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Photo Rounds is a new feature in The Journal
of Family Practice designed to enhance your
clinical diagnosis skills. Each month we will

feature a medical problem commonly seen by family
physicians. Many of the photographs will show con-
ditions I personally have encountered and recorded
over the past 17 years. The images will be accompa-
nied by a clinical question, followed by an answer
and a description of the diagnosis and management
of the case, applying the principles of evidence-
based medicine.

Your skill as a diagnostician is enhanced as your
personal image bank grows and is committed to
memory. Our image banks begin in medical school 
as we view pictures in lectures and textbooks, 
and they expand during our own clinical experi-
ences. Studying and learning image patterns 
from any atlas—print or electronic—can enhance
your expertise. Not all images, however, are 
retained and retrievable. Grotesque and disturbing
images are retained because they are processed with
strong emotional content. I contend that, in a simi-
lar way, images you photograph of patients 
who share their stories with you are likely to 
become memorable because of the highly personal
context. These images will give you a wealth of
material for self-instruction, teaching, and medical
chart documentation.

If clinical photography is one of your interests, we
encourage you to submit your best images and case
descriptions for possible inclusion in this column.
We are interested in clear, well-lit photographs

accompanied by interesting stories that teach impor-
tant practice principles.

Whether or not you use photography in your own
clinical work, we hope the detailed, informative cases
in the new JFP Photo Rounds will become an impor-
tant resource for you in building your image bank.

■ HOW TO SUBMIT IMAGES
Do you have images (slides, prints, digitized photos)
of compelling clinical cases of interest to family
physicians? We would like to publish them along
with a brief description of the clinical presentation
and a diagnostic question for readers. 

The case should include information on the differ-
ential diagnosis and treatment, the latter applying
an evidence-based approach supported by current
references. 

Multiple images may be submitted, and interesting
connections between these images may be highlighted. 

Send high-quality slides and prints to the address
below: 

Richard Usatine, MD 
Editor, Photo Rounds
Florida State University College of Medicine
Call Street and Stadium Way
Tallahassee, FL 32306-4300

Submit files with written case descriptions and 
electronic images to richard.usatine@med.fsu.edu.

Learning from images in clinical medicine
Richard Usatine, MD, Editor, Photo Rounds
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A52-year-old African American homeless man
visited a clinic at the local shelter, complain-

ing of pain in his left knee for the past 2 days. He
denied trauma or any history of knee injuries. He
also denied any recent sexual activity. The patient
was limping from significant pain. The patient’s
clothes and hygiene were in poor condition. He
worked in the fish market and had taken on the
odor of his workplace. He admitted to a history of
alcohol and substance abuse and was unwilling
to discuss his psychiatric history. His chart indi-
cated he had been diagnosed with schizophrenia.

The patient was afebrile and had a swollen
warm left knee (Figure 1). A crusty skin lesion
with a small amount of purulence was seen over
his patella. There was evidence of a joint effusion
and the skin appeared red around the whole
knee region. The patient could not fully flex his
knee. The physical exam demonstrated normal
ligamentous stability.

■ WHAT IS THE DIAGNOSIS?

What procedure would be 
appropriate to perform?

What diagnostic tests would 
be helpful?

We offered to take the patient to the county hospital
to obtain the appropriate diagnostic procedure and to
initiate inpatient care. He adamantly refused treat-
ment in a hospital, stating he was “too busy” to go the
hospital and he only wanted “some pills.”

What else could you now do to care for this patient?

A swollen knee
Richard P. Usatine, MD; Ben Sacks, BS; Jonathan Sorci, MD, MPH
Tallahassee, Florida, and Los Angeles, California
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The differential diagnosis includes septic
arthritis (such as staphylococcal and gono-
coccal infections of the knee joint), inflam-

matory types of arthritis, septic bursitis, cellulitis,
and impetigo. Joint aspiration was performed in the
clinic because the patient refused to go to the emer-
gency room for diagnosis and treatment. 

As seen in Figure 2, 10 mL of clear viscous yellow
fluid was aspirated from the affected joint. Nine mL
of aspirate was sent to a clinical laboratory for cell
count, Gram stain, culture and sensitivity, crystal
analysis, and microscopic examination. A drop of
aspirate was placed on a wet mount and examined
with plain light microscopy (Figure 3).

Numerous refractile needle-shaped crystals con-
sistent with uric acid crystals were visualized and no
cells or bacteria were seen. Calcium pyrophosphate
crystals of pseudogout are rhomboid-shaped rather
than needle-shaped. If a polarizing microscope were
available, the uric acid crystals would have shown
negative birefringence. The patient did not have a
history of gout, pseudogout, or podagra. The work-
ing diagnosis was acute gouty arthritis complicated
by cellulitis and impetigo.

