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Medical practice, too, has changed in 40 years with
far greater specialisation and a decline in the number of
health professionals going into the general specialties.
This trend seems set to continue: in the USA between
2001 and 2010, there was a 6-3% decrease in the
number of graduate residents entering primary
care, but a 45% increase in the medical and surgical
subsubspecialties.® In Egypt, India, Jordan, Tunisia,
and Turkey, less than 10% of physicians choose family
medicine.*

Taken together these developments suggest a model
of primary health care with nurses at its centre, able
to call on other medical and specialist support where
necessary and refer on to more specialised facilities.
In this model, nurses and midwives will provide much
of the hands-on care, including the management of
non-communicable diseases. They will coordinate,
supervise, and support the work of community health
workers. Finally, nurses will work with local people and
local community groups, such as health coaches and
knowledge suppliers, and support self-care, promote
health, and prevent diseases.
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Patient education and engagement in treat-to-target

gout care

Gout is the most common inflammatory arthritis
worldwide, affecting 4-0% of adults in the USA and
2.5% of adults in the UK.* The pathophysiology of this
crystal arthritis is well understood, and inexpensive
urate-lowering drugs that address the underlying cause
of the disease are widely available. Yet gout remains
poorly managed, with 70% of patients experiencing
recurrent gout flares? and substantial burden from tophi
and joint damage, which lead to functional limitations
and diminished quality of life.
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Patients with gout often have concomitant cardio-
vascular disease, renal insufficiency, and diabetes,
making treatment of gout challenging. Compounding
this complexity is the time-limited nature of visits
with general practitioners (GPs) who provide most
gout care in many countries. Moreover, management
controversies have arisen due to discordance between
recommendations for the management of gout3*
Guidelines from rheumatology organisations universally
support a treat-to-target strategy that aims to lower
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urate concentrations to prevent crystallisation and the
associated clinical manifestations.>® By contrast, the
American College of Physicians’ guidelines state that
there are insufficient data to support such a strategy, and
suggest that a strategy of treating to avoid symptoms
may be reasonable.” Furthermore, questions have been
raised about the cardiovascular safety of the urate-
lowering drug febuxostat® and, therefore, optimising the
use of allopurinol is gaining attention.’

In The Lancet, Michael Doherty and colleagues™ report
the findings of a UK community-based randomised
controlled trial of nurse-led care that involved education
and engagement of patients and use of a treat-to-target
urate-lowering strategy in 255 patients compared with
usual care, led by GPs, in 262 patients. The primary
outcome was achievement of serum urate concentrations
of less than 360 pmol/L at 2 years, the accepted outcome
for gout trials by regulatory agencies, reflecting the
level below which serum urate should not crystallise
under physiological conditions. In the nurse-led group,
95% of patients compared with 30% in the usual-care
group achieved the primary endpoint after 2 years
(risk ratio [RR] 3-18, 95% Cl 2:42-4-18; p<0-0001). A
similar effect was noted in the 1-year assessment
(95% vs 26%, RR 3-59, 95% Cl 2:72-4-75). The clinically
relevant patient-centred endpoints of gout flares and
tophi were also significantly lower among patients in the
nurse-led group than those in the usual-care group. The
risk of having two or more flares per year in year 2 was
67% lower in the nurse-led group than in the usual-care
group (RR 0-33, 95% Cl 0-19-0-57). Resolution of tophi
occurred only in the nurse-led group, and the risk of
having any tophi at the end of follow-up was 79% lower
than in the usual-care group (RR 0-21, 95% CI 0-08-0-52).
The cost per quality-adjusted life-year gained for nurse-
led care at 2 years was £5066 and was projected to be
cost saving by 5 years.

A limitation of this study was the lack of blinding,
which potentially led to improvements in usual care
by GPs. The true effects, therefore, might be even more
pronounced than reported. Adverse effects were not
uniformly assessed in the usual-care group, which
makes comparison of this aspect of care not possible.
Nonetheless, among 24 (9-6%) participants in the nurse-
led group who discontinued first-line treatment, all were
successfully taking another urate-lowering therapy by
the end of year 1.

