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In JIA, Clinical Presentation Is Key to Diagnosis

BY DAMIAN McNAMARA

Miami Bureau

BIRMINGHAM, ENGLAND — Early
diagnosis and prompt treatment of juve-
nile idiopathic arthritis can prevent com-
plications and improve quality of life for
affected children. A thorough clinical ex-
amination and the recognition of behav-
ioral and other symptoms in young pa-
tients are essential to proper diagnosis
and management.

Prediction of which one-third or so of
children with oligoarthritis will progress
to polyarthritis is difficult. In the absence
of really accurate prognostic indicators,
clinical presentation gives the most precise
data on which to estimate likelihood of
whether the disjoint involvement will
worsen, said Dr. Helen Foster at the an-
nual meeting of the British Society for
Rheumatology.

Examine all joints. Look for extra-artic-
ular features, such as eye and skin in-
volvement. Uveitis can arise at any time
and is usually without symptoms, so close
monitoring is warranted. “We need to
screen children’s eyes regularly.”

Pain is not commonly reported in chil-
dren with juvenile idiopathic arthritis
(JIA). “It’s not a universal symptom, and
in making a diagnosis of JIA, doctors can’t
be reassured by a lack of pain,” said Dr.
Foster, a pediatric rheumatologist at New-
castle University, Newcastle upon Tyne
(England). With a young child, it is im-
portant to ask parents about behavior, ir-
ritability, and sleep quality; as these signs—
rather than the child’s complaints of
pain—are often present. In addition, teach-
ers might provide insight into behavior
and other effects, such as any difficulty
with handwriting.

Given the uncertainty regarding clin-
ical course, careful counseling, educa-
tion, and support are essential for all pa-
tients and families. “Often parents want
to know what their child can and cannot
do,” Dr. Foster said.

Earlier initiation of medical therapy is
another advantage with earlier diagno-
sis, Dr. Foster said. “The sooner JIA is di-
agnosed, the sooner treatment can start
and the better the outcome.”

In treating JIA, methotrexate is often
used and is very effective. For older chil-
dren taking methotrexate, it is important
to start discussions sooner (at 10 years of
age and older) rather than later about
avoiding alcohol and pregnancy, Dr. Fos-
ter said. Methotrexate is a teratogen. It
is important to document the discus-
sions carefully, and from a medicolegal
point of view.

Some physicians are resistant to pre-
scribing methotrexate in children, Dr. Fos-
ter said. “Many general practitioners
refuse to prescribe and monitor. It’s an un-
licensed use for this age group. We have to
negotiate with them.”

Dr. Foster cited the case of a young girl
who presented with pain and stiffness.
She had two swollen fingers. “That is bad
news. She is likely to progress.” Smalljoint
and upper-limb involvement can indicate
psoriasis; in such cases, ask about relatives
with psoriatic arthritis, she advised.

The patient was prescribed about 10
mg/m?* methotrexate. “This is a big dose
compared to what you would start an adult
on,” Dr. Foster said. “Is the family going to
be happy with a drug used for leukemia?
No.” However, it usually will not under-
mine treatment response to delay
methotrexate a week or two. “You have
time to work with the family and allow
them to get their anxieties out. You have to
tell them about the risks and the benefits
of this drug. And compare this to the al-

ternatives, which usually include steroids.”

The patient fared well on oral
methotrexate and achieved clinical remis-
sion, but stopped because of significant
nausea. If this is anticipatory nausea and
vomiting, take a break from methotrexate
and then start it again, Dr. Foster said.
Other options include splitting the dose,
prescribing it at night, or switching the pa-
tient to subcutaneous methotrexate.

The patient had only a partial response
to subcutaneous methotrexate, and was

switched to a combination of oral
methotrexate and etanercept. “We tend to
combine these two—methotrexate and
etanercept—and watch them very care-
fully,” Dr. Foster said.

A meeting attendee asked when Dr.
Foster takes a patient off methotrexate.
“We wait until they are symptom free for
atleast 1 year. [Children] with one joint af-
fected tend to do well. But those who re-
quire methotrexate, they tend to stay on
it for a long time.” m

SYNVISC® (hylan G-F 20) is indicated for the treatment of pain in osteoarthritis (OA)
of the knee in patients who have failed to respond adequately to conservative
nonpharmacologic therapy and simple analgesics, eg, acetaminophen.

In clinical trials, the most commonly reported adverse events were transient local
pain, swelling, and/or effusion in the injected knee.In some cases, these symptoms
have been extensive. Other side effects such as rash have been reported rarely.
SYNVISCis contraindicated in patients with known hypersensitivity to hyaluronan
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SYNVISCin patients allergic to avian proteins, feathers, or eqg products; who have
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strenuous or prolonged weight-bearing activities after treatment. Strict adherence
to aseptic technique must be followed to avoid joint infection. The safety and
effectiveness of SYNVISCin children and in pregnant or lactating women have not
been established. It is unknown whether SYNVISCis excreted in human milk.



