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ABSTRACT. Objective. The Canadian Rheumatology Association (CRA) and the Spondyloarthritis Research
Consortium of Canada (SPARCC) have collaborated to update the recommendations for the
management of spondyloarthritis (SpA).
Methods. A working group was assembled and consisted of the SPARCC executive committee,
rheumatologist leaders from SPARCC collaborating sites, Canadian rheumatologists from across the
country with an interest in SpA (both academic and community), a rheumatology trainee with an
interest in SpA, an epidemiologist/health services researcher, a member of the CRA executive, a
member of the CRA therapeutics committee, and a patient representative from the Canadian
Spondylitis Association. An extensive review was conducted of literature published from 2007 to
2014 involving the management of SpA. The working group created draft recommendations using
multiple rounds of Web-based surveys and an in-person conference. A survey was sent to the
membership of the CRA to obtain an extended review that was used to finalize the recommendations.
Results. Guidelines for the management of SpA were created. Part I focuses on the principles of
management of SpA in Canada and includes 6 general management principles, 5 ethical considera-
tions, target groups for treatment recommendations, 2 wait time recommendations, and recommen-
dations for disease monitoring. Also included are 6 modifications for application to juvenile SpA.
Conclusion. These recommendations were developed based on current literature and applied to a
Canadian healthcare context. It is hoped that the implementation of these recommendations will
promote best practices in the treatment of SpA. (First Release Feb 15 2015; J Rheumatol
2015;42:654–64; doi:10.3899/jrheum.141000)
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The management of spondyloarthritis (SpA) is complex.
The Spondyloarthritis Research Consortium of Canada
(SPARCC) and the Canadian Rheumatology Association
(CRA) have created treatment recommendations for the
management of SpA. Initial recommendations were
published in 2003 and subsequently updated in 20071,2.

Since 2007, there has been a continued and rapid
evolution in the diagnosis, management, and monitoring of
SpA. The role of traditional disease-modifying anti-
rheumatic drugs in the treatment of axial SpA (axSpA) has
become tenuous3,4,5,6. Conversely, new evidence has estab-
lished that nonsteroidal antiinflammatories (NSAID) may
have a disease-modifying effect7,8,9. The potential for tumor
necrosis factor inhibitors (TNFi) to prevent the progression
of axial disease has been presented10. New biologic agents
have emerged in the Canadian market, and their role in SpA
has not yet been formally addressed. Magnetic resonance
imaging (MRI) has emerged as a key diagnostic tool for the
diagnosis of axSpA, particularly nonradiographic axSpA
(nr-axSpA)11,12,13,14. Owing to the ongoing limitations that
many clinicians face in accessing MRI for their patients
with SpA in a timely manner, it is appropriate that
CRA/SPARCC addresses MRI wait times, which was not
done in 2007. Additionally, the 2007 recommendations did
not address the management of juvenile spondyloarthritis
(JSpA).

For clarity, these recommendations have been divided
into 2 parts: Part I, Principles of the Management of SpA in
Canada, and Part II, Specific Management Recommen-
dations. Part I addresses optimal SpA management in
Canada, as well as barriers to the implementation of these
recommendations. This is largely derived from expert
opinion. Part II consists of specific recommendations for
SpA treatment and has a larger body of literature support.

Recommendations were based upon the highest quality
of evidence available at the time the working group
undertook this review. They are intended to promote best
practices and improve delivery of healthcare for those with
SpA. Recommendations, however, should not be interpreted
as rigid or legal standards, nor are they intended to replace
the clinical judgment of rheumatologists and other trained
SpA healthcare providers acting according to the individual
needs of the patient and the unique clinical circumstance.

MATERIALS AND METHODS
Participants. The working group included the SPARCC executive
committee, SPARCC rheumatologists, rheumatologists with an SpA
interest (community and academic), an epidemiologist, a rheumatology
trainee, a CRA representative, and a patient representative from the
Canadian Spondylitis Association. There was no pharmaceutical or
industry involvement.
Patient population. These recommendations apply to both axial and
peripheral SpA (Figure 1). Included in axSpA is ankylosing spondylitis
(AS) as well as nr-axSpA; diagnosed axSpA is based upon MRI findings at
the sacroiliac (SI) joints and/or spine without radiographic evidence of
sacroiliitis, according to the Assessment of SpA international Society

(ASAS) criteria15,16. Peripheral SpA is classified by ASAS criteria; accord-
ingly, axial involvement is not required17. Psoriatic arthritis (PsA) is
included, and may be predominantly axial or predominantly peripheral.

