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The purpose of the study was to investigate the clinical symptoms and evolution of juvenile chronic
arthritis (JCA) at different stages of it development. 39 children with duration of JCA from 6 months to 5
years in age from 2 to 18 years were examined. All patients underwent clinical examination, indicators of
acute phase of inflammation (CRP, sialic acid, seromucoid, glycoproteins), rheumatoid factor, circulating
immune complexes, complement, instrumental methods (X-ray and ultrasound, capillaroscopy of nail bed)
were evaluated. Activity of the disease was estimated by disease activity score (DAS28). Statistically was
determined the relative value (P). It was found that the disease started with monoarthritis (63,37 %). In the
future, in half of the patients was formed oligoarthritis with damaging of large and medium-sized joints
(68,25 %). In the majority of surveyed disease occurred against the backdrop of the minimal activity of the
inflammatory process. On the stages of evolution recurrence of arthritis were observed in one third of
children. If duration of the sickness is more than 5 years, it has become less frequent, than in previous years.
The absence of clinical and radiographic manifestations of JCA after the abolition of medical treatment within
one year, became the basis for the assumption that the disease remission, which was on the third year of the
disease 25,93 %, on the fourth — 33,33 %, on the fifth — 36,36 %. The absence of radiographic signs of bone
destruction, disability of patients allows interpreting JCA as a positive option of chronic juvenile idiopathic
arthritis.
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KJITHIKO-THCTPYMEHTAJIBHA XAPAKTEPUCTHUKA EBOJIIOIII FOBEHIJIbHOT'O
XPOHIYHOI'O APTPUTY

Jlebeuyn 1. C.I, 3aityesa €. M.I, Jemszo I. B.
" IY «lHCTHTYT OXOpOHH 310poB’s miteii Ta mignitkis HAMHY », m. Xapkis, Ykpaina
* XapkiBchkuii HanionansHuit yHisepcurer imeni B. H. Kapasiua, m. Xapkis, Ykpaina

Mertoro mocmipkeHHs Oyiio BUBYECHHS KIIIHIYHOI CHMIITOMATHKH Ta €BOJIONII IOBEHITFHOTO XPOHIYHOTO
aptputy (FOXA) Ha pizHuX eramax po3BuTKy. O6cTexxkeno 39 miteit 3 FOXA TpuBamicTIO Bif 6 MIcCAIIB 110
5 pokiB, BikoM Bix 2 10 18 pokiB. Y BCiX XBOPHX MPOBOJIMIN KIiHIYHE 00CTEKESHHSI, OI[IHIOBAJIUCS TTOKa3HUKH
roctpoi ¢asu 3amanenHs (CPB, ciamoBi KHCIOTH, CEpOMYKOin, TIIKONPOTEiAM), peBMaTOimHHN (aKTop,
UPKYJIIOI0OYH  IMYHHI ~ KOMIUICKCH, KOMIUIEMEHT, 3aCTOCOBYBAJHCS  IHCTPYMEHTAIbHI  METOIH
(peHTTreHOOTIUHEe Ta YIBTPa3BYKOBE JTOCIIHKEHHS, KaJIAPOCKOITisI HIrTOBOTO JIoXka). [IpoBomuiack oriHnka
akTUBHOCTI xBopoOm disease activity score (DAS28). Cratuctiuno Bu3Hadanm BigHOCHY BenuuuHy (P).
BceraHoBneHO, 1m0 3aXBOPIOBaHHA HEPiAKO MOYMHAJOCA 3 MoHOapTputy (63,37 %). Hamami y momoBuHH
XBOpHX (POPMYBaBCS OJITOapTPUT 3 MOIMIKOPKEHHIM BEJHKHUX 1 cepemHix cyrio0iB (68,25 %). ¥V OinxpmocTi
obcrexeHnx mepedir xBopoOu OyB Ha (OHI MiHIMaNBHOI aKTHBHOCTI 3amailbHOTO mporecy. Ha eramax
€BOJTIOIIIT PEIUANBY APTPUTY CIIOCTEPIraKCs Y TPETUHU HiTed. [Ipu TpuBaIoCTi XBOpOOH 5 pOKiB BOHU CTAIH
MEHIII YaCTHMH, HiX y TIOTIepeIHi pOKH. BiICyTHICTh KIIIHIYHUX Ta PEHTTEHOJIOTIYHUX MposBiB FOXA micis
BiIMIHH MEIWKAMEHTO3HOTO JIIKyBaHHS MPOTITOM OJHOTO POKY CTajia MiJACTaBOIO I TPAKTYBaHHS KIIiHIKO-
nmabopaTopHOi peMmicii 3aXBOPIOBaHHS, SKa CKJIaja Ha TPETHOMY pomi xBopobm 25,93 %, detBepTOMy —
33,33 %, m’atomy — 36,36 %. BincyTHICTP PEHTTEHONOTIYHMX O3HAK MECTPYKIii KiCTOK, iHBamigu3arii
xBopux TpakTye KOXA, sk MeBHUN XpOHIYHHIA MO3UTUBHUH BapiaHT I0BEHUILHOTO 1110NMATHYHOTO apTPHTY.

