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Epidemiologie
Prévalence de 4%

Incidence 2.9 pour 1000 personnes /année

8H/2F
« 1]¢e crise 40-45 ans
« F apres ménopause
1¢ér¢ maladie inflammatoire chez ’'homme > 40 ans




Prevalence (%) All Adult
<0.5

0.5-1.0
1.0-3.0
3.0-4.0

>4.0

Data in men only o?
No data

Kuo, CF., Grainge, M., Zhang, W. et al. Global epidemiology of gout: prevalence,

Nature Reviews | Rheumatology
incidence and risk factors. Nat Rev Rheumatol 11, 649-662 (2015).
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Augmentation prévalence et incidence en 10 ans
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83 The Rising Prevalence and Incidence of Gout in British Columbia, Canada: Population Based Trends from

2000-2012. Sharan K. Rai, MSc o\
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Hyperuricémie
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E(DU Roddy, E., Doherty, M. Gout. Epidemiology of gout. Arthritis Res Ther 12, 223 (2010).

8> https://doi.org/10.1186/ar3199 adh
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Comorbidités
Association avec les facteurs de risque CV

719
529
521
39.7
184 -
153
133 136
14
97
7.1
59 47

Hypertension Hyperlipidemia Diabetes Chronic kidney  Heart failure Myocardial Stroke
disease infarction

70.0

3
o

5
=)

400

Proportion of gout patients (%)

200

100

00

W Prevalent gout cases ¥ Incident gout cases

E(U The Rising Prevalence and Incidence of Gout in British Columbia, Canada: Population

8> Based Trends from 2000-2012. Sharan K. Rai, MSc
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Insulinorésistance

Sedenta rlte

Exces ponderal

Environnement Génétique

4 )

Hypertension artérielle
Triglycéridémie
Diabéete type |l

NASH

\_ Hyperuricémie )
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Physiopatholog!
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Facteurs de risque
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EXOGENOUS

Beverages sweetened
with high fructose corn
syrup

Beer (with or without
alcohol)

Spirits

Red meat

Seafood

\

ENDOGENOUS

Sickle cell anemia
Haematological
proliferation
Theophylline ?
Beta-blockers?
Psoriasis

Male gender

&=

A

SUA 6.0mg/dL

ABCG2
dysfunction
Microbiota ?

<Vatd
Q —

evelopments, Rheumatolo

ristan Pascart , Frédéric Lioté, Gout: state of the art after a decade of
, Volume 58, Issue 1, January 2019, Pages 27-44

\

vV =

\:\\"

Obesity

Overweight
Hypertriglyceridemia
Obesity

(Fructose intake ?)
Chronic Heart Failure
Obstructive sleep apnea

INSULIN RESISTANCE |
\
\
|
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Age
Menopause Pyrazinamide
p— Diuretics Low dose aspirin
CKD Beta-blockers?
Cyclosporin Lead intoxication
Tacrolimus Ethambutol
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Cristaux d’urate de sodium
4
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Uric acid Urate ion Monosodium urate
{enol form is {predominant at {common form in gout crystals)

\ illustrated) physiolegic pH 7.4) /

A) Fluid saturation/
) |
Solubility alteration B) Cluster formation C) Nucleation D) Crystal Growth
o Growth proportionaltothe
supersaturation of urate.
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Martillo, MA, La cristallisation de l'urate

: Possible factors:
monosodique. Curr Rheumatol Rep 16 , 400 (2014) Low pH, Ca*", Immunoglobulins, chondroitin sulfate, VY
hosphatidylchol h | shock \-CHABLAIS v
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Hyperuricémie

10% des patients

N

~

Goutte

Tophi

Clinique

Crise de goutte :

- Arthrite, Ténosynovite, Tuméfaction parties
molles

- Signes généraux : fievre

\-Inflammation (CRP > 50mg/L)

Risques long terme :

- Destruction articulaire, déformation,
arthrose, handicap

- Plaie (tophi) et surinfection
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Crise de goutte
~In de nuit, en quelgques heures

nflammation locale

Hyperesthesie drap, impotence
Spontanément resolutive 5-7 jours
MTP > Tarse > Cheville > Genou > Coude > Main
10% oligo-articulaire ¥