SpA in children, referred to as JSpA, more commonly presents as undif-
ferentiated disease and is commonly referred to as enthesitis-related
arthritis (ERA) under the International League of Associations for
Rheumatology classification criteria for juvenile idiopathic arthritis (JIA).
Consequently, the target population in children will focus and be referred
to as JSpA(ERA). In contrast to adults, children are more likely to have
peripheral arthritis and enthesitis rather than axial involvement at disease
onset. Spinal involvement is uncommon early in the disease course, but
axial involvement of the SI joints is possible and generally becomes more
clinically evident as the child ages.

These recommendations are not intended for the diagnosis or classifi-
cation of SpA; the diagnosis of SpA is made based upon physician clinical
judgment. Classification criteria for axial and peripheral SpA have been
proposed by ASAS, and the CASPAR criteria may be used for PsA16,17,18.
Development process. The recommendations were updated through a
nominal group process (Supplementary data available online at
jrheum.org).
Evidence-based literature review. Literature published since the last recom-
mendations was reviewed (Figure 2; Supplementary data available online
at jrheum.org).
Grading evidence. We used a simplified version of the Scottish
Intercollegiate Guideline Network for consistency with the CRA
Recommendations for Rheumatoid Arthritis (Table 1)19,20.
Extended review. After the recommendations were drafted, they were
reviewed by the CRA Therapeutics Committee in March–April 2014. A
need for extended review by the CRA membership was identified. Active
members and emeritus members of the CRA were sent an electronic survey
in which they were asked to provide input on recommendations identified
as controversial or based on expert opinion alone. Feedback from survey
respondents (n = 136, response rate 35%) was used to finalize recommen-
dations and discussion.

RESULTS
The CRA/SPARCC Principles for the Management of SpA
in Canada encompass general management principles,
ethical considerations, target groups for treatment recom-
mendations, wait time recommendations, and disease
monitoring. These are summarized in Table 2. These
management principles may also be applied to JSpA(ERA)
using a series of modifications summarized in Table 3. The

Figure 1. Defining the patient population. SpA: spondyloarthritis;
nr-axSpA: nonradiographic axial SpA.
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level of evidence (LOE), strength of recommendation
(SOR), and expert opinion score (EO) are listed for each
recommendation specifically. EO was evaluated on a 5-point
Likert scale ranging from “disagree completely” to “agree
completely”. Barriers to the implementation of the individual
recommendations are also described. These recommenda-
tions address factors in the Canadian healthcare system that
may affect the applicability of the recommendations.

General Management Principles
Recommendation 1. Target disease is defined and termin-
ology established (LOE IV, SOR D). Barriers to implemen-
tation include rapidly evolving terminology that is not well
established with some agencies not recognizing the termin-
ology at all. Many provincial formularies do not recognize
axial and peripheral SpA as diseases or that nr-axSpA is a
unique disease subset. Instead, the indications for the use of
some medications are only for AS and PsA, which may
inappropriately classify patients.
Recommendation 2. Treatment goal is remission or minimal
disease activity (MDA) using a treat-to-target approach.
Expert review of SpA literature defined remission as the
“absence of clinical and laboratory evidence of significant
inflammatory disease activity” (LOE IV, SOR D)21.

A validated MDA definition does exist for PsA22,23.
Patients achieve MDA if they fulfill 5/7 outcome measures
(LOE II, SOR B)22.

There are no barriers to the implementation of this
recommendation.
Recommendation 3. Optimal management includes pharma-
cological and nonpharmacological treatment and patient
education. Patient education has randomized controlled trial
evidence in both axial and peripheral SpA, but it should be
noted that high-quality, large trials are lacking (LOE I, SOR
A)24,25,26.

Implementation of this recommendation is restricted by
variable access to nonpharmacological therapies by the
Canadian population.
Recommendations 4–6. Based upon expert opinion and
address several management issues in SpA (LOE IV, SOR
D).

