
SYMPOSIUMPAEDIATRICS

thepractitioner.co.uk

19

July/August 2009 – 253 (1720):19–22

form of the disease accounting for
around 50% of all cases. It affects one
to four joints (mainly large joints,
especially knees) during the first six
months of the disease but may
progress to involve more joints over
time.3  RF positivity is an exclusion
criteria for the diagnosis of
oligoarticular JIA.
Polyarticular JIA
Polyarticular JIA affects five or more
joints within the first six months of the
disease.2 The mean age of onset is

poor disease control to the attention
of secondary care physicians. JIA has
emotional and psychosocial implications
for both the child and the family and
GPs may be involved in supporting the
family through this often difficult time.

PRESENTATION
The most recent and widely accepted
classification system is that proposed
by the International League of
Associations for Rheumatology
(ILAR), revised in 2001.2 This lists
seven subtypes (see box 1, right).
Juvenile chronic arthritis and juvenile
rheumatoid arthritis are outdated
terms and should no longer be used. 

Each subtype of JIA varies in
presentation. Arthritis may present as
swelling or reduced range of
movement of a joint accompanied by
features of inflammation such as
warmth, pain or tenderness. Often
pain is not a significant feature and
children may simply present with a
swollen joint.
Oligoarticular JIA
Oligoarticular JIA is the most common
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childhood. JIA is defined as arthritis of
unknown cause, beginning before the
age of 16, that persists for at least six
weeks. The annual incidence in the UK
is 1 in 10,000 children and the
prevalence is 1 in 1,000. JIA occurs in all
races and geographical areas and is
more common in girls.1 The age of
onset peaks between three and six
and then again around adolescence.

As most children with JIA will first
present to primary care, GPs have an
important role in diagnosis and
management.  It is important that a
thorough assessment is carried out, if
the diagnosis is suspected on clinical
grounds, to allow referral as early as
possible to a paediatric rheumatologist
and ophthalmologist. After confirmation
of the diagnosis, the GP will be
involved in monitoring the condition
using blood tests to assess disease
activity and side-effects of treatment.
This can be very helpful in bringing

What
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Early intervention is key in
juvenile idiopathic arthritis
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FIGURE 1
Knee joint MRI of a
child with JIA
(psoriatic arthritis)
showing a very
large effusion
extending into the
supra-patellar
region and
considerable
synovial thickening

Box 1 

Subtypes of JIA (ILAR
classification)
• Oligoarticular JIA (≤4 joints)
• Polyarticular JIA (≥5 joints) with
negative rheumatoid factor (RF)
• Polyarticular JIA ( ≥5 joints) with
positive RF
• Systemic onset JIA (previously
known as Still’s disease)
• Enthesitis related arthritis
• Juvenile psoriatic arthritis
• Undifferentiated arthritis


