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Gout Management Summary Guidelines

Acute Gout Management (confirm diagnosis by measuring serum urate level)

Anti-inflammatory/analgesictherapy- continue for 1-2 weeks. Affected joints should be rested, elevated
and keptcool. Avoid traumato the affected joint and consider the use of anice pack or bed-cage. [14] [3]

15t line (depending on patient preference/co-prescriptions/co-morbidities)

~
NSAID at maximum dose until 24-48 hrs after attack has resolved. NSAIDs benefit from being quick
acting but are associated with Gl and renal safety concerns. Co-prescribing of a proton pump inhibitoris
L recommended forgastricprotection [3] [4] )
Or
4 . A
Colchicine - 500 micrograms 2-3 times per day, until symptoms are relieved.
Can be usedin patients on warfarin and in patients with heartfailurebut use is limited by side effects and
¢ the development of toxicity at higher doses. (Seealso colchicine prescribing information) [3] y
Or
Oral Corticosteroids -Prednisolone 10-20mg daily for5 days

2nd line: Intra-articular or intramuscular Corticosteroids [3]

-

STAT Intra-articular injection If intra-articular injection STAT Intramuscular
(Offlicense use. Suitable forgouty is not feasible injection
monoarthritis only) > Methylprednisolone 40-

Methylprednisolone 10-80mg,
Hydrocortisone acetate 12.5-25mg or
k Triamcinolone acetonide 20-40mg

120mg or Triamcinolone
acetonide 40-80mg

In patients with acute gout where response to monotherapy is insufficient, combinations of treatment can be
used (most commonly an NSAID combined with another agent).

Refer to Secondary Care [14]

(5]

Immediately if Septic Arthritis is

suspected

(Please note itis possibleforboth goutand

septicarthritis to co-exist)

Or by routine referral if:

. Patient contraindicated to or cannot
tolerate allopurinol or febuxostat

. The sUA is unresponsiveto uricacid
loweringtherapy orsuffering
persistent symptoms despite
maximal NSAIDs

° If gout persists despite uricacid
levels <300pumol/I
Patienthas CKDstages3bto 5
Patient had an organ transplant

° Patientrequires Intra-articular
therapy and primary care are not
able to provide

. Pregnancy, youngonset of primary
gout (<30years) or diagnostic
uncertainty

mddition to Acute Management \
° Assess lifestyle factorsand provide

advice. E.g. follow a healthy,
balanced diet, avoid excessive
alcohol consumption. Click on the
relevantlink for patient
informationon [6]:
o Gout
o Relatedhealth problems
o Treatments
. Treat cardiovascular risk factors
and review annually: Thereis a
connection between sUA levels and
CVdisease, with highsUA being
part of metabolicsyndrome.
Additionally components of
metabolicsyndrome are
independentrisk factors forgout
[14] 3]
. Considerdrug induced gout:
Low dose aspirin (75-150mg/day) can
interfere with uricacid excretionand
useisa risk factorforincident gout. [3]
Review antihypertensives: Diuretics
(Inc.thiazide), B-blockers, ACE
inhibitors and non-losartan angiotensin
Il receptorblockersincreasesUA.

Losartan and calcium channel blockers
decrease sUA.[7]



http://www.ukgoutsociety.org/PDFs/2009FinalGoutBooklet.pdf
http://www.ukgoutsociety.org/PDFs/goutsocietyhealthproblemsfinal2011.pdf
http://www.ukgoutsociety.org/PDFs/Final_All_about_gout_and_treatment_2014.pdf
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. . Uric acid lowering therapyis not
/Does the patient have any of the following? [1] \ [indicated If 15t atgtack cﬁ;’ck serum\
. Multiple ortroublesome flare (>2 attacks within urate (sU)-\) 4 weeks post flare
1yr) No
* Tophi . . . Reconsider diagnosis: refer
° Chronicgouty arthritis /erosive arthropathy (x-ray) persistent symptoms without
: glfuljr::?cgtehse?;;gj[S] definitive diagnosis secondary care
\. J \[24]
Yes
A
( Consider LONG TERM TREATMENT (life long) with uric acid lowering therapy. )
Ensure serumurate (sUA) levels are obtained afterthe convalescent period (2-4 weeks post-acute attack) )

v

. . Considerasalternative 1stline
Commence allopurinol ensuring at least 2-4 weeks have .

