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Editorial

Remission in Gout: Concepts From a Patient

Perspective
Puja Khanna' ®

Any human who has ever experienced an acute gout flare
understands how painful and debilitating this condition is.
Unfortunately, due to the episodic nature of these acute flares
that occur randomly due to transient fluctuations in urate
levels, patients often underreport these attacks. This turns into
a tragedy—patients are left untreated and develop chronic gouty
arthritis where pain-free periods are infrequent and joint damage
is abundant. The holy grail in clinical trials, whether acute or
chronic gout, has been to understand the various nuances of
adherence because we know that it leads to prevention and
perhaps remission: how long can a patient stay flare free, how do
we quantify it, and what measures should we use?

Despite the increase in the number of gout cases,' the disease
is equally mismanaged in primary care and the rheumatology
subspecialty. This is evident in the literature, with suboptimal
dosing of urate-lowering drugs, intolerance to therapy, or poor
patient compliance. Guidelines across the globe have highlighted
the gaps in care and the poor quality of life. Gout is considered
the most treatable arthritis in the Western World, with the
pathophysiology directly related to uric acid metabolism and
effective medications available to treat both acute episodes and
chronic tophaceous gout.?? Prior studies have shown that treat-
ment of chronic gout leads to improvement in patient-reported
outcomes,* and inadequate control has a substantial economic
effect on the patient, employer, and society.>® Interestingly, gout
has the lowest adherence to medications (38%) across common
chronic conditions such as hypertension, osteoporosis, and
diabetes mellitus. Further, demographics and poor adherence to
chronic therapy”®’ are considered important attributes in devel-
oping tophaceous gout.

'P. Khanna, MD, MPH, Associate Professor, Division of Rheumatology,
Department of Internal Medicine, University of Michigan & AAVAMC,
Ann Arbor, Michigan, USA.

The author declares no conflicts of interest relevant to this article.

Addyess correspondence to Dr. P. Khanna, Division of Rheumatology,
Department of Internal Medicine, University of Michigan & AAVAMC,
300 North Ingalls, Ste 7C27, Ann Arbor, MI 48109-5422, USA.
Email: pkhanna@umich.edu.

The Journal of
JR Rheumatology

Focus groups conducted among patients with gout and their
physicians have shown a variety of barriers that are perceived
as a hindrance but were easily circumvented to accomplish the
successful treat-to-target strategies established in gout.*!" A
conceptual model (Figure 1) that integrates (1) modifiable
factors, including behavioral, psychosocial, clinical, and patient
and provider factors; and (2) nonmodifiable aspects, including
genetics and metabolic factors, is important. However, patient
factors (such as demographics, nonadherence, diet, poor knowl-
edge regarding gout) and healthcare factors (suboptimal dosing
of urate-lowering therapy [ULT], gaps in discase education),
along with associated comorbidities, contribute more toward
this disparity in attaining therapeutic goals for our patients.

In this issue of The Journal of Rheumarology, te Kampe
and colleagues have made a commendable effort to put some
of these patient-centric issues into perspective for us.'? This
cross-sectional survey was conducted in 14 countries across
Europe in 2018, utilizing an online survey. Patients were
primarily recruited from open panels of an online market
rescarch organization (Dynata and Toluna), patient associ-
ations, and from rheumatologists or general practitioners
(GP) who were aware of the study and could hand out leaflets
to potential patients. The intention was to assess health- and
patient-centered outcomes in gout across Europe and explore
differences at multiple strata including patient-, care-, and
country-level characteristics associated with these outcomes.
They attempted to clarify the differences between patient-reported
health outcomes and patient-centered outcomes, such as satis-
faction with treatment and patients’ personal treatment goals.
Outcomes included recurrence of gout flares (2 3 gout flares and
> 1 gout flare in the past year); self-reported effect of gout on
mental and physical health; missed work (for those employed,
> 1 workday missed in past year due to gout); patients’ satisfaction
with current medication; and patients’ unaddressed treatment
goals. The unaddressed treatment goals were calculated as the

sum of the treatment goals that patients indicated were relevant
to them, but that were not addressed by their physician. Most of
the 1029 patients were diagnosed by a GP and 70% reported > 1
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Figure 1. Conceptual model integrating patient and
healthcare factors.

gout flares in a 12-month period; 32% had > 3 flares. In addi-
tion, 43% of patients reported an effect on mental and physical
health and 52% of those employed missed > 1 working day due
to gout in the past year. Nevertheless, 80% of the patients were
satisfied with their current medication and patients expressed
at least 1 unaddressed treatment goal. As expected, gout flares
contributed substantially to worse health and patient-centered
outcomes. Similarly, being on current ULT was consistently
associated with better health and patient-centered outcomes,
except for unaddressed treatment goals. Of note, the patients
from wealthier countries reported more frequent gout flares.

However, it is difficult to assess the effect of care on patients’
experiences (eg, unaddressed goals, satisfaction) or speculate
about the relationship between these experiences and health
outcomes in a cross-sectional study. Although patient recruit-
ment and selection was comparable, a differential selection bias
can be difficult to exclude. Therefore, is it pragmatic to draw
meaningful comparisons between health and patient-centered
outcomes of patients with gout in different countries from an
online survey without more information about their general
health and socioeconomic status? Perhaps this is a goal to incor-
porate and pursue as a future direction in gout studies.

Global gout prevalence has doubled from 1990 to 2017, with
41.2 million prevalent cases of gout in the world, 7.1 million
incident cases per year, and nearly 1.3 million years living with
disabilities.”” On average gout patients spend 35 days of a year
in a state of flare.”® Regional point prevalence varies greatly,
from 4.6-fold in Australasia to the lowest prevalence in Central
Latin America, as does socioeconomic status.'* Mapping these
acute attacks is so vital to the challenge of understanding and
analyzing the occurrence of gout flares.”* And where better to
seck these answers than from the key stakeholder in this story—
our gout patient? Of course, questions remain unanswered about

patient factors or system/access issues that correlate with educa-
tional needs required to ensure adherence to therapy. Regular
longitudinal assessments of satisfaction with gout management
in a daily practice cohort can provide more insight into factors
contributing to satisfaction and its causal relation with health
outcomes.
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