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Size matters: observations
regarding the sonographic
double contour sign in different
joint sizes in acute gouty arthritis

Introduction

In acute arthritis the sonographic joint
examination is an important diagnostic
element. Urate arthritis (UA) can be
identified sonographically by the detec-
tion of the double contour sign (DCS),
which, according to the OMERACT def-
inition, is an abnormal hyperechoic band
over the superficial margin of cartilage,
independent of the angle of insonation,
and which may be either irregular or
regular, continuous or intermittent, and
can be distinguished from the cartilage
interface sign [1–4].

The DCS in gout has been proven to
be of good sensitivity and high specificity
[1, 5, 6], which can be further increased
byadding information from thedegree of
hypervascularization in power Doppler
ultrasound (PDUS) and serum uric acid
(SUA) levels [7]. In gout, the DCS is
a visual depiction of monosodium urate
(MSU) crystal depositionon the cartilage
surface and is therefore mainly present
in patients with elevated SUA levels [2,
7]. It is independent from the joint’s
inflammatory state and can be present
in inter-critical stages of the disease [8].
Furthermore, it has been shown that the
DCS can dissolve under a urate-lowering
therapy [9, 10].

Due to the preference of lower limb
joints in gouty arthritis, the metatar-
sophalangeal (MTP)-1 and the knee
joints have been the main focus of many
studies investigating the DCS [11–13].

We pursued the question of whether
the DCS is equally reliable in every
joint or whether there are preferences of
appearance.

Little is known about the value of ul-
trasonographic findings when patients
present with acute arthritis in any joint
of the body under natural real-life con-
ditions. We therefore evaluated patients
with acute mono- or oligoarthritis re-
garding the presence of DCS and degree
of PDUS hypervascularization, and an-
alyzed whether these findings differ be-
tween different joints and joint sizes. We
furthermore investigated the influence of
SUA levels on thedetectability of theDCS
in every joint category.

Methods

Patients and study design

In this bicentric study we retrospectively
evaluated 475 patients who presented to
our departments with their first episode
of acute mono- or oligoarthritis within
the daily hospital routine between 2012
and 2015. We performed joint sonogra-
phy including PDUS in all patients. In
cases with more than one joint involved,
the investigation of the clinically most
severely affected joint was included in
this study. At the time of presentation the
patients’ blood specimens were analyzed
for SUA (normal range <7.0mg/dl or
<416μmol/l), C-reactive protein (CRP;
normal range <5mg/l), and erythrocyte

sedimentation rate (ESR; normal range
<15mm after one hour). Whenever pos-
sible, patients underwent joint needle as-
piration for synovial fluid analysis. None
of the patients were under immunosup-
pressive or urate-lowering treatment at
the time of the investigation.

We divided our study cohort into
two groups: (1) urate arthritis (UA) and
(2) arthritides other than gout (non-UA).
The second group was comprised of non-
crystal-related inflammatory arthritides
such as rheumatoid arthritis (RA), pso-
riatic arthritis (PsA), spondyloarthritis,
connective tissue diseases, and others.
Patients with calcium pyrophosphate
deposition disease (CPPD) proven by
synovial fluid analysis were excluded
from the study. This was necessary
because joints in CPPD can present
with a quasi or pseudo DCS in joint
ultrasound that—despite characteristic
sonographic distinctiveness—in some
cases can be mistaken for a gout DCS
[1, 5, 7]. In order to assess the reliability
of the gout DCS, CPPD cases had to be
excluded.

The affected joints were classified
into three groups according to their
size: small joints (metacarpophalangeal,
MCP; proximal and distal interpha-
langeal, PIP/DIP; metatarsophalangeal
joints, MTP), medium joints (wrist,
elbow, ankle joints), and large joints
(shoulder, hip, knee joints).

The study was undertaken according
to the Helsinki Declaration on clini-
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Patients screened in total
N = 475

Excluded due to incomplete data
N = 24

Excluded due to diagnosis of
CPP arthritis

N = 89

Patients included
N = 362

Urate arthritis (UA)
N = 143

Non-urate arthritis (non-UA)
N = 219

Fig. 18 Depiction of study cohort. (CPP calciumpyrophosphate)
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Fig. 28 Quantitative proportions of joint sizes and joint types of the entire cohort.MCPmetacar-
pophalangeal joint,MTPmetatarsophalangeal joint

cal studies. We additionally obtained
approval of the local ethics committee
(Medizinische Ethikkommission II, Uni-
versitätsmedizin Mannheim, approval
no. 2016-868R-MA).