Febuxostatensuring atleast 2-
passed from last attack

. . 4 weeks have passed from last
Start at 50-100 mg/day, and titrate to achieve sUA attack (See also NICETA 164
<360 pumol/I o

* RechecksUA 4 weeks afterinitiation. If >360umol/I and_SPC') (9] [10] [11]_ .
. * Thelicensedstartingdoseis
increase to 200 mg/day

* RechecksUA after a further4 weeks. If >360umol/| 80 mg once daily .
increase to 300 mg/day * |[fafter 4 weeks, the sUAs

* Continue monthly sUA levels, increasing by a further OR ng(;:mglélatsheednghzc;jn:)se&
100mg/day each month until sUA <360 umol/l or SUA rechecked in ayfurth§r4
maximum tolerated dose is reached (The BNF max weeks
dose =900 mg perday, [8] but locallyithas been _ .
agreedthattreatmentshould be reviewed at 600 mg Max dose =120 mg c!ally
per day) * Conduct annual CV risk

* Iftophi/chronicgouty arthritis/ frequentflares, assessment

. NB: Stop febuxostat
considerasUA level below 300 umol/I. immediately if hypersensitivity

NB Offerallopurinol as first-line treatment to people
. . . . occurs, do not restart (See
with gout who have major cardiovascular disease : -

HRA warning)

A 4

When initiating allopurinol /febuxostat co-prescribe prophylactic colchicine (500 micrograms once or twice
daily for up to 6 months)

OR if colchicine is contraindicated/not tolerated/ineffective consider short term low dose NSAID (e.g.
ibuprofen 200mg twice daily or naproxen 250mg daily with gastroprotection) or short term low dose
corticosteroid (e.g. prednisolone 10-20mg daily). [3] [4]

Once sUA targetis achieved, consider annual sUA measurements

DO NOT interrupt uric acid lowering therapy unless there is a clinical reason Gout flareis NOT a
clinical reason) [14]

Table 1: Renal Dose Adjustments [14] [8] [11] [12] [14]

Allopurinol Max. 100 mg daily, increased only if response
(increase dose by 50mg increments until target inadequate; in severe impairment, reduce daily dose
sUA reached) below 100 mg, or increase dose interval; if facilities

available, adjust dose to maintain plasma-oxipurinol
concentration below 100 micromol/litre.

Colchicine eGFR10-50: Reduce dose orincrease interval
eGFR< 10: Do notuse
Note: colchicine is contraindicated if administered
with p-glycoprotein or CYP3A4 inhibitorsin renal
impairment

Febuxostat No dose adjustmentis necessaryin mild ormoderate
impairment.
Efficacy and safety have not been fully evaluated in
patients with eGFR <30 — use with caution

NSAIDs Avoidif possible/use with caution in renal impairment:



https://www.nice.org.uk/guidance/ta164
https://www.medicines.org.uk/emc/search
https://www.gov.uk/drug-safety-update/febuxostat-adenuric-stop-treatment-if-signs-or-symptoms-of-serious-hypersensitivity
https://www.gov.uk/drug-safety-update/febuxostat-adenuric-stop-treatment-if-signs-or-symptoms-of-serious-hypersensitivity
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Gout is the most common inflammatory arthritisinthe UK and mainly diagnosed and managed in primary care. The clinical
courseof gout is largely predictableand divided into three stages. [1]

Stage 1: Asymptomatic
Hyperuricaemia

sUA levels risebut no
clinical features of gout

Stage 2:Acute Gout and “intercritical periods”

sUA reaches saturation, monosodium urate (MSU) crystals are
precipitated and deposited in joints causing an inflammatory
response and painful arthritis. Attacks are self-limiting and

Stage 3: Chronic
Tophaceous Gout
Crystal deposits inthe
joints and surrounding

are present.
next flare.

followed by asymptomatic “intercritica

soft tissue. Symptoms are
persistent.

|” periods before the

Diagnosis[1]: sUAis the most importantrisk factor for gout, but should only be considered in combination with other
clinical features, sinceonits own its does not confirmor exclude a diagnosis of gout. Many patients with hyperuricaemia do
not develop gout, and sUA can be normal duringan acute attack. In people with suspected gout, take a detailed history and

carryout a physical examination toassessthesymptoms andsigns.

NICE recommends confirming clinical diagnosis by measuring serum urate level (>360umol/l). If <360umol/I during flare
and gout still strongly suspected repeat level 2 weeks after flare has settled. If gout diagnosis uncertain/unconfirmed
consider joint aspiration and microscopy of synovial fluid (or x-ray/ultrasound/ dual energy CT if joint aspiration is not

possible).