These recommendations do not have any specific barriers
to implementation, but the dearth of evidence suggests
additional funding should be allocated to risk-benefit
analysis, pharmacoeconomic studies, and postmarketing
surveillance.

Ethical Considerations
Recommendations 7–11. This section is largely unchanged
from the 2007 Recommendations (LOE IV, SOR D)2.

There are no barriers to the implementation of ethical
considerations in SpA.

Target Groups for Treatment Recommendations
Recommendation 12. Defines target groups for these recom-
mendations (LOE IV, SOR D).

There are no identified barriers to the implementation of
this recommendation.

Wait Time Recommendations
Recommendation 13. Focuses on axSpA, which has a
diagnostic delay of 5–10 years12,27. Those at highest risk of
SpA should be assessed by a rheumatologist within 3 months.

Figure 2. Initial literature review process. SpA: spondyloarthritis; AS:
ankylosing spondylitis; PsA: psoriatic arthritis; PT: physiotherapy; OT:
occupational therapy; NSAID: nonsteroidal antiinflammatory drugs;
DMARD: disease-modifying antirheumatic drugs.
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For PsA, evidence suggests that a diagnostic delay of 6
months results in poorer outcomes. Therefore, patients at risk
of peripheral SpA should be assessed by a rheumatologist
within 6 weeks of referral (LOE IV, SOR D)28.
Recommendation 14. Timely MRI access is critical for
diagnosing nr-axSpA (LOE IV, SOR D)12,15.

Diagnostic MRI should include whole spine and pelvis
scans with appropriate sequencing. Over 5% of patients
have MRI evidence of inflammation in the spine without the
involvement of the SI joint (LOE II, SOR B)16.

Unfortunately, there are several barriers to the implemen-
tation of wait time recommendations. Access to rheumatol-
ogists remains difficult with great variability between
geographic and health regions. Screening all patients under
the age of 45 with back pain for SpA would quickly
overwhelm the current workforce. The number of MRI
machines is also highly variable across the country, and
often reflects poor accessibility and long wait times. Many
radiology departments do not allow the entire spine and SI
joints to be imaged in a single procedure. In such circum-
stances, it was felt that it was appropriate to image the SI
joints first and to proceed to other areas of the spine if clini-
cally indicated.

Disease Monitoring
Recommendation 15. Outlines specific components for
monitoring in SpA. Few studies examine the utility of
patient history in monitoring, but it remains a critical part of
the assessment of patients (LOE IV, SOR D). Physical
examinations should be relevant to the patient’s predom-
inant presenting features, but all patients should have a
tender joint count, swollen joint count, and entheseal
assessment (LOE IV, SOR D). Enthesitis in SpA has been
associated with poorer outcomes and increased disease
activity29,30. Specific metrology of the spine is not included
because the clinical utility and prognostic value of spinal
metrology remains under study (LOE IV, SOR D). Baseline
laboratory screening should be completed with regard to
further management and potential toxicities (LOE IV, SOR

D). Patients should be screened for extraarticular manifesta-
tions and comorbid conditions (LOE IV, SOR D).

The Bath Ankylosing Spondylitis Disease Activity Index
(BASDAI), a reliable and valid outcome measure, was
included in the monitoring recommendations31,32,33. In
Canada, the BASDAI is often a mandatory component of
the application process for biologic agents, and was thus felt
to be worthy of inclusion. This recommendation is based on
expert opinion (LOE IV, SOR D).

Also included was functional assessment. One potential
measure of function could be the Bath Ankylosing
Spondylitis Functional Index that is used in the ASAS
recommendations for record keeping34. The working group
felt that it was important to assess patient function regularly,
but left the specific tool for assessment to the discretion of
the treating physician. Patient assessment of global
well-being was included for similar reasons (LOE IV, SOR
D for both recommendations).

