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Cutaneous digital papules
A 51-year-old man presented with cream-

 colored papules on his fi ngers. Ten years 
before, he began to have intermittent attacks 
of foot pain 2 or 3 times a year. Then, 3 years 
before this presentation, he developed nod-
ules on both elbows and painless papules on 
the fi nger pads of both hands. He received a 
diagnosis of gout and stage 3b chronic kidney 
disease, and urate-lowering therapy was initi-
ated at a local clinic. He had had no recur-
rence of gouty attacks since initiation of this 
therapy. However, the therapy was not titrat-
ed, and he did not reach the serum urate goal. 
His renal function gradually declined, and he 
was referred to our hospital.
 His medications at the time of presenta-
tion included febuxostat 10 mg daily and 
benzbromarone (a uricosuric not available in 
the United States) 25 mg daily. He was an ex-
ecutive of a construction company. He said he 
drank approximately 500 mL of Japanese sake 
twice a week for the past 30 years. He had no 
family history of gout.
 His vital signs were stable. Physical exami-
nation revealed large nodules (7 cm) on both 
elbows, with similar but smaller lesions on the 
right lateral malleolus (2 cm) and the right 
second metatarsophalangeal joint (1 cm), and  
multiple nontender papules on all fi ngers, es-
pecially the pads (Figure 1). 
 Laboratory testing showed a serum uric 
acid level of 9.9 mg/dL (reference range 3.7–
7.8 mg/dL), blood urea nitrogen 39 mg/dL (8–
20 mg/dL), creatinine 2.80 mg/dL (0.65–1.07 
mg/dL), and estimated glomerular fi ltration 
rate 20.5 mL/min/1.73 m2.
 Radiography of the elbows revealed ero-
sions of the distal humerus and increased nod-
ular soft-tissue density. Aspiration of the nod-
ule on the left elbow revealed needle-shaped 

crystals exhibiting characteristic negative 
elongation (birefringence) on compensated 
polarized light microscopy (Figure 2), leading 
to a diagnosis of tophaceous gout. Febuxostat 
was increased to 30 mg daily. One year later, 
he remained free from gouty attacks, with re-
gression of tophi and a uric acid level of 6.6 
mg/dL.

 ■ TOPHACEOUS GOUT: KEY FEATURES

Gout, which affects 3.9% of US adults, is a 
metabolic disease that causes acute infl am-
matory arthritis, gouty tophi, renal impair-
ment, and kidney stones (calcium oxalate 
and uric acid nephrolithiasis).1 Comorbidi-
ties such as hypertension, chronic kidney 
disease, obesity, diabetes mellitus, myocar-
dial infarction, and stroke are common in 
patients with gout.2 
 Gout has 4 clinical stages; asymptomatic 
hyperuricemia, acute gouty arthritis, inter-
critical gout, and advanced tophaceous gout.3 
Gouty tophi typically develop in the fourth 
stage and present more than 10 years after the 
fi rst episode of acute gouty arthritis.2 Tophi 
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Figure 1. Multiple nontender papules were 
noted on all fi ngers. 

Tophi in the 
fi nger pads 
is a compelling 
indication 
for aggressive 
urate-lowering 
therapy
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FINGER TOPHI

Figure 2. Aspiration of the nodule on the 
left elbow revealed needle-shaped crystals 
exhibiting characteristic negative elonga-
tion (birefringence) on compensated polar-
ized light microscopy (magnifi cation × 400).

represent a granulomatous infl ammatory re-
sponse triggered by exposure to monosodium 
urate crystals.3

 ■ FINGER PAD TOPHI NOT SO UNCOMMON

Tophaceous gout typically presents at articular 
or periarticular sites, but uric acid crystals may 
also deposit in extra-articular sites.4 Finger 
pad tophi are superfi cial intradermal collec-
tions of monosodium urate. Although thought 
to be a rare manifestation of advanced gout, 
they may be overlooked clinically. In a small 

patient series,5 fi nger pad tophaceous deposits 
were observed in 11 (30.5%) of 36 patients 
with tophaceous gout. 
 Risk factors for extra-articular tophi are re-
nal insuffi ciency, hypertension, long-term use 
of furosemide, and long duration of disease.3 
The differential diagnosis of papules on fi nger 
pulp includes rheumatoid nodule, calcinosis 
cutis, pyogenic pustules, and fi bromatosis.3,6

 Treatment of gout has four dimensions, ie,  
urate-lowering therapy (in patients who qual-
ify), fl are prophylaxis, fl are management, and 
management of gout-associated comorbidities. 
Tophi alone are an indication for urate-lower-
ing therapy such as allopurinol, based on the 
recommendation of the American College of 
Rheumatology.7

 ■ TAKE-HOME POINTS

Development of tophi in the fi nger pads con-
stitutes a compelling indication for aggressive 
urate-lowering therapy, which may prevent 
severe degenerative arthritis, secondary infec-
tions, and gout-associated comorbidities. We 
should perform a full physical examination on 
all gout patients, as tophi can develop in extra-
articular locations including the fi nger pads, 
helix of the ear, and olecranon bursa. ■
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