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Between 1976 and 1985, 194 patients with gouty arthritis ssen at chulalongkorn Hospital,
Bangkok, were studied. Definite and probable gouty arthritis weré diagnosed in 72.7 and 27.3
percent of the patients respectively. Predominantly affected were males (38-%%s), with the'uge.
of onset mainiy over 40 years and the peak on set among those over 60 years (49.&?6)&07:0-
arthritis (74.2%) and podagra (43.3%) were themast common first presentations of the disease.
However, recurrent oligoarticular arthritis (60.3%) and arthritis of the ankle joint (73.2%)
were features that developed in the course of iliness. Tophi were found in 29.9 percent of the
total. Provocative factors and associated diseases were evident in 51.5 and 71.6 percent of the
cases, respectively. Hypertension (44.3% of the total) was the most common of the associated
diseases followed by chronic renal faiture (29.4%). Nearly ull patients with gouty arthritis responded
well to the standard regimen for acute gout,

In conclusion, clinical features of gouty arthritis are similar to those reported
elsewhere but for late onset of the disease an ankle joint involvement is the predominant
feature of our cases of gouty arthritis. N
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Gout is a dlsorder of purine metabolism which
is manifested by arthritis (gouty arthritis), the depo-
sition of monosodlum urate crystals in tissue and
around the joints (tophi), renal damage (gouty kidney)
and hyperuricemia. Both the clinical manifestations
and the biochemical disorders of hyperuricemia and
gout have been studied extensively!!"'? The clinical
pattern of gouty arthritis is characterized by occur-
rence in males at 40 or more years of age with acute
arthritis of the first metatarsophalangeal joint (podagra)
being the most common feature of the disease.-%:12)

The purpose of this study is to present the
clinical features of the disease in patients with gouty
arthritis who were seen during a 10-year period at
Chulalongkorn Hospital, Bangkok, Thailand.

Patients and methods

One hundred and ninety-four cases of acute
gouty arthritis were studied for sex and age distribu-
tion, pattern of presentation, provocative factors,
associated diseases and results of treatment of acute
gouty attacks. All were in-patients seen at the Medical
Department of Chulalongkorn Hospital between Jan-
uary 1976 and December 1985. The diagnosis was
made either by diagnostic criteria for acute gout!!d
particularly with the demonstration of urate crystals
in joint fluid, or by a dramatic response to colchicine
therapy particularly in patients with acute arthritis
together with hyperuricemia and/or presence of tophi,
without evidence of chondrocalcinosis or periarticular
calcification.

Results

The 194 cases were divided into two catagories
depending on the criteria and therapeutic diagnosis
with colchicine. Category I (141 cases or 72.7 percent
of the total) included cases with definite diagnosis
of acute gout in whom urate crystals were identified
in the joint fluid; category II (53 cases or 27.3 percent
of the total) included cases with probable diagnosis
of acute gout in whom the episodes of acute arthritis
showed dramatic response to a therapeutic level of
colchicine.

Table 1 shows the patients’ sex and age at

.onset. Occurrence was predominantly in males (88.7
percent of the total) and the incidence gradually in-
creased in patients over age 40; the peak age at onset
was noted in patients over age 60 (40.2 percent of the
total).

As shown in tables 2 and 3, monoarticular
arthritis (74.2%) was more commonly presented than
oligoarticular arthritis (25.8%) and tenosynovitis
(2.1%) as the initial articular manifestation. The first
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rmctatarsophalangeal Joint was involved in 43.3
percent of the cases followed in frequency by invol-
vement of the ankle (40.2%), knee (29.9%), wrist
(1.2%) and elbow (4.1%).

» Fifteen cases (7.7 percent of the total) were
presenting gouty arthritis for the first time; the majo-
rity of cases (92.3%) were patients who had recurrent
attacks of the disease. Among the latter patients,
oligoarticular arthritis was more commonly observed
than monoarticular arthritis (60.3 vs. 39.7%) as shown
In table 4.

