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Case Report

Gouty Arthritis in a Female Patient with Mixed Connective Tissue
Disease

C-M. Huang

Division of Rheumatology and Immunology, Department of Internal Medicine, China Medical College Hospital, Taichung,
Taiwan, ROC

Abstract: Gout with systemic lupus erythematosus PSS) and gout have not been reported before. Herein, we
(SLE) or progressive systemic sclerosis (PSS) hadescribe a case of gouty arthritis in a patient with
rarely been reported, whereas mixed connective tissukICTD.

disease (MCTD) with the demonstration of intra-

articular monosodium urate crystals has never been

reported. We describe an unusual case of MCTD (SLE

PSS) in a 37-year-old woman who developed acut-ecase Report
gouty arthritis. Arthrocentesis and synovianalysis may
be necessary to differentiate gout from the arthropathy o
MCTD.

37-year-old woman first noticed painful swelling and
orning stiffness of both the finger and wrist joints in
August 1994. Under the diagnosis of rheumatoid arthritis

. TP . - (RA), she was treated with a non-steroidal anti-
Keywords: Gouty arthritis; Mixed connective tissue flammatory drug (NSAID) and low doses of pre-

disease; Progressive systemic sclerosis; Systemic IupI . : . :
erythematosus l§1lsolone with effective relief of the symptoms. In

February 1995 she developed right pleural effusion,
Raynaud’s phenomenon and thickening of the skin on
both hands. She was admitted to a local hospital and
diagnosed with PSS.

This patient visited the emergency room of our
EFospital on 26 August 1995, complaining of arthritic

Introduction

Gout and systemic lupus erythematosus (SLE) are bo
common rheumatic diseases, whereas mixed connecti
tissue disease (MCTD) is relatively rare. The prevalenc
of MCTD in Taiwan is not known. An epidemiological
study on rheumatic disease in Japan [1] reported

ain in the knees, wrists and hands. Shortness of breath,
Swer-leg edema and Raynaud’s phenomenon were also
%oted. On admission, laboratory analyses revealed a
haemoglobin level of 103 g/l, with a positive indirect

h %oombs’ test. Urinalysis showed no haematuria or
prevalence gf 2.7% for MCTD, compared with 20.9% \oteinuria. Antinuclear antibody (ANA) at a titre of
for SLE, 5.7% for progressive systemic sclerosis (PSS} - 5150 was detected, with a speckled staining pattern.
and 4.9% for polymyositis—dermatomyositis (PM-DM). assays for antibody to Sm and double-stranded DNA

The relatively rare occurrence of coexistent gout an£

hat either. clinici iss the di ¢ ere both negative. An anti-ribonucleoprotein (RNP)
SLE suggests that either clinicians miss the diagnosis ofyihody test was strongly positive (detected by counter-

gout or that SLE or the therapy for SLE protects againsinmune electrophoresis), at a titre of 512. The levels

gout [2-6]. To the best of our knowledge, MCTD (SLE- ot ¢3 and C4, 44 mg/dl (normal 88-201) and 12 mg/dl
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diagnosiof MCTD (PSS-SLEwasthusestablisheénd
she was treated with D-penicillamine 500 mg/day,
nifedipine 30 mg/day and prednisolonel0 mg/day for
20 days. After being discharged,the patient received
regulartreatmentin our outpatientdepartment.

On the second admissionto our hospital on 14
Septemberl996, the patient complainedof right knee
pain and swelling for 3 days.A physical examination
revealedtendernessswelling and rednessof the right
kneejoint with alimited rangeof motion (Fig. 1). There
was taut, thick skin on her hands fingers(Fig. 2), feet,
legs and face. Her fingers were cold and pale,
accompaniedby Raynaud’s phenomenon.Laboratory
valueswere: erythrocyte sedimentationrate (ESR) 54
mm/h,white bloodcell count12.6 x 101, haemoglobin
88 g/, plateletcount422 x 10”1, creatinine0.9 mg/dl

Fig. 1. Painful swelling and rednessyith a limited rangeof motion,
over the right kneejoint in a 37-year-oldwomanwith concomitant
gout and mixed connectivetissuedisease.

