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CASOS CLINICOS COMENTADOS:
DEL SINTOMA AL DIAGNOSTICO

Gota preclinica
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Caso Clinico: Objetivos

* Hiperuricemia asintomatica
— ¢Qué hacer?
— ¢Es una patologia relevante o no?
— ¢Donde esta la evidencia?
— ¢Que sabian los clasicos?
— ¢Hay novedades en el conocimiento?

* Gota como factor de riesgo Cardiovascular

* ¢Como valorar el pool de uratos para una
estrategia terapéutica adecuada®?
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* Vardn de 39 anos de edad que presenta
hiperuricemia 7,9 mg/dl.

* No tiene antecedentes de artritis.

* Es muy deportista y ha presentado varios
episodios etiquetados de tendinitis y
esguinces.
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* Alos 40 anos de edad presenta un infarto
agudo de miocardio.

* No HTA arterial, no diabetes, no fumador.
* Uricemia 7,6 mg/dI
* Obesidad 1,67 m, peso 84 kg. IMC 30,12

* Colesterol 230 mg/dI

» TGC 210 mg/dI 1
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Caso clinico

* El paciente se recuperod bien del IAM, inici6
tratamiento hipolipemiante, perdid peso.

e Se incorporo plemanmente a su vida laboral y
social.

* Alos 44 anos de edad consulta por un cuadro
de dolor y limitaciéon funcional en rodilla, que
en la exploracion resultd ser una artritis
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e Se realiza ecografia que visualiza abundantes
areas hiperecoicas en rodillas, tobillos, tarso y
primera metatarsofalangica con dopplery
signo de doble contorno.

* Artrocentesis: Liquido sinovial de aspecto
inflamatorio con 35.000 células y abundantes
cristales de liquido sinovial intra 'y
extracelulares. i
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Caso clinico

* Tras tres anos de tratamiento hipouricemiante
con mas de dos anos de uricemia por debajo
de 6 mg/dl y sin brotes de artritis.

 ¢COmo crees que estan los depdsitos de acido
urico?

e iSuspendemos el tratamiento?
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Hiperuricemia asintomatica: éuna entidad benlgna?

La hiperuricemia asintomatica se asocia con
frecuencia a condiciones que aumentan el
riesgo vascular (obesidad, hipertension
arterial, diabetes, dislipemia, sindrome
metabodlico) y también se ha postulado como
factor de riesgo vascular independiente
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Hiperuricemia asintomatica: éuna entidad benigna?

* Con independencia de su etiopatogenia, la
hiperuricemia asintomatica se considera una
entidad benigna que solo ocasionalmente
evoluciona a gota. La probabilidad de que ésto
suceda es proporcional a los niveles séricos de
uratos y al tiempo de evoluciéon. Cuando la
uricemia es >10.0 mg/dL se produce gota en
cerca del 50% de los enfermos a los 5 anos 1
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e El acido urico es un producto de la actividad de la xantina-oxidasa

* La actividad xantina-oxidasa se incrementa dutante la isquemiay
la insuficiencia cardiaca. Por contra el tratamiento con inhibidores
de esta encima tiene efectos favorables sobre el consumo

miocardico de oxigeno y las funciones dependientes del endotelio
vascular.

e La hiperuricemia se asocia con procesos proaterogénicos:
— Aumento del estres oxidativo.
— Proliferaciéon de células de musculo liso vasculares
— Activacion de leucocitos

— Formacion de cristales dentro de las placas aterioscleroticas
coronarias.
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Multinational evidence-based recommendations for .
the diagnosis and management of gout: integrating (d De bemOS trata r?
systematic literature review and expert opinion of a
broad panel of rheumatologists in the 3e initiative

e 3einiciative: Evidence, Experience, Exchange

Table 1 Ten clinical questions of the Evidence, Expertise, Exchange (3e) Initiative

' ¢ Podemos prevenir la artritis gotosa, la
enfermedad renal y los eventos CV mediante la
reduccion del acido udrico en pacientes con
hiperuricemia asintomatica?

Si Sl, cual deberia ser la concentracion objetivo?

9 How should tophi be managed?
10 Can we prevent gouty arthritis, renal disease and CV events by lowering serum uric acid levels in patients with asymptomatic hyperuricaemia? If yes,
what should be the target levels?