Nombre d’articulations (MS) et
' fréquence des crises

= augmentent avec le temps
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Diagnostic
Contexte : Facteurs de risque
Clinigue : Tophi
Gold standard : Ponction articulaire
« Cellularité inflammatoire > 1000 G/L

e Cristaux MSU +
 Culture stérile




D . t .
TasLe 1 Symptoms and respective weights according to classification or diagnostic criteria

ACR/EULAR 2010 ‘Nijmegen

Features 2015 [75] score’ [72] 1977 ACR[74]

Localization of flare

Ankle or midfoot joint 12.5 0 16.7
—h First MTP joint 25 31.2 16.7
Clinical features of flare
Erythema of the joint 12.5 125 16.7
Cannot bear light touch or pressure to affected joints 12.5 0 0
Inability to walk or use the affected joint 12.5 0 0

Time course of episodes: time to maximal pain <24 h; flare resolution <15 days; complete resolution between two episodes
(2/3 characteristics)

One typical episode 12.5 N/A 16.7
Recurrent typical episodes 25 25 16.7
— Clinical tophus 50 0 16.7
Hyperuricaemia
6-8 mag/dl 25 43.7 0or16.7
8-10 mg/dl 37.5 43.7 16.7
—) =10 mg/dl 50 43.7 16.7
— Imaging
Radiographic erosion 50 0 16.7
US double-contour sign 50 0 0
DECT demonstrating urate deposition 50 0 0
Negative features
O MSU negative SF analysis —25 0 0
83 SUA =4 mg/dl —50 0 0
£@©
8>
@ F— \falues given as percentages. MTP: metatarsophalangeal; US: ultrasonography; DECT: dual energy CT; MSU: monosodium mv

urate crystals; SUA: serum uric acid level.



Imagerie : RX

Erosions : G

- Extra-marginale, articulaire,
Intra-osseuse

- Al'emporte piece
Ostéophytose marginale,
aspect herissé

Espace inter-articulaire et
minéralité preservee
Tumefaction parties molles
Tophi non visible

i)
23 2018 updated European League Against Rheumatism evidence-based

§> recommendations for the diagnosis of gout, Pascal Richette et al.
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Imagerie : US
Synovite
Téenosynovite
CEdéme sous-cutané
Erosion
Double contour
Tophi «tempéte de neige»
Doppler
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Imagerie : DECT

Scanner double énergie
- CT conventionnel
- Analyse spectrale

Gout, Nicola Dalbeth, Tony R Merriman, Lisa K Stamp, Lancet 2016
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Prise en charge
Crise de goutte :

Le plus rapidement possible

Selon comorbidités ‘jﬁ" @ .B

Combinaisons possibles

Ne pas arréter hypouricémiant !

HOPITAL RIVIERA-CHABLAIS
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Geéneral
Analgésigue (paracétamol, tramadol)

Cryothérapie
Eléevation du membre

Repos

HOPITAL RIVIERA-CHABLAIS



2016 EULAR RECOMMENDATION FOR THE MANAGEMENT OF FLARES
IN PATIENTS WITH GOUT

Treat as early as possitie 111

Education about the disease *
Indlividisalised lifestyle advice 1™

é_dd___d__—n- Screening for comerbidities “E—“‘»g

!

Calchicing 12! NSAID Predniselone A Combination therapy |2/
(1 mg followed l:ladcwm 130-35 mgdd for 5 Injections of (for instance
Ehuglatagtag . gas Corleosterald ! colchicinesNSAID

Educate to self-medicate !
Consider initiation of ULT =
(together with flare prophylas)

Figure 1 Management of acute flare according to the European League Against Rheumatism recommendations. Letters and numbers in .

parentheses indicate the items of the recommendations presented in table 1. Strong P-glycoprotein or CYP3A4 inhibitors are cyclosporin, AL RLER o CHABLA s
darithromycin, ketoconazole and ritonavir. L, interleukin; NSAID, non-steroidal anti-inflammatory drug; PP1, proton pump inhibitor; ULT, . 4
urate-lowering therapy.



