
FIGURE 2
Central cataract and
irregular pupil due to
posterior synechiae
in a 15-year-old girl
with juvenile
idiopathic arthritis
related anterior
uveitis

Table 2

Differentiating limb pains in children

Growing pains
Well child

Non-articular and poorly localised 
(shins, calves, thighs, popliteal fossae)

Bilateral

Intermittent with pain-free intervals

Normal gait

Occur late in the day or at night

Normal clinical examination
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response to recent infection. HLA-B27 is
associated with enthesitis-related
arthritis but is also present in around
10% of the general population.20

Plain X-rays may show acute changes
such as a joint effusion but are unlikely
to show more specific changes such as
joint erosions except in very advanced
disease. However, they are useful for
excluding differentials such as trauma,
malignancy and infection. 

Other imaging modalities including
ultrasound, computed tomography
(CT) and magnetic resonance imaging
(MRI) can all play an important role in the
diagnosisand ongoing management of
JIA. Each investigation has its benefits
and drawbacks and specialist input may

be required to determine the best
approach for an individual patient.21

MANAGEMENT
The goals of treating patients with JIA
are to: control signs and symptoms;
prevent structural damage; avoid
comorbid conditions and drug toxicities;
and optimise function, growth and
development, quality of life, and social
participation by abrogation of
inflammation. Clinical remission should
be the primary target for all patients and
treatment should be adjusted until this is
achieved.22 

The healthcare team should involve
the patient and parents in therapeutic
decisions. Increasingly early aggressive
treatment is given as early initiation of
therapy increases the likelihood 
of a response to first-line treatments 
and of achieving drug-free remission
later in life.23-25

Referral and ongoing review
All patients with suspected JIA should
be urgently referred to a specialist
paediatric rheumatology team that may
consist of a paediatric rheumatologist,
general paediatrician with an interest in
paediatric rheumatology or adult
rheumatologist with an interest in
paediatric rheumatology (operating
within a formal paediatric rheumatology
clinical network). 

Patients with confirmed JIA need
access to a team including their GP,
paediatric rheumatology nurse
specialists, ophthalmologists, paediatric
physiotherapists, paediatric clinical
psychologists, paediatric occupational
therapists, podiatrists and health visitors
or school nurses. Patients with active

diseases and usually have distinct
characteristics, see table 2, below.10,11

Taking a careful history and systematic
examination in all children with possible
JIA is important to rule out other
differential diagnoses, see table 3, p24.12-15 

Investigations
There is no single test that accurately
diagnoses JIA. Tests to increase
diagnostic certainty and exclude mimics
are required in some cases. A reasonable
set of first-line blood tests for suspected
JIA includes: a full blood count (and
blood film), urea, creatinine, electrolytes,
liver function tests, C-reactive protein
(CRP) and erythrocyte sedimentation
rate (ESR). Normal blood test results do
not preclude a diagnosis of JIA and
should not delay referral for a specialist
opinion if clinical suspicion remains high.

A full blood count may show signs
consistent with inflammation such as
anaemia, leucocytosis and
thrombocytosis, but may also be within
normal limits. ESR and CRP are usually
elevated but may also be normal,
particularly in children with oligoarthritis. 

Investigations such as antinuclear
antibodies (ANA), rheumatoid factor
(RF), cyclic citrullinated peptide (CCP)
antibodies and human leukocyte
antigen B27 (HLA-B27) do not play a
significant role in the diagnosis of JIA.
ANA can be found in up to 5-18% of
healthy children; usually at low titres 
(up to 1:320), however higher titres may
occur.16-19 RF and CCP antibodies are only
positive in a small minority of children
and adolescents with JIA and can also
be seen in healthy individuals, often as a

Concerning causes of limb pains
Fever, weight loss, pallor

Articular

Can be unilateral or bilateral

Persistent

Limp or refusal to walk

Can occur at any time

Objective signs of inflammation
(swelling, reduced range of motion,
erythema, focal tenderness)