Elevated acute-phase reactant (APR) was included
because it may indicate propensity for radiographic
progression or response to therapy. Patients with elevated
APR have been shown to have the greatest benefit from
NSAID therapy and TNFi in multiple studies8,35,36,37,38.
C-reactive protein (CRP) has been associated with outcomes
in AS and has been incorporated into a matrix model for
treatment39. Patients with an elevated CRP had greater
structural damage on radiographs, radiographic progression,
and had greater progression from nr-axSpA to
axSpA10,40,41,42. In PsA, an elevated baseline CRP was an
independent risk factor for radiographic progression43.
Patients with PsA with higher erythrocyte sedimentation
rates had greater rates of damage progression and less
likelihood of reaching a minimal disease activity state44.
Patients with PsA who were beginning TNFi treatment were
found to have a better response to therapy if their baseline
CRP was elevated45. Elevated CRP has also been shown to
differentiate patients with PsA from those with psoriasis
without arthritis46 (LOE II, SOR B for this component of
Recommendation 15).

The working group agreed that patients with SpA should

Table 1. Custom system for assigning LOE and SOR.

LOE SOR

I: Metaanalysis, systematic reviews of RCT, or an individual RCT A: Strong recommendation: 
• Direct level 1 evidence

II: Metaanalysis, systematic reviews of observational studies (cohort/case control B: Moderate recommendation: 
studies), or individual observational studies, OR RCT subgroup/posthoc analysis • Direct level 2 or extrapolated level 1 evidence
III: Nonanalytic studies (case reports, case series) C: Weak recommendation: 

• Direct level 3 or extrapolated level 2 evidence
IV: Expert opinion D: Consensus recommendation: 

• Expert opinion based on very little evidence
NR: Recommendation is not linked to evidence

LOE: level of evidence; SOR: strength of recommendation; RCT: randomized controlled trial; NR: not reported.
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Table 2. 2014 Update on the CRA/SPARCC Treatment Recommendations for the Management of SpA. 

Recommendation LOE SOR EO

General management principles
1. Management recommendations for SpA will be organized under the categories of IV D 4.9
axSpA (including nr-axSpA) and peripheral SpA.
2. The goal of treatment is remission. When remission is not possible, the goal is IV (SpA) D (SpA) 4.9
minimal disease activity and control of symptoms, prevention of damage, and improvement II (PsA) B (PsA)
in quality of life. Therapy should be adjusted until these goals are reached.
3. Optimal management of SpA includes a combination of nonpharmacological and I A 5.0
pharmacological treatments, as well as patient education.
4. Patient preferences, including risk-benefit balances, must be incorporated into regulatory IV D 5.0
decision-making and prescribing of arthritis medications.
5. It is appropriate to consider pharmacoeconomic data in formulating decisions on management IV D 4.5
strategies. The particular aim is to identify subgroups of patients with the highest burden of 
disease for whom the additional benefits merit the additional costs.
6. Postmarketing evaluation of new therapies for SpA should be implemented to ensure IV D 5.0
appropriate access and utilization of these agents, and to ensure their safety in an unselected 
population with longer periods of observation.

Ethical considerations
7. A Formulary Committee has a duty to represent the public’s interests in promoting IV D 4.7
the greatest health benefits possible (ethical principle of Beneficence) as fairly as possible 
within society’s limited shared resources (Justice) through an open and transparent 
process and in accordance with the best available evidence (Accountability).
8. Economic evaluations should be comprehensive with a clear analysis of the direct and IV D 4.5
indirect costs of suboptimal treatment. Ethically, suboptimal treatment is always 
questionable (principle of Nonmaleficence).
9. Fairness across all patient groups and illness categories is mandatory, and is enshrined IV D 4.9
in the Canada Health Act. Ad hoc decisions that favor some groups but not others 
are not ethically acceptable.
10. Resource limitations may require that qualifications be placed on access to some IV D 4.9
extremely expensive therapies. Physicians must be enabled to practice the highest standard 
of evidence-based medicine for the benefit of their patients, and thus even extremely 
expensive therapies that are clinically effective must not be excluded on principle. 
Formulary committees should be encouraged to work in conjunction with clinical specialists 
to develop guidelines for access that promote safe and effective interventions at lower 
cost where possible, but that allow clinicians and patients to access necessary therapeutics 
when other options are not medically appropriate.
11. In a Canadian context, the delivery of healthcare is a provincial rather than federal IV D 4.9
responsibility. However, the principles of universality, transferability, and comprehensiveness 
of the Canada Health Act, and the underlying ethical principle of Justice, indicate that 
treatments approved in 1 province should generally be available to patients in all provinces.