Colchicine

Colctab®
« Specifigue
 1mg +0.5mg J1, puis 1mg/|

Diarrhée = surdosage -
Interaction médicamenteuse EE=EE=

inhibitors inhibitors inhibitors
. . . Clarithromycin Cimetidine Amiodarone
[ I n h I b Ite u rS I ) - O u CY I I )3 ls 4 Cobicistat Ciprofloxacin Carvedilol
Diltiazem Cyclosporine Clarithromycin
w_o Itraconazole Erythromycin Itraconazole
gm Ketoconazole Fluconazole Quinidine
§> Slobodnick A et al. Update on colchicine, 2017. Rheumatology (Oxford). 2018 Jan Ritonavir Fluvoxarmine Ranolazine
B Telithromycin Imatinib Ritonavir
Voriconazole Verapamil Verapamil

)
\




AINS

Dose anti-inflammatoires
SiI Intolérance colchicine

& Fonction rénale

vald
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Glucocorticoides

Per os
« 30-35mg/j pour 5 jours

Intra-articulaire
« Ponction + infiltration
« Monoarthrite

HOPITAL RIVIERA-CHABLAIS
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Anti 1L-1

Anakinra (Kineret®) (‘j
« 100mg 1 injection SC 1x/] pendant 3-5 jours
« Off label : contre-indication et crises fréeguentes
« Recommandations EULAR

Canakinumab (llaris®)
e Autorisation EMA
« 150 mg SC en DU au cours d'une crise
« /12 semaines
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Traitement de fond

T  id
Statins

UA
. 6@—

2 @
Losartan - Fenofibrate :

URC-102

Arhalofenate

e

2

Verinurad (RDEA3170) /
3 Probenecnd

‘tanmmmmmmnan

BZB

e

Lesinurad
(Zurampic®)

S

---
o*

Lumen (urine)

Proximal tubule
... __epithelial cell ¢

®sssmmsmans

UA

Topiroxostat

Allopurinol

Hypoxanthine

Xanthine
oxydase

Xanthine

Xanthine

oxydase

UA
Pegloticase/Pegisiticase
\; Febuxostat
Allantoin (Adenuric®,
Uloric®)
Blood

Enterocyte | Gut

HOPITAL RIVIERA-CHABLAIS
VAUD-VALAIS
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Traitement de fond

Indications :
* Goutte symptomatique = 1 crise
« Si:Age <40 ans, comorbidités, uricémie élevee

» Crises recidivantes, tophi, arthropathie
goutteuse, lithiases rénales




Traitement de fond
Objectifs :
* Uricémie < 360 umol/L

» Uricémie < 300 umol/L si tophi,
comorbidités, crises fréquentes

Recommandations SFR 2020
* Uricémie < 300 umol/L

vald
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Diagnostic de Goutte retenu

Initiation du THU

&

Evaluation de la fonction
rénale

/A Allopurinol (Zyloric®)
DFGe>60ml|/min/1.73m? ) N DFGe<30ml/min/1.73m?

DFGe
230ml/min/1.73m?

-
Débuter I'allopurinol De!:n;tgr Ia}l_opulnnol Débuter le
450-100 mg/j el fébuxostat a
80mg/2j Bomes2|

- Echec ou intolerance allopurinol

y 3

* Imurek
« Cardio-vasculaire /\

Augmenter la dose journaliére d'allopurinol de 50-100mg ou le |

fébuxostat de 40mg

Surveiller I'uricémie 2-4 semaines
aprés chaque augmentation de dose

Augmenter la dose journaliére d'allopurinol de 50-100mg
(maximum 900mg/j) ou le fébuxostat de 40 mg (maximum
120mg/j) jusqu’a atteindre une uricémie <300umol/l

Research Article

300 pumol/L < uricémie
<360 pmol/L : uricémie > 360 b d d 1 ul *
e ey || e Febuxostat and Cardiovascular Events: A
<300pmol/L : d'allopurinol ou de maximale et/ou L] L] -
maimeniadose || febumostat avieet || ntlérance des Systematic Review and Meta-Analysis
d'allopurinol ou de considérer I'adjonction IXOs: considérer
fébuxostat a vie d'autres mesures hypo- I'adjonction
uricémiantes d’uricosuriques

Prophylaxie des crises par la colchicine a la dose de 0,5 a 1,0 mg/j pendant au moins 6 mois ]

vald
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a

uricémie au moins <360 umol/L N 1 s 1 s 13 34
— John A. Cuenca (&, Javier Balda,” Ana Palacio,”™ Larry Young, mv

Michael H. Pi]]inger,s'é and Leonardo Tamariz >

Surveiller I'uricémie une ou deux fois par an et ajuster la dose
de I'hypo-uricémiant




Trailtement hypouricémiant

Palier mensuel
Surveillance biologique

TABLE 2 Dose of allopurinol required to achieve target urate based on pretreatment serum urate