Doherty and colleagues’ findings add to the evidence
of the efficacy of urate-lowering therapy on clinical
endpoints in gout. Two randomised trials, one with
febuxostat™ and the other with pegloticase,” showed
improvements in gout flares, and in the pegloticase trial
tophi resolution was greater than with placebo. Taken
together, there are now ample data from randomised
trials supporting a treat-to-target approach for urate-
lowering therapy to improve patient-centred outcomes.

In contrast to previous studies that have reported low
adherence to gout management strategies, adherence
to urate-lowering therapy in the nurse-led programme
in the study by Doherty and colleagues™ was high at
2 years (96%) compared with 56% adherence in the
usual-care group. Doses of allopurinol were higher
in the nurse-led than in the usual-care group, with
79% and 10% of patients, respectively, taking doses
greater than 300 mg/day at 2 years (mean dose
430 mg/day in the nurse-led group vs 230 mg/day in
the usual-care group). Both these factors contributed
to the marked beneficial effects in the nurse-led group.

The findings suggest that patients adhere to
treatment when they receive information about the
pathophysiological causes of gout, have regular follow-
up and feedback, and a treat-to-target approach is used.
GPs might not have the time for provision of gout care in
this manner, but models of care involving non-physician
health-care professionals in other settings, such as
anticoagulation clinics and direct observation therapy
for tuberculosis, have been successful. Development and
training of the health-care workforce to implement this
approach in gout care is now a priority.

Doherty and colleagues™ show a path forward for
improved gout outcomes, demonstrating a package
of care that leads to sustained adherence and clinical
benefits through individualised education focusing on
the central concept of gout as a chronic disease of urate
crystal deposition and through using a well tolerated
proactive treat-to-target approach. Highly efficacious
and cost-effective gout management can be readily
achieved by educating and spending time with patients.
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No benefit of chlamydia screening in primary care?

Chlamydia trachomatis is the most common sexually
transmitted bacterial infection worldwide. Persistent,
untreated infection with C trachomatis leads to pelvic
inflammatory disease (PID) and other complications,
including ectopic pregnancy and tubal factor infertility.
Researchers have shown that interventions that shorten
the duration of infection through timely detection and
treatment decrease PID incidence by 32%.* On the basis
of that and other evidence, many high-income countries
support annual screening and treatment programmes
for chlamydia in young women, repeated screening
of those who are infected, and expedited partner
treatment.”* Given that most C trachomatis infections
are asymptomatic, diagnosis and treatment relies on
effective screening programmes largely delivered in
primary care clinics.

In The Lancet, Jane S Hocking and colleagues* investigate
the effect of clinic-based, opportunistic chlamydia
screening on C trachomatis prevalence and the incidence
of both PID and epididymitis at the population level.
They report the findings of a large, cluster-randomised
controlled trial among patients aged 16-29 years having
consultations for any reason at primary care clinics in
rural towns in Australia. The clinics in the intervention
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group received a package of interventions aimed at  seeArticles page 1413

increasing the proportion of patients screened for
chlamydia, including provider education, payments to
general practitioners and nurses for any eligible patients
tested, quarterly feedback reports, and computerised
reminders, whereas the clinics in the control group were
instructed to provide usual care.

The primary outcome was chlamydia prevalence,
which decreased in both groups: from 5-0% (95% Cl
3-8 10 6:2) t0 3-4% (27 to 4-1) in the intervention group
and from 4-6% (3-5 to 57) to 3-4% (2-4 to 4-5) in the
control group, an absolute difference in prevalence
reduction between intervention and control clusters
of -0-5% (95% Cl -2-6 to 1.5). The incidence of PID
diagnosed in hospital was 40% lower in the intervention
group than in the control group (unadjusted risk ratio
0-6, 95% Cl 0-4 to 1-0; p=0-044), whereas there was
no difference between groups in the incidence of PID
diagnosed in clinics (1-1, 0-7 to 1-8; p=0-56) or in the
incidence of epididymitis (0-9, 0-6 to 1-4; p=0-77).
Screening uptake increased moderately in both groups
during the study, from 8-2% (95% Cl 7-0 to 9-4) to 20-1%
(18-4 to 21-8) in the intervention group and from 8-2%
(7-2t0 9-2) to 12:9% (11-2 to 14-5) in the control group.
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