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Longevity:  
Three Rheumatology Aspects
By Philip A. Baer, MDCM, FRCPC, FACR

“The quality, not the longevity, of one's life is what is important.”  – Martin Luther King, Jr.

“Live long and prosper.” – Spock, Star Trek

“May you live to be 120.”  – Traditional Jewish blessing
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Longevity, healthspan, “blue zones” (places where 
many centenarians are found) and biohacks are ha-
ving their moment on both traditional and social 

media. These are not entirely new concepts. My interest 
was piqued by three connections to rheumatology I dis-
covered as I explored the subject.

Dr. James Fries, a pioneering rheumatologist at 
Stanford, is remembered for creating the ARAMIS (Arthri-
tis, Rheumatism and Aging Medical Information Sys-
tem) database funded in 1975 by the National Institute 
of Health (NIH). He also developed the original Health 
Assessment Questionnaire (HAQ), which we all use in 
our clinics in modified format to this day. His 1980 New  
England Journal of Medicine (NEJM) article1 and 1982 key-
note address to the Institute of Medicine2 discussed the 
plasticity of aging, natural death, senescence and the 
concept of “the compression of morbidity,” with the aim 
to improve healthspan more so than lifespan. He theo-
rized that healthy behaviours—exercising, eating well, 
quitting smoking, getting regular medical checkups and 
receiving early treatment—could shift an individual's 
health trajectory from poor health and chronic disease for 
many years to good health until close to the end.3

Practicing healthy behaviours is all well and good, but 
it is human nature to look for shortcuts. Unfortunately, 
as I learned from attending a lecture given by Dr. Coleen 
Murphy recently, and by reading her book How We Age: 
The Science of Longevity, there really are no shortcuts. 
However, there is no shortage of those who have other 
ideas. I was gifted a book called Outlive: The Science and 
Art of Longevity by Dr. Peter Attia, a longevity guru recent-
ly disgraced by his appearance in the Epstein files. I liked 
the advice on exercise and emotional health, but I don’t 
plan to start taking metformin or rapamycin for their po-
tential longevity benefits.

Meanwhile, Dr. Michael Roizen, the Chief Wellness 
Officer at the Cleveland Clinic and former Chief Medi-
cal Consultant on The Dr. Oz Show, wrote The Great Age 
Reboot on this topic. He has now partnered with others 

to launch Lifespan Edge, with clinics offering Therapeu-
tic Plasma Exchange (TPE), indicated as “a breakthrough 
longevity therapy that filters harmful molecules from 
your bloodstream—like inflammatory proteins, antibo-
dies, and toxins—and replaces your plasma with a clean, 
sterile solution. Think of it as a “system refresh” at the 
cellular level.” 4

I will leave TPE to the tech billionaires, as well as stem 
cell injections, but the firehose of information continues 
to gush. 

In December 2025, I attended a Zoom lecture pre-
sented by the Royal College of Physicians and Surgeons of 
Canada, featuring their 2025 Professor-in-Residence, Dr. 
Bertalan Mesko. He is known as The Medical Futurist, and 
is a physician based in Budapest specializing in artificial 
intelligence (AI) and digital health technologies. His lec-
ture was one of the best I have ever attended on the topic. 
I then started following him on LinkedIn, where I came 
across his post “Inside the World’s Most Comprehensive 
Longevity Package.” 5 The CEO of a company called Medi-
Predict reached out to offer Dr. Mesko their full longevity 
and health prevention package, normally costing 20,000 
Euros. He could not resist. The company offers a “broad 
portfolio of services, including full genome sequencing, 
microbiome metagenomics, metabolomics, extensive la-
boratory parameters and imaging diagnostics.” What did 
that entail over a month of testing? All of the following, 
plus four consultations to review the results:

Full genome sequencing (with special analyses such 
as cancer or cardiovascular diseases, based on family 
history), blood tests (over 300 markers, from hormones 
and vitamins to tumour markers and blood glucose tole-
rance test), microbiome testing, abdominal ultrasound, 
body composition analysis (DEXA), coronary computed 
tomography (CT) angiography, cranial magnetic reso-
nance (MR) angiography, osteodensitometry, whole-
body magnetic resonance imaging (MRI), ambulatory 

Continued on page 5
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Longevity: Three Rheumatology Aspects
Continued from page 3

blood pressure monitoring, cardio electrocardiography 
(ECG) patch, exercise tolerance test, biological age test 
from blood, resting and exercise ECG, sleep test, diet dia-
ry, spirometry, continuous glucose monitoring, semen 
analysis, physical examinations (Dermatology, Ear, Nose 
and Throat (ENT), Gastroenterology, Internal Medicine, 
Neurology, Ophthalmology, Urology), gastro- and colo-
noscopy, and a toxin test! This required up to four tests/
day, and was not only physically but emotionally taxing, 
particularly regarding what Dr. Mesko labelled FOFO (the 
fear of finding out, if the results were cause for concern). 

What were the results? Some genetic variants of pos-
sible significance turned up, and positive rheumatoid 
factor and anti-dsDNA tests, likely of no significance 
in a healthy asymptomatic 41-year-old male. When you 
order this many tests in someone with low pre-test pro-
bability of a rheumatic disease, some will be positive, 
as every rheumatologist knows. The dietary advice af-
ter all this testing: “reduce overall fat consumption and 
slightly lower carbohydrates, with sustained attention 
to protein quality rather than quantity, limit deep-
fried foods, excessive fat, rapid or high-volume alco-
hol intake, large single-dose protein loads, and hea-
vily processed meats. Fibre intake and hydration were 
highlighted as areas to maintain or increase.” I could 
have provided that common-sense advice without any 
expensive testing.

What were some of Dr. Mesko’s conclusions?
1)  Longevity requires a LOT of effort, time, privacy, and 

money.
2)  Dealing with longevity comes with a LOT of health 

anxiety.
3)  The burden of noise (incidental findings) in the data 

is an issue.
4)  Lifestyle is still the strongest longevity intervention. 

Despite all this high-tech testing, the most impactful 
actions remain movement/exercise, nutrition, 
sleep, stress management, social connectedness and 
avoiding harmful exposures.

An editorial in the British Medical Journal (BMJ) Christ-
mas 2025 issue on the science of longevity medicine 

reinforced the same ideas. “Despite the hype around 
emerging longevity therapies, the strongest evidence for 
extending healthspan remains in structured lifestyle me-
dicine interventions . . . Lifestyle medicine covers factors 
such as diet, sleep, exercise, social connection, relaxation, 
and avoidance of harmful habits . . . Overemphasis on 
speculative interventions risks distraction from robust 
evidence-based lifestyle measures. Sustainable changes 
in diet, activity, sleep and social connection consistently 
outperform pharmacological alternatives.” 6

Can you access longevity medicine clinics with a rheu-
matology twist in Canada? Yes, you can. Two Ontario 
rheumatologists, Dr. Saeed Shaikh and Dr. Derek Haa-
land, have opened the Precision Longevity Medical Cli-
nic in St. Catharines, Ontario.7 The promise: “Through 
our deep screening, extensive datasets, and personalized 
holistic action plans, optimize your healthspan and un-
lock your longevity potential.” The catchphrases are now 
familiar to me, and the testing ranges from a fibroscan to 
whole body MRI, full genome DNA analysis and liquid 
biopsy multi-cancer early detection blood tests. Longe-
vity pharmaceuticals are apparently available depending 
on the level of longevity programming selected. It all 
sounds very interesting. Let me know if you try it. I can 
assure you that you won’t be meeting me in the clinic’s 
waiting room.

Philip A. Baer, MDCM, FRCPC, FACR
Editor-in-chief, CRAJ
Toronto, Ontario
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With the support of a CIORA grant, we conducted 
an international prospective study to address 
a persistent challenge in rheumatology: the 

accurate diagnosis of giant cell arteritis (GCA). While 
temporal artery biopsy and ultrasound remain standard 
diagnostic tests, they have limitations regarding sensi-
tivity and operator dependence. While 18F-FDG PET/CT 
has been established for detecting large vessel inflam-
mation, it was not recommended as a first-line test for 
cranial GCA because older analogue devices lacked the 
resolution to visualize small cranial arteries. Modern 
PET/CT systems employing digital technology benefit 
from significantly improved resolution, allowing for the 
potential detection of smaller lesions, such as active in-
flammation in the vessels of the head and neck. The aim 
of our study was to investigate the diagnostic accuracy of 
these digital devices compared to ultrasound in patients 
with suspected GCA.

We enrolled patients aged 50 or older presenting with 
classical GCA symptoms across five centers in Canada, 
France, and the Netherlands, imaged with 18F-FDG PET/
CT within 3 days of starting corticosteroid therapy. The 
cohort included 84 patients in the analysis, with a final 

clinical diagnosis serving as the reference standard af-
ter six months of follow-up. Images were interpreted by 
blinded expert readers using standardized visual grading 
scales.

