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disease should be seen as required and at
intervals of no longer than four months.26

Non-pharmacological interventions 
Children with JIA are at risk of low bone
mineral density (independent of steroid
use) and pathologic fractures are not
uncommon.27 A balanced diet including
adequate calcium and vitamin D intake
is recommended. Regular exercise leads
to better outcomes and should be
encouraged in all patients.28,29 Simple
strategies including heat packs and
warm baths can help alleviate joint pains
and stiffness. Appropriate footwear as
well as splints and orthotics are
indicated in some cases.30 Other
supportive therapies including
physiotherapy, occupational therapy
and psychology are vital to the effective
management of patients with JIA.

Simple analgesics and NSAIDs
Paracetamol has a role in managing
symptoms of JIA although evidence for
its efficacy is limited. NSAIDs are the
first-line medication for the treatment of

inflammation in children with JIA. They
are useful analgesics and while they
have some anti-inflammatory properties,
they are unlikely to lead to clinical
remission in isolation.31 They are
generally very well tolerated in children
although possible side effects include
gastrointestinal upset, rash and mood
changes. Many children with asthma can
take NSAIDs safely however caution is
advised as they can worsen symptoms.

Ibuprofen, naproxen, diclofenac,
indomethacin, meloxicam and
piroxicam are approved for use in JIA.
Specific COX-2 inhibitors have not been
studied extensively in children and their
role is not clearly defined. Aspirin is not
recommended in children because of its
link with Reye syndrome. There is no
evidence to support the use of topical
NSAIDs.

Systemic corticosteroids
Systemic steroids (enteral and parenteral)
are used to induce remission and maintain
disease control in some patients. 
They have potent anti-inflammatory
properties although owing to their
significant side-effect profile, efforts
should always be taken to minimise
long-term exposure.

Intra-articular steroids
Injection of long-acting corticosteroids
into the synovial space is a very effective
treatment for JIA. As many as two thirds
of patients with oligoarthritis have no
recurrence of arthritis in an injected joint
at two years.32 Joint injections have an
important role in oligoarticular disease
and may spare the need for any systemic
therapy. Significant complications, such
as septic arthritis, are exceedingly rare.
Mild cosmetic changes including
subcutaneous fat atrophy and
cutaneous hypopigmentation are seen
more frequently.33 Sedation or general
anaesthesia may be required to perform
joint injections in some children.

Disease modifying anti-rheumatic
drugs (DMARDs)
Systemic disease modifying
medications will be required to achieve
clinical remission in some patients.
Methotrexate is the first-line treatment
used for most patients with JIA needing
systemic immunosuppressive therapy. 
It is a highly effective treatment with
reassuring long-term safety data.34 

Gastrointestinal symptoms such as
nausea are common but are usually
manageable. Strategies to manage
nausea include methotrexate dose
reduction, changing to subcutaneous
administration, and antiemetic

treatment (ondansetron).35 Serious 
side effects such as irreversible liver
fibrosis, pulmonary fibrosis, malignancy
and bone marrow suppression are 
very rare in children with JIA taking
methotrexate.36 Major infections are also
uncommon however vigilance is required
with regard to this complication. At
therapeutic doses, methotrexate is more
effective and better tolerated when
given by subcutaneous injection rather
than orally.37 Folic acid is often given to
reduce toxicity without significantly
affecting efficacy.38 Regular monitoring
including blood count, hepatic enzymes
and renal function is required. Patients
established on stable doses of the
medication need blood tests at least
every three months.39

Other medications including
leflunomide, sulfasalazine and
cyclosporine will be required in some
patients with JIA. 

Several studies have tried to
determine the optimum duration of
treatment for patients who achieve
sustained inactive disease on
treatment.40,41 Most clinicians would
maintain patients with inactive disease
on treatment for at least one to two
years before considering a trial of
tapering or ceasing systemic
medications. The risk of disease flare
after ceasing systemic medications is
significant and close surveillance is
required during this period.

Biologics 
Biologic medications have
revolutionised the management of JIA
by providing effective and tolerable
alternatives to other treatments.42 They
are generally reserved as second-line
therapy for patients where treatment
with a conventional DMARD has failed.
Biologics are potent immunosuppressants
that generally target a specific part of
the immune system (TNF-α, interleukin-1,
interleukin-6, T-cell co-stimulation, 
CD-20 etc) to regulate the inflammatory
process seen in JIA. As with DMARDs,
close monitoring is required and duration
of treatment is tailored to the patient.

Novel therapies
Emerging treatments including Janus
kinase inhibitors have shown great
promise in adult rheumatoid arthritis
and are likely to be helpful in treating
JIA. Phase 1 studies are complete 
and randomised controlled trials are
underway.43

Uveitis
All patients with JIA should have
ophthalmology reviews according to

Table 3

Juvenile idiopathic arthritis mimics

Benign
•Growing pains/benign nocturnal limb pain, benign joint
hypermobility syndrome

Mechanical and orthopaedic
•Fractures, soft tissue injuries, non-accidental injury,
Osgood-Schlatter’s disease, Sinding-Larsen-Johansson
syndrome, Sever’s disease, developmental dysplasia of the
hip, Perthe’s disease, slipped upper femoral epiphysis,
chondromalacia patellae, osteochondrosis dissecans

Infection and infection related
•Osteomyelitis, septic arthritis, reactive arthritis, acute
rheumatic fever, post-streptococcal arthritis, transient
synovitis of the hip, Lyme disease

Malignancy
•Acute lymphoblastic lymphoma, osteosarcoma, Ewing’s
sarcoma, neuroblastoma

Haematological
•Sickle cell anaemia, haemarthrosis secondary to bleeding
disorders

Inflammatory
• Juvenile dermatomyositis, chronic non-bacterial
osteomyelitis, vasculitides (Henoch-Schönlein purpura,
Kawasaki disease, systemic lupus erythematosus)

Other
•Chronic regional pain syndrome, chronic widespread
musculoskeletal pain, fibromyalgia, functional neurological
symptom disorder