In the course of disease, the octcurrence of

.arthritis was most commonly noted in the ankle joint
‘(#3.7%) followed in frequency by the first metatar-

sophalangeal joint (64.4%), knee joint (63.9%), wrist
joint (25.8%), elbow joint (20.1%), proximal inter-
phalangeal joint of the fingers (13.9%), shoulder
joint.(6.7%) and tendons (12.4%) as shown in table 5.

Tophi were observed in 58 out of the 194
cases or 29.9 percent of the total. In 32.4 percent
of the patients without tophi, the duration of the
disease was lﬁst_hantwoye!s in patients"With tophi
this limited duration was obsctyui in only 10.3 per-
cent. In 32.6 percent of the patients with tophi, the
the duration of disease was more than 10 years, while
such a lengthy duration was observed in only 162
percent of the patients without tophi (details are
shown in table 6). The most common location of the’
tophi were as follows: the ankle joint area including
the anpkle joints, malleolus and Achilles tendon
(55.2%), followed by the elbow (39.7%), first

metatarsophalangeal joint (34.5%)-and knee joint
(19%) as shown in table 7.

Provocative factors which aggravated gouty
attacks were evident in 51.5 percent of all cases.
Medical ilinesses or mental stress were the most
common of these; they were followed in frequency
by attacks occurring after the consumption of alcohol
and food containing organ meat, the occurrence of
trauma, the intake of meat, surgery, exercise and
temperature changes (table 8).

Table 9 shows the incidence of associated
diseases which were found in 71.6 percent of patients.
Hypertension (44.3%) was the most common asso-
ciated disease followed by chronic renal failure defined
as serum creatinine level of more than 2 mg/dl
(29.4%), coronary heart disease (9.8%), diabetes
mellitus (8.8%) and hematologic malignancies (5.2%)
including chronic myeloid leukemia (4) acute leuke-
mia, (2) multiple myeloma, (1) myelofibrosis (1) and
lymphoma. (2) '

Chronic renal failure was evident in 37.9
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percent of the patients with tophi compared with 25.7

percent without tophi. Hypertension was observed in

63.3 percent of the patients with chronic renal failure!

]

41.9 percent of all patients with hypertension showed

evidence of chronic renal failure (tab_le 10.)

Normal serum uric acid levels (less than 7
mg/dl) were evident in 17.5 percent of the patients;

one case had bloody effusion.

The details concerning results of treatment

are shown in table 11. Colchicine was administered
to 86 patients and dramatic positive response defined
as gbod response yielding within 24-48 hour was
obtained in 94.2 percent of those cases; however,
side-effects (nausea, vomiting and diarrhoea) were
observed in 46.5 percent of the cases. Most of the
;iatiénts also responded well to corticosteroid or
corticotrophin and non-steroidal anti-inflammatory
drugs.

Table 1 Age and sex distribution : 194 cases of gouty arthritis.

No. of patients %
Sex Male 172 88.7
Female 22 11.3
Age at onset (years)
0 -19 - -
20 — 29 14 7.2
30 - 39 21 -10.8
40, - 49 36 18.6
A§0 —-59 45 23.6
60+ 78 40.2

* Table 2 Pattern of initial articular manifestation : gouty arthritis.

Articular manifestation No. of patients %
Monoartigular 144 74.2
Oligoarticular 50 25.8
Tenosynovitis ¢ arthritis 4 2.1

Table 3 Initial joint involvement : gouty arthritis.
Joint No. of patients ; %
First MTP (podagra) 84 43.3
Ankle 78 40.2
Knee 58° 29.9
Wrist 14 7.2
Elbow 8 4.1
Shoulder 2 1
PIP 2 1
MCP 1 0.5
Other MTP 1 0.5
S.C. 1 0.5
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Table 4 Pattern of articular manifestation (during interview) of gouty arthritis patients.

Table 5 Joint

Wrvasmnanaiinveadthilsamd

Articular .
manifestation No. of patients - %
First attack 15 7.7
Recurrent attack 179 92.3
. Monoarticular 71 39.7 .
. Oligoarticular 108 60.3

involvement of gouty arthritis (in course of disease).