CV, cardiovascular; Gl, gastrointestinal; IL, interleukin; NSAID, non-steroidal anti-inflammatory drug; ULT, urate-lowering therapy.
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Sivera F, et al. Ann Rheum Dis 2014;73:328-335



xxl Multinational evidence-based recommendations for
the diagnosis and management of gout: integrating

systematic literature review and expert opinion of a C.. Debemos trata r?

broad panel of rheumatologists in the 3e initiative

Table 2 Multinational recommendations on the diagnosis and management of gout

Level of Grade of Agreement,
Recommendation evidence recommendation mean (5D)

10 Pharmacological treatment of asymptomatic hyperuricaemia is not recommended to prevent gouty 2b D 8.6 (2.5)

arthritis, renal disease or CV events

“No se recomienda el tratamiento de la
HIPERURICEMIA ASINTOMATICA para
prevenir la artritis gotosa, la enfermedad renal

ni los eventos cardiovasculares”.

E

Sivera F, et al. An Rheum Dis 2014:;73:328-35.
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Multinational evidence-based recommendations for .

the diagnosis and management of gout: integrating (d De bemOS busca r
systematic literature review and expert opinion of a .

broad panel of rheumatologists in the 3e initiative rleng CV?

e 3einiciative: Evidence, Experience, Exchange

Table 1 Ten clinical questions of the Evidence, Expertise, Exchange (3e) Initiative

1 In which circumstances can a diagnosis of gout be made on clinical grounds with or without laboratory tests or imaging and when is the identification of
—crystale necescany)

2 In patients with hyperuricaemia and/or the diagnosis of gout, should we screen routinely for comorbidities and CV risk factors?

3 What 15 the role of glucocorticoids, colchicine, NSAIDs, anti-IL1 and paracetamol in the management of acute gout?

4 Which lifestyle changes (such as diet, alcohol intake, weight loss, smoking and/or exercise) are efficacious in the treatment/prevention of gout?
5

En pacientes con hipeuricemia o0 gota,
, | ¢ deberiamos realizar un estudio de factores de
* riesgo CV y otras comorbilidades?

9 How should tophi be managed?

10 Can we prevent gouty arthritis, renal disease and CV events by lowering serum uric acid levels in patients with asymptomatic hyperuricaemia? If yes,
what should be the target levels?

CV, cardiovascular; Gl, gastrointestinal; IL, interleukin; NSAID, non-steroidal anti-inflammatory drug; ULT, urate-lowering therapy.
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Sivera F, et al. Ann Rheum Dis 2014;73:328-335
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Table 2 Multinational recommendations on the diagnosis and management of gout

Level of Grade of Agreement,
Recommendation evidence recommendation mean (5D)
2 In patients with gout and/or hyperuricaemia, renal function should be measured and assessment of ~ 2c C 8.4(2.1)

cardiovascular risk factors is recommended

* En hiperuricemia existe un incremento de
insuficiencia renal terminal, pero la gota no es un
factor predictivo independiente de esta
enfermedad.

* Sin embargo, en los pacientes con gota existe un
incremento de 4 veces en la mortalidad debida a
enfermedad renal frente a los que no padecen 1
esta enfermedad.

Sivera F, et al. An Rheum Dis 2014:;73:328-35.




xxl Multinational evidence-based recommendations for

the diagnosis and management of gout: integrating
systematic literature review and expert opinion of a
broad panel of rheumatologists in the 3e initiative

Table 2 Multinational recommendations on the diagnosis and management of gout

/ﬁ SEMG

iDebemos buscar
riesgo CV?

2

Level of Grade of Agreement,
Recommendation evidence recommendation mean (5D)
In patients with gout and/or hyperuricaemia, renal function should be measured and assessment of ~ 2c C 8.4(2.1)

cardiovascular risk factors is recommended

Existe evidencia de que la hiperuricemia
puede incrementar el riesgo de desarrollar
diabetes o hipertension. Sin embargo, no hay
estudios prospectivos que investiguen el
riesgo de estas comorbilidades en pacientes

con gota.

Sivera F, et al. An Rheum Dis 2014:;73:328-35.

1
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the diagnosis and management of gout: integrating
systematic literature review and expert opinion of a
broad panel of rheumatologists in the 3e initiative

Table 2 Multinational recommendations on the diagnosis and management of gout
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iDebemos buscar
riesgo CV?