« Efficacité
¢ TO | é rance ot

Predicted allopurinol dose
(mg/day) to achieve urate 0.36
mmol/l

126

Predicted allopurinol dose
(mg/day) to achieve urate 0.30
mmol/l

443

332

Adapted with permission from John Wiley and Sons from Graham et al. Understanding the dose-

response relationship of allopurinol: predicting the optimal dosage. Br J Clin Pharmacol

2013;76:932-8 [45).

vald
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Traitement de fond

Prophylaxie des crises

* Colchicine 0.5 - 1mg /] 6 mois
« SIIRC (eGFR 30-60 ml/min) 0.5mg/|
 SIIRC (eGFR 10-30 ml/min) 0.5mg /2-3]

* AINS faible dose
* Prednisone < 10mg/j

vald
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Traitement de fond

241 patients

12 semaines
A FBX 10 a 40mg/]

B : FBX 40 + Colchicine 0.5mg/j >
C : FBX 40
Nb de crises m

|

20.8%*

18.9*

19.9*

l

Pas de DS apres ajustement

Group A

(20/96)

§> phase of urate-lowering therapy: results from FORTUNE-1, a prospective, multicentre randomised study. Ann Rheum Dis. 2018 Feb

\%

Group

(18/95)

O(U Yamanaka H.Stepwise dose increase of febuxostat is comparable with colchicine prophylaxis for the prevention of gout flares during the initial

B GroupC Group A+

(18/50)

HOPITAL RIVIERA-CHABLAIS
-V,

Group B
(38/191)




oxicité

Drug
concentration

Genetics

Allopurinol
hypersensitivity

Dose

Recent
commencement
allopurinol
(6-8 weeks)

HLA-B*5801 Renal function

Diuretics

Allopurinol hypersensitivity

HOPITAL RIVIERA-CHABLAIS V
‘ VAUD-VALAIS



Patient

Education +++
Crise versus fond
Regles hygiéno-dietétiques
AR Eviction
« Alcool : biere (y compris sans alcool), spiritueux
« Boissons sucrées riche en fructose : soda, jus de fruits
* Viandes rouges/abats
*  Fruits de mer

@ A préconiser
 Perte ponderale
 Hydratation orale = 2L
Produits laitiers
- Adaptation ordonnance si possible (Losartan : / 30% excrétion)

83
50
8

AAAAAAAAAAAAAAAAAAAAAA
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Facteurs de risque modifiable

Table 1. Multivariable serumn urate level differences and prevalence ratios for hyperuricemia, according to
modifiable risk factors in the NHANES-III*

Multivariable Multivariable
MNo. of prevalence ratio serum urate
No. (%) of hyperuricemia  for hyperuricemia  level difference,
Risk factor subjects Cases (85% CI)t meg/dl (55% Cl)t
BMI, kg/m?
<250 5,785 (40) &07 1.0 0.0
25.0-289 5,133 (35) 1,090 1.85(1.69,2.03) 0.48 (0.44, 0.53)
30.0-349 2,372(18) 728 j2(24% 3 0.84(078,0.89)
2350 1,324(9) 508 R 111 (1.04,119)
DASH adiet score
1st guintile 2,602 (18) S44 1.0 0.0
2nd guintila 2,008 (20) §12 1.08{0.58, 1.19) 0.01{-0.06, 0.07)
3rd quintile 3,495 (24) 706 1.11{1.00, 1.22) 0.04(-0.02,0.10)
4th quintile 3,075 (21) tgs 116105129 0.07 (0.01, 0.14)
Sth quintile 2,540(17) 544 0.12(0.05, 0.20)
Alcohol uze, servings/day
0 7,564 (52) 1,555 1.0 0
0.01-0.09 1,428 (10) 237 0.95(0.85, 1.07) 0.00(-0.07, 0.07)
01-04% 3,398(23) 637 112(1.09,1.28) 016 (0.11,0.21)
05-05% 1,31318) 284 1370123 153 0.32{0.25, 0.40)
21 921 (8) 221 140(1.23 158) 0.37 (0.29, 0.46)
Diuretic use
No 13,328 (92) 2,280 1.0 0.0
Yes 1,235 (8) 654 l 2.24({2 08,2 41) I 1.07 (1.00, 1.15)

* MHAMES-IIl = Third Mational Health and Nutrition Survey; 95% C| = 95% confidence interval; BMI = body mass
index; DASH = Dietary Approaches to Stop Hypertension.
T Mutually adjusted for the other risk factors in the table.

