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Rheumatology Updates

Choosing Wisely
American College of Rheumatology

Jefferson Roberts, MD

Number 1

• Do not test ANA sub-serology without    
positive ANA and clinical suspicion of  
immune-mediated disease

Negative ANA 

Do Not Test
• Double stranded DNA
• Smith
• RNP
• Scl-70
• Centromere

Consider Testing
• Jo-1
• SSA/Ro
• SSB/La
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Arch Pathol Lab Med. 2000 Jan;124(1):71-81.

Arthritis Rheum. 1982 Nov;25(11):1272-1277.

Arthritis & Rheum. 2019 Sep;71(9):1400-12.
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Arch Pathol Lab Med. 2000 Jan;124(1):71-81.

Am J Clin Pathol. 2002 Feb;117(2):316-24.

ANA Testing

1. Only if autoimmune rheumatic disease 
symptoms
– May be present in non-rheumatic diseases
– Seen in “healthy” control subjects

2. Consider ANA 1:80 as decision-making levels
– Negative <1:80
– Positive ≥1:80

3. Do not use titers to gauge disease activity

Arthritis & Rheum. 2019 Sep;71(9):1400-12.

*Number 2

• Do not gout out on gout:  2020 ACR guideline 
for management of gout
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Indications for urate-lowering therapy (ULT)

Arthritis Care & Research. 2020;72(6):744-760.

• Tophi, erosions, flares ≥2 annually

• Avoid in asymptomatic hyperuricemia 

• Avoid in 1st flare except CKD stage ≥3, SU >9 mg/dl, urolithiasis

Recommendations for choice of initial ULT 

Arthritis Care & Research. 2020;72(6):744-760.

• Allopurinol is 1st line especially in CKD stage ≥3

• Avoid Probenecid in CKD stage ≥3

• Start low dose ULT + concomitant anti-inflammatory prophylaxis (3-6 months) 

Recommendations for all ULT patients 

Arthritis Care & Research. 2020;72(6):744-760.

Recommendations for specific ULT
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When to consider switching to a new ULT strategy

Arthritis Care & Research. 2020;72(6):744-760.

Gout flare management

Management of lifestyle factors

Arthritis Care & Research. 2020;72(6):744-760.

Management of concurrent medications

Management

• Indication to start ULT: 

– Tophi, erosions, flares ≥2 annually

• Avoid ULT in asymptomatic hyperuricemia 

• Avoid ULT in first gout flare except:

– CKD stage ≥3, SU >9 mg/dl, urolithiasis

• Allopurinol is 1st line especially in CKD stage ≥3

• Target serum uric acid <6 mg/dl 

• Concomitant anti-inflammatory prophylaxis + continue 3–6 months after achieving target

• Screen HLA-B*5801 before starting Allopurinol in Southeast Asian + African Americans

• Losartan is preferred antihypertensive agent

Clin Infect Dis. (2006) 43 (9): 1089-1134. 
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Number 3

• Do not perform MRI of the peripheral joints    
to routinely monitor inflammatory arthritis

Rheumatoid Arthritis 

MRI Not Indicated
• Diagnosis
• Prognosis

MRI Indicated
• May predict progression in 

certain RA populations

• The 2008 American College of Rheumatology 
recommendations for the use of non-biologic 
and biologic disease-modifying anti-rheumatic 
drugs in rheumatoid arthritis: Where the rubber 
meets the road

• 2012 update of the 2008 American College of 
Rheumatology recommendations for the use of 
disease-modifying anti-rheumatic drugs and 
biologic agents in the treatment of rheumatoid 
arthritis.



6/21/2023

7

Recommendation
• Clinical examination is gold standard for detecting arthritis 
• Ultrasound and MRI may help in detecting synovitis in difficult cases

– Greater sensitivity for synovial thickening
– Ultrasonography is more sensitive for synovitis in knees
– Limited evidence for detecting early arthritis
– MRI more sensitive than exam and radiograph for detecting early arthritis
– Synovitis, bone edema, erosions may predict radiographic progression
– Level of evidence is low
– Changes resembling synovitis or small erosions can be seen in healthy subjects 

• Altogether, the expert committee thought that MRI and ultrasonography 
are promising techniques that may become valuable in the diagnosis, 
prognosis, and therapeutic monitoring of early arthritis. However, their 
use is still experimental and sometimes controversial, and their merits in 
routine clinical practice have yet to be defined.