Joint sonography

A total of three rheumatologists per-
formed the ultrasound examinations.
All investigators were experienced, well
trained, and joint sonographers certified
by the German Society of Ultrasound
in Medicine (DEGUM), two of whom
were DEGUM levels 2 and 3 (3 being
the highest level of expertise, i. e., ultra-
sound trainer). There was no blinded
second-look investigation. Uncertain
cases were debated on site and a team
consensus was reached before the sono-
graphic examination was finalized. In all
cases, the ultrasound took place before
the analyses of blood specimens, joint
needle aspiration, and prior to treatment
initiation. Thus, the sonographers were
unaware of laboratory results.

We used an Aplio 400 (Toshiba,
Minato, Japan) and a EUB-7500 (Hi-
tachi, Tokio, Japan) ultrasound device,
each equipped with a high-frequency
(7–14MHz) linear transducer head.
Both devices are state-of-the-art and are
explicitly recommended by the DEGUM
for high-standard sonography for level 3
standards (www.degum.de).

An irregular hyperechoic band over
the superficial margin of the hyaline car-
tilage which was independent of the an-
gle of insonation was classified as double
contour sign (DCS). Tophi, extraartic-
ular hyperechoic deposits, and tendon
pathologieswerenot included in the eval-
uation.

Wrists and MCP joints were scanned
inventralanddorsalplanes,MTP-1joints
in dorsal planes only to avoid detection
of false DC signs as described in [14].
We investigated the lateral and transver-
sal axes of knee joints in extension and
maximumflexion, focusingon the supra-
patellar recess and the tibial condyles.
Ankle joints were examined in longitu-
dinal and transversalplanes ranging from
the lateral to themedialmalleolus, elbows
in the anterior and posterior aspect in-
cludingthemedialand lateralepicondyle.

816 Zeitschrift für Rheumatologie 9 · 2018

http://www.degum.de


Abstract · Zusammenfassung

Z Rheumatol 2018 · 77:815–823 https://doi.org/10.1007/s00393-018-0425-6
© Springer Medizin Verlag GmbH, ein Teil von Springer Nature 2018

C. Löffler · H. Sattler · U. Löffler · B. K. Krämer · R. Bergner

Sizematters: observations regarding the sonographic double contour sign in different joint sizes in
acute gouty arthritis

Abstract
Objective. In distinguishing urate arthritis
(UA) from non-crystal-related arthritides,
joint sonography including the detection
of the double contour sign (DCS) and
hypervascularization using power Doppler
ultrasound (PDUS) is an important step in the
diagnostic process. But are these sonographic
features equally reliable in every accessible
joint under real-life conditions?
Methods. We retrospectively analyzed
362 patients with acute arthritis and
evaluated the DCS and the degree of PDUS
hypervascularization in patientswith gout and
in those with arthritis other than urate arthritis
(non-UA). We classified all joints into the

groups small, medium, and large. Sensitivities,
specificities, positive and negative predictive
values (PPV/NPV), and a binary regression
model were calculated.We also evaluated the
influence of serum uric acid levels (SUA) on
the presence of a DCS in each joint category.
Results. Sensitivity of the DCS in gout
was 72.5% in the entire cohort, 66.0% in
large, 78.8% in medium, and 72.3% in small
joints. In wrist joints the DCS sensitivity
maxed at 83.3%, with a specificity of 81.8%.
The lowest rates of DCS sensitivity were
found in gout patients with elbow joint
involvement (42.9%). In all joints except
metatarsophalangeal joint 1 (MTP-1), the

incidence of a DCS increased by the increment
of SUA levels above 7.5mg/dl (p< 0.001).
PDUS signals were most commonly found in
medium and small joints and were only scarce
in large joints, independent of the underlying
diagnosis.
Conclusions. In our study we detected
different rates of accuracy regarding DCS and
PDUS in patients with acute arthritis. The
best results were seen in medium-size joints,
especially wrists.

