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A Case of the Lumbar Spine Involvement and Sacroiliitis in a Patient with Gout

So-Young Bangl, Jong Heon Jeongl, Kyung Bin Joo’, Jae-Bum Jun', Yoon-Kyoung Sung1

Department of Rheumatology, Hospital for Rheumatic Disease’,

Department of Radiologyz, Hanyang University College of Medicine, Seoul, Korea

Although gout often initially affects the peripheral joints, gout may also involve the axial joints.
The radiologic changes of axial gout are more common than are clinically recognized. According
to a recent report, when the spine CT images of peripheral gout were reviewed for features
of axial gout, there was about a 14% frequency of suspected axial gout. The vertebral level
and the finding with the most common spinal gouty changes were L4 and lumbar facet joint
erosions. We describe here the case of a 36-year-old gout patient with low back and right buttock
pain and his lesions were unexpectedly diagnostic of lumbar facet joint arthritis and right

sacroiliitis.
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Fig. 1. The T1-weighted MRI shows low signal intensity on the right L5-S1 facet joint, bone, and soft tissue (A).
T2-weighted MRI shows intermediate to high signal intensity on the right L5-S1 facet joint, bone, and soft tissue
(B). The gadolinium enhanced T1-weighted MRI shows heterogenous enhancement of the right L5-S1 facet joint,
bone, and soft tissue (C).
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Fig. 2. The CT scan shows
bony erosions in the
right L5-S1 facet joint
on two consecutive
images (A, B).

Fig. 3. The gadolinium enhanced TI-weighted MRI
shows heterogenous enhancement of the right
sacrum, SI joint and ilium.

(fluoroscopic guidance)E o] &3lo] & 9F FHA

3 odxeluBAA FAAAS At ont, 1

AE A Fasieh

A P AT PAE FASLE B4 9

3 v AdH|Zo|=A A9IA|, colchicined} ZHE=UE

(15 mg/day)& ZdTFoIstr] AAeieh S

o] ZA=M A, allopurinols W& Folslla, =i

USRS Pkl B AL 4 EE

o] A gle AR el FF Folrh

| &

EEe A A A Aol Qetel &
Aol zAol A wol WASE Agteldt. P4F

— 320 —



: A Case of Axial Gout —

TR Loz 2 S B ool o B T o d 3 T R S <) = ~
Evdggfa FTRARIERE FimLHRERdrTTEIRS
B2 — EBH P E X X o g Ho ooh TN o
SEg2°s T HE_®_T o e R S TR T xS
S g &£ ~y e o= T ﬂao?]ﬂ,ud ol X Z
S8 -5 8= o Mo B o 2y O NG O DT R
= 3.5 wg g o Mo WA T B oNo — 9 z.o Mo N SR R I &
TERePELA o Ho Mo xo B T ﬁ%m_%alr%ﬂz R S T
2 s8v <% a2y ,_lr‘_:.L ~ I cq ..:0J|7£.ﬂ\|.|m|ofi 2
EE.E O N R i )
S F @y g . of & K (RS 30 o W% 5 B g W
0., E=g5= W o 2 W e W s E T G 2ROV W
gE5T 8T o7 B o o T = 5 KO o o N L o
O8z%F5E T o Mo wo W s B o %%&ﬂa,,ogo o O g W
< S R < A R A S
; 2PrrIirr LrepEriliferetl
o ol <n R o X
= Q%%?%%m/wmo Mﬂmnwowmj%,iﬂz._%oﬁ%ﬂn
Mo P NG T PR R kT,
Pz LSS o X g T O S
< 2o g K T o B M g B < W = B o o
e 3 o X plo ) < Rl
RN o X o S o LB R B S No N —_
o R T o) o TR 2o wp oF & = oF & ©
o .moM]dn.zT P B e X0 N S H._ . 9
BT TRl REwEgETE S gx e
oﬂa m._ﬁ “Qo Lm_u : .ﬁl _.;.._ ..__m.v/a ,_n.ﬂ M ﬂAr ..m...m E.o .WO ..E_IL W__w ﬂ_1m d! . Hml .iﬂ o# Bo
o —_ [ o MO W fo ™ 0 T oop R
B ™R T Ay or A < X .SA NP = HE o0 X o X Wn ]
—~ 2 ) B
BT T s o SHhLTPTRIesNm’ Lt
N I T S B S o VI
e e - P . B - R a5
WroR K] oer ReORe R 5w N R oMo B OB R o W oo R
=t
owa.muﬂﬁ%ﬁaﬂhmaimﬂuw Wﬂv%ﬂﬂo)?ﬂﬁ o
2 —_ T .= o
eElsr T Eusgreilew Vg
Tl o % W T o o mE _TXR . P
o & 8 ey R W R X o E 0 &+
5 N S N iy e - X W R P oy N
m—.zf.ﬂudviﬂu ™ TR M;Jomf._tmﬂt&i L&ai
W w ] -
tgeartiegg LU FIRAEST MR«
T o B X BH H o oo oY .
mﬂma,ﬂaﬂ'ﬂmolLoﬂﬂem&wM%Uriol Yo B By
sz7oTéooL.ﬂoz o —_— — NS
W T B WX X R R
N o b .M.mr < XN w e o No i o ) mO N
= 7O iy .Aulrﬂan_Alﬁ. 70 oT]..ro‘nréo N o T o=
whoge PP S TS BT w0
o o M up To mb Mo K~ <! - 8 B R o B <O
= e o %o %o W o oo o X ?
XJ-O‘mﬂ ﬂ&ﬁu%u%u‘)‘oﬂ .XLE EI_M‘_Z\»_NO EQEOO
R o op 2y K TR R o W s
L Rl . T . TR R i )
X Oi_l.._ OMO ‘LN_C..*‘)AIFLH 0
]_IL_.._ Zﬂ..%OﬂO].UIA—.‘XI —_ &00.#0, o To o
RS PRSI N NS
CA I N O -l ol A M - & G
ﬂzx‘ﬂ_\&oto%@nﬂc# %o No o X R o %I MW.._ Mmoﬂ_- Hﬁdﬂﬂl
3 3 X = o e B — - R
o ExEoy taaa T d T eTrg,
PR ERT S HE RN of No o Hm Mo ) H o o Ca