The results demonstrated that digital 18F-FDG PET/CT 
offers superior diagnostic performance. When integrating 
assessment of the cranial vessels, now a reliable possibili-
ty with digital PET/CT devices, sensitivity was 86%, with 
a specificity of 100% for the diagnosis of GCA. In compa-
rison, Doppler Ultrasound (DUS) demonstrated a sensiti-
vity of 68%, with specificity 93%. Furthermore, Bayesian 
analysis indicated a 98% probability that digital PET/CT 
outperforms ultrasound in sensitivity.

This study validates that digital 18F-FDG PET/CT is 
a highly accurate, non-invasive technique for diagno-
sing GCA, particularly in patients presenting with cra-
nial symptoms. By enabling an integrated assessment of 
both cranial and large vessels, digital PET/CT can now be 
considered a viable first-line diagnostic modality. By vali-
dating the accuracy of digital PET/CT, this study provides 
the evidence needed to favour high-resolution imaging as 
a first-line modality, potentially making invasive biopsies 
less frequent in standard GCA care.

Digital 18F-FDG PET/CT as a First-Line 
Diagnostic Tool for Cranial Giant  
Cell Arteritis
By Aubert Roy, PGY-4; Nandini Dendukuri, PhD; Jean-Paul Makhzoum, MD, FRCPC;  
Marie Hudson, MD, MPH, FRCPC; Michael Stein, MD, FRCPC; Étienne Rousseau, MD, FRCPC; 
Patrick Liang, MD, FRCPC; Leonard Levin, MD, PhD, FRCPC; Christian Pineau, MD, FRCPC; and 
Gad Abikhzer, MD, FRCPC

NEWS FROM CIORA
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Building Momentum Together:  
CRAF’s Strategic Path to 2030

WHAT'S THE CRAF DOING FOR YOU?
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The Canadian Rheumatology Association Foun-
dation (CRAF) continues to build momentum as 
it supports research, education, and advocacy to 

strengthen care for people living with rheumatic diseases 
across Canada.

Established in 2022, CRAF was created to provide a 
national charitable platform that complements the work 
of the CRA. Its purpose is simple but important: to create 
meaningful opportunities for philanthropy that help 
rheumatology professionals advance care, training, and 
discovery. Guided by the vision (curing rheumatic diseases, 
enabled by you), the Foundation is entering an exciting 
new phase of growth.

2025 was a year of important progress. The inaugu-
ral Rally for Rheumatology brought together rheuma-
tologists, trainees, patients, and allies from across the 
country, raising over $85,000 while building a sense of 
shared purpose and momentum. At the same time, CRAF 
continued to deliver the Summer Studentship Program, 
supporting researchers, mentors, and students from coast 
to coast. The year also saw the launch of the Commu-

nity Research Fund, expanding opportunities to support 
community-based and system-level research. Behind the 
scenes, CRAF undertook a thoughtful review of the Ca-
nadian Initiative for Outcomes in Rheumatology cAre 
(CIORA), listening closely to funders and stakeholders 
to ensure the program continues to reflect the needs and 
priorities of the rheumatology community.

Looking ahead, 2026 is focused on building on this 
strong foundation. Plans include launching a refreshed 
CIORA program, growing Rally for Rheumatology as a sig- 
nature national campaign, and expanding support for 
students, community research, and education. CRAF will 
also continue to strengthen partnerships with industry, 
foundations, and government, while increasing nation- 
al visibility through coordinated communications and 
storytelling.

As CRAF looks toward 2030, the focus remains on wor-
king together—building trust, sharing impact, and crea-
ting opportunities for the rheumatology community and 
its supporters to help shape a stronger future for patient  
care and research. Learn more at crafoundation.ca.



The Canadian Rheumatology Association (CRA) Pla-
netary Health Taskforce was launched in 2024, with 
taskforce members including Drs. Philip Baer, Claire 

Barber, Sasha Bernatsky, Molly Dushnicky, Beth Hazel, 
Fergus To and Stephanie Tom (Chair). We launched a bi-
lingual sustainability toolkit in spring 2025 after input 
from additional rheumatologists, allied health professio-
nals and patient groups, with over 500 toolkit downloads 
in the first 9 months. In fall 2025, we circulated Around 
the Rheum podcasts in both English and French. In the 
past year, we have accumulated thousands of impressions 
on the CRA’s LinkedIn and X social media accounts.   

  We’ve shared our work through REACTRheum, the 
Canadian Coalition for Green Healthcare, the Canadian 
Association of Physicians for the Environment, the CAS-
CADES network, the Royal College of Physicians and 
Surgeons of Canada, multiple university rounds, the Aus-
tralian Rheumatology Association, the American College 
of Rheumatology, and Choosing Wisely conferences in 
Winnipeg (2025) and in Toronto (2026). We are grateful 
to the CRA for its support and communication assistance, 
as well as grants from the Royal College Foundation and 
Choosing Wisely Canada. To wrap up our taskforce acti-
vities for 2026, we’re launching RheumBingo! as a gamifi-
cation tool to implement the top actionable steps in rheu-
matology offices to reduce our own carbon footprint.    

  Inspired by our annual scientific meeting’s Rheum-
Jeopardy, points will be awarded to Team West or Team 
East. Teams will be evenly matched, with Ontario serving 
as the dividing line. The West includes London, Kitchener, 
Waterloo, Guelph, Hamilton and westward, and the East 
includes Oakville, Mississauga, Toronto and eastward. 
The point categories are Gold (9/9 tasks below completed; 

worth 3 points), Silver (6-8 tasks/2 points) and Bronze 
(4-5 tasks/1 point). This is a self-reporting event, and 
points are awarded per CRA member. Thus, if a team of 3 
rheumatologists in a shared clinic all participate, you re-
ceive triple the points for your team. For submissions and 
further questions, you can reach out to info@rheum.ca.  

 
1.	 Deprescribing: Two-thirds of the healthcare sector’s 

carbon footprint is related to the supply chain, which 
involves the medications and equipment we use. By 
reducing polypharmacy, we also chip away at the life 
cycle of manufacturing, transportation, utilization 
and disposal of products (e.g. taper advanced 
therapies when clinically appropriate with shared 
decision-making with patients or reduce unnecessary 
lab testing).1,2,3  

 
2.	 Reduce waste: Most medical waste can be safely 

sent to landfills, though anything considered 
biohazardous must be incinerated, which results in 
higher carbon emission compared to landfills.4 By 
ensuring proper sorting at the user level, we reduce 
clinic costs for waste disposal (e.g., hand hygiene over 
gloves in certain clinical contexts where there are no 
infection control concerns or invasive procedures). 
Encourage patients to bring their own suitable 
clothing for physical examinations.  

 
3.	 Safe medication disposal: Medications sent 

to landfills or flushed down toilets end up in 
groundwater and other sources. You can direct 
patients to return unused medications to their 
pharmacies for safe disposal.5

Springing Forward Together: 
Sustainability in Rheumatology 
By Stephanie Tom, MD, FRCPC, on behalf of the CRA Planetary Health Taskforce

WHAT'S THE CRA DOING FOR YOU?
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4.	 Preventative medicine: Smoking cessation (due to 
the link between cigarette smoking and autoimmune 
disease flares) and recommending vaccines 
(i.e., seasonal flu vaccines) could reduce risks of 
hospitalizations and ER visits.6 

 
5.	 Exercise or nature prescribing: Encouraging physical 

activity (based on patient interests, access and disease 
status) improves function.7 Any healthcare provider 
(physician, nurse, occupational or physiotherapist) 
can prescribe one free Parks Canada pass monthly via 
the PaRx program.8  

 
6.	 Don’t use exam table paper rolls: Evidence shows 

that high touch surfaces are the sides of the table.9 
If surfaces need to be sanitized, consider washable 
cloths and 70%+ ethyl or isopropyl alcohol-based 
solutions.10 

 
7.	 Mediterranean diet and plant-forward options: 

There is evidence that the Mediterranean diet 
improves autoimmune diseases and cardiovascular 
health. Plant-forward diets generally have a much 
lower carbon footprint than diets high in red meat. 
Diet options should recognize cultural diversity, 
costs, and travel distances of food supplies.11,12  

 
8.	 Use your voice: Advocate for green supplier options; 

mention the importance of reduced single use 
plastics and less packaging for medication (there 
is a preliminary study from France that indicates 
prefilled syringes have much lower emission costs 
than autoinjectors); check out workshops or consider 
QI projects on the impact (planetary and/or cost) of 
environmental changes.13,14 

 
9.	 Insert your idea here! Pick an idea of your choice 

and tell us what you did. For further ideas, check 
out the CRA sustainability toolkit  https://rheum.ca/
resources/planetary-health-for-rheumatology/ (English) 
or https://rheum.ca/fr/resources/la-sante-planetaire-et-la-
rhumatologie/ (French). 