Keywords
Gout · Urate arthritis · Double contour sign ·
Ultrasound · Joint

Die Größe macht den Unterschied: Beobachtungen zum sonographischen Doppelkonturzeichen in
unterschiedlichen Gelenken bei akuter Gichtarthritis

Zusammenfassung
Ziel. Bei der Unterscheidung zwischen
Gichtarthritis und nichtkristallassoziierten
Arthritiden ist die Arthrosonographie zur
Detektion des Doppelkonturzeichens (DCS)
und der Hypervaskularisation im Power-
Doppler-Ultraschall (PDUS) ein wichtiger
Schritt im diagnostischen Prozess. Aber
sind diese sonographischen Zeichen unter
Alltagsbedingungen gleichsam zuverlässig in
allen untersuchbaren Gelenken?
Methoden. Retrospektiv wurden die Daten
von 362 Patientenmit akuter Arthritis und das
DCS analysiert sowie die Hypervaskularisation
im PDUS bei Fällen mit Uratarthritis (UA) vs.
Nichturatarthritis (non-UA) ausgewertet. Alle
Gelenke wurden der Größe nach in klein,
mittel und groß eingeordnet. Es wurden

Sensitivitäten, Spezifitäten, positive und
negative prädiktive Werte und eine binäre
Regression kalkuliert. Außerdem werteten die
Autoren den Einfluss der Serumharnsäure
auf die Detektierbarkeit eines DCS in jeder
Gelenkkategorie aus.
Ergebnisse. Die Sensitivität des DCS bei Gicht
in der gesamten Kohorte lag bei 72,5%, bei
großen Gelenken bei 66,0%, bei mittleren
betrug sie 78,8% und bei kleinen 72,3%.
Die beste Sensitivität war bei Handgelenken
mit 83,3% bei einer Spezifität von 81,8%
zu verzeichnen. Die niedrigste Sensitivität
fanden die Autoren bei Ellbogenmanifestation
(42,9%). Bei allen Gelenken außer dem
Metatarsophalangealgelenk1 (MTP-1) war die
Inzidenz eines DCS bei Serumharnsäurewerten

>7,5mg/dl signifikant erhöht (p< 0,001).
PDUS-Signale wurden unabhängig von der
Diagnose am häufigsten bei mittleren und
kleinen, dagegen kaum bei großen Gelenken
gefunden.
Schlussfolgerungen. In der vorliegenden
Studie war die Genauigkeit der Vorhersage
einer Gichtarthritis durch das DCS sowie
das Auftreten von PDUS-Hypervaskularität
je nach Gelenk unterschiedlich. Die besten
Ergebnisse wurden in mittelgroßen Gelenken,
insbesondere Handgelenken, erzielt.

Schlüsselwörter
Gicht · Uratarthritis · Doppelkonturzeichen ·
Ultraschall · Gelenk

Shoulders were scanned from posterior,
lateral, and ventral planes in longitudinal
and transversal axes, each including ax-
illary access and the analysis of the long
biceps tendon. All joints were examined
in a resting state as well as dynamically,
i. e., under passive movement applied by
the sonographer.

Synovial fluid analysis

When technically feasible and where
written consent had been obtained, pa-

tients underwent synovial fluid analysis
by needle aspiration of the investigated
joint for standard workup. Synovial fluid
specimens were analyzed by a pathol-
ogist using polarizing microscopy. The
presence of MSU crystals was diagnostic
for gout, that of calcium pyrophosphate
(CPP) crystals for CPPD. In order to
prove synovial inflammation, the syn-
ovialwhitebloodcount (sWBC,numbers
of leukocytes/nl) was determined using
the automated blood hematology ana-
lyzer XE-2100 (Sysmex, Japan). Synovial

fluids with sWBC of 2.0/nl or greater
were considered to be inflammatory.
When sufficient material was obtainable,
all synovial fluid specimens additionally
underwent Gram staining and microbi-
ologic assessment.

Diagnoses

All patients were newly diagnosed at the
time of the investigation. The diagno-
sis of gout was established according to
the 2015ACR/EULARgout classification
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Table 1 Patients’ baseline characteristics

UA Non-UA p value 95%CI

N 143 219 – –

Mean age 69.0± 11.8 56.8± 17.6 p< 0.0001 8.95–15.54

Males [%] 76.9 42.9 p< 0.0001 –

Joint sizes s/m/l 48/50/45 5/68/146 – –

SUA levels [mg/dl] 9.1± 3.6 5.6± 2.3 p< 0.0001 2.85–4.15

ESR [mm/h] 66± 28 45± 31 p< 0.0001 12.36–28.44

CRP [mg/dl] 10.6± 7.9 6.4± 6.8 p< 0.0001 2.59–5.76

Joint paracentesis
performed [%]

