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Why we publish
The Clinical Picture

FROM THE EDITOR

doi:10.3949/ccjm.88b.02021

Based on the number of submissions we receive, The Clinical Picture is 
one of the most popular sections in CCJM—and also one of my favor-

ites. Seemingly straightforward in approach, it is the section with our lowest accep-
tance rate, largely due to the fact that we have specifi c educational expectations for 
these pictures and their accompanying stories. 

The Clinical Picture section was introduced in the Journal in 1997 by my preced-
ing Editor in Chief Dr. John Clough. The very fi rst article in this series was submitted 
by Dr. Gary Hoffman, who was at the time Chairman of Rheumatology at Cleveland 
Clinic. Dr. Hoffman, best known for his seminal work in the area of vasculitis, is an as-
tute clinical educator who believes as I do in the power of visual imagery and the value 
of the clinical examination. His article depicted a patient with undertreated gout.1 

In an ironic symmetry of content and message, the current issue of the Journal con-
tains another Clinical Picture, this one from Drs. Hiroyuki Yano and Mitsuyo Kinjo,2 
that depicts a patient with undertreated gout. They describe exactly the same manage-
ment challenges Dr. Hoffman discussed 24 years ago. 

Gout was extremely common 24 years ago, and is even more so now. These two 
articles demonstrate that, while clinical fi ndings may be striking enough to be pub-
lished, they may go unrecognized or underappreciated for their signifi cance and be 
inadequately addressed in clinical practice. 

We do not select images for publication in The Clinical Picture based solely on 
their uniqueness; in fact, it is often the opposite. We don’t generally accept the truly 
arcane one-of-a-kind image or illustrated unique case report. We look for images that 
reinforce the value of observation3 during the physical examination. We look for im-
ages that support what Nishigori et al4 have termed the “hypothesis-driven,” and that 
I have described in lectures and at the bedside as the “directed” physical examination. 
And when the images prompt us readers to be attentive and infl uence our clinical 
behavior when we recognize them in practice, it is a heuristic victory. Sometimes, as 
with the clinical picture provided by Drs. Yano and Kinjo, the story also provides a 
powerful message. These are the pictures we look to publish.

The man described by Drs. Yano and Kinjo2 suffered recurrent attacks of foot pain 
several times a year for 10 years, yet gout was apparently not diagnosed and was not 
treated until he developed chronic kidney disease along with palpable nodules and 
intradermal papules. Only then was urate-lowering treatment initiated. His attacks 
diminished, and some tophi regressed, although he never achieved a serum urate level 
of signifi cantly less than 6.0 mg/dL, which is the generally accepted minimal treat-
ment target for patients with demonstrable tophaceous gout.5 Although his treatment 
seemed to be successful as suggested by a decrease in the number of gout fl ares, it is 
unlikely that all tophi will resolve with an achieved level of serum urate higher than 6 
mg/dL—thus, in the future, fl ares will likely resume, and further joint and bone dam-
age ensue. This is likely to become an even more signifi cant issue should he require 
renal transplant.6 
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Intradermal tophi have been repeatedly de-
scribed in the literature. With a seeming preference 
for the cooler extremities, digital and ear loca-
tions are common, but diffuse miliary gout is well 
described.7,8 Interestingly, unlike in the patient 
described in this issue, these as well as other types of 
tophi (particularly those occurring around osteoar-
thritic fi nger joints) can be found on examination 
even before gout fl ares occur.9

To dramatically illustrate the latter point, I at-
tach 2 images of the hands of one of my patients, a 
70-year-old international businessman. Despite having 
tophaceous nodulosis and intradermal tophi to the 
extent that he could not make a complete fi st (Figure 
1), he had not experienced any fl ares of arthritis. He 
had been told “it is only gout” and never received 
urate-lowering therapy. Figure 2 shows his hands after 
6 months of very aggressive urate-lowering therapy 
to keep his serum urate level lower than 1 mg/dL. He 
regained virtually full use of his hands, and the urate-
lowering therapy was subsequently changed to main-
tain a serum urate level of approximately 5 mg/dL.

The teaching points here include that physical 
fi ndings, once found, should be acted upon when 
appropriate. We can all benefi t from being reminded 
of the value of looking for less-common fi ndings and 
reacting to them in the appropriate clinical context. 
Gout remains a very common and very frequently 
undertreated clinical condition. A reminder of those 
facts every quarter-century seems appropriate.

Brian F. Mandell, MD, PhD
Editor in Chief 

 1. Hoffman GS. Perils of nontreatment of hyperuricemia. Cleve Clin J Med 1997; 64(4):215. doi:10.3949/ccjm.64.4.215
 2. Yano H, Kinjo M. Cutaneous digital papules. Cleve Clin J Med 2021; 88(2):73–74. doi:10.3949/ccjm.88a.20063
 3. Mangione S. You can observe a lot by watching. Cleve Clin J Med 2019; 86(7):440–442. doi:10.3949/ccjm.86a.19056
 4. Nishigori H, Masuda K, Kikukawa M, et al. A model teaching session for the hypothesis-driven physical examina-

tion. Med Teach 2011; 33(5):410–417. 
 5. Fitzgerald JD, Dalbeth N, Mikuls T, et al. 2020 American College of Rheumatology guideline for the management 

of gout. Arthritis Care Res 2020; 72(6):744–760. doi:10.1002/acr.24180 
 6. Hernández-Molina G, Cachafeiro-Vilar A, Villa AR, Alberú J, Rull-Gabayet M.  Gout in renal allograft recipients according 

to the pretransplant hyperuricemic status. Transplantation 2008; 86(11):1543–1547. doi:10.1097/TP.0b013e31818b22ed
 7. Chopra KF, Grossman ME. Images in clinical medicine. Finger-pad tophi. N Engl J Med 2002; 346(22):1714. 

doi:10.1056/NEJMicm990355 Erratum in: N Engl J Med 2002; 347(11):862.
 8. Aguayo RS, Baradad M, Soria X, et al. Unilateral milia-type intradermal tophi associated with underlying urate 

subcutaneous deposition: an uncommon cutaneous presentation of gout. Clin Exp Dermatol 2013; 38(6):622–625. 
doi:10.1111/ced.12084

 9. Shmerling RH, Stern SH, Gravallese EM, Kantrowitz FG. Tophaceous deposition in the fi nger pads without gouty 
arthritis. Arch Intern Med 1988; 148(8):1830–1832. pmid:3401106

Figure 1. Before treatment.

Figure 2. After treatment.
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