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Spinal gout patient with intervertebral disc involvement and
nerve compression treated with unilateral biportal endoscopic
surgery: A case report and literature review
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ABSTRACT  Spinal gout often involves the facet joints and may form tophi in the spinal canal, but the
studies about disc tissue involvement and compressing nerves and causing radicular symptoms in the patients

were rare. The clinical materials of one spinal gout patient with intervertebral disc involvement and nerve
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compression were reported, and the relevant literatures were analyzed. The patient, male, 37-year-old,

had low back pain accompanied by right lower limb pain and discomfort for 7 years, aggravated for 2 weeks.

The patient had a 10-year history of gout with poorly controlled uric acid levels. The physical examination

results revealed mild tenderness over the lower lumbar spinous process and paraspinal area, a positive

straight leg raise test on the right side, grade [[[ muscle strength in the right iliopsoas muscle, and reduced

superficial sensation over the lateral right calf. The uric acid level was 292.2 pmol-1 "

The CT

examination results showed bone destruction at the lower endplate of the L5 vertebra and the upper endplate

of the S1 vertebra, with scattered high-density shadows within the disc. The magnetic resonance imaging

(MRI) results revealed 1.5 and S1 lumbar disc herniation and irregular signal shadows at the lower endplate

of L5 and the upper endplate of S1. The initial diagnosis was “lumbar disc herniation, spinal gout, and

gout”. The unilateral biportal endoscopic lumbar discectomy was performed. The pathological examination

results of the resected disc tissue confirmed the definite diagnosis of spinal gout. The postoperative

symptomatic treatment, including pain relief and uric acid reduction, was administered. At the 3-month

postoperative follow-up, the patient’ s low back pain and lower limb pain had completely resolved. The

manifestations of spinal gout are often similar to those of disc herniation and intraspinal space-occupying

lesions, and can include low back pain and lower limb pain. MRI examination in the suspected patients is

helpful for the early diagnosis and treatment of spinal gout.
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A': Preoperative X-rays images showed lumbar degenerative changes with narrowing of .5/S1 intervertebral space; B: Preoperative CT

imageed revealed bony destruction in inferior endplate of L5 vertebra and superior endplate of S1 vertebra, with scattered high-density

shadows within L.5-S1 intervertebral disc (B1: Level of inferior endplate of the L5 vertebra; B2:L5-S1 intervertebral disc level; B3:

Level of superior endplate of S1 vertebra) ; C: Preoperative MRI demonstrated herniation of L5/S1 intervertebral disc, with irregular

signal shadows in lower endplate of L5 and upper endplate of S1 on T2-weighted images (C1: Level of inferior endplate of L5 vertebra;

C2: L5-S1 intervertebral disc level; C3: Level of superior endplate of S1 vertebra).
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Fig. 1

nerve compression

Results of preoperative image detection of spinal gout patient with intervertebral disc involvement and
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A': Intraoperative findings showed deposition of gout tophi within intervertebral disc; B: Gross appearance of extracted nucleus pulposus

tissue mixed with gout tophi; C: Pathology examination result (HE, X40).
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Fig. 2 Intraoperative endoscopic findings and postoperative pathology detection result of disc tissue of spinal

gout patient with intervertebral disc involvement and nerve compression
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