K/TIO490BI CJ/IOBA: 10BeHIUTbHUN XPOHIYHUH apTPHT, IOBEHUTLHUH 11I0MATHYHUAN apTPHUT, TITH
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KJIMHUKO-UHCTPYMEHTAJIBHASI XAPAKTEPUCTHKA 3BOJIIOIINHN
IOBEHWJIBHOT'O XPOHUYECKOI'O APTPUTA

Jebey H. C.\, 3aiiyesa E. H.', Jlemszo A. B.
'Ty «MHCTUTYT OXpaHbl 30pOBLs AeTel u moapoctkoB HAMHY», r. XapbkoB, YkpanHa
2 XapbKoBCcKHi1 HaIMOHANIBbHBIA yHUBEepcuTeT nMenn B. H. Kapasuna, r. XapbkoB, Ykpanna

Lenpto wuccienoBanust ObUIO M3YYEHHE KIMHHYECKOM CHUMITOMAaTHKH M OBOJIOLMU FOBEHWIIBHOTO
xponuueckoro aprpura (KOXA) ©Ha pasnpix ortamax passurus. OOcnemoBano 39 nmereit ¢ IOXA
MPOIOJDKUTEIBHOCTEI0 0O0JIC3HU OT 6 MecsaneB o S jier, B Bo3pacte oT 2 a0 18 mer. Becem OoibHBIM
MPOBOJIMIIN KIIMHHYECKOE 00CiIeI0BaHne, OLIEHUBAIM [T0Ka3aTenn ocTpoit Gasel Bocnanenus (CPb, cuanossle
KUCJIOTBI, CEPOMYKOU, TIIMKOIPOTEHIbI), PEBMATOUAHBIN (haKTOp, IUPKYJIUPYIONIHE UMMYHHBIE KOMIUICKCHI,
KOMIUJIEMEHT, TPUMEHSINCh HWHCTPYMEHTANbHblE METOAbl (PEHTI€HOJIOTHUECKOE U  YIbTPa3ByKOBOE
UCCle/IOBaHNe, KalWUISIPOCKONHMsT HOrTeBoro Jioxka). IIpoBoamnach oueHka akTHBHOCTH OoiiesHu disease
activity score (DAS28). CratucTudeckn ONIpenesisuid OTHOCUTENbHYyIo Benuuuny (P). YcraHomieHo, 4ro
3a0osieBaHMEe HAYMHAJIOCh ¢ MOHoapTpuTa (63,37 %). B nanbHeiieM y mosioBUHBI O0JBHBIX (opMHpOBaICS
OJIUTOAPTPUT C MOBPEKICHUEM KPYIHBIX M CPEIHUX cycTaBoB (68,25 %). YV OONMbIIMHCTBA 00CIEIOBAHHBIX
6oJie3Hp IpoTeKana Ha (pOHE MUHMMAJIbHOM aKTMBHOCTH BOCHAJIMTEILHOTO Ipolecca. Ha atanmax sBomonuu
peUnANBEL apTpUTa HAOIIOIAUCh y TpeTH neteid. [Ipu nponoipkuTensHOCTH Oose3Hu Oojiee 5 JieT OHU CTanu
MEHee 4acThIMH, YeM B IpeabLaymue rogsl. OTCyTCTBUE KIMHUYECKUX U PEHTTCHOJIOTHYECKUX MPOSBICHUN
IOXA mnocne oTMEHBI MEAMKAMEHTO3HOIO JIEYEHUS B TEUCHHE OJHOrO roja cTaja OCHOBaHUEM s
TPE/IOJIOKEHUSI O PEMHCCHM 3a00JIeBaHUs, KOTOpas COCTaBWJIA Ha TpeTheM roay Oonesnu 25,93%,
yerBepToM — 33,33 %, nmarom — 36,36 %. OTcyTcTBHUE PEHTIEHOJIIOTHUECKUX MPU3HAKOB JECTPYKLUHN KOCTEH,
WHBAJUAM3AIUU OOJBHBIX MO3BOJsET TpakToBaTh FOXA, Kak HEKUI XPOHUYECKHI MMOJIOKUTEIBHBIN BapHaHT
IOBEHIWJIBHOTO UAUONIATUYECKOT0 apTpHTa.