Vald
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The Role of Diet in Hyperuricemia and Gout

Chio Yokose, MD'2, Natalie McCormick, PhD1.23 Hyon K. Choi, MD, DrPH:2
Division of Rheumatology, Allergy, and Immunology, Massachusetts General Hospital, Boston,

MA
2Clinical Epidemiology Program, Mongan Institute, Massachusetts General Hospital, Boston, MA

3Arthritis Research Canada, Richmond, British Columbia, Canada
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Régime pauvre en purines
® Viandes rouges, abats,

fru |tS de mer Gout Risk and a Healthy Eating Pyramid

Symbols for Gout & Hyperuricemia Risk
Red = 1 risk
Green = | risk Use Sparingly
Red | swee
Black = Neutral
meat | Refin
Butter

/\ Eviction avec risque de .
compensation :
carbohydrates, graisses

Nuts and legumes
1to 3 servings

Vegetables Fruit (Cherries)
In abundance ‘ 2 to 3 servings
: 4 4 Whole grain foods Plant oils (olive, canola, soy, sunfloﬁ T,
urines vegetales sans peant, vl
At Most Meals

1 DAILY EXERCISE AND WEIGHT CONTROL
sur-risque

Vald
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Purines

Aliment 100g | Purines en mq | Aliment 100q | Purines en mq
Sardine 360 Thé 2.800
Morue 285 Café 1.169
Anchois 465 Chocolat 820
Saumon 130 Lentilles 142
Truite, carpe 165 Pois verts 71
Sole 136 Levure alimentaire 70
Ris de veau 990 Epinards 70
Foie et rognon de veau 280 Asperge 20
Beauf 110 Haricots 45
Veau 119 Pain complet 37
Porc 125 Chou-fleur 50
Liévre 100 Champignons 70
Poulet 100 Légumineuses S0
Mouton 80 Salades 8
Jambon 75 Caroftes S
Homard 58 Pommes de terre 3
Fromages 58 Lait de vache 0.4

Vald
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Réduction insulinorésistance

Régime méditerranéen

« Acides gras monoinsatures, protéines vegeétales,
céréales completes, poissons

« Consommation modérée en alcool

« Consommation faible en viande rouge, céreales
raffinées et sucres.

* Diminution risque CV, incidence DT2
« Adhérence 85%

« Diminution hyperuricemie : essai PREDIMED

<ivaud



Reduction insulinorésistance
Régime DASH

Céreales completes, fruits, légumes, produits laitiers faible en MG
Protéines végétales, oléagineux

 Diminution PAS et PAD

 Diminution cholesterol LDL et total
 Diminution uricémie

* Diminution risque CV, DT2 et mortalité

Régime vegeétarien / vegan
« Diminution incidence risque de goutte
« ORO0.4vs0.61

<ivaud



Réduction insulinorésistance

Régime hypocalorique
+  Etude DIRECT

. Restriction calorique, faible en graisse
. Restriction calorique, régime Méditerranéen

. Pas de restriction, faible en glucides
Perte 5-7kg a 6 mois
Diminution 0.8mg/dl de I'acide urique
Si hyperuricémie > 7 mg/dl : diminution 1.9 a 2.4 mg/dI

Régime protéiné

Hypocalorique avec régime riche en protéines et faible en glucides et

aliments satures (13 patients, 2000)
 Acide urique : 9.6 a 7.9 mg/dl
 Frequence des crises : 2.1 a 0.6 /mois
«  Ameélioration bilan lipidique

=)

2@

2 PN
e — HOPITAL RIVIERA-CHABLAIS
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Régime adapté
Hydratation orale > 1.5-2L/j

v

| Cluster 1: isolated goutl DASH or Mediterranean or Healthy Pyramid

: ; . Weight loss
| Cluster 2: obesity + HTN | » DASH = et

Weight loss
(V calorie & T exercise)

v

l Cluster 3: type 2 diabetes I Mediterranean ==

g DASH
(TProtein or Healthy Fat)

’ Cluster 4: dyslipidemia | or Mediterranean

A 4

| Cluster5:CVD+CKD | Mediterranean =  Per CKD Care Needs

HOPITAL RIVIERA-CHABLAIS
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Etude DIR