A 43 A, allopurinol

=

EE H|ZH|Zo]

Q% %)

9l

— 321 —

A7 7 (podagra)

ek (1-3). e, #H

F2Loll A Al
oz et

2
g1

50% ©]49]

[e]

T



— 3t Fube] 233 A Al 16 A

FoR HENEF sel AP ool 14D
o, AZAA Fgel otz AgW FEA
285 23t (15)

1) Grahame R, Scott JT. Clinical survey of 354 patients
with gout. Ann Rheum Dis 1970;29:461-8.

2) Perkins P, Jones AC. Gout. Ann Rheum Dis 1999;
58:611-7.

3) Schumacher HR. Crystal-induced arthritis: an over-
view. Am J Med 1996;100:S46-52.

4) Kersley GD, Mandel L, Jeffrey MR. Gout; an unusual
case with softening and subluxation of the first
cervical vertebra and splenomegaly. Ann Rheum Dis
1950;9:282-304.

5) Kaye PV, Dreyer MD. Spinal gout: an unusual
clinical and cytological presentation. Cytopathology

A 4 3 2009 —

1999;10:411-4.

6) van den Berge M, Vrugt B, Holt C, Smit CJ,
Hoogenberg K. Gout as an unusual cause of pelvic
pain. Ned Tijdschr Geneeskd 2006;150:151-4.

7) Riddell CM, Elliott M, Cairns AP. An unusual
“gouty” case of back pain and fever. J Rheumatol
2008;35:2076-7.

8) Mantle B, Gross P, Lopez-Ben R, Alarcon GS. Hip

pain as the presenting manifestation of acute gouty

sacroiliitis. J Clin Rheumatol 2001;7:112-4.

Schlesinger N, Baker DG, Schumacher HR Jr. Serum

urate during bouts of acute gouty arthritis. J Rheu-

matol 1997;24:2265-6.

Konatalapalli RM, Demarco PJ, Jelinek JS, Murphey

M, Gibson M, Jennings B, et al. Gout in the axial

skeleton. J Rheumatol 2009;36:609-13.

Gerster JC, Landry M, Rappoport G, Rivier G, Du-

voisin B, Schnyder P. Enthesopathy and tendinopathy

in gout: computed tomographic assessment. Ann

Rheum Dis 1996;55:921-3.

Gerster JC, Landry M, Rivier G. Computed tomo-

graphic imaging of subcutaneous gouty tophi. Clin

Rheumatol 1998;17:62-4.

13) Oaks J, Quarfordt SD, Metcalfe JK. MR features of
vertebral tophaceous gout. AJR Am J Roentgenol
2006;187:W658-9.

14) Hsu CY, Shih TT, Huang KM, Chen PQ, Sheu JJ,
Li YW. Tophaceous gout of the spine: MR imaging
features. Clin Radiol 2002;57:919-25.

15) King JC, Nicholas C. Gouty arthropathy of the lumbar
spine: a case report and review of the literature. Spine

1997;22:2309-12.

9

~

10

=

11

~

12

~

— 322 —



