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Tophaceous Gout in the Rotator Cuff with Impingement Syndrome
- A Case Report -

Wooseung Lee, M.D., Jung Ro Yoon, M .D., Young-Bae Kim, M .D.,
Kyu Bok Kang, M.D., Ho Hyun Yun, M.D., Jiwun Lee, M.D.

Department of Orthopaedic Surgery, Veterans Health Service Medical Center, Seoul, Korea

Tophaceous gout, which is usually presented in the synovial fluid, bursal lining, cartilage or other soft tissues, may cause a non-
outlet impingement in the rotator cuff and bursa. In chronic tophaceous gout patient with the shoulder pain, a surgeon should consid-
er the possibility of the tophaceous gout of the rotator cuff. We report a surgical experience of a 50-year-old man with tophaceous
gout of the rotator cuff causing impingement syndrome. The patient was treated successfully with arthroscopic debridement and sub-

acromial decompression.
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Fig. 1. A true AP radiograph of left shoulder shows widening of the acromiohumeral interval. (A) An axillary lateral radiograph of
left shoulder shows bone erosion at the anterior aspect of the humeral head. (B) A 30° caudal tilt radiograph of left shoulder
shows subacromial spur. (C)

Fig. 2. The T1-W axia image, (A) The PD oblique coronal image, (B) The FS FSE T2-W axia image, (C) The FS FSE T2-W
oblique coronal image; The images show swollen subscapaular and supraspinatus tendons. The T1-W images show intermedi-
ate Sl of amorphous lesion in the tendons. (D) The T2-W images show heterogeneous intermediate Sl to high Sl of amor-
phouslesion in the tendons. (W: weighted, Sl: signal intensity, FS FSE: fat-suppressed fast spin echo.)
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Fig. 3. Chalky deposits (tophi) in the supraspinatus tendon, the subscapular tendon, the superior labrum, the long head of biceps ten-
don, humeral head and glenoid. (HH: head of humerus, LHB: long head of biceps tendon, SSC: subscapularis, G: glenoid.)

Fig. 4. Chalky and granular deposits (tophi) in the layer of the subacomial bursa and the rotator cuff.
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