Target groups for treatment recommendations
12. These management recommendations are intended for: IV D 4.9
a. Rheumatologists
b. Primary care physicians, internists, and other healthcare providers
c. Persons with SpA 
d. Insurance payers
e. Government agencies
f. Formularies

Wait time recommendations
13. Patients with chronic back pain with an age of onset prior to 45 should be screened for the IV D 4.1
presence of SpA and assessed by a rheumatologist within 3 mos of referral. Patients at 
risk of peripheral SpA should be assessed by a rheumatologist within 6 weeks of referral.
14. MRI frequently plays an important role in the diagnosis of SpA. When a rheumatologist IV (timing) D 4.5
orders an MRI to diagnose SpA, the whole spine and pelvis should be imaged. MRI imaging II (timing)
should occur within 6 weeks of being ordered by the rheumatologist. (whole spine) B

(whole spine)
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be monitored for drug toxicity and adherence, but there is no
trial data to support that this monitoring improves outcomes
in SpA (LOE IV, SOR D).

Appropriate imaging is included in this recommendation.
The ASAS recommendations include both plain radiographs
and MRI as acceptable16. A systematic review suggested
that the utility of MRI in the diagnosis of SpA was limited
because of a lack of high-quality studies47. There is 1
high-quality study showing that standardized evaluation of
the MRI of SI joints in patients with SpA had high
diagnostic utility48. Another evaluated the diagnostic utility
of MRI of spinal inflammatory lesions49. The utility of
imaging for monitoring SpA is under debate, with some
studies supporting MRI monitoring in response to
NSAID8,42 or TNFi50 treatments. The use of MRI and ultra-
sound for the diagnosis and monitoring of PsA has been
reviewed, and an MRI scoring system has been
developed51,52,53. Appropriate imaging should also be
performed in peripheral arthritis. In PsA, baseline joint
damage increased the risk of damage progression44. Thus,
radiographic assessment of peripheral joints is an important

component of the monitoring of peripheral SpA. (LOE II,
SOR B for this component of the recommendation.)

Assess quality of life (QoL) with appropriate referrals to
allied health if needed. Several studies have demonstrated
poor QoL in PsA54,55,56 and AS57,58. In AS, poor QoL has
been correlated with poor metrology and patient-reported
outcomes59,60,61 (LOE IV, SOR D).

Tailor the therapeutic approach to the patient’s individual
characteristics. Clinical status may affect frequency and
intensity of monitoring. Those with poor prognostic features
(older age, number of comorbidities, involvement of
peripheral joints, and female sex) may warrant closer
followup62,63,64. Hip involvement in AS is also associated
with worse function and radiographic progression65,66,67.
Conversely, disease activity levels in patients with estab-
lished AS may clinically and functionally plateau, warranting
less assessment68. Patients with psoriatic SpA have worse
outcomes than those without, and obese patients with PsA
may need closer monitoring69,70 (LOE IV, SOR D).

Specific structural lesions should be monitored. Hip
involvement in AS has been shown to be associated with

Table 2. Continued.

Recommendation LOE SOR EO

Disease monitoring
15. Specific disease monitoring of patients with SpA in clinical practice should ideally include:

a. Patient history IV D 4.8
b. Relevant clinical exam (axial or peripheral). For axSpA, spinal mobility should be IV D 4.8
assessed. All patients should have an assessment of tender joints, swollen joints, and 
enthesitis.
c. Baseline screening for hepatitis B virus and other chronic infection, liver disease, IV D 4.8
renal disease, and malignancy.
d. Assessment for signs and symptoms of extraarticular manifestations of SpA (in IV D 4.8
particular, inflammatory bowel disease, uveitis, and psoriasis).
e. Assessment for signs and symptoms of comorbid conditions associated with IV D 4.8
inflammatory arthritis (i.e., CV disease, hypertension, hyperlipidemia, DM, and osteoporosis).
f. BASDAI questionnaire. IV D 4.8
g. Assessment of function. IV D 4.8
h. Patient assessment of global well-being. IV D 4.8
i. CRP/ESR. II B 4.8
j. Drug toxicity (including infection and malignancy) and adherence. IV D 4.8
k. Appropriate imaging, including plain radiographs and/or MRI of the axial skeleton II B 4.8
and involved peripheral joints.
l. Quality of life assessment. IV D 4.8
m. Participation in activities and work disability. IV D 4.9
n. Frequency of disease monitoring will depend on disease severity, treatment type, IV D 5.0
and patient preference.
o. Monitoring and management of extraarticular manifestations of SpA (i.e., IBD, IV D 5.0
uveitis, psoriasis) should be in collaboration with respective specialists as needed.
p. Monitoring and management of comorbid conditions associated with inflammatory IV D 4.9
arthritis (i.e., CV disease, hypertension, hyperlipidemia, DM, osteoporosis) should be in 
collaboration with primary care physicians and respective specialists as needed. 