2

Level of Grade of Agreement,
Recommendation evidence recommendation mean (5D)
In patients with gout and/or hyperuricaemia, renal function should be measured and assessment of ~ 2c C 8.4(2.1)

cardiovascular risk factors is recommended

La evidencia muestra que hiperuricemia no

incrementa el riesgo CV.

Por otra parte, hay evidencia que sugiere que
los pacientes con gota tienen un incremento
del riesgo de enfermedad coronaria y de
incremento del riesgo de mortalidad por esta,

CdUuSa.

Sivera F, et al. An Rheum Dis 2014:;73:328-35.
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A Preventive Cardiology Information System (PreCIS) Database Cohort Study

Adriana G. Ioachimescu, Danielle M. Brennan, Brian M. Hoar, Stanley L. Hazen,
and Byron J. Hoogwerf

e 3.098 pacientes (edad 18—87 anos) were identified in the
database, 43% enfermedad CV.

156 muertes (5%) dureante el seguimiento de 14.262
personas-ano de seguimiento.

* Por cada incremento de 1 mg/dl en la concentracion de
uricemia, habia un incremento del 39% en el riesgo de
muerte (Coxregression).

* Tras ajustar por edad, sexo, tabaco, alcohol, peso, masa
corportal, circunferencia abdominal, TA, antecedente de
enfermedad CV, filtrado glomerular, colesterol y glucemia,
el acido urico continua siendo un factor predictivo de riesgo
de muerte (hazard ratio 1.26 [95% IC 1.15-1.38], P <

0.001). | conclusién: La concentracién de acido trico son un
factor predictivo independiente de muerte en paciente
con riesgo CV.

ARTHRITIS & RHEUMATISM Vol. 58, No. 2, February 2008, pp 623—6?@
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Table 1. Baseline clinical characteristics at the time of uric acid determination*
Uric acid quartile
Quartile 1, Quartile 2, Quartile 3, Quartile 4,
range 0.4-4.9 range 5.0-5.9 range 6.0-7.0 range 7.1-13.9
(mean = SD (mean = SD (mean = SD (mean = SD
Variable 4.1 = 0.7 mg/dl) 5.5 = 0.3 mg/dl) 6.5 = 0.3 mg/dl) 8.2 = 1.1 mg/dl) P
No. of patients 755 8§02 751 790
Demographics
Age 546 =13 55.7=*12 554 +13 559+13 0.18
Male 267 (35) 517 (64) 580 (77) 639 (81) <0.001
Current smoker 105 (14) 96 (12) 78 (10) 114 (14) 0.07
Alcohol consumption 153 (20.3) 241 (30.0) 239 (31.8) 234 (29.6) <0.001
Medical history
Hypertension 271 (36) 363 (45) 368 (49) 487 (62) <0.001
CAD 263 (35) 342 (43) 339 (45) 378 (48) <0.001
Stroke 53(7) 64 (8) 76 (10) 98 (12) 0.001
Diabetes mellitus 121 (16) 124 (15) 118 (16) 172 (22) 0.002
Diuretic use 90 (11.9) 139 (17.3) 163 (21.7) 292 (37.0) <0.001
Physical examination data
BMI, kg/m? 26.7+49 288 5.0 294 52 30557 <0.001
Waist circumference, cm 00.2 = 149 97.5 =135 101.1 = 13.1 104.1 = 14.1 =(.001
Systolic BP, mm Hg 124 = 19 127 =20 127 £ 19 128 =20 0.01
Diastolic BP, mm Hg 75 =10 77 =11 77 £ 10 77 =10 0.001
Laboratory data
Creatinine, mg/dl 0803 09 +05 09 =05 1.1=0.7 <0.001
GFR, ml/minute/m? 97.9 (79-123) 105.6 (83-132) 107.5 (83-131) 98 (69-131) <0.0017
Total cholesterol, mg/dl 217 (180-255) 218 (178-25T7) 207 (171-257) 212 (176-257) 0.30
LDL cholesterol, mg/dl 126 (94-159) 125 (92-162) 118 (88-154) 111 (84-146) <0.0017
HDL cholesterol, mg/dl 53+ 18 47 = 16 44 + 13 43 £ 13 <0.001
Triglycerides, mg/dl 135 (90-214) 159 (103-260) 176 (120-287) 222 (133-388) <0.0017
* Alcohol consumption was defined as =3 alcoholic drinks per week. Categorical variables are presented as the number (%), and continuous
variables are presented as the mean * SD or as the median (interquartile range). CAD = coronary artery disease; BMI = body mass index; BP =
blood pressure; GFR = glomerular filtration rate (calculated by the Cockcroft-Gault equation); LDL = low-density lipoprotein; HDL =
high-density lipoprotein.
i By Kruskal-Wallis test for non-normally distributed continuous variables. P values for normally distributed continuous variables were determined
by analysis of variance; P values for discrete variables were determined by chi-square test.
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Figure 1. Kaplan-Meier survival curves for quartiles of serum uric acid (UA) levels in 3,098 patients
from the Preventive Cardiology Information System (PreCIS) database cohort who were at high risk of
cardiovascular disease. A total of 156 deaths (5%) occurred during the study period.
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Table 2. Multivariate model factors predicting all-cause mortality™

