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A 44-year-old man presented to the 
outpatient department of our hospi-
tal  having had 4 days of anterior 
chest pain. He had a history of hyper-
uricemia and gout flares, which had 
been diagnosed clinically without any 
evidence of crystal deposition. He 
had been prescribed colchicine and 
febuxostat, but had stopped febuxo-
stat several months previously. He 
had had chest  pain twice in  the 
4  months before the current visit; in 
both instances, the pain subsided 
within 7  days with use of diclofenac. 
Investigation of these episodes of 
chest pain with blood tests (including 
cardiac troponin level), electrocardi-
ography, echocardiography and chest 
computed tomography (CT) showed 
no abnormalities, including no ero-
sions or hyperdense tophi in the ribs.

We saw no erythema or swelling on the patient’s chest wall 
or peripheral joints. However, we elicited marked tenderness 
at the second to fourth costal cartilages on his left side and 
saw a tophus on his right lateral malleolus (Figure 1A). His 
serum uric acid and C-reactive protein levels were 10.1 
(reference range 2.6–7.0) mg/dL and 0.74 (reference range 
0.00–0.14) mg/dL, respectively. Dual-energy CT showed 
monosodium urate crystal deposition in costal cartilages 
(Figure 1B). We diagnosed costochondral gout. After the flare 
subsided, the patient resumed febuxostat and continued 
colchicine. We followed him for 5 months and he had no 
further flare. 

Chest pain with tenderness on physical examination sug-
gests that the pain originates in the chest wall. The differen-
tial diagnoses include costochondral gout, costochondritis, 
rheumatic diseases (e.g., fibromyalgia, relapsing polychon-
dritis, rheumatoid arthritis, axial spondyloarthritis), septic 
arthritis and neoplasms.1 Diagnosing gout can be challenging 
when synovial fluid is unavailable or when atypical sites are 
involved, including costal cartilage and intervertebral discs. 
Dual-energy CT is a useful diagnostic test because it detects 
urate crystal deposition,2,3 but additional tests may be needed 
to rule out other diseases.
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Figure 1: (A) A tophus in the right lateral malleolus of a 44-year-old man with costochondral gout. 
(B) A dual-energy computed tomography scan showed monosodium urate crystal deposition (green) 
in costal cartilages.
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