All Participants Weight Loss Total Cholesterol : HDL Ratio
° 0
10 : S
o 3 3 o
10 g A ol
;o : i
E 5 § =
7 12
§ 40 * 14
£ ° -
50 10 46
5 60 Baseloe  Month 6 Month 24 Baseline  Month 6 Month 24
70 HDL-C LOL-C
-80
Baseline Month 6 Month 24

~——low-Carb Diet ~——Llow-FatDiet -~——Mediterranean Diet

Participants with Baseline Hyperuricemia

Change in HOL-C (mmol/L)
- 8ekeke
Change in LDL-C (mmol/L)
i 2 IS e

° Baseline  Month 6 Maonth 24 Baseline  Month6 Month 24
= Triglycerides Fasting Plasma Insulin (Persons without Diabetes)
§ 40 @ v 10
o i i
K 02
g -80 e 5 »
H ° -20
-§ - 02 b
e § %
® -
-140 s 4 £7 %0
o5 -
-160 5 70
-180 08 %0
i Baseloe  Month6 Manth 24 Baseline  Month 6 Month 24
Baseline Month 6 Month 24

e LOw-Carb Diet Low-Fat Diet Diet

Yokose C, Effects of Low-Fat, Mediterranean, or Low-Carbohydrate Weight Loss Diets on Serum Urate
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Régime adaptée
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Internet et f

Vérifier les sources
d’informations des patients

Jelne déconseillé :
hypercatabolisme

aUSSES Croyances

Exemple recommandations sur internet :

Les viandes grasses : le boauf {entrecéte, cite de boeuf, steack haché, boeuf de Kobe,...), le porc
(notamment cotelette, échine et travers), les giblers (v compris bécasse, pigeon, ole, canard)

Les viandes jeunes : le veau, 'agneau (notamment cételette, gigot, épaule entigre), le coquelet, le
dindonneau

Les abats (fole, cervelle, rognons, ris de veau, tripes, langue, coeur)

La charcuterie sauf celle issue de la dinde et du poulet

Les extraits de viande (boulllons de viande, jus, gelée)

L'anchois, la sarding, le hareng, mals également la carps, le brochet, la trulte, le saumon, la morue
(cabillaud), et les ceufs de poissons

Les coquilages, moules, crustacés et autres fruits de mer

Les légumes secs et legumineuses : lentilles, haricots blancs, pois chiches, luping, féves, haricots
rouges et pois secs
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L'all, le piment, le poivron rouge
Les frults contenant beaucoup de frugd ) )
melon, pastégue, poire, kaki, coing, caMs Qgr's mire
Les agrumes

Les fruits secs

La créme et le saindoux

Les condiments : mayecnnaise, aloli, ketchup, sauces industrielles (fondues, cocktails...), sauces
vistnamiennes farmentées (Nuoc Man...}

Les fromages gras, c'est-a-dire caux qui contiennent plus de 50% de matiéres grasses, et tous les
fromages fermentés

Les patisseries

Le pain blanc

Le cacao st le chocolat

HOPITAL RIVIERA-CHABLAIS
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Recommandations

Crises et alimentation

Exces d’apport d’acide urique
 Repas copieux, gras, riche en purines
Défaut d’hydratation
Aliments déclencheurs «individuel»
Vins : risque lieé aux apports glucidiques

Poissons : effet benéfigue cardio-vasculaire, a
limiter pendant phase Initiale




10 recommendations on hifestyle and nut tonal da's

vtsan for patienis with gout and hyperuricemia, recommendat & general, 4-T: nutrmiomal demt's, 8- 10: nusr

1 Weight gain and obesity can lead 1o an increase in SUA levels and gout, In the case of
adipesity, gradual weight loss [atleast in men) can help lower SUA levels and thus protect
against gout
Ewvidlence Zb [Grude B Leved of agreements I