Joints No. of patients %
Ankle 142 73.2
First MTP (podagra) 125 64.4
Knee 124 63.9
Wrist 50 25.8
Elbow 39 fo.1*
PIP 27 13.9
Shoulder 13 6.7
Other MTP 5 2.6
Hip 2 1.0
S.C. 1 0.5
M.C.P. 1 0.5
Tarsal 1 0.5
Tendonitis 24 12.4

Table 6 Incidence of tophi and duration of disease.

No. of patients No. of patients

s tophi (136) ¢ tophi (58)
Years No. % No. %
0 -2 44 32.4 6 10.3
2t -4 o 32 0235 12 20.7
4t - 6 18 13.2 11 19.0
6T -8 11 8.1 9 15.5
8t - 10 9 6.6 1 1.7
10% 22 16.2 19 32.6

541
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Table 7 Location of tophi.

| No. of pagients %
Present 58 (29.9)*

First MTP 20 345
Other MTP 8 13.8
Toes 7 12.1
Ankle 18 31.0
Malleolus * 11 19.0
Achilles tendon 3 5.2
Foot (dorsum) 15 25.9
Knee 11 19.0
Elbow 23 39.7
Wrist 8 13.8
MCP 4 6.9
Fingers 9 15.5
Hand 1 1.7
Shoulder 1 1.7
Pinna 7 12.1
Skin 4 6.7

YMAINININYNS

( )‘ Percentés_e of the total number of cases otherwise the percentage of the patients with tophi

“Table 8 Provocative factors in acute attacks of gouty arthritis.

No. of patients %
(194)

Present 100 51.5
Medical illness/or stress 39 20.1
Consumption of

alcohol 22 11.3
organ meat 21 10.8
meat 13 6.7
Trauma - 15 7.7
Surgery 7 3.6
Exercise 7 3.6
Temperature changes 5 2.6
Infection 1 0.5
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Table 9 Associated discases in patients with gout.
No. of patients %
} (194)
Present 39 71.6
Hypertension 7 » 86 4.3
Chronic renal failure ) 57 29.4
Coronary heart dis.” ; 19 9.8
Congestive heart failure 6 3.1
Rheumatic heart dis. 4 2.1
Diabetes mellitus 17 8.8
“Acute renal failure 1 0.5
Haematologic malignancy 10 5.2
CVA 1 0.5
Cirrhosis 2 1.0
Glycogen storage dis. o ¥ 0.5
Other malignancy 3. 1.5
Table 10 Hypertension and chronic renal :failure in patients with gout.
.
Gout in 194 patients
with without
hypertension hypertension
86 108
No. % No. %
Chronic renal failure 36 41.6 21 19.4
‘Without chronic renal failure 50 58.1 87 80.6
Table 11 Result of treatment of acute gout.
No. of Response " Side-effect
patients
nausea/vomitting diarrhes
No. % " No. % } No. %
Colchicine 86 81 942 | 2 23 40 | 465
Piroxicam 41 4] 100
ACTH 26 26 100
Dexamethazone 15 15 100
Oxyphenbutazone ' 17 15 88.2
Indomethacin 8 8 100
Sulindac 2 2 100
Phenylbutazone 3 2 66.7
Naproxen 1
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Discussion

The incidence of gout is about 0.2-0.3’
percent of the population of the United Statés®
and some regions of Europe.312:19 The incidence
of gout is not evident in the South Pacific area;
however, the clinical features of gout have been
reported in patients from Malaysia (130 patients),
Japan (2,500 patients) and the Phillippines (260
patients).(1>1? In Thailand, no survey on the in-
cidence of gout has yet been performed; however, ‘
the clinical features of 260 patients with gout were‘
presented at Fifth SEAPAL Congress of Rheuma-
tology, which was held at Bangkok in 1984.(18)