48.3 80.4 p< 0.0001 –

sWBC [cells/nl] 15.2± 19.9 9.6± 17.2 p< 0.05 0.56–10.52

Overview of patients’ baseline characteristics
s/m/l small/medium/large, SUA serum uric acid, ESR erythrocyte sedimentation rate,CRP c-reactive
protein, sWBC synovial white blood count, CI confidence interval

Table 2 Prediction of gout by double contour sign (DCS)

Joint/Joint
size

N Sensitivity
(%)

Specificity (%) PPV (%) NPV (%)

Knee 177 66.7 83.7 74.4 87.0

Shoulder 14 50.0 100 100 92.3

Wrist 34 83.3 81.8 71.4 90.0

Ankle 67 84.8 58.8 66.7 80.0

Elbow 17 42.9 100 100 71.4

MCP 26 72.7 75.0 94.1 50.0

MTP-1 27 72.0 50.0 94.7 12.5

Small 53 72.3 66.7 94.4 23.5

Medium 118 78.8 72.7 69.5 81.4

Large 191 66.0 85.1 61.1 87.6

Overall 362 72.5 80.8 72.5 80.7

PPV positive predictive value, NPV negative predictive value, MTP-1metatarsophalangeal joint 1,
MCPmetacarpophalangeal joint

criteria [15], which also include non-in-
vasive diagnostic elements for cases in
which synovial fluid analysis is not avail-
able or not feasible. The diseases in the
non-UA group were classified according
to their respective ACR/EULAR classifi-
cation criteria.

Statistical analyses

Statistical analyses were performed with
SPSS v11.5 (IBM, Armonk, NY, USA).
We used t-tests for comparison of para-
metric variableswithnormaldistribution
andMann–Whitney U test for non-para-
metric variables without normal distri-
bution. We furthermore calculated sen-
sitivities, specificities, and positive and
negative predictive values (PPV,NPV) of
theDCS ineach joint and joint sizebychi-

square confusionmatrixes. The influence
of joint type and size on the appearance
of the DCS was evaluated by correlation
analyses (Pearson and Spearman coeffi-
cient). We applied a binary logistic re-
gression model to exclude confounding
variables. Statistical significance was de-
fined as a two-tailed p< 0.05.

Results

General

From the 475 patients screened, 24 were
excluded from the study due to incom-
plete data. Another 89 cases were dis-
missed because synovial fluid analysis
showed CPP crystals, leading to the di-
agnosis of CPPD as presented in. Fig. 1.
The remaining 362 cases showed a male

to female ratio of 1:0.77. The mean age
of our cohort was 62± 17 years (range
18–93 years). 39.5% of the patients suf-
fered from UA. Patient baseline charac-
teristics are shown in . Table 1.

177 of the 362 investigated joints were
knees (48.9%), followed by ankle (18.5%)
and wrist joints (9.4%). Henceforth, in
our cohort, the three joint size categories
large/medium/small were distributed as
follows: 52.8/32.6/14.6%. We performed
joint paracentesis with synovial fluid
analysis in about two thirds of all cases
(245/362, 67.7%). A complete depiction
of the joint categories involved in our
cohort can be found in . Fig. 2.

Joint size and underlying diagnosis

From 143 gout cases in our study,
48 (33.6%) were small, 50 (35.0%) were
medium, and 45 (31.5%) were large
joints. In contrast to this relatively bal-
anced distribution, small joints were by
far the fewest among non-UA patients.
Here the partition (small/medium/large)
was 5 (2.2%)/68 (31.5%)/146 (66.7%).
The data are visualized in . Fig. 3.

Prediction of gout by DCS and
impact of joint size

Theoverall sensitivity of the DCS in gout
was 72.5% in our study, showing a speci-
ficity of 80.8%.

We observed a moderate sensitivity
of the DCS in large joints (66.0%), most
prominently represented by knee joints.
Thespecificitywas85.1%,withaPPVand
NPV of 64.7 and 87.6%, respectively.

Medium-size joints showed a DCS
sensitivity of 78.8%, whichwasmarkedly
higher than in small or large joints.
Among medium-size joints the best sen-
sitivity was observed in wrist (83.3%)
and ankle joints (84.8%), whereas speci-
ficity was equally satisfying in the former
(81.8%) but remarkably low in the latter
(58.8%). The PPV of the DCS in a wrist
joint was about 71% in our cohort, and
for medium-size joints in general 69.5%.
TheDCS correctly detected gouty arthri-
tis in elbow joints in only 42.9% of all
cases.