Acute Gout Diagnosis: Acute joint pain is the most common
presenting complaint. Joints affected include the big toe (up to 78% of

1stattacks) foot, ankle, knee, wrist, finger, and elbow.

Urate crystals in fluid aspirated from the affected joint is the “gold
standard” for diagnosis, but in reality, this test is only applied to a

minority of patients and most patients arediagnosed clinically.
Features which strongly predict a diagnosis of gout are [1]:
¢ Firstmetatarsophalangeal (MTP)jointinvolvement

¢ Rapid onset(often overnight) of severe jointpain (over 6-12 hrs)

e Jointswellingand tenderness

e Overlying erythema

e Self-limiting with complete resolution
e Tophus (proven or suspected)

Chronic Gout Diagnosis: In between attacks
MSU crystalswillbeseen injointfluid providing
definitive diagnosis.
Inthe absence of this, the following features
are strong predictors of gout [1]:
e History of classical acuteattacks
® Presence of tophi
e Asymmetrical swellingwithinajoint,

or subcortical cysts withoutbony

erosions onx-ray
* Double contour sign” (hyperechoic band seen
parallel to the edge of the jointline)on
ultrasound—N.B. not availableinallregions.

Prescribing Information. Please Refer to Individual SPCs for Full Details

Allopurinol [8]

Renal impairment: Dose adjustmentrequired see Table 1.
Side Effects: Most common are rash and Gl intolerance. [1]
Pruritic maculopapular skin rashes may occur in up to 10%
of people who take allopurinol, the rash can be the 1st sign
of a severe butrare hypersensitivity syndrome. Patients
should be advised to stop allopurinol immediately and
seek medical advice promptly. Whentherashisgone if
the rash was mild allopurinol can be gradually
reintroduced, if the rash recursimmediately discontinue
the allopurinol.

Interactions: Allopurinol potentiates the anticoagulant
effect of warfarin (increase monitoring during dose
titration). Do not co-prescribe with azathioprine (it inhibits
the metabolism of azathioprine, leading to accumulation of
toxicmetabolites).[1]

Do not start during an acute attack ensure at least 2-4
weeks have passed before initiation, (can prolongthe
attack indefinitely). Continue if an attack develops whilst
already ontreatmentand treat attack separately. [3]
Allopurinol doses >300mg should be given in divided doses
(maximum 300mgin a single dose).

Febuxostat[11]

Cautions: Max 80mg dailyin mildliver
impairment (noinformation available in
moderate-severe liverimpairment) Use with
cautionin patients with thyroid disorders,
ischaemicheartdiseaseand/orheartfailure. [1]
Side Effects: Most common are Gl, abnormal LFTs
and oedema.

Serious hypersensitivity reactions, including
Stevens-johnson syndrome and acute
anaphylactoid/shock reactions have been
reported, mostly during the 15t month of therapy.
Treatmentshould be stopped immediately if signs
of hypersensitivity reactions occurand treatment
must not be restarted. 8See MHRA warning
Interactions: Avoid concomitant use with
azathioprine and mercaptopurine

Do not start during an acute attack ensure at
least 2-4 weeks have passed beforeinitiation,
(can prolongthe attack indefinitely). Continue if
an attack develops whilst already on treatment
and treat attack separately. [3]

Colchicine[12]

Dose and duration of treatment: For acute attacks, this guidance recommends 500micrograms 2-3 times daily,
until symptoms are relieved (maximum émg per course). Thisislowerthanthe dose listedinthe SPC, because
thereistrial and clinical practice evidence that the higherdosing regimenis frequently associated with diarrhoea
and othertoxicside effects, and not significantly more effective than low-dose colchicine . [13] If colchicineis used
for treatment of an acute attack, it can be continued as prophylactictreatment at a reduced dose of
500micrograms twice daily uponinitiation of uricacid lowering therapy and used for up to 6 months.

Renal impairment: Dose adjustmentrequired see Table 1.

Cautions: Increased risk of toxicity in elderly and debilitated patients. Avoid in patients with blood disorders.
Side Effects: Use is limited by side effects and toxicity at higher doses. Can cause profuse diarrhoea, nausea,

vomitingand abdominal pain.



https://www.gov.uk/drug-safety-update/febuxostat-adenuric-stop-treatment-if-signs-or-symptoms-of-serious-hypersensitivity
https://www.medicines.org.uk/emc/search
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