 
Stephanie Tom, MD, FRCPC 
Vice-President, Canadian Rheumatology Association (CRA) 
Chair, CRA Planetary Health Task Force
Trillium Health Partners 
Mississauga, Ontario
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Each and every prescription we provide as physi-
cians carries a hidden journey through the pro-
cesses of production and supply chains that often 

span international borders, unknown to patients and 
providers alike. One example of this is highlighted in our 
“Journey of a Pill,” which provides a detailed look at the 
global path of a single pill of clonazepam, a frequently 
prescribed treatment for various medical conditions such 
as insomnia, anxiety, and seizure disorders.1 As we follow 
the path through extraction, manufacturing, shipping, 
distribution, and elimination, we estimate that each pill 
commonly travels over 52,000 km before even reaching 
the patient (Figure 1). This global journey is not unique to 
clonazepam; it reflects the broader environmental foot-
print embedded in nearly every medication we prescribe.

Procurement describes the process by which systems 
acquire essential supplies and services necessary for pa-
tient care and represents one of the largest sectors of 
greenhouse gas (GHG) emissions by the healthcare sys-
tem. Medications account for around 25% of GHG em-
issions in healthcare systems, according to assessment 

by the UK’s National Health Service.2 Pharmaceuticals 
are inordinately high impact due to the complex supply 
chains and globalization of manufacturing. Important-
ly, so‑called “legacy medications” — the drugs we pres-
cribe steadily for years or even decades — often become 
the most environmentally consequential because their 
cumulative production and distribution footprints grow 
over time. This poses a key opportunity for involvement 
by physicians, as judicious and thoughtful prescribing 
can meaningfully reduce environmental impact. 

Rheumatologic medications have many unique cha-
racteristics that may disproportionately increase their 
environmental impact. For example, patients with rheu-
matologic conditions are often on legacy therapies, many 
starting at a young age. Especially early in disease courses, 
it may take many trials with different medications before 
finding a stable medication regimen, whether due to 
non-medical switching, dose adjustments, or fragmented 
care. When therapies are often long-term and resource- 
intensive to produce and distribute, prescribing stability 
reduces unused medication, minimizes cold-chain trans-

The Environmental Footprint of 
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By Neha Mathur, MD, and Myles Sergeant, MD, FCFP
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port and urgent shipments, and allows supply chains to 
operate more efficiently. Additionally, the field of rheu-
matology has seen the rise in use of biologic medications, 
which include their own unique characteristics when it 
comes to environmental impact, as they often have high 
environmental footprints in the manufacturing process. 
As highlighted in “Sustainable Health Care: An Imple-
mentation Guide for Rheumatology,” biologic and targe-
ted synthetic therapies also generate substantial down-
stream waste through delivery devices, sharps disposal, 
and infusion-related consumables.3 This makes waste re-
duction strategies such as reusable sharps container pro-
grams and appropriate medication disposal particularly 
relevant in this specialty. In addition, thoughtful coordi-
nation of medication changes and biosimilar transitions 
can help avoid parallel prescribing, stockpiling, and un-
necessary medication disposal, preserving both environ-
mental and system resources.

Bearing in mind the journey each prescription takes, 
as prescribers there are many ways we may consciously 
have an impact on the environmental footprint our care 
creates. For example, advocating within hospital systems, 
offices, and pharmacies to carefully consider the impact 
of the suppliers that are chosen is important. Influencing 
procurement decisions with the clinical expertise we bring 
can lead to more sustainable upstream choices. Appraising 
our own prescribing practices and deprescribing or stably 
prescribing when clinically appropriate can further reduce 
waste. Engaging trainees early in their education to instill 
these concepts can have meaningful downstream effects 

and lead to a culture shift towards considering sustainabi-
lity in everyday patient care decisions. Understanding the 
hidden journey of our medications reminds us that sustain- 
ability is not an add‑on to clinical care — it is woven into 
every prescribing decision we make.

Neha Mathur, MD
Internal Medicine Resident,
Western University

Myles Sergeant, MD, FCFP
Family Physician, 
Hamilton Health Sciences and Shelter Health Network
Executive Director, 
Canadian Coalition for Green Healthcare
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Climate change has been called a “code red” em-
ergency for humanity by the Canadian Medical 
Association alongside other organizations. This 

framing helps to highlight the significant health impacts 
that climate change has on humanity alongside the ur-
gency of the problem. Indeed, a growing proportion of 
Canadians are experiencing significant health impacts of 
climate change including direct displacement due to wild 
fires, floods and other extreme weather events, and ele-
vated health risks from poor air quality during wildfire 
season and from extreme heat. Indigenous communities 
have been disproportionately impacted by these events. 
Similarly, individuals who are vulnerably housed, older 
adults, children, pregnant persons and those with chro-
nic diseases are more vulnerable to the health impacts 
of climate change. Lastly, the mental health impacts of 
climate change are at epidemic proportions, especially 
among youth. 

On a personal note, I have lived in Alberta since 2011, 
and my province has experienced some of the worst cli-
mate disasters in Canadian history, including massive 
wildfires, hailstorms, drought and flooding. Each spring, 
I watch as the river beside my home swells and worry 
whether this will be the year it floods again. In summer, 
I worry whether I can take my young daughter to play 
outside. I worry about travelling into the mountains with 
my family when the forest fire risk is high, as they have 
been predicting that the famous Bow Valley region may 
go up in flames for some time. My family has vacationed 
in recent years to several areas that burned to the ground 
the very next year—including Jasper National Park. In 
2023, my daughter swam in a lake in interior BC as wa-
ter bombers collected water from it to put out fires we 
could see nearby. This situation isn’t normal. I have a lot 
of anxiety about the world we are leaving for future gene-
rations. Compounding this stress is the reality that many 
government policies continue to prioritize industry inte-
rests and profits over long-term environmental strategy. 
This short-sightedness threatens the health of our planet 
and is costly for human health and well-being.1 One evi-
dence-based strategy for handling climate-based anxiety 
is climate action. Over the last several years I have been 
increasingly active on multiple personal and professio-
nal fronts to address climate change and one of them is 
advocacy. 

Physicians have long been at the forefront of advo-
cating for health and, indeed, this is a central tenet of 
competency for physicians in the CanMEDS framework. 

Physicians don’t need to be climate scientists; we can use 
our knowledge of the health impacts of climate change in 
the populations we care for to create evidence-based ad-
vocacy infused with storytelling and impact. This is what 
creates a powerful message for change. 

How does climate change impact you and your family? 
How are your patients impacted? 
Who are you going to tell to make a difference?
While becoming an advocate in the space of climate 

change and health can seem daunting, there is lots that 
can be done — both big and small. Every little bit helps. 
Here are some ideas:
1.	 Write a letter to the editor. 
a.	 Pro tip: collaborate with friends or medical students 

to make this more fun.

Advocacy in Planetary Health
By Claire E.H. Barber, MD, PhD, FRCPC
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Dr. Barber at a climate protest held during the World Petroleum 
Conference in downtown Calgary (the mask wearing was part 
of a performance piece led by one of the groups). 
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b.  View the links below for examples:
•	 https://www.nationalobserver.com/2024/11/12/opinion/

op-ed-alberta-coal-power-mine-expansion
•	 https://healthydebate.ca/2024/09/topic/fossil-fuels-ban-

ads-greenwash/ 
2.	 Start or join an existing campaign: This can be 

as easy as signing a petition or personalizing and 
forwarding a letter to your MLA or other government 
representative. 

a.	 Want to do something right now? Check out active 
campaigns at these organizations
•	 https://www.forourkids.ca
•	 https://davidsuzuki.org/
•	 https://cape.ca/
•	 https://cpaws.org/take-action/
•	 https://www.coalpetition.ca/ 

3.	 Ask to meet with a governmental representative: 
Go prepared with simple messaging and a clear 
request. Ask if you can leave them a policy brief or a 
1-pager so they can spread the message, and whether 
you can follow up.

4.	 Join a local committee or national organization: 
This can be as simple as joining a mailing list to 
ensure you are up to date with existing campaigns. 
You may want to attend monthly meetings and 
become more involved with local events. The bonus 
is making new friends and knowing you aren’t alone 
in your fight for climate action.

5.	 Support communication to the public: This can be 
through 1:1 conversations with patients, family, and 
friends, or through sharing or creating posts for social 
media on relevant evidence-informed topics relating 

to the health impacts of climate change. Regional or 
local organizations may also sponsor different events 
you can join or volunteer at to engage the public such 
as movie screenings with expert panels, or other 
community events.

6.	 Attend a climate action protest: When the World 
Petroleum Congress or the G7 Summit comes to 
your city, let them know how you feel. Gather some 
friends, get your kids to help you make some signs 
and join a peaceful protest.