K/TIOYEBBIE C/IOBA: 10BeHUIbHBII XPOHHUYECKUIl apTpUT, IOBEHUIBbHBIM MIUONATHUYECKHH apTpHT,
JeTu

formation [5, 7]. However, JCA is not foreseen
in the existing part of JIA terminology.

OBJECTIVE

INTRODUCTION

Juvenile idiopathic arthritis (JIA, a term was
introduced in 1997 by EULAR) is a
heterogencous group of diseases that mainly The purpose of the study is to improving
tends to progressive flow and affects the quality  diagnosis and prognosis of JCA based on the
of life of a sick child [1-4]. An important examination of the evolution of symptoms and
feature is their destructive joint damage that disease in various stages of development.
de.te.rrnme prognosis [1, 5-6]. There are thr.ee MATERIALS AND METHODS
clinical variants of JIA debut: systemic,
polyarticular and oligoarticular. Among the In clinic SI «Institute of children and
latest subtypes were detailed persistent (with adolescents health care of the NAMSU»
damaging in less than 5 joints throughout the 39 children with JCA lasting from 6 months to 5
disease) and common (arthritis develops in more  years and aged from 2 to 18 years were
than 4 joints after 6 months of illness), also examined. The average age was 9,85+ 0,67
psoriatic arthritis, arthritis associated with years. Duration of illness was up to one year in

enthesitis, other arthritis [7-9]. 20,51 % of cases, two years — 25,64 %, three
In initial stages of JIA different options, years — 30,77 %, four years — 7,69 %, five years

clinical symptoms in the further evolution so — 17,95 %. Among patients with JCA were more

often characterized by considerable similarity of  females (53,85 %).

symptoms, making it difficult not only for Diagnosis was guided by X International

diagnose, but also for right treatment [2, 5, 10].  Classification, unified -clinical protocols of
Especially in this respect stands juvenile chronic  medical care for children with juvenile arthritis
arthritis (JCA). This term is used since 1977 by No 832 from 22.10.2012 approved by the
EULAR in case when it is impossible to Ministry of Health of Ukraine, classification of
establish a particular nosology, or when it is juvenile idiopathic arthritis (ILAR; 1997, 2001).
possible to predict that disease is in the stage of All sick children were examined including

clinical, biochemical, immunological,
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radiological, ultrasonic methods. Activity of
disese was assessment by disease activity score
— DAS28, radiographic signs in joints by
Steinbrocker scale.

Changes of articular apparatus structures
were determined by ultrasound (US) according
to developed protocols. All patients were
analyzed by acute phase parameters (CRP, sialic
acid seromucoid, glycoproteins), rheumatoid
factor (RF), circulating immune complexes
(CIC) (screening test), complement (by Chudo-
mels in modification of Kondrashova N. 1.,
1974).

State of microcirculation in children with
JCA was determined by capillaroscopy of nail
bed. The method was performed in the morning
before a meal in ambient temperature near 20—
22°C by capillaroscope M-70A with a
magnification in 28 times that allowing to
measure the object with an accuracy of
0,05 mm.

All patients during active manifestation of
JCA received nonsteroidal anti-inflammatory
drugs (diclofenac 2,5-3 mg/kg/day). 34,12 % of
patients received glucocorticoids intraarticular.
72,50 % persons appointed by the disease-
modifying drugs, including sulfasalazine
30 mg/kg/day.

The study was conducted during the initial
investigation of patients in the clinic SI
«Institute of children and adolescents health care
of the NAMSU» and in the dynamics within five
years of the disease.

Statistical analysis of the results was carried
out by using the application Statgrafics-5 with
the definition of relative value (P) of
investigated characteristics.

RESULTS AND DISCUSSION

Debut of articular manifestations in children
has been presented mostly by monoarticular
lesions (63,37 %). Changes were observed
mainly in large and medium-sized joints. The
most vulnerable were joints of the lower
extremities — knees (60,93 %), significantly
lower — shins (9,75 %) and hipbones (9,75 %).
Sometimes can be affected radiocarpal joints
(7,31 %) and small joints of hands (2,43 %).
Twoness of involving joints was observed in
21,93 % of patients. Articular syndrome was
characterized by swelling of the joints with
deformation (73,12 %), pain during active
(39,77 %) and passive movements (43,87 %).