In small joints such as MTP-1 and
MCP joints, the DCS presented with
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a moderate sensitivity of 72.3% (MTP-1
72.0% and MCP 72.7%), but was accen-
tuated by a high PPV of 94% paired with
a low NPV of 23.5%. In a binary logistic
regression model the predictability of
a CRA by a double contour was strongest
for small joints (p< 0.001, 95% CI 3.093-
32.345, Exp(B) 10.0).

A complete overview of all results re-
garding DCS in the various joint types
and sizes is displayed in . Table 2.

Degree of hypervascularization
and joint size

Large joints tended to present with lesser
degrees of vascularization (°0 and °1),

whereas hypervascularization degrees 2
and 3 were more often associated with
medium and small joints (p< 0.001).
These findings established by non-para-
metric tests were confirmed by a logistic
regression analysis (p< 0.05, 95% CI
1.079–2.316, Exp(B) 1.6) and are shown
in . Fig. 3.

DCS and SUA levels

We investigated the influence of SUA lev-
els on the appearance of theDCS for each
joint. Mean SUA levels in DCS+ patients
were 8.7± 3.7mg/dl vs. 5.8± 2.4mg/dl
in DCS– patients (p< 0.001, 95% CI
2.216–3.636).

In cases with SUA levels <7.5mg/dl,
DCS+ and DCS– patients were almost
equally common in small and medium-
size joints (small: 43.5%DCS+, medium:
49.4% DCS+). In large joints, however,
DCS– patients outweighed DCS+ pa-
tients (30.4% DCS+). In cases with
SUA levels ≥7.5mg/dl, joints of all sizes
showed a strong and statistically signifi-
cant increment of DCS incidence (small:
74.4% DCS+, p< 0.05; medium: 71.7%
DCS+, p< 0.05; large: 58.9%, p< 0.001).

This observation was especially note-
worthy in MCP joints, in which the DCS
incidence increased from 11 to 77.3%
(p< 0.001)whencomparingpatientswith
SUA levels < and ≥7.5mg/dl.

As displayed in . Fig. 4, the incidence
of the DCS in MTP-1 joints did not
show significant differences between the
two SUA level groups (69.2% DCS+ in
SUA <7.5mg/dl vs. 75.0% DCS+ in SUA
≥7.5mg/dl; p= 0.730).

Discussion

In our retrospective study we analyzed
362 joints from patients who presented
themselves to our rheumatology depart-
ments with acute arthritis. It was our
goal to determine the accuracy of the
DCS and of PDUS based vascularization
in different joints and joint sizes compar-
ing UA to non-UA patients in the state
of acute inflammation.

Most existing studies based theirwork
onapredefinedsetof joints,mostlyMTP-
1 and knee joints; others performed their
examination in an inter-critical state of
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Fig. 58 Panelsaandb showaB-modesonographyofankle joints in longitudinal axiswith jointeffusion (asterisk)anddouble
contour signs (DCS;arrows). Bothpatients underwent synovial fluid analysis.The patient inawasdiagnosedwithcalciumpy-
rophosphatedepositiondisease (CPPD)arthritis, thepatient inbhadarthralgiabutnoarthritis.The sonographicmorphology
of the DCS in both cases is indistinguishable

gouty arthritis in patients with a known
history of hyperuricemia and gout [3, 8,
16–20]. A major strength of our study
is that the investigation that took place
under natural real-life conditions involv-
ing patients with acutely flaring diseases
without pre-known established rheuma-
tological diagnoses.

The DCS has been associated with
a good sensitivity and high specificity for
UA in multiple preceding publications.
In our cohort its overall sensitivity was
about 73%, which is rather low compared
to the results of other authors [3, 21].

After having evaluated each joint and
joint size separately, our data suggest that
the DCS achieves the best sensitivity in
medium-size joints (79%), and among
medium-size joints the wrist and ankle
joints are particularly good (83 and 85%).

Even in the MTP-1 joint—the most
prominent joint inUA[11, 13]—wecould
not find a higher sensitivity (72%). The
reason for the rather moderate overall
DCS sensitivity in our cohort is there-
fore due to the investigated elbow and
shoulder joints, despite their low num-
bers.