Factor

HR (95% CI)

P

Serum uric acid, mg/dlf

Age, 10 years

History of diabetes mellitus, yes/no
History of stroke, yes/no

Smoking, yes/no

Waist circumference, cm

Log;pr, ml/minute/m?

Weight, kg

1.26 (1.15-1.38)
1.33 (1.11-1.59)
1.88 (1.30-2.73)
1.78 (1.18-2.68)
1.76 (1.10-2.82)
1.04 (1.02-1.05)
0.37 (0.24-0.56)

0.98 (0.97-0.998)

<0.001
0.002
0.001
0.006
0.02

<0.001

<0.001
0.03

* HR = hazard ratio; 95% CI = 95% confidence interval; GFR =

glomerular filtration rate.

T For each increase of 1 mg/dl in the serum uric acid level, the risk of
death from all causes increased by 26%.

e
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Gout AH
n=104 n=60 P
Age, years =3 58.7+11.0 60.4 + 15.0
Males (%) 100 (96%) 51 (85%)
Age at diagnosis, years 47.0+12.0 57.1+10 <0.01
Comorbidities
Smokers (%) 12 (11%) 10 (16%)
Alcohol (>2 drinks/day; >200 g/week; %) 36 (35%) 8 (13%) <0.01
Clinical atherosclerosis
Stroke 2 (2%) 3_(5%)
Coronary disease (%) 2 (2%) 8 (13%) <0.01
Peripheral arterial disease (%) 1 (0.9%) 6 (10%) <0.01
Renal insufficiency (%) 7 (7%) 12 (20%) <0.01
Arterial hypertension (%) 78 (75%) 53 (88%)
LVH (%) 21 (27%) 29 (55%)
Type 2 diabetes mellitus (%) 24 (23%) 25 (42%)
Hyperlipidaemia (%) 62 (60%) 48 (80%)
Overweight (%) 22 (21%) 25 (42%)
Obesity (%) 73 (70%) 26 (43%)

Metabolic syndrome (%)

39 (38%)

25 (42%)
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Gout AH;

n=104 n=60 P

Physical exam

Height (cm) 169.5+57 170585

Weight (KQ) 83.8+£8.6 85.0+14.2

Body mass index (Kg/m?) -3 29.2+29 29.0+3.9

Systolic blood pressure (mmHg) 139.0+12.3 1340+ 11.2

Diastolic blood pressure (mmHQ) 84.0 + 6.6 77.0+11.0 <o0.01
Analysis

Serum urate (mg/dL) 9 8.8+ 0.9 9.3+1.2 <001

Colesterol total (mg/dL) 200 + 32 161+84 <0.01

Triglicéridos (mg/dL) 172 +78 132+76 <0.01

Colesterol HDL (mg/dL) 46 + 8 44 + 11

Colesterol LDL (mg/dL) 127 £ 25 83 £ 27 <0.01

Fasting glucose (mg/dL) 102 £ 15 108 £ 42

HbAlc (%) 56 +0.3 6.0+£1.2 %0.01

Serum creatinine (mg/dL) 1.2+0.2 1.2+0.6 ﬂ

GFR (CKD-EPI) (mL/min/1.73m?) 782+22.0  78.6+24:3
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Gout AH
n=104 n=60

