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1 Do not order ANA as a screening test without specific signs or symptoms of a rheumatic 
condition. 
Anti-nuclear antibody (ANA) should not be used as a screening test in patients without specific signs or symptoms of 
systemic lupus erythematosus or other systemic autoimmune rheumatic disease (e.g. inflammatory arthritis, malar rash, 
photosensitivity, etc.) since ANA positivity may occur in non-rheumatic conditions and in “healthy” populations (up to 
20%).  In consideration of juvenile idiopathic arthritis (JIA), a positive ANA indicates increased risk of uveitis, but is 
not a useful screening test for the diagnosis of JIA.  Inappropriate ANA testing may be misleading, precipitate further 
unnecessary testing, and lead to patient anxiety. 

2 Do not order labs for drug toxicity monitoring (i.e. CBC, liver enzymes, creatinine) more 
often than every 12 weeks for patients on a stable dose of non-biologic DMARDs.
Pediatric patients on stable doses of non-biologic disease modifying anti-rheumatic drugs (DMARDs) (e.g. methotrexate, 
sulfasalazine) without specific risk factors (e.g. obesity, diabetes mellitus, renal disease, alcohol use, concomitant use 
of hepatotoxic or myelosuppressive medications) are at a low overall risk of toxicity. More frequent blood draws pose an 
unnecessary burden to pediatric patients and the health-care system. Patients new to treatment, on escalating doses, or 
with abnormal baseline labs typically require more frequent monitoring. 

3 Do not order HLA-B27 unless spondyloarthropathy is suspected based on clinical signs or 
symptoms.
Back pain is a common symptom relative to the incidence of spondyloarthropathy (SpA) in children. In addition, the 
prevalence of HLA-B27 is 2-8% in the general population, and individuals with a positive HLA-B27 have a low probability 
of developing SpA. As such, HLA-B27 testing is not useful as a single diagnostic test in a patient with low back pain 
without specific signs or symptoms of SpA (e.g., inflammatory back pain, peripheral arthritis, enthesitis, or acute anterior 
uveitis) or suggestive findings on MRI. Of note, patients with confirmed Juvenile Idiopathic Arthritis (JIA) may have 
HLA-B27 testing in order to classify their JIA subtype.

4 Do not order RF or anti-CCP in patients with arthralgia but no arthritis on exam.  
In children, the vast majority of musculoskeletal (MSK) pain is non-inflammatory (97%) and is rarely secondary to a 
rheumatic disease. For patients with arthralgia (joint pain) but no arthritis on physical exam (defined as presence of joint 
effusion or ≥2 of warmth, tenderness, stress pain, reduced range of motion), testing rheumatoid factor (RF) or anti-cyclic 
citrullinated peptide (anti-CCP) is not clinically useful and has low diagnostic utility. For example, a positive RF may result 
from various infections. Performing such tests without clinical relevance may result in unnecessary additional testing and 
anxiety.

5 Do not order Lyme disease serology as an explanation for musculoskeletal symptoms 
without an exposure history and exam findings. 
Lyme disease is most likely to occur if an individual resides in or visits an endemic area. The most common 
musculoskeletal (MSK) manifestation of Lyme disease is persistent or intermittent arthritis in at least one joint (typically the 
knee) which develops within weeks to months after a tick bite. Chronic diffuse arthralgias, myalgias or fibromyalgia alone 
are not criteria for MSK Lyme disease. Testing for Lyme disease should be limited to children with characteristic clinical 
signs and risk of exposure to Lyme to avoid false positive tests and unnecessary treatment.



6 Do not use intra-articular corticosteroid injections as a treatment approach for a large 
number of joints or joints that have been injected multiple times.
Pediatric patients with juvenile idiopathic arthritis (JIA) often benefit from treatment with intra-articular corticosteroid 
injections, especially when arthritis is impacting activities of daily living. However, in patients with polyarticular JIA (≥5 
affected joints) the probability of a short-lived or poor response to corticosteroid injections is increased when compared to 
those with oligoarticular JIA (≤4 affected joints). Lack of concomitant initiation of a disease modifying anti-rheumatic drug 
(DMARD) in polyarticular disease is also a risk factor for suboptimal response to joint injections. In addition, repeating joint 
injections in the same joint (e.g. >2-3 times/year) has a lower probability of achieving disease control compared to initiating 
a DMARD and may be a risk factor for the development of osteochondritis dissecans. Multiple or recurrent intra-articular 
corticosteroid injections may be considered as an adjunctive therapy while awaiting the effect of an escalation in systemic 
therapy.

Do not order a periodic fever genetic panel in patients with a classic presentation of PFAPA 
syndrome without features concerning for other genetic periodic fever syndromes.
Periodic fever, aphthous stomatitis, pharyngitis, adenitis (PFAPA) syndrome is a clinical diagnosis, and currently, no genetic 
mutations have been identified for this condition. Periodic fever genetic panel in patients with classic features of PFAPA—
without any features of another periodic fever syndrome—rarely yields an alternate diagnosis and as such is costly and 
has no clinical benefit. However, genetic testing may be warranted if patients have atypical features at presentation, don’t 
respond to treatment as expected, or develop concerning features over time. 
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How the list was created
The Canadian Rheumatology Association (CRA) Pediatrics Committee established its Choosing Wisely Canada Top 7 recommendations in a multistage 
process combining consensus methodology and literature review. A Choosing Wisely working group was formed including pediatric rheumatologists 
from across the country from diverse clinical settings, an allied health professional, a parent and a patient. This group generated candidate 
recommendations using a series of Delphi surveys. Recommendations with high content agreement and perceived prevalence advanced to a survey of 
all CRA members who practice pediatric rheumatology. CRA members ranked these top items based on content agreement, impact and item ranking. 
A methodology subcommittee discussed the items in light of their relevance to pediatric rheumatology, potential impact on patients and the member 
survey results. The Top 7 items were selected to advance for literature review. The list was reviewed by all pediatric committee members and patient 
partners, and has been approved by the CRA Board of Directors. 
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About The Canadian Rheumatology Association
The Canadian Rheumatology Association (CRA) is a proud partner of the Choosing Wisely Canada campaign. 
Representing close to 600 rheumatologists across Canada, the mission of the CRA is to promote the pursuit of 
excellence in arthritis care, education and research. The CRA strives to provide the best services and support 
to its membership to provide the best quality of care possible to patients. This includes an amazing lineup of 
topics and speakers for the Annual Scientific Meeting, a website full of information, programs to attract more 
medical students into rheumatology, awards to recognize its members, guidelines development, research funding 
opportunities and excellent working partnerships with other organizations.

About Choosing Wisely Canada
Choosing Wisely Canada is the national voice for reducing unnecessary tests and treatments in health care. One of its important functions is to help 
clinicians and patients engage in conversations that lead to smart and effective care choices.
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