Other authors have investigated mul-
tiple joint sites and in part confirm our
results: In theworkofRoddy, onlya small
minority of gout patients had aDCS in el-
bow joints (10%) and—in contrast to our
findings—in wrists (2%). In this study,
a high rate of inter-critical gout patients
were included. Also, non-affected joints
were involved in the investigation [12].
Naredoetal. foundtheMTP-1andMCP-
2 joints to be the anatomical sites with

the most frequent appearance of a DCS.
Theypropose amultifocal assessment in-
volving tendons and cartilages to opti-
mize sensitivity and specificity. Again,
patients with acute disease flares were
excluded in this study [20].

In our investigation wrist and an-
kle joints presented with equally good
sensitivities; however, specificity was
markedly low in ankles compared to
wrists (59 vs. 82%). Joint effusion can
create an echogenic reflection on the
cartilage surface mimicking a DCS due
to a high impedance differential between
joint effusion and the tissue below, as
well as due to increased sound propa-
gation in fluids increasing the normal
echogenicity of the synovia. The result is
an image that can be easily mistaken for
a true DCS, as demonstrated in . Fig. 5.
Despite the fact that this phenomenon
can occur in all joints, it is our experience
that is extraordinarily frequent in the
talus of the ankle joint.

In all joints and joint sizes (except
MTP-1), the DCS prevalence was sig-
nificantly higher in patients with SUA
≥7.5mg/dl than in those with normal
SUA levels as expected. This observation
is coherent with what is known on the
pathophysiology of urate crystal depo-
sition and the creation of sonographic
double contours [2, 22, 23]. Again, this
effect was especially strong in medium-
size joints.

Interestingly, inMTP-1 joints theDCS
prevalence was equally high irrespective
of SUA levels. These observations are
in line with Roddy and colleagues, who

found that the DCS in MTP-1 joints was
independentofSUAlevelsandurate-low-
ering treatment [12]. Furthermore, it has
been shown that the DCS in MTP-1 is
likewise present in asymptomatic hype-
ruricemia or inter-critical gout [11, 12,
24].

We previously demonstrated that
crystal-related arthritides present with
particularly high degrees of PDUS hy-
pervascularization [7]. In the present
study we found PDUS hypervasculariza-
tion to be more common in medium and
small joints and less frequent in knee
joints—a finding that is in line with our
own investigation in inflammatory hip
joints [25]. This observation can in part
be explained by technical limitations
regarding Doppler signal detection in
large joints where the distance between
synovial vessels and the transducer head
is particularly long [26]. For the clin-
ician this can be important since few
or absent PDUS signals might lead to
underestimating disease activity in large
joints.

The main conclusion that we derive
fromourdata is that theaccuracyofsono-
graphic features can vary depending on
the joint investigated. ADCS in the wrist
is more likely to indicate gouty arthritis
than in the ankle joint, and an absent
DCS in a shoulder joint argues against
goutmore strongly thananabsentDCS in
MTP-1. Likewise, missing PDUS signals
in knee joints should not easily be used to
rule out a flaring disease, whereas little or
no hypervascularization in awrist joint is
suggestive of lesser inflammation. In the
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workup of patients with acute arthritis,
this knowledge can be relevant for the
sonographic evaluation, especially when
SUA levels are normal, autoimmunolog-
ical laboratory markers are negative, and
a diagnostic joint needle aspiration is not
feasible.

There are some mentionable limita-
tions of our work:

Most notably, our analysis is retro-
spective in design and does not offer
prospective, controlled data.

Baseline characteristics of both pa-
tient groups differed heavily due to the
epidemiologic features of the underlying
diseases. Gout patients are usually more
likely to be elderly males, whereas other
arthritic diseases such as RA, PsA, or sys-
temic lupus erythematosus occur more
frequently in younger women [27]. Also,
gouty arthritis is characterized by an in-
tensive inflammatory cascade induced by
interleukin-1, which explains extraordi-
narily high levels ofCRP, ESR, and sWBC
in the UA group [28].

The investigated joint sizes are not
equally distributed over the diagnostic
groups: The majority of small joints in
our cohort were seen in gout patients,
whereas in non-UA cases their fraction
was only about 2%. This canbe explained
by the clinical setting. In this study we
included the most severely affected joint.
In UA patients the most affected joint is
more likely to be MTP-1 or a MCP joint,
since gout usually presents as mono- or
oligoarthritis. In contrast, in a polyartic-
ular disease such as RA, multiple MCP
joints might be involved; however, the
most prominent joint might be a wrist
or a knee.