CRA: Canadian Rheumatology Association; SPARCC: Spondyloarthritis Research Consortium of Canada; SpA: spondyloarthritis; LOE: level of evidence;
SOR: strength of recommendation; EO: expert opinion; axSpA: axial SpA; PsA: psoriatic arthritis; nr-axSpA: nonradiographic axSpA; MRI: magnetic
resonance imaging; BASDAI: Bath Ankylosing Spondylitis Disease Activity Index; CRP: C-reactive protein; ESR: erythrocyte sedimentation rate; IBD:
inflammatory bowel disease; CV: cardiovascular; DM: diabetes mellitus.
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worse functional and radiographic progression65,66,67. As
with clinical monitoring, there has not been a specific study
assessing the effect of monitoring structural damage on
outcomes in SpA.

These monitoring recommendations have many
barriers to implementation. Many Canadian rheumatolo-
gists are providing care for a large patient population, thus
reducing the time available to assess an individual patient.
Assessments of function, QoL, and work are usually
cumbersome and may not be practical for many to
perform on a regular basis. Access to specialists and
primary care physicians may also be limited based on
local availability.

Juvenile SpA
JSpA typically presents with more peripheral and entheseal
involvement compared with adults71. It includes several
overlapping subtypes: juvenile ankylosing spondylitis,
juvenile PsA, reactive arthritis, enteropathic arthritis, and
undifferentiated disease called ERA71. Currently, ERA is the
most common form of SpA seen among children with JIA71,
and the recommendations will address this population
specifically. Because of shared familial and genetic pre-
dispositions, JSpA(ERA) may be thought of as an 
on-a-continuum-of disease with adult SpA71. Indeed, many
adult rheumatologists in Canada will manage patients with

JSpA(ERA) who have passed the age of 18. This section of
the 2014 Update of the CRA/SPARCC Recommendations
for the Management of SpA will address adaptations of the
adult SpA recommendations (Table 3) that may be applied
to JSpA(ERA). 

General Management Principles
Recommendation 1. JSpA(ERA) requires a multidisci-
plinary family-centered approach to promote normal
growth, social development, and physical function (LOE IV,
SOR D).

There are no barriers to the implementation of this
recommendation modification.

Ethical Considerations
Recommendation 2. In light of scarce clinical trial data,
decision-making should incorporate the best interests of the
child (LOE IV, SOR D).

There are no barriers to the implementation of this
recommendation modification.

Target Groups for Treatment Recommendations
Recommendation 3. Pediatricians are included (LOE IV,
SOR D).

There are no barriers to the implementation of this
recommendation modification.

Table 3. The 2014 Update on the CRA/SPARCC Treatment Recommendations for the Management of SpA for application to JSpA(ERA).

Recommendation LOE SOR

General management principles
1. JSpA(ERA) additionally requires a multidisciplinary family-centered approach to promote normal IV D
growth, social development, and physical function in the child or adolescent.

Ethical considerations
2. In consideration of the limited clinical trials in the pediatric population compared to adults, access to IV D
therapeutics including some extremely expensive therapies should be based on the highest available 
standard of evidence-based medicine as well as the best interests of the child.

Target groups for treatment recommendations
3. In JSpA(ERA), these management recommendations are additionally intended for: IV D
a. Pediatricians

Wait time recommendations
4. As peripheral SpA is more common in JSpA(ERA), persistent joint or entheseal symptoms IV D
> 4 weeks should be screened for the presence of JSpA by a pediatric rheumatologist within
6 weeks of referral.
5. axSpA symptoms in JSpA(ERA) should be expanded to include back or buttock pain. IV D
Patients with axial symptoms > 4 weeks duration should be screened for the presence of 
JSpA(ERA) by a pediatric rheumatologist within 6 weeks of referral.

