colored crystals 
intermingled with lymphohistiocytic cells ([a] Pap, ×100) and foreign 
body giant cells ([b] Pap, ×400); on magnification, the crystals appear 
needle‑shaped slender with pointed both ends ([c] Pap, ×400)
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