ba

Both gout and hyperuricemia are associated with cardiometabolic and renal comarbidities.
Therefore, regular physical exercisey/ rardiovasoular training (150(-300) min/week of
mederate intensity] is recommeended in addition to weight control and distary measures
Ewvidience Zu [Grude B Lewel of agrecment: T
3 A healthy diet such as the dietary approaches w stop hypertension (DASH) diet in
combination with weight reduction if the patient is overveight, can positively influence
gout incidence, elevated SUA levels and cardiometabolic risk
Ewvidience 2h [Grude B} Lewel of ugrecment: B8
4 Fed meat, offal and sausage products can increase SUA levels and thereby increase the risk
of gout. For this reason, red meat and assoriated products should be eaten less frequently
(2 = fwesk) and only in small quantities. The consumption of purine-rich vegetables is
explicitly recom mended
Ewvidlence: 2B [Grode B) Leved of agreements I
5 Seafood (especially crustaceans and mussels) can increase 514 levels and therefore the risk e - -
of gout and should therefore be consumed sparingly. Fish is recommended for consumption Tralnlng Dletary measures Drmkmg
on a regular basis [1-2 = fper week) as part of a generally healthy diet and also m2 help avoid . . -
cardiovazoular dizeass Aim: Weight control 2 liters water
Evidfences 3 {Grade §) Leved e agresment: 16 150 (-300) min/week Aim: BMI < 25 kg/m? per day at least

L] Drinking alcohal inereases the risk of gout in a dose-dependent manner Beer and spirits in of moderate mtens'ty
particular should be avoided, while red wine has the least potential for increasing the risk of
Eeut

Ewidience: Zu [Grode B} Lewel of agrecment: T

Sugary soft drinks, fruit fuices and high-fructose foods (fruit sugars) can increase SUA levels = =
and shiould therefore be avoided, Frech St and fractose-free “Tight drinks” do not increase w
the risk of gout X s

Ewvidlence: 3 [Grode 8] Leved off ugreement: 8.8
8 Repular consumption of [low-fat) milly/dairy preducts ean loweer SUA levels and is
recommended for all gout patisnts
Ewvidience Th [Grude A} Lewel of ugrecment: B8
9 Regular consumprion of coffes can help to lower SUA levels—in combination with proper
diet and medication and is therefore to be advocated
Evidience: 2 [Grode B) Lewed of agrecment: 56
Cherries (especially the Mantmorency variety) can lower SUA levels by promating urinary 2022 update of the Austrian Society of Rheumatology and Rehabilitation

excretion, However, itis still unclear at what dese the different products (juice, concentrate, Yy . . . .
extract) yicd the mast desirable effrt. It i possible that sour cherries n cainatian vith nutrition and lifestyle recommendations for patients with gout and

allopurine] have a complementary effect hyperuricemia. [ HBPITAL RIVIERA-CHABLAIS
Bviddence 25 [Grude B} Level of ugresment: 9.0 -y s




Recommandations EULAR 2016

Table 1 Overarching principles and final set of 11 recommendations for the treatment of gout

A Every person with gout should be fully informed about the pathophysiology of the disease, the exi of effective its, associated comorbidities and the
principles of managing acute attacks and eliminating urate crystals through lifelong lowering of SUA level below a target level.
ﬁ B Every person with gout should receive advice regarding lifestyle: weight loss if appropriate and avoidance of alcohol (espedially beer and spirits) and sugar-sweetened
drinks, heavy meals and excessive intake of meat and seafood. Low-fat dairy products should be encouraged. Regular exercise should be advised.

C  Every person with gout should be systematically screened for associated comorbidities and cardiovascular risk factors, including renal impairment, coronary heart disease,
heart failure, stroke, peripheral arterial disease, obesity, hyperlipidaemia, hypertension, diabetes and smoking, which should be addressed as an integral part of the
management of gout.

Final set of 11 recommendations

1 Acute flares of gout should be treated as early as possible. Fully informed patients should be educated to self-medicate at the first waming symptoms. The choice of drug
(s) should be based on the presence of contraindications, the patient’s previous experience with treatments, time of initiation after flare onset and the number and type
of joint(s) involved. %u?ﬂl{n{ 3

2 Recommended first-line options for acute flares are colchicine (within 12 hours of flare onset) at a loading dose of 1 mg followed 1 hour later by 0.5 mg on day 1 andfor @W"lllll
an INSAID (plus proton pump inhibitors if appropriate), oral corticosteroid (30-35 mg/day of equivalent prednisolone for 3-5 days) or articular aspiration and injection of =
corticosteroids. Colchicine and NSAIDs should be avoided in patients with severe renal impairment. Colchicine should not be given to patients receiving strong -
P-glycoprotein andfor CYP3A4 inhibitors such as cydosporin or darithromycin.

3 In patients with frequent flares and contraindications to colchicine, NSAIDs and corticosteroid {oral and injectable), IL-1 blockers should be considered for treating flares.
Current infection is a contraindication to the use of IL-1 blockers. ULT should be adjusted to achieve the uricaemia target following an IL-1 blocker treatment for flare.