7.	 Donate: If you are too short on time to do any of the 
above, consider donating to a group that does work in 
this space.
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Planetary health is on everyone’s minds. We worry 
about the future of our planet and try to make indi-
vidual changes to improve outcomes, but we all re-

cognize that broad-based changes are the most impactful.
It is not surprising that the Royal College of Physicians 

and Surgeons of Canada’s new strategic plan features a 
section on championing planetary health and sustain- 
able health care. It calls upon its members to promote 
environmentally sustainable health care as part of our 
responsibility to future generations and to the long-term 
stability of Canada’s health system. They recognize that 
specialist physicians and health care teams can play a 
unique role as stewards of sustainable health care and ad-
vocates for the health of populations, including systemi-
cally marginalized groups who may be more significantly 
impacted by climate change.

To support planetary health and sustainable health 
care, the Royal College’s goals include: 
•   Development  and curation of planetary health and 

sustainable health care learning resources 
•   Collaboration with other organizations to define and 

support the role of specialist physicians in planetary 
health
To this end, they have recognized the importance of 

adding planetary health and sustainable health care to 
the academic curriculum of residency programs. In the 
new version of the CanMEDs framework, teaching and 
assessment of competencies related to environmental 
stewardship will be embedded as training requirements 
and will be subject to accreditation surveillance.

Within the Royal College’s own mission to support 
planetary health and sustainable health care, they are re-
viewing the impacts of exam delivery and are considering 
how to minimize travel and reduce the carbon footprint 
associated with conducting formal exams. In addition, 
they are working to improve stewarding of resources by 
reviewing their corporate social responsibilities with 
the goal of developing a corporate social responsibility 
framework.

They have curated some practical steps specialists like 
us can take to reduce environmental harm at work and 
produced a series of YouTube Videos called “This planet 
has two minutes.”

Finally, the Royal College is looking to support passio-
nate groups, like our own CRA Taskforce, by sponsoring 
projects and contributing to a planetary health coalition 
of members and partner organizations.  

When we teach a new skill to our trainees, we say that 
the key to mastery is to “see one, do one, teach one.”  
When it comes to saving our planet that same philosophy 
applies, but we are all students, teachers and role models. 
And this is part of our lifelong learning journey.

Elizabeth M. Hazel, OLY, MDCM, FRCPC, MM
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McGill University Health Centre
Assistant Dean, PGME, CBME
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For well over a decade, I have had a strong interest 
in air pollution’s association with immune dysregu-
lation and the development of rheumatic diseases. 

When the Journal of the Canadian Rheumatology Association 
(CRAJ) invited me to write about my research in this area, 
I was thrilled! Of course, in rheumatology we know that 
environmental exposures, alongside genetic susceptibili-
ty, likely play key roles in disease initiation and progres-
sion. However, many exposures that are strong triggers 
for certain autoimmune rheumatic diseases (such as res-
pirable silica) are relatively uncommon. Air pollution, on 
the other hand, is something everyone is exposed to.

Using large data sets from Canada (and the United 
States), my group examined fine particulate matter (air 
particles that are less than 2.5 µ in diameter, PM2.5) and 
other common air pollutants in relation to both autoanti-
bodies and clinical rheumatic disease. A key theme of this 
research is identifying pre-clinical markers of autoimmu-
nity (such as autoantibodies) that may be influenced by 
environmental exposures long before patients present for 
rheumatology care.

Several studies have suggested links between air pollu-
tion and autoantibodies. In one large Ontario-based ana-
lysis, we demonstrated that long-term exposure to PM2.5   
was associated with the presence of antinuclear antibo-
dies (ANA) in the general population. We also found 
that exposure to industrial air pollution, including sul-
fur dioxide and PM2.5, was strongly correlated with the 
presence of anti-citrullinated protein antibodies (ACPA) 
in a Quebec cohort. Because ANA and ACPA positivity 
can precede the onset of systemic autoimmune disease by 
years, these findings support the hypothesis that air pol-
lution may act early in the autoimmune disease pathway, 
potentially contributing to immune system activation. 

More recent work has extended these findings to di-
sease incidence. Leveraging administrative health da-
tabases, we examined long-term exposure to ambient 
PM2.5 and systemic autoimmune rheumatic diseases 
(SARDs) and rheumatoid arthritis (RA) onset. PM2.5  ex-
posure was associated with an increased risk of incident 
disease, even after accounting for key sociodemographic 
factors. Collectively, these studies strengthen the biologi-
cal plausibility that inhaled particulates from air pollu-
tion promote systemic inflammation and immune dysre-
gulation relevant to rheumatologic disease. 

A constant challenge in this kind of research has been 
methodological rigor, including refined exposure assess-
ment, sensitivity analyses, and attention to potential 
confounders. While these studies are observational, their 
convergence across outcomes (autoantibodies and di-
sease incidence) underscores the relevance of air quality 
as a modifiable environmental exposure when it comes 
to rheumatic disease burden.

Parallel to this research agenda, rheumatologists 
across North America (and beyond) have worked to pro-
mote knowledge translation and clinician engagement 
through REACTRheum (which stands for Rheumatology 
Engaged in Action for Climate Health). REACTRheum is 
an international consortium of rheumatologists, resear-
chers, trainees, and allied health professionals interested 
in planetary health, exploring the intersections of cli-
mate change, air pollution, and rheumatic disease. This 
initiative provides educational resources, webinars, and 
supports dialogue on how environmental health consi-
derations can be incorporated into rheumatology practice 
and research. 

Recent REACTRheum topics have ranged from pollu-
tion-related health impacts to sustainable approaches to 
clinical care, with the broader goal of empowering the 
rheumatology community to engage in evidence-based 
action and advocacy. 

In summary, recent research reinforces the relevance 
of air pollution as a potential contributor to autoimmuni-
ty and systemic rheumatic disease, while initiatives such 
as REACTRheum help translate these insights into educa-
tion, advocacy, and action within the rheumatology com-
munity. I hope you will join us! More information and 
resources are available at https://reactrheum.org.
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This edition’s Joint Count survey examined CRA 
members’ perspectives on Choosing Wisely guide-
lines from other specialties. The goal of the survey 

was to raise awareness in the rheumatology community 
about other societies’ recommendations that the Choos- 
ing Wisely Subcommittee found to be relevant to rheu-
matology. A total of 79 survey responses were submitted 
from nine of 10 provinces, and from both adult and pe-
diatric rheumatologists.

We asked, “How often do the following Choosing 
Wisely statements align with your practice,” and the re-
sults are shown in Figure 1. For several statements, most 
respondents reported that their practice always or ge-
nerally aligned, including “don’t do imaging for lower-
back pain unless red flags are present” (81.3%); “don’t 
routinely measure vitamin D levels in low-risk adults” 

(86.6%); “don’t order an MRI for suspected degenerative 
meniscal tears or osteoarthritis” (92.2%); and “don’t use 
disposable gloves when standard hand hygiene disinfec-
tion practices are safe and sufficient” (91.2%). 

There was considerably more variability in the res-
ponse rates for the statement “don’t renew long-term 
proton pump inhibitor (PPI) therapy for gastrointes-
tinal symptoms without an attempt to taper and stop, 
or reduce the dose, at least once per year for most pa-
tients” (58.3%). While generally safe and effective, PPIs 
are often prescribed for a longer duration or at a higher 
dose than guidelines recommend (reference 1). It is re-
commended to optimize PPI use by prescribing them 
only when indicated, using the recommended dose and 
duration, and deprescribing when unnecessary. Depres-
cribing PPIs could lead to lower risk of side effects like 

Choosing Wisely: Survey Results
Aligning with Other Societies' Choosing 
Wisely Statements

JOINT COUNT
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Figure 1. How often do the following Choosing Wisely statements align with your practice? (Adult)
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Figure 2. How often do the following Choosing Wisely statements align with your practice? (Pediatrics)  
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lower calcium absorption and osteoporosis, polyphar-
macy, reduce environmental impact, and cost savings. 
Choosing Wisely Canada has created a toolkit for PPI 
prescribing/ deprescribing (link: https://choosingwiselyca-
nada.org/wp-content/uploads/dlm_uploads/2025/07/CWC_
Toolkit_AskWhyPPI_2025.pdf). 

Regarding the pediatric-specific recommendations, 
the bulk of respondents agreed that they do not “or-
der custom orthotics or shoe inserts for a child with 
minimally symptomatic or asymptomatic f lat feet” 
(94.4%) and “don’t order knee radiographs to diagnose 
Osgood Schlatter Disease in children” (94.4%), though 
the overall numbers of respondents for whom these 
statements were relevant was low (17). See Figure 2 for 
further details.