Not all patients underwent synovial
fluid analysis, although this is the gold
standard of gout diagnosis. Therefore,
a potential risk of misdiagnosis is given.

Furthermore, a total of three sonogra-
phers performed the ultrasounds. There
was no programmed second-look inves-
tigation; hence, our study does not pro-
vide foranevaluationof the interobserver
reliability.

Thedata acquisition took place within
the standard clinical routine. Thus, the
physicians performing the ultrasounds
might have been biased regarding the

probable diagnosis by the history and
the clinical presentation of the patient.
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Fachnachrichten

Hygieneprogramm der GKV: 329 Millionen Euro flossen an Kliniken
Rund 2000 Häuser sind anspruchsberechtigt

Die gesetzlichen Krankenkassen haben die Ausstattung von Kliniken mit
Hygienepersonal im Zeitraum 2013 bis 2017 mit insgesamt rund 329 Millionen
Euro finanziert, weist ein aktueller Bericht des GKV-Spitzenverbandes aus.

Grundlage für diese zusätzlichen Gelder,

die seit 2013 neben den von den Kranken-
kassen zu finanzierenden Betriebskosten

fließen, ist das noch bis 2023 laufende Hy-
gienesonderprogramm. Insgesamt werden

die Krankenkassen ein Fördervolumen von

über 460 Millionen Euro bis zum Ende des
Programms zur Verfügung stellen. Mit die-

sem Geld sollen Krankenhäuser qualifiziertes

Hygienepersonal einstellen, aber auch die
Fort- und Weiterbildung von Pflegekräften

und Ärzten in diesem Bereich sowie externe
Beratungen bezahlen.

1319 Kliniken wurden bisher gefördert

Anspruch auf Fördergelder aus dem Hygie-

nesonderprogramm haben nur jene Kran-
kenhäuser, die die verbindlichen personellen

und organisatorischen Voraussetzungen zur
Verhinderung nosokomialer Infektionen bis-

her noch nicht erfüllen. Von den rund 2000

Krankenhäusern in Deutschland sind nach
Angaben des GKV-Spitzenverbands 1516

anspruchsberechtigt. Bisher haben 1319 von

ihnen Fördergelder bei den Krankenkassen
abgerufen. Rund 231 Millionen Euro haben

die Kliniken für die Einstellung neuer Hygie-
nekräfte, für die interne Besetzung und für

die Aufstockung von Teilzeitstellen erhalten.

Zwei Drittel für Hygienefachpersonal

Damit entfallen etwa zwei Drittel der bis-
herigen Geldbeträge auf Vereinbarungen

zur Beschäftigung von Hygienefachkräften,
Krankenhaushygienikern und hygienebe-

auftragten Ärzten. In die Fort- und Weiter-

bildungsmaßnahmen für Pflegekräfte und
Ärzte sind rund 42 Millionen Euro geflos-

sen. Weitere rund 20 Millionen Euro haben

die Kliniken für die Beratung durch externe
Krankenhaushygieniker und Fachärzte mit

einer Spezialisierung im Bereich Infektiologie
verwendet.

Beträge in Höhe von etwa 37 Millionen

Euro können bisher noch keiner konkreten
Maßnahme zugeordnet werden.

Sachgerechte Verwendung belegt

Ob die Fördergelder tatsächlich richtig ver-
wendet und z. B. neue Hygienepersonalstel-

len entstanden sind, kann erst nachträglich

durch die jeweilige Jahresabschlussprüfung
der Kliniken festgestellt werden. Nur auf

diesem Wege kann die sachgerechte Mit-
telverwendung zuverlässig belegt werden.

Für den aktuellen Bericht sind Daten aus den

Jahresabschlussprüfungen der Jahre 2013 bis
2016 ausgewertet worden. Bislang liegen für

etwa 42%der in diesen 4 Jahren vereinbarten

Fördergelder Bestätigungen vor. Außerdem
haben die Krankenhäuser etwa die Hälfte

der vereinbarten Stellen auch nachweislich
mit Hygienefachpersonal besetzt. Weitere

Bestätigungen stehen noch aus.

Quelle: GKV-Spitzenverband
www.gkv-spitzenverband.de
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