Disease monitoring
6. Radiologic findings in the spine at disease onset is infrequent in JSpA(ERA). Hip involvement I (MRI SI joints) A (MRI SI joints)
is also more common in JSpA(ERA) and confers a poor prognostic factor. Initial MRI imaging III (whole-body MRI) C (whole-body MRI)
should include the pelvis and hips. Additional sites to be imaged by MRI to be determined 
by pediatric rheumatologist. Whole-body MRI should be considered for early detection of 
peripheral and axial involvement in JSpA(ERA).

CRA: Canadian Rheumatology Association; SPARCC: Spondyloarthritis Research Consortium of Canada; SpA: spondyloarthritis; JSpA: juvenile SpA; ERA:
enthesitis-related arthritis; LOE: level of evidence; SOR: strength of recommendation; axSpA: axial SpA; MRI: magnetic resonance imaging; SI: sacroiliac.
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Wait Time Recommendations
Recommendation 4. Peripheral symptoms predominate in
JSpA(ERA). Patients with symptoms for greater than 4
weeks should be assessed by a pediatric rheumatologist
within 6 weeks (LOE IV, SOR D).
Recommendation 5. Patients with axial symptoms
(including back or buttock pain) of > 4 weeks should be
assessed by a pediatric rheumatologist within 6 weeks (LOE
IV, SOR D).

The wait time recommendations for JSpA(ERA) have
many of the same barriers to implementation as the adult
population. There are even fewer pediatric rheumatologists
than adult rheumatologists, leading to prolonged wait times.
Again, evaluation of all children with persistent buttock or
back pain would likely overwhelm pediatric rheumatolo-
gists with patients. In some areas of Canada, there is no
pediatric rheumatologist at all within a reasonable geo-
graphic distance. Traveling far distances is more challeng-
ing for younger children who cannot travel independently to
appointments.

Disease Monitoring
Recommendation 6. Consider whole-body MRI for
assessing widespread entheseal, axial, and peripheral
disease. Whole-body MRI with specialized protocols for
JSpA(ERA) was used in a series of patients with ERA and
was able to identify the expected characteristic lesions72.
This study demonstrated good agreement with clinical
examination for peripheral arthritis, but MRI superiority for
assessment of the hips, SI joints, and spine72. Clinical
examination was found to overestimate enthesitis activity,
suggesting that whole-body MRI may have an important
role in quantifying entheseal disease72 [LOE I, SOR A for
MRI of SI joints in JSpA(ERA). LOE III, SOR C for
whole-body MRI]. 

There are significant barriers to the implementation of
this recommendation in Canada. Currently, a validated
whole-body MRI protocol is only available at 1 academic
center (The Hospital for Sick Children, Toronto, Ontario). 

DISCUSSION
Part I of the 2014 Update on the CRA/SPARCC Treatment
Recommendations for the Management of SpA addresses
principles of the management of SpA in Canada as well as
barriers to their implementation. These consist of 15 recom-
mendations as well as 6 modifications of these recommen-
dations for application to a JSpA(ERA) population. Figure 3
illustrates a proposed algorithm for assessment.

The intent of these recommendations is to inform
Canadian rheumatologists, primary care physicians,
internists and other healthcare providers, persons with SpA,
insurance payers, government agency staff, and formularies.
It is recognized that each patient is unique and that recom-
mendations cannot be blindly applied to all. Each treating

physician should use these recommendations along with
their clinical judgment and in partnership with their patients.
Ideal SpA management is individualized and specific to
each particular patient.

In developing these recommendations, it is apparent that
there are many clinical questions about the management of
SpA that remain unanswered. Monitoring of axial disease
and response to treatment with MRI, for example, remains a
topic of debate. It is also clear that there are many barriers
to the implementation of these SpA management principles
in the current Canadian context. As the field of SpA
advances, it is expected that new updates to these recom-
mendations will be required.

ONLINE SUPPLEMENT
Supplementary data for this article are available at jrheum.org.
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