* Alcohol (>2 drinks/day; >200 g/week; %) ¢
* Clinical atherosclerosis ¢
* Overweight (%) ¢
* Obesity (%) ¢

* Metabolic syndrome (%)

* Body mass index (Kg/m?)

e Serum urate (mg/dL)
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Gout AH

n=104 n=60 P
Age, years 58.7+11.0 60.4 + 15.0
Age at diagnosis, years =3 47.0+120 57.1+10 <0.01

Disease time, years é 12.0+9.0 42+1.0 <0.01
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cido drico alto  Artritis gotosa aguda recurrente _

Inicio de

Intensidad del dolor gota
avanzada

Las crisis de
gota son
mas largas
y mas graves

Primera
crisis
de gota

Gota

preclinica

\/ Tiempo

Los periodos intercriticos son cada vez mas cortos

Adaptado a partir de “Gout. Risk Factors, Diagnosis and Treatment ”
Disponible en : http://knol.google.com/k/gout







ASYMPTOMATIC HYPERURICEMIA: IMPACT
OF ULTRASONOGRAPHY

Nucleosides, Nucleotides, and Nucleic Acids, 27:592-595, 2008

J. G. Puig,! E. de Miguel,2 M. C. Castillo,? A. Lépez Rocha,? M. A. Martinez,’
and R. J. Torres?®

I Divisions of Internal Medicine, La Paz University Hospatal, Madnd, Spain
2Division of Rhewmatology, La Paz University Hosputal, Madrid, Spain
3 Division of Clinwcal Biochemastry, La Paz Unwversity Hospatal, Madrid, Spain

0 Tharty-five patients (23 males) with asymptomatic_hyperuricemia_for _at least two_vyears un-

derwent two-dimensioal ultrasonography of knees and anklgsLlrate deposits (tophi) in tendons,

synovium, and other soft tissues were detectedan 12 patient . Increased vascularity (inflam-

mation) was evident in 8 of these patient . Tophi were more frequently found in knees than

in ankles and were especially prevalent in the distal patellar tendon. The presence of tophi was un-
related to the known duration of hyperuricemia (mean, 5 years). Ultrasonography allows detection
of tophi and inflammation in a third and in a fourth, respectively, of asymptomatic hyperuricemic

patients.
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TABLE 1 Clinical charactensitics and ulirasonography findings in 35 patienis with
asymptomatic hyperuncemia

Characterisiic Value Range
Patents (IN) 35
Males (N) 25 (66%)
Age (yrs)* —> 63+ 15 38_08
Serum urate (mg/dL}* » 8.5+ 09 1.5-11.8
Mean duration of documented hyperuricemia (yrs) 5 2-20
e 1 ¥y
[ Tophi (N) 12 (34%) |
Knees 10
Ankles f
Distal patellar tendon f
Increased vasculanoy (N) )

N, number of patdents; ¥, mean £ SI.

Puig JG, et al. NNNA 200
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Table 1 Clinical characteristics and ultrasonographic findings in 26 /\/\G
patients with asymptomatic hyperuricaemia

Patients (N}
Males (N) 11(92%)
Age (years)
Mean 56.3+12.2
Range 7978
Serum urate {mg/dl)
Mean 8.5=0.7
Range 71-9.9
Duration of documented hyperuricaemia (years)
Mean 6.2+5.8
Range 718
| Ultrasound lesions (patients) 11 (42%) I
Knees g
First metatarsophalangeal joint it
Hyperechoic cloudy area a9
Double contour sign I

N, number of patients.

de Miguel E, et al. Ann Rheum Dis 2012;
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26
24 (92%)
56.3+12.2
2978
8.5=0.7
71-99
6.2+5.8
) 2k | 2-28
Ultrasound lesions (N) MSU crystals & 11 (42%)
Knees l’ g
First metatarsophalangeal joint it
Hyperechoic cloudy area 9/26 (34-6%) a9
Double contour sign I

N, number of patients.
de Miguel E, et al. Ann Rheum Dis 2012;
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A systematic review of ultrasonography in gout and
asymptomatic hyperuricaemia