4 Prophylaxis against flares should be fully explained and discussed with the patient. Prophylaxis is recommended during the first 6 months of ULT. Recommended
prophylactic reatment is colchicine, 0.5-1 mg/day, a dose that should be reduced in patients with renal impaiment. In cases of renal impairment or statin treatment,
patients and physicians should be aware of potential neurotoxicity andfor muscular toxicity with prophylactic colchicine. Co-prescription of colchicine with strong
P-glycoprotein andfor CYP3A4 inhibitors should be avoided. If colchicine is not tolerated or is contraindicated, prophylaxis with NSAIDs at low dosage, if not
[ indicated, should be considered

5  ULT should be considered and discussed with every patient with a definite diagnosis of gout from the first presentation. ULT is indicated in all patients with recurrent
flares, tophi, urate arthropathy andfor renal stones. Initiation of ULT is recommended close to the time of first diagnosis in patients presenting at a young age (<40 years)
or with a very high SUA level (=8.0 mg/dL; 480 pmol/L) andfor comorbidities (renal impairment, hypertension, ischaemic heart disease, heart failure). Patients with gout
should receive full information and be fully involved in dedsion-making conceming the use of ULT.

6 For patients on ULT, SUA level should be monitored and maintained to <6 mg/dL (360 pwmol/L). A lower SUA target (<5 mg/dL: 300 pwmoliL) to facilitate faster dissolution
of arystals is recommended for patients with severe gout (tophi, chronic arthropathy, frequent attacks) until total crystal dissolution and resolution of gout. SUA level
<3 mg/dL is not recommended in the long term.

All ULTs should be started at a low dose and then titrated upwards until the SUA target is reached. SUA <6 mg/dL (360 wmol/L) should be maintained lifelong.

8 In patients with normal kidney function, allopurinol is recommended for first-line ULT, starting at a low dose {100 mo/day) and increasing by 100 mg increments every

2-4 weeks if required, to reach the uricaemia target. If the SUA target cannot be reached by an appropriate dose of allopurinol, allopurinol should be switched to

@) febuxostat or a uricosuric or combined with a uricosuric. Febuxostat or a uricosuric are also indicated if allopurinol cannot be tolerated.

1“2’3 9 In patients with renal impairment, the allopurinol maximum dosage should be adjusted to creatinine clearance. If the SUA target cannot be achieved at this dose, the

.g(U patient should be switched to febuxostat or given benzbromarone with or without allopurinol, except in patients with estimated glomerular filtration rate <30 mL/min.

8> 10 In patients with crystal-proven, severe debilitating chronic tophaceous gout and poor quality of life, in whom the SUA target cannot be reached with any other available A

(k| —— drug at the maximal dosage (including combinations), pegloticase is indicated. } HOPITAL RIVIERA-CHABLAIS v
\\\\\\ ‘ VAUD-VALAIS

11 When gout occurs in a patient receiving loop or thiazide diuretics, substitute the diuretic if possible; for hypertension consider losartan or calcium channel blockers;
fow hunarlinidanmia ronsider 3 clatin ar fenofibete
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Intéréts du regime

e Eviter les crises

« Retarder I'introduction d’un traitement hypouricémiant
(surtout si patient jeune et nombreux facteurs de risque
modifiable)

 Dose d’hypouricémiant nécessaire moindre
=== Diminution uricémie = 1mg/dl = 100mg d’allopurinol

« Important mais parfois insuffisant
*  Hyperuricémie lié a un défaut d’élimination rénale (et non exces

d rt)
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Comorbidités

Goutte associée morbi-mortalité CV
Dépister les autres FARCV
e HTA

4.50
4.00

* Dyslipidemie =

250

HR

2.004

 Diabete

1.004

/7 = V4
. T T T T T T T T T
25 35 45 55 65 75 85 95 105
Uric acid

Dose-response association between serum uric acid (mg/dL) and cardiovascular disease mortality
(HR)

Rahimi-Sakak, F et al. Serum uric acid and risk of cardiovascular mortality: a systematic review and dose-response
meta-analysis of cohort studies of over a million participants. BMC Cardiovasc Disord 19, 218 (2019). P\ mv
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Conclusion

» Maladie chronique et
systéemique

» Traitement crise #
fond

» Education patient
» Régime adapté global
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