General comments centered around ensuring that the 

guidelines are not applied in an overly broad fashion, 
highlighting that some rheumatology patients may not 
be the target population of these statements. It was also 
astutely pointed out that “It would be good to have a 
mechanism that resulted in behaviour change. As state-
ments, the Choosing Wisely list is more advisory than ac-
tionable.” We look forward to continuing to disseminate 
information from the Choosing Wisely guidelines while 
looking at mechanisms to help implement them for ap-
plicable populations in rheumatology practices across 
Canada. For any questions or feedback, please reach out 
to info@rheum.ca.
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The 13th International Conference on Reproduc-
tion, Pregnancy and Rheumatic Diseases was held 
in May 2025, in beautiful Vienna and attended by 

rheumatologists from across Canada. This collaborative 
meeting included physicians and allied health professio-
nals from around the world with a variety of perspectives 
including fertility medicine, rheumatology, neonatology, 
obstetrics and gynecology, and internal medicine. 

Some of the key takeaways which are relevant to Cana-
dian rheumatologists are outlined below.

Fertility
Despite a decline in ovarian reserve with age,  there are an 
increasing number of births in women over age 35. This 
is partly due to changes in social norms and advances in 
technology including use of frozen eggs and egg dona-
tion. In women with rheumatic diseases, chronic inflam-
mation, gonadotoxic medications, and auto-antibodies 
targeting ovarian function can all impact fertility. In men 
with rheumatic diseases, chronic inflammation and go-
nadotoxic medications can impact sperm count and mo-
tility. Well-controlled rheumatic diseases are usually not 
the cause of infertility, and a thorough work-up should 
be done to exclude other causes. These can include hor-
monal factors and anatomical factors. Interdisciplinary 
evaluation and counselling is key. Remember that chro-
nic exposure to nonsteroidal anti-inflammatory drugs 
(NSAIDs) can lead to subfertility and delay time to pre-
gnancy.

Cryopreservation
Cryopreservation is most successful in younger people. 
In females, it should ideally be initiated at least 7 days 
prior to and not more than 2-3 weeks after exposure to 
cytotoxic medication. Gonadotropin-releasing hormone 
(GnRH) analogues may not be sufficient to protect ferti-

lity during cyclophosphamide induction. In men, sperm 
should be collected and stored prior to cytotoxic drug ex-
posure. Ensure careful counselling on the risks and legal 
considerations prior to embarking on cryopreservation 
therapy. 

Pregnancy Counselling in Rheumatic Disease
A helpful framework for approach to pregnancy:
•	 DISCUSS – planning/management of pregnancy and 

breastfeeding
•	 DAMAGE – consider pre-existing comorbidities 
•	 DISEASE activity – maintain control
•	 DRUG safety – continue compatible medications

In 2024, the EULAR task force of 27 experts pre-
sented updated Points to Consider for use of anti-rheu-
matic drugs in reproduction, pregnancy and lactation.1, 2 
These points included over-arching principles, an update 
on compatible drugs for males, females (before and du-
ring pregnancy) and lactation, and recommendations 
on infant vaccines. The over-arching principles include  
(A) early and regular counselling, (B) treatment before, 
during and after pregnancy should aim at low disease 
activity or remission, (C) drug therapy should balance 
fetal risk against the risk of untreated maternal disease,  
(D) women should NOT be discouraged from breastfeed- 
ing while taking compatible medications and (E) the 
choice of treatment before, during and after pregnan-
cy should be shared with the patient. Drugs compatible 
with pregnancy in women include hydroxychloroquine, 
sulfasalazine, azathioprine, cyclosporine, tacrolimus, 
colchicine, and biologic disease-modifying antirheuma-
tic drugs (bDMARDs), including non-tumour necrosis 
factor inhibitors (TNFi). NSAIDs and glucocorticoids 
should be used selectively.  In lactation, compatible drugs 
include azathioprine, celecoxib, chloroquine, colchicine, 
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cyclosporine, hydroxychloroquine, intravenous immune 
globulin (IVIG), methylprednisolone pulses, non-selec-
tive NSAIDs, prednisone, prednisolone, tacrolimus, and 
bDMARDs. In males, compatible options include aza-
thioprine, colchicine, cyclosporine, hydroxychloroquine, 
IVIG, leflunomide, methotrexate (< 25mg/wk), mycophe-
nolate, NSAIDs, prednisone, sildenafil, sulfasalazine, 
tacrolimus, and bDMARDs.  

With new and emerging therapies, the UK Teratology 
Information Service (UKTIS) (uktis.org) has up-to-date, 
evidence-based information on medication, vaccine, che-
mical and radiological exposures in pregnancy. This can 
be used by health care providers and patients.  

Pregnancy Outcomes and Rheumatic Diseases
Pregnancy outcomes in patients with rheumatic diseases 
have improved over the past ten years, partly associated 
with higher use of pregnancy and safe conventional and 
biological therapies. Despite advances, patients with 
rheumatic diseases continue to have overall higher rates 
of Caesarian section. Furthermore, patients with lupus 
and systemic sclerosis have more pre-eclampsia and mis-
carriages, and patients with Sjogrens have higher early 
fetal loss. Poor adherence to treatment in pregnancy is as-
sociated with adverse pregnancy outcomes. Patient coun-
selling, education and shared decision making is vital to 
optimize outcomes.     

From left to right: Drs. Thanu Ruban, Viktoria Pavlova, Stephanie Keeling, Shahin Jamal, Maeve Gamble, Jenny Shu, and Dharini 
Mahendira at the 13th International Conference on Reproduction, Pregnancy and Rheumatic Diseases, held in May 2025, in 
Vienna, Austria.



Obstetrical Anti-phospholipid Antibody (APLA) 
Syndrome:
The most common treatments in obstetrical APLA syn-
drome include enteric-coated acetylsalicylic acid (ASA) 
and low molecular weight heparin. Despite these thera-
pies, high-risk pregnancies carry adverse event rates of 
20-40%. Other treatments which have been used include 
hydroxychloroquine, pravastatin, intravenous immune 
globulin (IVIG) and systemic glucocorticoids. There is 
emerging data on the use of biologics in pregnancy with 
positive animal studies and small case series successfully 
using rituximab, belimumab and TNFi inhibitors. 

The Improve Pregnancy in Antiphospholipid Syn-
drome (APS) with Certolizumab Therapy (IMPACT) 
study was published in 2025 and included 45 very high-
risk patients (clinical APS, + lupus anticoagulant) who 
were treated with certolizumab pegol from gestational 
weeks 8 through 28.² Based on historical controls, the ad-
verse pregnancy outcome rate was predicted to be 40%. 
In this open label study, however, neonatal survival rate 
was 93%, suggesting that certolizumab may be effective 
in preventing placental-mediated adverse outcomes in 
high-risk patients with APLA syndrome. 

Menopause and Rheumatic Diseases  
Immune changes associated with menopause include 
increased inflammatory cytokines, decreased circulating  
B cells and antibody release, shift of immunity to the  
Th1 axis, and increased cytotoxic activity of NK cells. 
Based on changes in immunity, there is increased risk 
of rheumatoid arthritis after menopause, with higher 
female involvement and more severe disease. On the 
contrary, systemic lupus erythematosus (SLE) after me-
nopause is lower risk and less severe. Symptoms of me-
nopause can mimic those we see in patients with connec-
tive tissue diseases and include hot flashes, joint aches 
and pains, cognitive changes and depression. Hormone 
replacement therapy can be used safely in the majority of 
our patients, but should be used carefully in those with 
antiphospholipid antibodies and previous thrombosis. In 
addition, menopause may increase the risk of osteopo-
rosis, depression and cardiovascular disease in patients 
with rheumatic diseases.  

Inclusion of Pregnant Women in Research
Traditionally, pregnant and lactating women have been 
excluded from clinical trials, particularly in trials eva-
luating new medications. Very few drugs actually have a 
label for safe use in pregnancy, even though they are com-
monly used for pregnancy associated symptoms. Over 
the past few years, there has been increased advocacy on 
including pregnant and lactating women in clinical trials 
with the sentiment that the harm of not including them 
outweighs the fear of including them.  During the COVID 
pandemic, pregnant patients were included in some of 
the vaccine trials.  With the formalization and growth of 
obstetrical medicine, it is hoped that pregnant and lacta-
ting women will start being included in clinical research. 
For further information on advocacy and research, this 
is an excellent resource: https://www.bridgeforwocba.org/re-
commendations-report.

The Canadian Pregnancy and Rheumatic Disease 
Consortium is a national database for the prospective ob-
servational study of pregnant patients with rheumatic di-
sease, with sites expanding to many centers across Canada.  
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Top 10 Research 
Breakthroughs 
Funded by Arthritis 
Society Canada

Arthritis Society Canada is proud to share its Top 10 
Research Advances of 2025, highlighting discove-
ries that are advancing how arthritis is diagnosed, 

treated and prevented. 
From identifying critical windows for early treatment 

to uncovering new disease connections, research funded 
by Arthritis Society Canada is paving the way toward 
more effective, personalized care.