Priva V Chowalloar,"2 Helen Isobel Keen'? Ann Rheum Dis 2013;72:638-645

Assessment
Gout cohort size/ Primary disease comparator
References Diagnosis of gout/AH comparator cohort size studied Design Powered (imaging or other)
Nalbant et af"® MSU crystals 10/16 Gout/rheumatoid arthritis PC No Nil
Perez-Ruiz et al'? MSU crystals 22/0 Gout P Validation studies  No MRI Histology
Thiele and Schlesinger'® MSU crystals 23/23 Gout/other rheumatic disease R, C No Nil
Wright et al'® ACR criteria or MSU crystals  39/22 Gout/other rheumatic disease P C No CR
CE
Schueller-Weidekamm et a/>  EULAR criteria 19/0 Gout PCS No CR
CE
Rettenbacher et af' Clinical suspicion 55/31 Gout/other disease PC No X-ray
Puig et al*? SUA >7.0 mg/dL 35/0 AH PD No Nil
Carter et a/® ACR criteria or MSU crystals  27/0 Gout PC Yes MRI
CR
Filippucci et ai®* ACR criteria 32/100 Gout/other rheumatic disease CS No CE
Thiele and Schlesinger®® MSU crystals 5/0 Gout L No Nil
de Avila Fernandes et ai”® MSU crystals or ACR criteria  31/0 Gout PD No Nil
Filippucci et al” ACR criteria 60/140 Gout/CPPD PC No CE
Fernandes et ai*® MSU crystals or ACR criteria  31/0 Gout 0, CS No Nil
Howard et a/*® ACR criteria 14/17/19 Gout/AH/controls PC No Nil
Ottaviani et a/*® MSU crystals 15/0 Gout PD No Nil
Filippucci et al®’ MSU crystals or ACR criteria  46/0 Gout PD No CE
Pineda et al™ SUA >7.0 mg/dl 50/52 AH PCS No il
De Miguel et ai™ SUA >7.0 mg/dl 26/0 AH P No Histology
ACR, American College of Rheumatology; AH, asymptomatic hyperuricaemia; C, comparative; CE, clinical examination; CPPD, calcium pyrophosphate dehydrate; CS, cross
sectional; D, descriptive; EULAR, European league against rheumatism; L, longitudinal {assesses the same subject over time); MSU, monosodium urate; NM, not mentioned;
0, observational; P prospective (studies recruit patients prospectively); R, retrospective; SUA, serum uric acid CR conventional radiography.
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Gota: Area Hiperecoica-tofo y DC
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Tofos en el Tenddn de Ac uiles
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Gota: Imagenes elementales
 Edema de partes blandas
* Senal Doppler
* Areas hiperecoicas en sinovial o tendones.
* Agregados hiperecoicos en sinovial o tendones
* Erosiones corticales 0seas
* Signo del doble contorno
* Imagenes puntiformes en el liquido sinovial

Imaging of gout: findings and utility
Fernando Perez-Ruiz!, Nicola Dalbeth?, Aranzazu Urresola®, Eugenio de Miguel?
and Naomi Schlesinger®
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Gota: Artroscopia

Clinical Images: Gout revealed on arthroscopy after minor injury

The patient, a 34-year-old man who had sustained a minor, sports-related twisting injury, presented with significant pain in the
lateral area of the left knee; tenderness was most prominent medially. Magnetic resonance imaging results suggested a small lateral
meniscal tear, and arthroscopy was performed. Widespread chalky plaques were noted on cartilaginous surfaces (A), while the
synovium had a “snow-speckled” appearance from the deposits (B). Even a minor injury can trigger an attack of gout in major joints,
which can mimic other conditions.

Joseph F. Baker, MRCSEd
Keith A. Synnott, FRSCI

Artrhitis Rheum 2010; 62: 836 Sports Surgery Clinic
Dublin, Ireland
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The proposed new preliminary

Med Ultrason 2015; 17(1): 97-103

Table II. Scoring algorithm for gout according to 2014 EULAR/ ACR preliminary classification critenia [46], applicable if the entry
criterion is present and sufficient criterion is absent (see text). The threshold value for classifying a case as gout is 8 points.

