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Colchicine prescribing in patients with gout 

We wish to comment on the recent Medsafe Prescriber Update regarding colchicine 

(Colchicine: Beware of toxicity and interaction, March 2011). We acknowledge the 

importance of careful dosing of colchicine for acute gout, as outlined in the New 

Zealand Rheumatology Association position statement on the use of colchicine.
1
 

However, this agent (used at appropriate doses) remains a very important drug for 

management of acute gout in Aotearoa New Zealand.  

This is particularly the case for patients with co-morbidities such as diabetes, renal 

impairment and peptic ulcer disease, where alternatives such as non steroidal anti-

inflammatory drugs and prednisone may cause significant toxicity. Colchicine at low 

dose has been shown to be effective and safe in a recent clinical trial of acute gout.
2
 

We also note that a recent study of colchicine prescribing in South Auckland has 

shown that excessive colchicine dosing is extremely uncommon.
3
 We are concerned 

that the recommendation that “colchicine....must be used with extreme care” is 

excessively alarmist, and may discourage practitioners from prescribing this very 

useful drug for acute gout.  

Low dose colchicine also has a central role in gout prophylaxis; to prevent flares of 

gout when patients start urate-lowering therapy such as allopurinol. The use of low 

dose daily colchicine prophylaxis for at least three months following initiation of 

allopurinol is supported by clinical trial data and is endorsed by the European League 

Against Rheumatism and the British Society for Rheumatology.
4–6

 Numerous studies 

in Aotearoa New Zealand have shown that allopurinol is under-prescribed in patients 

with gout, leading to ongoing poor disease control and risk of joint damage and 

disability.
7–9

 A major reason for this is the exacerbation of gout flares that occur when 

starting allopurinol. These flares are significantly reduced by co-prescription with low 

dose colchicine.
4,10

  

Therefore, we are concerned that the Medsafe Prescriber Update will discourage use 

of low dose colchicine for gout prophylaxis, which in turn will lead to lower uptake of 

allopurinol, with the attendant consequences of work absences, increased health 

disparity, joint damage, renal impairment and increased risk of cardiovascular disease 

and premature death.  

Associate Professor Nicola Dalbeth 
Consultant Rheumatologist 

Associate Professor Peter Gow 
Consultant Rheumatologist and Clinical Head 

Counties Manukau District Health Board, Auckland.  

On behalf of the New Zealand Rheumatology Association. 
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