For children with non-systemic juvenile idiopathic 
arthritis (JIA), starting biologic medication earlier can 
significantly improve treatment success, according to a 
study by Dr. Susanne Benseler from the University of Cal-
gary and Dr. Rae Yeung from The Hospital for Sick Child-
ren, as part of the UCAN CAN-DU and UCAN CURE 
consortia. They found that 83% of children who received 
early treatment achieved inactive disease, compared to 
57% who started treatment later. This research brings an 
important message — early diagnosis and timely treat-
ment can make a life-changing difference. 

A study by Dr. Anthony Perruccio from the Schroeder 
Arthritis Institute at University Health Network disco-
vered that women with osteoarthritis (OA) had a 90% 
higher risk of developing cardiovascular disease within 
6 years compared to women of the same age without OA. 
This finding highlights that systemic inflammation may 
link OA to heart health, especially in women, making 
early awareness and prevention critical to better protect 
women’s long-term health.

These advances are deepening our understanding of 
arthritis and bringing us closer to a pain-free future.

Explore the full list of Top 10 Research Advances of 2025 
at arthritis.ca/top10research. 
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How would you manage this case?
Strokes are one of the most feared but uncommon conse-
quences of GCA, seen in 2-6% of individuals.1 They can 
be caused by vasculitis of the vertebral, carotid, and/or in-
tracranial arteries, causing either direct occlusion and is-
chemia or acting as a nidus for a thromboembolic event.

The key considerations when assessing and managing 
a possible stroke in GCA are:
1)	 Confirm a diagnosis of giant cell arteritis

Neurologic symptoms, headache, constitutional 
symptoms, and elevated inflammatory markers can in-
dicate a variety of autoimmune diseases including GCA. 
While the presence of more specific symptoms (e.g. is-
chemic ocular disease, jaw claudication) is suggestive of 
GCA, a broad assessment for other etiologies should be 
considered, such as pachymeningitis causing headache 
and vision changes. The foremost alternative diagnoses to 
consider include IgG4 related disease, anti-neutrophil cy-
toplasmic antibody (ANCA)-associated vasculitis, prima-
ry central nervous system vasculitis (PCNSV), sarcoido-
sis, Behcet’s, and infectious vasculopathy (most notably 
varicella zoster vasculopathy).

Dedicated imaging with ultrasound, magnetic reso-
nance angiography (MRA), and/or other imaging moda-
lities should suggest large vessel vasculitis and should be 
performed as soon as possible; glucocorticoid exposure 
can decrease imaging sensitivity from 90% to 70% within 
a week of use.2 Temporal artery biopsies may be helpful. 
However, in cases of GCA with stroke, non-temporal ar-
teries are often affected and imaging is the cornerstone 
investigation.

2)	 Confirm that neurologic symptoms are attributable 
to stroke
Individuals with neuroinflammatory diseases can pre-

sent with other neurologic manifestations in addition to 
stroke which suggest other diagnoses. As such, all neuro-
logical symptoms should be able to be readily localized 
to the location of the infarct and/or hemorrhage. Unex-
plained symptoms should be evaluated for other neurolo-
gic processes with comprehensive serologic and imaging 
assessments, as well as a low threshold for testing cere-
brospinal fluid.

Strokes attributable to GCA typically occur before 
treatment or within the first 1-2 weeks of treatment be-
fore a complete response. If strokes occur outside of this 
window, other etiologies should be considered. Particu-
lar attention should be directed to localize the cause of 
visual symptoms, as GCA can cause ischemic retinal syn-
dromes, optic nerve perineuritis demonstrated on ima-
ging, and/or posterior stroke. Up to 80% of strokes are in 
the posterior circulation and are attributed to vertebral 
vessel involvement, likely reflecting the vessels’ smaller 
calibre.3,4 Glucocorticoids can also cause visual symp-
toms and complications that may mimic persistent di-
sease activity early in treatment. 

3)	 Confirm disease location and extent of GCA
Understanding disease extent and severity helps de-

termine treatment. Temporal artery ultrasound is insuffi-
cient to assess those with stroke; computerized tomogra-
phy and/or preferably MRA with vessel wall imaging is 

Assessing for Stroke from  
Giant Cell Arteritis 
By Mats Junek, MD, MSc, FRCPC

HALLWAY CONSULT

CRAJ 2026 • Volume 36, Number 124

Case Presentation 
You are asked to see a previously healthy 74-year-old gentleman in follow up for a diagnosis of giant cell arteri-
tis (GCA). He initially presented to the emergency department with new onset headache, scalp tenderness, jaw 
and tongue claudication, and a C-reactive protein of 137.2 mg/L. He was started on 60 mg of prednisone. You 
see him four weeks later at which point  he has improved clinically, and an ultrasound of the temporal arteries 
is reported as showing evidence of GCA. Shortly before this visit, he reports experiencing new onset of blurry 
vision in his right eye. He saw an ophthalmologist who found no evidence of ocular GCA but had concerns for 
a stroke. An urgent computed tomography (CT) angiogram did not show any vasculitis or stroke. When seen 
in follow up, a magnetic resonance imaging (MRI) scan demonstrated persistent inflammatory changes of the 
temporal arteries as well as a small, subacute left cerebellar stroke.
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needed. Vertebral, carotid, and intracranial vessels should 
be carefully interrogated by an experienced neurovascu-
lar radiologist to assess for the extent of GCA and the 
presence of intracranial involvement. Of note, between 
14-25% of individuals with GCA can have asymptomatic 
intracranial disease without stroke; it is unclear if these 
individuals require additional treatment or monitoring.5,6

4)	 Treat based on disease severity and extent
All individuals with ischemic stroke in the context of 

GCA should be treated with aspirin and undergo a com-
prehensive assessment for other secondary prevention 
measures including smoking cessation and blood pres-
sure control as appropriate. After completing a workup, 
if a diagnosis of stroke in the context of active GCA is 
confirmed, there are typically three treatment scenarios:
a.	 Individuals with a single stroke and no intracranial 

disease: These individuals can be treated the same 
as those with severe presentation GCA without 
stroke (i.e. with ischemic optic neuropathy) with 
glucocorticoids and tocilizumab. There is no data 
informing whether these individuals benefit from 
intravenous (IV) glucocorticoids.

b.	 Individuals with intracranial vasculitis and stroke: 
These individuals are considered to have the most 
severe phenotype of GCA and may have an overlap 
with PCSNV. There is limited data concerning 
treatment; IV cyclophosphamide followed by 
tocilizumab or tocilizumab with methotrexate have 
both been used with intravenous followed by oral 
glucocorticoids.³

c.	 Individuals with multiple strokes without 
intracranial vasculitis: These individuals are often 
presumed to have intracranial disease not detected 
on imaging either due to technical considerations or 
partial treatment with glucocorticoids before image 
acquisition and are typically treated as though they 
have intracranial disease.

5)	Consider outcomes of stroke in GCA
Cohort studies suggest that there is a higher risk of 

death in the first two years after a diagnosis of GCA that 
may return to normal after this time.7 This may be partial-
ly explained by the elevated stroke risk. Increased risk of 
infections due to immunosuppression and other throm-
boses are other potential contributors. Those with symp-
tomatic intracranial disease were found to have mortality 
of up to 32.6%, indicating they have a particularly poor 
prognosis that likely requires aggressive therapy.3

How this case was managed
The patient’s MRI was re-assessed by a neurovascular ra-
diologist who found near occlusion of the right vertebral 
artery not previously reported, as well as involvement of 
the occipital and maxillary arteries. There was no intracra-
nial disease, and no suggestion of any other diagnosis.

The patient was started on ASA and sent to a stroke 
clinic where a complete workup was unremarkable. He 
was started on tocilizumab with an excellent response to 
treatment. As there was no intracranial involvement nor 
ongoing symptoms, the patient was continued on tocili-
zumab and was able to taper off prednisone completely.
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KEY MESSAGES:

1.	 Stroke is uncommon but serious in GCA; 
most commonly affects posterior circulation 
and should be suspected in those with new 
neurologic findings and/or non-resolving visual 
changes not explained by ocular GCA.

2.	 Extracranial GCA with stroke can be treated 
similarly to those with vision loss in GCA.

3.	 Intracranial GCA and/or those with multiple 
strokes likely carry a poor prognosis; tocilizumab 
with methotrexate and cyclophosphamide are 
possible treatment options.

4.	 Individuals with GCA and stroke should receive 
comprehensive cardiovascular assessments and 
appropriate secondary preventative measures. 



My journey with rheumatoid arthritis and 
fibromyalgia did not begin with clarity. It began 
with confusion—subtle pain, intermittent swel-

ling, and a deep fatigue that slowly dismantled the life I 
once recognized. At first, I convinced myself that I was 
simply stressed, tired, or “overworked.” I tried to push 
through, hoping it would pass. But when everyday tasks 
began requiring extraordinary effort, I knew something 
was very wrong. It was a quiet kind of loss, one that others 
could not see. At times, it felt difficult even to share it 
with my husband.