Criteria Categories Score
Clinical Pattern of joint/bursa involvement (see text for Ankle or midfoot (mono-/oligo-) 1
details) MTP1 (mono-/oligo-) )
Characteristics of episode(s) ever (see text for details) One characteristic 1
Two characteristics 2
Three characteristics 3
Time-course of episode(s) ever (see text for details) One typical episode 1
Recurrent typical episode 2
Clinical evidence of tophus (see text for details) Present 4
Laboratory Serum Urate level (SU) 6 - <8 mg/dl 2
8-<10 mg/dl 3
=10 mg/dl 4
Imaging Imaging evidence of urate deposition Present (US: DCS or DECT) 4
Imaging evidence of gout-related joint damage Present (X-ray gouty erosion) 4
If SU<4 mg/dl: take away 4 points; 1f MSU negative take away 2 points Maximum Total Score 23
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Imaging modalities for the classification of gout:
systematic literature review and meta-analysis

Alexis Ogdie," William J Taylor,” Mark Weatherall,? Jaap Fransen,® Tim L Jansen,’
Tuhina Neogi,” H Ralph Schumacher," Nicola Dalbeth”

Table 3 Meta-analysis results
Individual study parameters

True False False True
positive positive negative negative Sensitivity Specificity SEnsrivity Spedficity AUC
Ultrasound: double contour sign
Ottaviani et al' NR NR NR NR 0.67 0.98 0.83 (0.72-0.91) 0.76 (0.68-0.83) 0.54
Lamers-Kamebeek et a/"® 20 7 6 21 0.77 0.75
Thiele et al'’ 34 0 3 26 0.92 1.00
Naredo et /' 68 7 3 35 0.75 0.83
Bergner et al™” 36 21 3 53 0.9z 0.72
Utrasound: tophus
Ottaviani et al' NR NR NR NR 0.74 1.00 0.65 (0.34-0.87) 0.80 (0.38-0.96) 0.75
Lamers-Kamebeek et a/"® 5 2 21 26 0.19 0.93
Thiele et al'’ 27 0 10 26 0.73 1.00
Naredo et af'® 78 1 13 3 0.86 0.74
Nalbant et al™ 15 3 5 17 0.75 0.85
Dual energy computed tomography: MSU crystal deposition
Glazebrook et al™ 12 4 0 15 1 0.79 0.87 (0.79-0.93) 0.84 (0.75-0.90) 0.90
Bongartz et al'” 36 7 4 34 0.90 0.83
Choi z et al™ 34 3 6 37 0.78 0.93

AL, area under the curve MSU, monosodium urate, MR, not mported.

Ogdie A, et al. Ann Rheum Dis 2014;0:1-7. d0i:10.1136/annrheumdis- :
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* Toda enfermedad discurre por diversos estadios

evolutivos; de ahi la diversidad de manifestaciones
clinicas.

* Diversas técnicas de imagen han demostrado que
muchos pacientes con gota y con hiperuricemia
asintomatica, presentan depdsitos de urato
monosodico “microtofos”

* Esto ha llevado a una nueva clasificacion de la
hiperuricemia y de |la gota en 4 estadios, lo que supone
una cierta revolucion conceptual para el diagnodstico y
tratamiento de |la hiperuricemia y de la gota.

Inicio de

mas largas
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Table I. Proposed staging system for gout (from [4] adapted).

Stage Symptomatology Definition

A Asymptomatic Hyperuricaemia without MSU
crystal deposition

B MSU crystal deposition but with-
out signs or symptoms of gout

C Symptomatic MSU crystal deposition with prior
or current episodes of acute gout
flares

D Advanced gout (tophaceous gout

and chronic gouty arthropathy)
requiring specialized interventions

Daniela Fodor et al Med Ultrason 2014; 16(4): 336-342
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XjValue of a short four-joint ultrasound test for gout diagnosis: @ SE,Y\G
a pilot study

D. Peiteado’, E. de Miguel, A. Villalba!, M.C. Ordéiiez?,
C. Castillo!, E. Martin-Mola!

RESULTS USING A SIMPLIFIED TEST Fig. 3. Number and percent-
age of patients with highly

1. 3% specific and reliable gout le-

sions identified by a short US

test (knees and 1st MTPs).
HCA: hyperechoic cloudy area.
DCS: double contour sign.

D HCA exclusively 0 DCS exclusively @WHCA & DCS [no signs
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Reduction but not disappearance of Doppler signal
after two years of treatment for gout.
Do we need a more intensive treatment?