■ EPIDEMIOLOGY OF ACUTE GOUT
Acute gout is predominantly a disease of the lower
extremity, but any joint of any extremity may be
involved. Ninety percent of patients experience
acute attacks in the great toe at some time during

the course of their disease. Next in order of frequen-
cy are the insteps, ankles, heels, knees, wrists, fin-
gers, and elbows. The incidence of gout varies in
populations from 0.20 to 0.35 per thousand per year,
with an overall prevalence of 1.6 to 13.6 per thou-
sand. The prevalence seems to increase substantial-
ly with age and increasing serum urate concentra-
tion.1 Prevalence is 3/100,000 for those 18 to 44
years of age; 21/100,000 for those 45 to 64, and
35/100,000 for those over 65. Men are 20 times
more likely to have gout than women.2

■ DIAGNOSIS
Most cases of gout are characterized by rapid onset
of monoarticular arthritis resulting from deposition
of urate crystals and a subsequent inflammatory
response. The joint most commonly affected by gout
is the first metatarsal phalangeal joint; the knee is
the second most commonly involved joint. The diag-
nosis of acute gout was made based on the presence
of the characteristic clinical history with urate crys-
tals in the joint fluid.3

■ MANAGEMENT
Three treatments are available for patients suffer-
ing from acute gouty arthritis. 

Colchicine inhibits microtubule formation and
thus interferes with phagocytosis of the crystals,

F I G U R E  3

F I G U R E  2

10 mL of clear viscous yellow fluid was aspirated
from the joint.

Numerous refractile needle-shaped crystals were
visualized.
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attenuating the inflammatory response. It also
inhibits the release of chemotactic factors reducing
the migration of neutrophils into the joint. In a ran-
domized controlled trial, two thirds of patients
treated with colchicine improved after 48 hours, but
only one third of the patients receiving placebo
demonstrated similar improvement. Improvement
occurred earlier in the colchicine-treated patients.
There were significant differences compared with
placebo after 18–30 hours. All patients given
colchicine (mean dose of 6.7 mg) developed diar-
rhea after a median time of 24 hours. Diarrhea
occurred before relief of pain in most patients.4

The principal side effects of colchicine are gas-
trointestinal symptoms including abdominal pain
and diarrhea. The dose associated with these symp-
toms is very close to the therapeutic dose. 

Generally the initial dose is 1 mg, with 0.5 mg
added every 2 hours until a total dose of up to 8 mg
has been reached, or abdominal symptoms develop3

(Level of evidence, 1b; single RCT).4

Another option for treatment of acute gout is non-
steroidal anti-inflammatory agents. Indomethacin
has been the standard for years but there is no proof
that it is better than other NSAIDs5–8 (Level of evi-
dence, 1b; a set of RCTs). The starting dose is 50 mg
tid, tapered over approximately 1 week as symptoms
subside. NSAIDs are also limited by their gastroin-
testinal and renal side effects.

Intra-articular injection of corticosteroids is an
additional treatment for acute gout. The dose given
depends on the size of the affected joint. The appro-
priate dose of methylprednisolone would be 5–10 mg
for a small joint and 20–60 mg for a large joint such
as the knee1 (Level of evidence, 5; expert opinion).

■ THE PATIENT’S TREATMENT
AND OUTCOME
The patient had a history of gastric ulcers and
intolerance to NSAIDs. Therefore, he was started
on oral colchicine for the probable gout. He was
also given 500 mg of cephalexin po, qid, for 
the cellulitis and impetigo. He refused any blood
tests, but accepted a follow-up appointment for
the next day.

When we thought the patient had a septic joint,
the optimal treatment would have involved hospi-
talization. The patient’s fear of hospitalization and
losing his job made the choice of hospitalization a
nonoption for this mentally ill homeless man.
Instead of doing nothing, we began the diagnos-
tic process in the outpatient setting.

If we had obtained purulent joint fluid it would
have been incumbent upon us to press once
again for hospitalization for septic arthritis. The
appearance of yellow fluid and joint crystals gave
us the option of attempting outpatient care.

Unfortunately, the patient never returned. Joint
fluid Gram stain and culture results were nega-
tive, and the cell counts were consistent with
inflammation. The hospital lab read the crystal
analysis as negative even though our photograph
documents the presence of crystals consistent
with urate crystals.

Health care delivery must be flexible and cre-
ative in the setting of a shelter clinic. We can only
hope that the oral medications he received
allowed him full recovery from his acute illnesses.
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