The hardest part was invisibility—I was not ill in the 
eyes of others. Invisible and dynamic disabilities come 
with an added layer of frustration. I often heard, “But you 
look fine.” Those words can feel heavier than symptoms 
themselves. They make you second-guess your own rea-
lity before you learn to advocate for yourself. When pain 
flares but leaves no visible trace, you learn to live between 
the seen and the unseen—a space where your body knows 
the truth, even when the world does not.

Adjusting to chronic illness meant more than ma-
naging physical changes—it meant rethinking identity. 
Before illness, I spent my career helping businesses and 
entrepreneurs build strategies and operations. Suddenly, 
I could not complete a single task, my cognitive function 
was so badly compromised. I had to learn a new pace, 
a new way of finding myself and accept that rest is not 
failure, but a tool. It took me more than two years, and 
only now am I rebuilding myself and my business, but 
this time with deeper purpose and a stronger voice.

Living in this fragile state between ability and limi-
tation helped me see what so many patients truly need: 
flexibility—not only in healthcare, but also in work, and 
community. That realization led me to develop WKG 
Foundation, a disability inclusion initiative focused on 
helping people with visible, invisible, and dynamic disa-
bilities access meaningful employment and self-realiza-
tion.

Today, I am honoured to serve on the Board of the Ca-
nadian Arthritis Patient Alliance (CAPA). This has been 
a pivotal chapter in my life. Advocacy gave me not only 
connection, but direction. Working with patient part-
ners, researchers, and healthcare professionals helped me 
find a voice that illness once silenced. CAPA reminded 
me that being a patient does not end our contribution—it 
reshapes it. Advocacy turned isolation into community, 
and fear into meaningful action.

Living with multiple chronic conditions has reshaped 
my life, but it had also expanded it. I learned that identi-
ty could evolve, strength can be quiet, and purpose can 
grow from challenge. 

Through lived experience, I have learned the value of 
compassion, collaboration, and inclusive systems.

Illness changed the way I move—but it strengthened 
the way I stand:

For inclusion and for the belief that everyone deserves 
a chance to thrive.

Lucy Kovalova-Woods
Calgary, Alberta
Patient Partner, serving on the Board of Directors at CAPA
and WKGfoundation.com 

Read my new book on disability and career transition: 
https://www.amazon.ca/dp/B0G3M9FNQT 

Patient Perspective:  
Lucy Kovalova-Woods
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Dr. Cheryl Barnabe, Professor of Medicine and Community Health Sciences and Director 
of the McCaig Institute for Bone and Joint Health at the University of Calgary, was se-
lected as a 2025 Killam Annual Professor. This honour recognizes excellence in research 
and teaching, and service to the university and the wider academic community. The 
nomination recognized Dr. Barnabe’s commitment to addressing disparities in arthri-
tis care that exist for Indigenous persons. Achievements include her research program 
centered on innovations in health service delivery, teaching in relational communi-
cation skills, advocacy, and mentorship of Indigenous graduate students. Leadership 
activities include co-authoring the Cumming School of Medicine’s Indigenous Health 
Dialogue which has now been adopted fully in the school’s strategic plan, in addition to 
her contributions to the Canadian Rheumatology Association, the Canadian Institutes 
of Health Research, and the Royal College of Physicians and Surgeons of Canada. 

Congratulations to Dr. Erkan Demirkaya on his appointment as Executive Chair of the 
Translational Autoinflammatory Research Network (TARN) and as an ex-officio member 
of the European Reference Network for Rare Immunodeficiency, Autoinflammatory and 
Autoimmune Diseases (ERN-RITA).

Dr. Demirkaya is a globally recognized leader in pediatric rheumatology, with a particular fo-
cus on autoinflammatory disease research. He brings more than two decades of experience 
as a clinician-scientist, academic educator, and international network builder. As Professor of 
Pediatrics and Epidemiology & Biostatistics at Western University, and President of the Inter-
national Society of Systemic Auto-Inflammatory Diseases (ISSAID), he has led national and 
global initiatives that continue to shape clinical care, education, and research worldwide. 
He also launched the ISSAID Early Career Program, including its inaugural Global Summit in 
2025, and is a highly respected mentor to the next generation of researchers.

As founder and Executive Chair of TARN, Dr. Demirkaya has led the development of a 
global, multicentre initiative integrating genomics, registries, biobanking, and clinician- 
and patient-reported outcomes across more than 70 institutions and in collaboration 
with six patient organizations worldwide. His work has focused on defining genotype–
phenotype correlations, developing and validating clinical outcome measures in sys-
temic autoinflammatory diseases (SAIDs), and co-creating consensus-based manage-
ment tools with international partners, including the National Institutes of Health, the 
Paediatric Rheumatology European Society (PReS), the American College of Rheumato-
logy, and the European Alliance of Associations for Rheumatology (EULAR).

With his new role as an ex-officio member of ERN-RITA, Dr. Demirkaya’s leadership is 
expected to further strengthen collaboration between Europe and North America, par-
ticularly in advancing research and care for rare and ultra-rare disorders.

His current efforts focus on enhancing clinical trial readiness, modernizing outcome 
measures, advancing translational research and quality improvement, and expanding 
collaborative networks to improve outcomes for patients with systemic autoinflamma-
tory diseases.

Dr. Cheryl Barnabe  –  Awarded the 2025 Killam Annual Professorship

Dr. Erkan Demirkaya   –  Appointed Executive Chair of TARN and  
ex-officio member of the ERN-RITA
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I am honoured to receive the Ontario Rheumatology Association (ORA) Distinguished 
Member Award.

I feel lucky to have had a career which was always interesting, challenging and satis-
fying.

From the time I completed my Rheumatology and Metabolic Bone Disease fellowships 
at University of Toronto, there has been enormous progress in therapeutics in our field.

Not only has the specialty been fascinating but there is now so much we can offer our 
patients.

At the American College of Rheumatology’s Convergence Meeting in Chicago in No-
vember 2025, Dr. Gillian Hawker was awarded the American College of Rheumatology  
(ACR) Master designation. The designation of ACR Master is conferred on members 
who have made outstanding contributions to the field of rheumatology through 
service to the American College of Rheumatology/Association of Rheumatology Pro-
fessionals (ARP); and advancements in research, practice, education, and/or advocacy.

Dr. Hawker is a Professor of Medicine and Rheumatology in the Department of Medi-
cine, and a Clinician Scientist/Health Services Researcher and Staff Rheumatologist at 
Women’s College Hospital, at the University of Toronto. Her research is focused on iden-
tifying, understanding and addressing disparities in access to and outcomes of care for 
people living with osteoarthritis (OA). This research has helped redefine OA as a serious 
disease with multifaceted impacts, advanced understanding of how OA pain affects 
sleep, mood, comorbidities, and health care costs, documented sex- and gender-based 
disparities in OA care and demonstrated the importance of patient preferences and 
values in surgical outcomes. She has over 500 co-authored publications including ori-
ginal research, reviews, white papers, and book chapters. Her impact on the field has 
been recognized through numerous honours, including the Canadian Rheumatology 
Association Distinguished Investigator Award (2011), the Queen Elizabeth II Diamond 
Jubilee Medal (2012), Fellowship in the Canadian Academy of Health Sciences (2014), 
and the Osteoarthritis Research Society International (OARSI) Clinical Research Award 
(2022). Dr. Hawker has held many leadership positions within the national and inter-
national rheumatology/OA communities. Nationally, she previously co-led the Arthritis 
Alliance of Canada and national standards of care for OA. Internationally, she has served 
as Chair of the ACR Quality of Care Subcommittee on Classification & Response Criteria, 
Board Member of OARSI, and co-leader of international efforts to develop classification 
criteria for RA (the first ever ACR/EULAR collaboration) and early-stage OA for OARSI.  
Dr. Hawker has also been recognized for her leadership in advancing inclusive excel-
lence in academic medicine. She has supervised and mentored numerous trainees and 
received honours for exceptional mentorship.

Dr. Lynn Hamilton  –  Recipient of the ORA Distinguished Member 
Award

Dr. Gillian Hawker  –  Recipient of the 2025 ACR Master Award

Dr. Hawker’s quote 
on this honour:

"It is so special to know 
that others you respect and 
admire feel your contributions 
have been useful. I am 
indebted to the outstanding 
colleagues who nominated 
me and to those who 
decided I was worthy."
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Dr. Catherine Ivory received the Ontario Rheumatology Association (ORA) Early Career 
Rheumatologist award in May 2025. She is currently an Assistant Professor at the Univer-
sity of Ottawa, practicing at the Ottawa Hospital. She has been a member of the board 
of directors of the ORA since 2022, representing Eastern Ontario. This award highlights 
Dr. Ivory's commitment to the priorities of the ORA, dedication to engaging early career 
rheumatologists with the ORA, as well as helping recruitment to rheumatology with 
the RheumOpps committee.

