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Checking into my EMR from home one evening, I spy 
a new referral in the electronic fax inbox. “Please see 
this patient with a + ANA, joint pain and a rash.” Well 

that could be systemic lupus erythematosus (SLE) in a young 
woman, but the patient this time is a 68-year old man with a 
long history of eczema, hand and knee X-rays showing typi-
cal osteoarthritis, and an ANA of 1/160 homogeneous, with 
negative RF, C3, C4, CH50 and anti-dsDNA having been 
done as well. Not an uncommon situation, and fertile ground 
for an e-Consult where those exist, perhaps accompanied by 
sending back the Centre for Effective Practice OA tool (www.
cfpc.ca/uploadedFiles/CPD/OATOOL_FINAL_Sept14_ENG.
pdf) and other suggestions for management.

Talking shop with other rheumatologists over dinner or 
at conferences, we are all receiving these types of referrals. 
While Choosing Wisely Canada has widely promoted the 
inappropriateness of many serologic tests in rheumatology, 
we don’t seem to be having much impact on the ground. 
Why? There is extensive literature on the poor sensitivi-
ty and specificity of RF and ANA tests.1,2 Overtesting and 
overdiagnosis were highlighted in a plenary session at EU-
LAR 2019, with ANA testing prominently featured (poster 
OP0020). I note that medical labs are marketing certain 
tests to patients for which they must pay out-of-pocket, in-
cluding the JOINTSTAT test for rheumatoid arthritis (RA), 
but no one is pitching RF and ANA testing to patients or 
physicians. No academic rheumatologist I have ever met 
says that their lectures to medical students or family med-
icine residents advocate for RF or ANA tests in all patients 
with joint pain, or as a necessary prerequisite to a rheuma-
tology referral. No clinical practice guidelines suggest this 
behaviour. While some hospitals may allow the ordering of 
a “rheumatology lab panel”, the tests must be ordered indi-
vidually in outpatient practice. In Ontario, the standard lab 
requisition does not list any of these tests on the preprint-
ed form. They have to be ordered individually, and man-
ually added to the form. Despite this proven behavioural 
economics technique designed to reduce test ordering, the 
flood of RF, ANA, HLA-B27, anti-CCP, anti-ENA and comple-
ment component ordering persists, as illustrated in Cana-
dian studies.3,4 

What can be done to reduce the “stickiness” of this un-
desirable learned behaviour? Is the cohort of primary care 
physicians who started practice before Choosing Wisely a 
lost cause? One hopes not. At the individual level, I have 
delivered a talk on Rheumatology Lab Testing many times 
to large audiences at various primary care conferences. It 
is a popular session, but am I changing behaviour? Hard to 
know. At one lecture covering a specific health region near 
Toronto, I was able to find a listing of all the rheumatologists 
in the area and their requirements for referral requests. Re-
assuringly, none demanded any of the abused tests as a pre-
requisite for seeing a patient (www.mississaugahaltonhealth-
line.ca/listServices.aspx?id=10981). The CART referral form 
on the rheuminfo.com website also focuses primarily on ele-
ments of the history and examination (rheuminfo.com/docs/
physician-tools/Canadian-Arthritis-Referral-Tool-CART.pdf). 
RF, ANA, ESR and CRP are mentioned, but not mandated.

If the carrot does not work, maybe the stick will. Af-
ter six years without a contract and with progressive fee 
cuts, Ontario physicians including rheumatologists now 
have an arbitrated settlement with the Ontario Ministry of 
Health as of early 2019. As part of the deal, an Appropri-
ateness Working Group has been established to find sav-
ings of $460 million over the next few years by tightening 
fee code definitions or delisting certain services. Dr. Julie 
Kovacs and I have submitted proposals in the rheumatolo-
gy sphere, and dealing with inappropriate lab testing is a 
prominent component. The costs incurred are not just the 
few dollars for each test, but the downstream consequences 
related to patient anxiety over positive tests, and the gen-
eration of inappropriate referrals which are expensive, and 
also impede access to rheumatology consultations for pa-
tients who most need us. No decisions have been made to 
date, but we remain hopeful.

As they say, every dog has his day. Despite my feelings 
about inappropriate ANA testing, I was interested to find 
a poster at EULAR 2019 showing that a negative ANA test, 
which I might never have ordered myself in a patient with 
RA, could be useful. The study showed that RA patients 
who had a negative baseline ANA never developed an-
ti-drug antibodies when treated with infliximab or adali-
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mumab (poster SAT0155). As I have no access to 
anti-drug antibody testing, the negative ANA test 
ordered by someone else before referring me an 
RA patient might actually be helpful in deciding 
what to do if that patient experiences a secondary 
failure of one of these two anti-TNF therapies. 

Meanwhile, checking back in at the office, there 
is a new referral: “A 53-year old man with numerous 
work injuries and chronic pain has a slightly high 
ESR of 28, a weakly + RF of 15 IU, and an ANA + 
at 1/40 homogeneous pattern. Please assess for 
rheumatologic causes of pain.” I am accustomed to 
this, but I hope rheumatologists of the future will 
be spared this type of consult request, if our educa-
tional efforts are successful.

Philip A. Baer, MDCM, FRCPC, FACR
Editor-in-chief, CRAJ
Scarborough, Ontario
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Glossary:
ANA: anti-nuclear antibodies
RF: rheumatoid factor
C3: complement component 3
C4: complement component 4
CH50: total hemolytic complement 50
anti-dsDNA: anti-double-stranded DNA
HLA-B27: human leukocyte antigen B27
Anti-CCP: anti-cyclic citrullinated peptide 
Anti-ENA: anti-extractable nuclear antigen
CART: Comprehensive Arthritis Referral tool
ESR: erythrocyte sedimentation rate
CRP: C reactive protein
anti-TNF: anti tumor necrosis factor

Save the Date!

The CRA would like to announce that the 
2020 CRA Annual Scientific Meeting (ASM) and 
Arthritis Health Professions Association (AHPA) 

Annual Meeting will  
be held in Victoria, British Columbia  

from February 26-29, 2020.

New: We are excited to share the following new 
program offerings, which will run ahead of our 

Annual Scientific Meeting in Victoria, BC.

Review Course: February 26, 2020

The Review Course will be open to all practicing 
rheumatologists interested in updating their 
knowledge base and will focus on hot topics 

within the rheumatology world. 

The CRA, the Arthritis Society and Canadian 
Institutes of Health Research/IMHA will co-
present:  The Canadian Arthritis Research 

Conference: Taking Collaborative Action on 
February 25-26, 2020. 

The Canadian Arthritis Research Conference will 
bring together multidisciplinary stakeholders to 
explore perspectives, advance knowledge and 
enhance Canadian leadership in the world of 

arthritis and rheumatic diseases.

For more conference information and 
important dates, visit rheum.ca.

See you in Victoria!

ANNUAL SCIENTIFIC MEETING
ASSEMBLÉE SCIENTIFIQUE ANNUELLE

VICTORIA  •  FEB 26-29 FÉV 2020

 

Apropos of Appropriateness 
(Continued from page 3)




