
SYMPOSIUMPAEDIATRICS 
JUVENILE IDIOPATHIC ARTHRITIS

diagnosis, see table 3, opposite.
Inflammatory markers and FBC can be
helpful in supporting the diagnosis
when deciding to refer. After
discussion with a paediatric
rheumatologist it may be appropriate
to obtain further investigations which
form a routine part of the secondary
care assessment. This includes x-rays,
autoimmune profile (C3, C4, dsDNA,
immunoglobulins) and parameters for
classifying the disease (RF, ANA, HLA
B27). In early disease, joint x-rays are
usually normal but may show a joint
effusion, peri-articular osteoporosis or
soft tissue swelling. Occasionally
alternative diagnoses such as fracture,
osteomyelitis or malignancy are seen
on plain x-rays. Ultrasound is
increasingly used and may show joint
effusions and synovitis. MRI demonstrates
joint anatomy in excellent detail, see
figure 1 p19, and can reveal early 
pre-erosive changes in the articular
cartilage.  

In monoarthritis, arthrocentesis is
required to exclude septic arthritis,
even in established JIA, as these joints
are at greater risk of infection. In JIA,
aspiration of straw-coloured fluid with
a high white cell count but no organism
on culture is a typical finding. Children,
especially younger ones, require sedation
before joint aspiration and injection.
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categories, or fulfils criteria for more
than one category is termed
undifferentiated arthritis.3

DIAGNOSIS
The diagnosis of JIA is made clinically
in combination with the judicious use
of investigations. When a child
presents in primary care with a
painful/swollen joint that has not been
caused by trauma, the GP should
obtain a thorough history from the
child and/or the parents/carer.  It is
important to examine ‘every joint,
every time’ as it is often difficult for
children to localise pain and stiffness.
This also helps avoid unnecessary joint
aspiration for suspected sepsis when
an oligo/polyarthritis is evident. 

At the initial visit, a full examination
should be performed to look for any
rash, nail changes, mouth ulcers,
hepatosplenomegaly and respiratory
or cardiac abnormalities. The
differential diagnosis of JIA encompasses
a wide range of conditions which
should be considered during assessment
(see table 1, below). A paediatric gait,
arms, legs and spine (pGALS)
examination is a useful screening tool4

that can be used in general practice
(see table 2, opposite). 

As no diagnostic test exists for JIA,
investigations are used to support the

six and a half with peaks in the 
pre-school and pre-adolescent years.
Patients may be positive or negative
for RF. For a diagnosis of polyarticular
JIA with positive RF to be made, a
positive result for RF needs to be
obtained on two occasions at least
three months apart.3

Systemic onset JIA
Previously known as Still’s disease,
systemic onset JIA causes arthritis
accompanied, or preceded, by fever in
a quotidian pattern for at least three
days. The fever spikes to over 39°C
once or twice a day and returns to
below 37°C in between. Other features
include an evanescent, salmon pink
erythematous rash that tends to occur
with the spikes of fever and may only
be apparent in the axillae, generalised
lymphadenopathy, hepatomegaly
and/or splenomegaly and serositis
such as pericarditis, pleuritis or peritonitis.
Enthesitis related arthritis 
Enthesitis related arthritis (ERA) usually
manifests as a combination of arthritis
and enthesitis (inflammation of tendon
insertions, ligaments or joint capsule). 
Juvenile psoriatic arthritis 
Juvenile psoriatic arthritis is a
combination of arthritis and psoriasis.
Undifferentiated arthritis
Arthritis that does not meet the
inclusion criteria for any of the above

Box 2 
Complications of JIA
• Poor dentition
• TMJ dysfunction
• Osteoporosis
• Growth failure
• Infections
• Blindness due to anterior uveitis
• Amyloidosis
• Macrophage activation syndrome
• Joint contractures

Box 3 

Specialties involved in JIA
• GP and primary healthcare team
• Paediatric rheumatologist
• Paediatric rheumatology nurse
specialist
• Physiotherapist
• Occupational therapist
• Ophthalmologist
• Orthotist
• Musculoskeletal radiologist
• Psychologist
• Dietician
• Social worker
• Paediatric orthopaedic surgeon
• Maxillofacial surgeon

Table 1
Differential diagnosis of JIA  
Condition
Septic arthritis

Osteomyelitis
Reactive arthritis

Trauma

Mechanical

Inflammatory bowel disease

Malignancy

Autoimmune connective tissue 
disease

Pain syndromes

Rheumatic fever

Lyme disease

Distinguishing features
Usually monoarthritis. 
Associated fever and systemically unwell, unable to
weight bear. Raised ESR and CRP
Fever, bone pain beyond joint margins
History of recent infections: gastroenteritis or other viral
infection (measles, parvovirus)
History of trauma may not be recalled in young children.
May need to consider possible non-accidental injury
Possibly related to joint hypermobility syndrome,
Perthe’s disease, slipped upper femoral epiphysis
May first present with arthritis. Weight loss and failure to
thrive. Mouth ulcers, family history of HLA B27 related
disease
Night pain, back pain, non-articular bone pain, systemic
features. Leukaemia, lymphoma, neuroblastoma, Ewing’s
sarcoma
May be features of systemic lupus erythematosus,
Juvenile dermatomyositis, Henoch-Schonlein purpura or
sarcoidosis
Features of complex regional pain syndrome such as
autonomic dysfunction
Diagnosis made using Duckett-Jones criteria. Often
migratory polyarthritis
Travel to endemic areas, history of tick bite may be
elicited. Large joint oligoarthritis preceded by erythema
chronicum migrans