Congratulations to Dr. Shahin Jamal on being the recipient of the BC Society of Rheu-
matology/University of British Columbia (UBC) Award for teaching. This award is voted 
on by rheumatology residents and recognizes excellence in teaching and commitment 
to education. Dr. Jamal is a Clinical Professor at the University of British Columbia and a 
Clinician Investigator at Arthritis Research Canada.  She is past Program Director of Adult 
Rheumatology at UBC and current co-director of the CRA RheumReview Course.  She is 
the co-principal investigator of CanRIO, the Canadian Research Group of Rheumatology 
in Immuno-Oncology. She is honoured to receive this award, particularly as it was voted 
on by the residents. She enjoys teaching and mentoring students at all levels and feels 
privileged to have had the opportunity to work with so many talented trainees, many 
of whom are now esteemed colleagues.  

Dr. Brent Ohata was recently awarded the 2025 Vancouver Medical, Dental and Allied 
Association (VMDAS) Community Excellence Award, in recognition for the impact he 
has had beyond his Burnaby community practice to rural regions across British Colum-
bia (BC), Indigenous communities, and Vancouver’s Downtown Eastside.  He is most 
proud of the deep relationships he has formed as the rheumatologist for the Nisga’a 
Nation and Carrier Sekani Family Services. He has launched numerous programs with 
the First Nations Health Authority, Doctors of BC, and BC Pathways to improve specialist 
access to care for rural and Indigenous communities in BC.  He is also the co-founder 
and director of Mary Pack Arthritis Centre’s Downtown Eastside Rheumatology clinic, 
providing rheumatologic care to patients experiencing extreme poverty.  He has invol-
ved UBC rheumatology residents through all these endeavours, inspiring a new gene-
ration to incorporate advocacy and equity into their future careers.

Dr. Catherine Ivory  –  Recipient of the ORA Early Career  
Rheumatologist Award

Dr. Shahin Jamal  –  Recipient of the BC Society of  
Rheumatology/UBC Award for Teaching

Dr. Brent Ohata  –  Recipient of the VMDAS Award for  
Community Excellence



Calgary’s division has conti-
nued to grow tremendously 
over the last few years. This 
includes the appointment of 
our new Division Chief for 
Adult Rheumatology, Dr. 
Maggie Larché, as well as 
our Interim Division Chief 
for Pediatric Rheumatolo-
gy, Dr. Jaime Blackwood. 
We have also added several 
new faculty members, inclu- 
ding Drs. Azin Rouhi, Syed 
Bukhari, and Ambika Gupta, 
and welcomed back our fel-
lows following post-graduate 
training, Eugene Krustev 
and Alexandra Kobza. In 
2025, the pediatric team 
welcomed Dr. John Storwick, 
who will incorporate point-
of-care ultrasound in the 
pediatric clinics. A couple of years ago, Dr. Jeanine 
McColl joined the team and continues her scholar-
ly work in transition care. This new generation of 
rheumatologists brings diverse expertise and skill 
sets that strongly complement our division, parti-
cularly in the areas of lupus, myositis, and psoriatic 
arthritis.

We celebrated the retirement of Dr. Gary Morris last 
year after stepping down as Interim Division Chief. 
Dr. Frank Jirik also retired from clinical practice 
but continues to work on exciting research at the 
University. We were deeply saddened by the passing 
of Dr. Ray Lewkonia, whose contributions to the di-
vision and to the care of patients were highly valued 
and will be long remembered. 

We also saw three wonderful rheumatologists, Drs. 
Jason Lee, Ali Shams, and Greg Koller, leave the city 
to pursue clinical practice opportunities elsewhere 
in the country. The Pediatric team saw transitions 
as well. Dr. Paivi Miettunen has assumed the posi-
tion of Consultant Rheumatologist at Cambridge Uni-

versity Hospitals in the United Kingdom. Similarly,  
Dr. Susa Benseler transitioned to the role of Chief 
Academic Officer and Head of Paediatric Health Af-
fairs, Children's Health Ireland. Their dedication, 
expertise, and collegiality made a meaningful im-
pact on our division, and we wish them continued 
success in their future endeavours. They will be 
greatly missed, and we wish them every success in 
the next chapter of their lives.

 
May Y Choi, MD, MPH, FRCPC 
Associate Professor, 
Division of Rheumatology 
Department of Medicine 
Cumming School of Medicine 
University of Calgary

Nicole Johnson, MD, FRCPC 
Associate Professor, 
Pediatric Rheumatologist,  
Clinical Associate Professor, 
University of Calgary

REGIONAL NEWS

CRAJ 2026 • Volume 36, Number 130

ABNews from Calgary
By May Choi, MD, MPH, FRCPC; and Nicole Johnson, MD, FRCPC

Members of the Division of Rheumatology at the 2025 CRA Meeting in Calgary, 
Alberta. (Photo courtesy of Dr. Steven Thomson)



For better and for worse, lots has changed in Edmon-
ton in the post-COVID era. 

Dr. Steven Katz was formally appointed in 2023 as 
the Divisional Director of Rheumatology and Ed-
monton Zone Rheumatology Section Lead for Alber-
ta Health Services. Steven continued to grow the di-
vision over his time as our Division Head, fostering 
growth by recruiting new rheumatologists, mentor- 
ing trainees, and working with our colleagues at the 
University of Calgary (e.g., Dr. Claire Barber) to pro-
mote initiatives to improve electronic medical re-
cords, triage and access to care. This culminated in 
Steven’s 2026 CRA award for leadership which was 
very well deserved. For family reasons, Steven left in 
the fall of 2025 to join the Division of Rheumatology 
at Queen’s University and is becoming their Division 
Head. He leaves behind enormous shoes to fill. Frank- 
ly, my feet are wide but not quite so big (I am current-
ly the interim Divisional Director in his place). 

We have seen successes by our colleagues. Dr. Carrie Ye 
was awarded the 2024 Canadian Institutes of Health 
Research (CIHR) Early Career Investigator Award in 
Cancer, as well as two CIHR grants in immuno-oncolo-
gy and artificial intelligence in rheumatology. Dr. Mo 
Osman has continued his work in scleroderma, inflam-
matory myopathies, long COVID 
and lupus with many accolades, 
including winning the 2025 Lu-
pus Canada Catalyst award and 
2026 CRA Early Career Investi-
gator Award. 

Drs. Dylan Johnson and Whit-
ney Hung have joined the Uni-
versity of Alberta Division of 
Rheumatology and have as-
sumed many responsibilities, 
from teaching of multi-level 
learners to improving our huge 
wait times with their clini-
cal acumen. Dr. Justin Smith 
also returned to the Division 
and joined the Lupus Clinic of 
Northern Alberta (LUNA) after 
spending a year with Dr. Zahi 

Touma and colleagues at the Toronto Lupus Clinic 
with a Geoff Carr Lupus fellowship. Our communi-
ty colleagues continue to support northern Alberta, 
and we have welcomed Dr. Oke Anuoluwapu from the 
United Kingdom to join the division.

While her life was commemorated in the spring 2025 
issue of the Journal of the Canadian Rheumatology 
Association, the November 2024 loss of Daniah Ba-
sodan, Pediatric Rheumatologist at the University of 
Alberta, devastated the entire rheumatology com-
munity, including patients from the University of Al-
berta and beyond. Our colleagues in Pediatric Rheu-
matology (Drs. Dax Rumsey, Tara McGrath, Audrea 
Chen, Lillian Lim) continue to feel the depth of this 
loss but have worked tirelessly to continue to help the 
pediatric rheumatology patients of northern Alberta. 

For the better — several colleagues and trainees have 
been blessed with healthy new babies in 2025-2026, 
including Drs. Shahad Al-Matar, Dr. Lillian Lim and 
Dr. Latifa Aljabar. 

So, in grief and goodbyes we have also found joy and 
support amongst colleagues and remained unified — 
even in the province of Alberta.

 
Stephanie Keeling, MD, MSc, FRCPC 
Interim Divisional Director, 
Professor of Medicine,  
University of Alberta 
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The University of Alberta's Division of Rheumatology at the Farewell Party for  
Dr. Steven Katz in June 2025.

The Latest in Edmonton
By Stephanie Keeling, MD, MSc, FRCPC
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IL-17A AND IL-17F  
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* Comparative clinical significance is unknown.
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non-biologic disease-modifying antirheumatic drug (cDMARD) (e.g., methotrexate)
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therapy

•  active non-radiographic axial spondyloarthritis with objective signs of inflammation as indicated by 
elevated C-reactive protein (CRP) and/or magnetic resonance imaging (MRI) who have responded 
inadequately or are intolerant to nonsteroidal anti-inflammatory drugs (NSAIDs)   
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