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The role of clinical inertia in suboptimal
management of gout
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The article on gout now published in Swiss Medical Weekly
is very interesting [1]. By means of a careful analysis, the
authors have investigated the prevalence of patients affect-
ed with gout and the types of approaches used by Swiss
primary care physicians (PCPs) for the management of
gout. The prevalence of this disease in Switzerland (1%) is
closer to those of nearby Italy (0.9%) and France (0.9%),
and less than those of UK, Germany and US (1.5–4%) [2,
3]. However, there is no doubt that, despite these differ-
ences, gout is increasingly the most common inflammatory
arthritis worldwide, especially in men [4].

The paper offers a good opportunity to understand why,
despite new recommendations and/or guidelines continual-
ly proposed by the scientific societies, the management of
gout still remains suboptimal and patients with gout con-
tinue to be the least adherent to the therapy among patients
with chronic rheumatic diseases [5, 6]. In this study, it is
interesting to observe that, although the high percentage
(91.6%) of patients with gout were receiving urate lower-
ing therapy, only 57.5% reached the treatment goal of 6
mg/dl (<360 μmol/l) [1]. Furthermore, of the treated pa-
tients, only 15% had at least one serum uric acid mea-
surement before and after initiation of urate lowering ther-
apy. These results are not surprising and confirm those
observed in other previous studies on the difficulties of
healthcare providers in applying treatment recommenda-
tions in daily practice [5, 6].

This attitude is common to other chronic diseases and
was first defined as clinical inertia in 2001 by Lawrence
Phillips, in this manner: “health care providers do not ini-
tiate or intensify therapy appropriately during visits of pa-
tients with these problems. We define such behaviour as
clinical inertia – recognition of the problem, but failure
to act” [7]. In gout, this term was used by Maravic et al.
to describe the persistent suboptimal management of gout
in France [8]. However, it is difficult to establish exact-
ly the responsibility for this behaviour, since some possi-
ble candidates are only marginally considered. Probably,
at the top of this list there is the still persistent unaware-
ness of the causes of gout. A recent Italian survey involv-
ing PCPs, specialists, pharmacists and patients, found that
lifestyle was acknowledged to be the main risk factor for
gout by nearly 50% of specialists and PCPs, whereas on-
ly 13.8% and 12.4%, respectively, considered the role of
genetic factors [9]. Uric acid overproduction was deemed

to be the cause of gout by 60% of specialists, but insuffi-
cient excretion by only 30%. Finally, PCPs were divided
on serum uric acid target levels, since 48.3% said <6 mg/
dl (360 μmol/l) and 18.9% <7 mg/dl (420 μmol/l) [9]. This
latter aspect is crucial. It is difficult for patients and even
for PCPs to fully understand why the normal value cut off
of serum uric acid is 7 mg/dl or 6.8 while the target should
be <6 mg/dl or, better, <5 mg/l, as in the most recent rec-
ommendations.

Classically, the cut off (upper limit) of normal serum uric
acid was established on the basis of the saturation point of
monosodium urate, which depends on not only urate con-
centration, but also other factors, mainly including pH and
temperature, evaluated in an ideal physicochemical aque-
ous context such as the plasma, which is considered to
be saturated with urate when its level reaches the solubil-
ity limit of approximatively 6.8 mg/dl (405 μmol/l) [10].
However, in synovial fluid, the crystallisation is facilitat-
ed not only by pH and temperature, but also by other pro-
moting factors. On the other hand, many epidemiological
studies have clearly indicated that the cut-off risk for sig-
nificant associations with the most relevant comorbidities
is nearer to 6 mg/dl than 7 mg/dl [11]. Thus, some experts
have proposed lowering the normal range of serum uric
acid to 6 mg/dl [10, 11]. It is possible that this simple revi-
sion could greatly contribute to improving the compliance
with the therapeutic target for gout.

The need to improve strategies in order to obtain patients’
adherence are brought clearly into focus by the very recent
French recommendations for the management of gout,
which detail the overarching principles the major points
that PCPs and specialists should keep in mind to obtain
the best results [12]. It was clearly stated that the treating
physician needs to take the time to inform and educate the
patient [12]. The importance of adequate education was
clearly demonstrated by a very interesting study made in
Nottingham, in which after a nurse-led initial treatment,
>90% of patients had continued on urate lowering therapy
at 5 years with excellent adherence and >86% of patients
met the EULAR treatment target for serum uric acid at 5
years [13]. These findings suggest that personalised inter-
active education about gout and full involvement of pa-
tients in management decisions results in improved long-
term persistence and adherence.
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At present, for the effective management of gout, health-
care providers can have all the best tools for both the diag-
nosis and the treatment. But they should make the time to
apply them.
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