D. Peiteado, A. Villalba, E. Martin-Mola, E. de Miguel

Rheumatology Unit, Hospital Universitario La Paz, Madrid, Spain.

Table I. Clinical and laboratory parameters at the baseline and follow-up assessments, ex-
pressed by the mean + standard deviation or the median and interquartile range (IQR) value.

Baseline 6 months 12 months 24 months
PGA (0-100 mm) 24.08 = 19.5 162 +13.9 16.05+ 14.8 9.14+ 835"
SIC 10,1 0 (0. D" 0 (0,0.5° 0 (0,025
TIC 1 (0,2.75) 0 (0,0.75" 0 (0,0.57 0 (0, 0)**
ESR mm/h (IQR) 14.24 + 15.85 9.29 + 848 747+ 6.17 847+7.5
CRP (mg/dl) 10.66 + 193 297 +239 288+ 2.02 583+104
Serum urate (mg/dl) 8.87 + 1.85 6.5+ 140" 589+ 0.97°** 533+ 136"
Patients with urate 0 10 (42%)** 13 (62%)**" 13 (62%)™**

<6 mg/dl (%)

Gout flares® 1 0.58 038" 041%*

PGA: Patient global assessment of disease activity: SJIC: swollen joint count; TIC: tender joint count;
ESR: erythrocyte sedimentation rate; CRP: C-reactive protein; ‘Gout flares since previous visits.
*p<0.05, **p<0.01, **p<0.001.

Clin Exp Rheumatol. 2015 Apr 16. [Epub ahead of print]
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tratamiento hipouricemiante

Reduction but not disappearance of Doppler signal
after two years of treatment for gout.
Do we need a more intensive treatment?

D. Peiteado, A. Villalba, E. Martin-Mola, E. de Miguel

Rheumatology Unit, Hospital Universitario La Paz, Madrid, Spain.

Table II. PDUS parameters at the baseline and follow-up assessments, expressed by the
mean + standard deviation or the median and interquartile range (IQR) value.

Baseline 6 months 12 months 24 months
Doppler score 1 MTP 1.63 +1.69 1.08 + 138 0.5+ 096" 024 +0.62"*
% 1** MTP with Doppler signal 52% 35.4% 18.7%** 14.6%™*
Doppler score PAT 0.52 +0.79 033+0.7 038+ 0.82 0.09 +0.3*
% PAT with Doppler signal 21% 15.2% 15.2% 43%*
Doppler score Knee 225 +1.29 213 +1.46 171+ 13 1.2+1.15%
% Knee with Doppler signal 76% 67.3% 63% 36.9%""
Doppler score Global 438 +2.39 3.46 +247 254+ 217 155+ 1.54"
Number of regions with Doppler 2.92 + 1.24 229+1.55 1.88+ 148"  1.18+ 1.1"
% Patients with Doppler 95.8% 83.3% 91% 72.7%"
PAT: patellar tendon. “p<0.05, **p<0.01, ***p<0.001.

Clin Exp Rheumatol. 2015 Apr 16. [Epub ahead of print]
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tratamiento hipouricemiante

Reduction but not disappearance of Doppler signal
after two years of treatment for gout.
Do we need a more intensive treatment?

D. Peiteado, A. Villalba, E. Martin-Mola, E. de Miguel

Rheumatology Unit, Hospital Universitario La Paz, Madrid, Spain.

Doppler score

baseline 6 month 12 month 24 month

- w= ]stmtp —&— patellar «:--e:.x knee ====global

Fig. 1. Doppler score at different location (*p<0.05, **p<0.01, ***p<0.001).

Clin Exp Rheumatol. 2015 Apr 16. [Epub ahead of print]
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Conclusion:
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* 1- La hiperuricemia asintomatica sin depdsitos, no
debe tratarse segun las recomendaciones actuales.
e 2- Hiperuricemia asintomatica con depdsitos ya
es gota establecida (un tercio de las hiperuricemias
asintomaticas).

* 3- Hemos visto donde esta la evidencia y lo que
aportan las nuevas técnicas de imagen

e 3- Gota como factor de riesgo cardiovascular.

* 4- CoOmo valorar el pool de uratos para una estrategia
terapéutica adecuada? Tratamiento reductor de |la
uricemia, durante cuanto tiempo?

e Esta cambiando el paradigma de |a gota
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