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1  Introduction  
 
Gout is a common disease both in primary care and hospital practice. In the UK, the 
prevalence is 2.5% with a male: female ratio of 3.6:1, nevertheless the disease remains rare 
in pre-menopausal women. The incidence and the prevalence of gout are both strongly age-
related with a prevalence >7% in men, and > 4% in women, over the age of 75 years. It is 
often associated with other comorbidities such as cardiovascular disease, hypertension, 
dyslipidaemia and renal insufficiency. 
 
 
2  Aim and Purpose  
 
The aim is to provide secondary care workers a local guideline for the management of acute 
gout. These guidelines apply to all staff involved in managing patients with acute gout in the 
secondary care setting. It will aid clinical decision-making in order to improve standards and 
outcomes for patients.  
 
 
3  Management  
 

3.1  Management of acute gout  
 

 Exclude septic arthritis: obtain joint aspirate especially with the first presentation of 
monoarthritis or polyarthritis. Admit the patient and follow the septic arthritis protocol 
including taking blood cultures if joint sepsis is suspected. 

 Affected joints should be rested, elevated and kept cool - ice packs can be an 
effective adjunct. 

 Maintain rehydration. 
 NSAIDs (co-prescribed with a PPI) or oral colchicine 500 micrograms bd-qds can 

be used for the acute episode. 
 If NSAIDs (low eGFR, cardiovascular disease, peptic ulcer disease) and colchicine 

(caution in very frail elderly, co-prescription of drugs eg statins) are contraindicated 
then intra-articular, oral and intramuscular corticosteroids are highly effective 
alternative options. 
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3.2  Other considerations: 
 

 If a diuretic drug is used to treat hypertension, consider an alternative anti-
hypertensive medication. However, if the diuretic is used to treat heart failure, the 
diuretic should not be discontinued.  

 Losartan has a weak uricosuric effect and can be considered as an alternative to 
ACE inhibitors or other angiotensin-II receptor antagonists in appropriate patients. 
Fenofibrate also has a weak uricosuric effect. As does vitamin C. 

 Address lifestyle factors such as optimise weight, increase exercise, reduce alcohol, 
maintain fluid intake, modify diet such as reducing seafood, red meat and sugar-
sweetened soft drinks and treating underlying cardiovascular and renal risk factors. 

 Allopurinol should not be commenced during the acute attack. However, if the patient 
is already on Allopurinol it should not be discontinued.  

 Be aware of drug interactions with allopurinol. The combination with azathioprine 
should be avoided. 

 
3.3  Seek specialist advice when:  

 
 The diagnosis is uncertain and there is suspicion of other underlying systemic 

illnesses (for example rheumatoid arthritis or connective tissue disorder). 
 Gout occurs during pregnancy or in a young person (under 25 years of age).  
 The urate lowering medication including allopurinol or febuxostat is at maximum dose 

but the patient is still getting recurrent attacks of gout.  
 The patient has persistent symptoms during an acute attack of gout despite 

maximum doses of anti-inflammatory medication (alone or in combination).  
 An intra-articular steroid injection is indicated but the facilities or expertise is not 

available.  
 Complications are present, including urate kidney stones or troublesome tophi.  

 
3.4  Initiation and titration of allopurinol (first line urate lowering therapy): 

 
Often allopurinol will be commenced in primary care after the acute attack settles.  
However, if action has not been taken, particularly if 2 or more episodes have occurred 
within a year, commence urate-lowering therapy. 
 

The key to successful treatment, which relies on long-term adherence to urate-lowering 
therapy, is full patient engagement with all aspects of the disease including rationale of 
treatment and what to expect. 
 

To reduce the rare, but severe, side effects of allopurinol hypersensitivity reactions 
(including DRESS, TEN, Stevens Johnson Syndrome and allopurinol hypersensitivity 
syndrome), the medication should be commenced at no more than 1.5mg/estimated 
GFR. Further caution should be made in patients of Korean, Han Chinese or Thai 
descent who may have the HLA-B*5801 allele. 

 
 

eGFR ml/min/1.73 m2 Allopurinol starting dosage 

<5 50 mg/week 
5-15 50 mg twice weekly 
16-30 50 mg every 2 days 
31-45 50 mg/day 
46-60 50 and 100 mg on alternate days 
>60 100 mg/day 
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Allopurinol (usually up-titrated by 100 mg every 3-4 weeks, or 50 mg with renal 
impairment) can often be increased to a level beyond the creatinine clearance-based 
allopurinol dose to achieve and maintain the target serum urate of <300 µmol/L ie. 
beyond 300mg/day. The target can be relaxed to 360 µmol/L once disease is controlled 
and with tophi dissolution. The titration of allopurinol dose in patients with normal renal 
function may be up to 900mg/day, in divided doses. 

 
Colchicine 500 micrograms bd or od, or low dose NSAIDs with PPI cover, should be 
considered as prophylaxis against acute attacks resulting from initiation, or up-titration, of 
any ULT and continued for up to 6 months. 

 
3.5  Renal transplant patients: 

 
 Mycophenolate mofetil is safe with allopurinol, therefore it may be the preferred 

immunosuppressant of choice (discuss with the team initiating the 
immunosuppression). 

 Febuxostat appears to have the same risk of myelosuppression as allopurinol in 
azathioprine users – avoid combination.  

 Losartan appears to retain its uricosuric effects in renal transplant patients. 
 

3.6  Follow up (advice to be given to GP on discharge): 
 

 Follow up the patient 4–6 weeks after the acute attack of gout has resolved, and 
check serum urate (the serum urate is not accurate during an acute episode of gout). 

 Measure blood pressure and arrange for blood tests including fasting glucose, renal 
function, and lipid profile.  

 Identify and manage underlying conditions such as hypertension, diabetes, or renal 
impairment, and assess the patient's overall cardiovascular risk.  

 Provide advice on individualised lifestyle risk factors including: 
o Risk factors that increase urate load e.g. obesity, high purine diet or high 

alcohol intake. 
o Aim for diets low in fat, reduce added sugar including sugar-sweetened soft 

drinks containing fructose, high in vegetables and fibre and vitamin C 
o Exercise 

 Consider providing an advance prescription of effective treatment for future attacks of 
gout such as colchicine, NSAIDs or steroids. 

 If allopurinol is not tolerated, febuxostat is second-line agent 80 mg titrating up to 120 
mg. Secondary care referral will be required for additional uricosuric agents eg. 
Benzbromarone. 
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