Ann Rheum Dis2007;66:34-45.
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Recommendation
• Monitor disease using tender and swollen joint count, 

global assessments and inflammatory markers

• Arthritis activity assessed at 1-3 months intervals

• Structural damage assessed by x rays every 6-12 months 
during 1st few years

• Functional assessment used to complement the disease 
activity and structural damage monitoring

• Target DAS <2.4 

• Intensive care based on regular monitoring of DAS 
associated with better outcomes

Ann Rheum Dis2007;66:34-45.

Number 4

• Do not prescribe biologics for rheumatoid 
arthritis before a trial of methotrexate (or 
other conventional non-biologic DMARDs)

DMARDs

Non-Biologics (3 months trial)
• Methotrexate (MTX) 
• Sulfasalazine (SSZ)
• Plaquenil (HCQ)
• Leflunomide
• Minocycline

Biologics
• High disease activity
• Poor prognostic features

– Functional limitations
– Extra-articular disease
– Seropositive (RF and/or CCP)
– Bony damage/erosions
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2012 Update of the 2008 American College of Rheumatology recommendations for the use of 
disease-modifying antirheumatic drugs and biologic agents in the treatment of rheumatoid arthritis

Arthritis Care & Research
Volume 64, Issue 5, pages 625-639, 2 APR 2012 DOI: 10.1002/acr.21641
http://onlinelibrary.wiley.com/doi/10.1002/acr.21641/full#fig1

Recommendation
• MTX is the anchor drug and has lower discontinue rates
• MTX has better toxicity profile than other DMARDs
• MTX is one of the first conventional DMARDs 
• MTX has proven efficacy on radiographic progression
• MTX almost as effective as TNF blocker monotherapy in early severe arthritis 
• MTX + TNF blockers has greater efficacy than monotherapy
• MTX + SSZ has not been shown to be superior to single drug treatment
• Leflunomide and SSZ have similar clinical efficacy to MTX
• Leflunomide is as effective as MTX in slowing radiographic damage
• SSZ may be inferior to Leflunomide and MTX

Ann Rheum Dis2007;66:34-45.

Although formal evidence that prioritizes methotrexate as the first DMARD in early arthritis or early rheumatoid 
arthritis is lacking, the expert committee recommends that treatment should be started with methotrexate (unless 
contraindicated) in patients at risk of persistent or erosive disease. This recommendation is based on its clinical and 
radiological efficacy in combination with the relatively beneficial safety profile, and on its beneficial properties in 
treatment combinations. Leflunomide, and to a lesser extent, sulfasalazine are considered the best alternatives.
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Jefferson’s *Number 5

• Do not avoid HLA B27 testing in the 
appropriate clinical scenario

N Engl J Med 2016; 374:2563-2574



6/21/2023

11

Features

• Enthesitis
• Dactylitis
• Uveitis
• Psoriasis
• Nail pitting
• Inflammatory bowel

• Sterile pyuria
• NSAID responsive
• Peripheral arthritis
• Family history
• Elevated ESR
• C-reactive protein

Rheumatology 2013;52:1648

N Engl J Med 2016; 374:2563-2574
van den Berg R, et al. Ann Rheum Dis 2013;72:1646–1653
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5 Things Physicians and Patients 
Should Question

1. Don’t test ANA sub-serologies without ANA and clinical suspicion 

of immune-mediated disease

2. Don’t gout out on gout: 2020 ACR guidelines of gout management

3. Don’t perform MRI of the peripheral joints to routinely monitor 

inflammatory arthritis

4. Don’t prescribe biologics for rheumatoid arthritis before a trial of 

methotrexate (or other conventional non-biologic DMARDs)

5. Don’t avoid HLA B27 testing in the appropriate clinical scenario