Fig. 2. A 37-year-oldwomanwith thick, taut skin and contractureon
the right hand.
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(79.8 umol/l), 24-h urine protein 0.6 g, 24-h uric acid
380 mg/dI, creatinineclearance84 ml/min, uric acid 6.5
mg/dl (390 umol/l), IgG 2580mg/dl (normal694—-1618),
IgA 66 mg/dl (normal 68-370) and IgM 330 mg/dl
(normal60-263).The ANA assaywaspositiveat a titre
of 1: 2560with a speckledpattern.Anti-Scl 70, anti-Ro
and anti-RNP antibody assayswere also positive, but
anti-Sm, anti-DNA and anti-La antibodies were not
detected.Resultsof a cryoglobulin test were negative
andanticardiolipinantibodytitres of IgG andIgM were
all within normal limits. X-ray studiesrevealedsoft-
tissue swelling, but no calcification or degenerative
destructivechangesin the right kneejoint.

About 40 ml of synovialfluid (SF)wasaspiratedrom
the right knee. Polarised light microscopy revealed
intracellularnegativelybirefringentneedle-shapedrys-
tals, consistentvith gout. The SFwhite blood cell count
was9.4 x 10%1 with 56% polymorphonucleacells and
44%lymphocytesThe patientwastreatedwith sulindac
400 mg/day and colchicine 1.0 mg/day. The swollen
kneejoint showedimprovement®2 daysafter the startof
treatment. One month later, serum uric acid had
increasedto 7.5 mg/dl, and creatininewas normal at
1.0 mg/dl. The patient remainedasymptomaticfor 2
months.Symptomsof sepsisand comadevelopedafter
an episodeof acute pyelonephritis,and she eventually
died.

Discusson

MCTD is an overlapsyndrome which consistsof SLE,
PSS, PM-DM and RA, defined as high titres of
circulating ANA with specificity for nuclear RNP
antigen. It was first describedby Sharpet al. [7] in
1972,andis receivingincreasingattention.

Our patient’s clinical manifestationsof Raynaud’s
phenomenonhand oedemaand arthritis, acrosclerosis
andhightitresof anti-RNPantibodiesnetthecriteriafor
the diagnosis of MCTD [8-9]. Pain, swelling and
stiffness of the finger joints are frequently noted in
MCTD. Many patientsalso develop more generalised
peripheraljoint involvement with swelling, erythema,
warmthandtendernessf the kneesankles toes,wrists,
elbows and shoulders.Radiographsusually show an
absencef erosivechange$10]. Goutyarthritismight be
mistakenfor the arthropathyof MCTD if appropriate
radiographicexaminationsand synovianalysisare not
performed. MCTD is consistent with acute gouty
arthritis, which was proven in our case when right
knee monosodiumurate (MSU) crystalswere isolated.
This is the first casereportof MCTD with simultaneous
gouty arthritis, basedon an extensiveliterature search.

MCTD is a chronic systemicinflammatory disease
causedby immunologicaldisorders.Hyperuricaemias
not a feature of SLE or PSS [11]; however, many
patientswith SLE or PSS show hyperuricaemiathat
necessitateshronicdiuretictherapyandleadsto chronic
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renal insufficiency [6,11]. As our patientdid not have
renal diseaseor receive diuretic treatment,gout was
surprising.

The low frequencief goutin SLE andMCTD may
be attributableto higher frequenciesof both SLE and
MCTD in young women and of gout in older men.
Several theories about the rarity of the association
betweengout and SLE havebeenproposedln patients
with gout, MSU are phagocytised by neutrophils.
Chemotacticfactors related to complementactivation
attractadditionalneutrophils,which produceinflamma-
tion [3]. Patientswith SLE have a form of leukopenia
that is primarily lymphopenic, but with a possible
neutropeniccomponent. Another theory [3] that has
been suggestedis that during active SLE with low
complement,the body may be less able to mount an
inflammatoryreactionto MSU crystals,andcomplement
activation has been shown in MSU crystal-induced
inflammation[12]. A third theory[13] is that steroidsor
immunosuppressivéherapyduring active diseasecould
block the clinical expressionof gout while tophaceous
depositsaccumulateThesespeculationgnay alsoapply
to our patientwith MCTD (SLE-PSS).

In conclusion MCTD andgoutrarely occurtogether.
Recognitionof acutegoutin patientswith MCTD may
be difficult becausats clinical featuresmay be masked
or attenuatedby drugsusedfor MCTD, or it may be
mistakenfor arthritisin MCTD. However the possibility
of gout must be kept in mind during the evaluationof
each form of arthritis in patients with MCTD.
Arthrocentesisindanalysisof synovialfluid arerequired
for confirmationof the diagnosisof gout.
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