Gout occurs predominantly in males as.
have been found in more than 90 percent of the
cases reported.(3’6’12’”'18) However, an incidénce
among females of more than 20 percent has been
reported in a few studies.*> In our series, males
were more commonly afflicted than females, as
previously reported. The peak age of incidence
was during the fourth to sixth dacades of life3:
6:12,17.18) 1y our patients, the peak age of inci-
dence was commonly observed in patients over
age 60 (40.2 percent of the total); gout is generally
censidered a disease of males, occurring in patients
over 40 years of age.
b Monoarticular arthritis is the most common
feature of the initial manifestation of the disease;
~ this pattern was reported in 80-90 percent of the
cases and the most commonly involved joint was the
first metatarsophalangeal joint (podagra).(:6:12:17)
In subsequent attacks of gout, oligoarticular arthritis
has been more frequently ovserved than monoar-
ticular arthritis in the majority of reports.(3-12)
This observation was evident in more than half
the cases reported and podagra was the most com-
monly involved joint. In our series, the initial pattern
and subsequent articular involvement were not
different from those of previous reports; however,
involvement of ankle joints was more predominant
than that of the first metatarsophalangeal joints,
particularly in the course of disease. Similarly, the
intermittent pattern of gouty attack was the main
feature of the disease.

4 The incidence of tophi in the present study
occurred in 29.9 percent of the total, which was
in the same range of incidence as previously re-
ported (17-53%).(1'2'3'12) Currently, a decreasing
incidence of tophi in gouty patients has been
reported,1%-21) which is probably due to early re-
cognition of the disease and better care for patients.
As in previous studies,(3'12’22) the occurrence of
visible tophi was more frequently evident in patients
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with a long history of the disease than in those
whose duration of disease has been short. Chronic
renal failure was more comonly observed in patients
with tophaceous gout than in non-tophaceous pa-
tients.(3:12:22:23) In our series, the prevalence of
chronic renal failure was noted in patients with
both tophaceous and non-tophaceous gout (37.9
'percent and 25.9 percent, respectively). Nearly
half of the patients with hypertension showed evidence
of chronic renal failure; compared with the non-
hypertensive cases renal failure was evident in only
one-fifth of our cases. These findings support the
observation that hypertension and the duration of
gouty arthritis are factors involved in the deve-
lopment of renal failure.(34:25) Urolithiasis was
reported in 10-30 percent of the reported cases;
also acute renal failure occurred but infrequently.(23:26)
Eight percent of the present cases showed evidence
of stones but only one case showed evidence of
acute renal failure. Renal damage from gout is
caused either by deposition of urate crystals in
the interstitial tissue of the kidney, which leads
to progressive renal failure in the form of chronic
renal failure (urate nephropathy), or by blockage
of uric acid crystals in the tubules and the urinary
tract (uric acid nephropathy), which leads to the
formation of stones or complete blockage of uri-
nary flow (acute renal failure).(23) The latter problem
can be prevented or treated by hydration, by the
administration of drug to achieve alkalinization
and by the treatment of hyperuricemia.

It was found in more than half the patients
in this study that medical illnesses, mental stress,
the consumption of meat or organ meat and alco-
hol, as well as trauma and surgical procedures can
provoke an attack of gout as has been reported
previously.(6’12'26)

Gouty patients usually have been found to
have associdated disease, particularly hypertension,
coronary heart disease, hyperlipidemia, diabetes
mellitus and hematologic ma.lignancy.(3’6'12’17’27'23)
Our patients were no exception.

As discussed in previous report_s,(lz’zo'”'n)

acute gout can be easily controlled by a regular
regimen of treatment with such drugs as colchicine,
non-steroidal anti-inflammatory drugs and steroidal
preparations.

In conclusion, gouty arthritis was found
to be more common among males, particularly
those over 40 years of age and monoarticular
arthritis was the most common feature of the initial
manifestation of the disease. In the course of illness,
oligoarticular arthritis was more frequently observed
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than monoarticular arthritis. Provocative factors
and associated diseases were often found. Acute
gout was easily controlled by colchicine or non-
steroidal anti-inflammatory drugs and steroidal
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