Noteworthy was the presence of morning
stiffness in a small proportion of patients
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(17,06 %), which was mainly short-term. At
4,87 % of patients was diagnosed by regional
hypomyotrophy. Mostly, it was manifested in
children with a history of illness for more than
15 months. The functional ability of joints
suffering mainly on the background of pain.
However, even with a steady arthritis limits of
movement had little expression and were easily
reversible. Given the potentials impact of
connective tissue dysplasia to the appearance
and evolution of the disease, which has been
studied, each patient was determined by signs of
hypermobility of joints (GMJ). It was found that
it was observed in 30,77 % of children. It was
revealed that GMJ prevailed in the age group 6-
15 years (73,12 %) and limitation of movement
was absent in the presence of GMJ.

According to the assessment of pathological
process by DAS28 activity index low activity
was diagnosed in 17,06 %, average — in 15,60 %
of patients. In remaining patients process wasn't
active.

Acute phase indicators including ESR and
CRP were mostly normal (82,87 % and 78,00 %
respectively), elevated in patients with
polyarthritis and olihoartrytom (14,62 % and
19,50 % respectively). Indicators of RF, CIC
and complement didn't have deviations from
normal.

According to ultrasound investigation signs
of synovitis were detected in 78.00 %. Synovitis
was determined by the presence of clinical signs
of arthritis. In patients with a longer history of
pathological process were detected changes of
synovial membrane in the form of thickening
and proliferation (12,18% and 14,62%
respectively).

Radiographic changes in the joints at the end
of the first year were found in the half of
patients. Mainly it was defined as epiphyseal
osteoporosis (49,68 %).

In JCA wvascular changes (81,32 %) were
found in a small number of vessels in the form
of tortuosity, uneven caliber, occasionally - as
ischemic zones and single aneurysms (14,75 %).
Intravascular ~ disorders (58,44 %)  were
characterized by the rise mainly in venules with
slowing of blood flow and fine-grained
aggregation of red blood cells. Perivascular
background was involved in the pathological
process in 24,91 % of cases as a pale color.
Microcirculatory disorders were nonstable, they
were decreased with elongation of disease
duration and remission and then appeared in the
exacerbation of the pathological process.



JCA in children 1is characterized by
propensity to recurrence of the pathological
process. Signs of re-arthritis in stages of the
evolution of the disease remained shorter than in
the debut and developed in previously damaged
as well as in healthy joints. Relapses of arthritis
were observed in one third of children and were
more recorded in the second and third years of
the disease (42,11 % and 40,74 %). In five year
follow-up it has become less frequent than in
previous years.

On stages of an evolution of the articular
syndrome took place a shift in the ratio of the
amount of joint damage (monooligopolyartritis)
to oligoarticular defeats. At the end of the
observation significant impairment of joint
function was not occurred.

Analysis of clinical symptoms and laboratory
and instrumental data in the second year of the
disease showed that against a background of
minimal activity of the inflammatory process in
the majority of patients still have been defeat of
large and medium-sized joints (68,25 %).
Radiological changes at this stage of the disease
were detected in 57,89 % of children and
manifested as osteoporosis.

In earlier studies of Lebets I. S. was shown
that the clinical course of JCA is characterized
by low activity of the inflammatory process,
monooligoarticular lesions, arthritis of the knees
and ankle joints that persists for a long period of
time (4 months or more), relapsing of disease
without progression of articular syndrome [11].
In article of Salugina S. A. [12] presents clinical
and radiological signs of JCA in children, who
are in general agreement with our data.
Especially it concerns such important features as
a low frequency of symmetrical lesions of small
joints, muscular atrophy, morning stiffness and
the presence of osteoporosis in the majority of
patients. We have found that despite the relapses
of JCA on the third or fourth year, in third part
of patients was presented complete regression of
clinical and ultrasound changes in the joints, and
in the five-year history in 54,55 % of patients.
However, radiological signs of the disease
(osteoporosis) were remained respectively in
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37,04 % and 18,18 % of patients. The absence
of clinical and radiographic manifestations of
JCA after the abolition of medical treatment
within one year became the basis for the
interpretation of disease remission, which was
on the third year of the disease 25,93 %, on the
fourth — 33,33%, on the fifth — 36,36 %.

CONCLUSIONS

Despite unknown and possibly different
triggers that contribute the development of
chronic inflammation in the joints, there are
certain patterns in the manifestations of JCA (in
the structure of JIA). It was established that the
disease is characterized by monooligoarticular
destruction of large and medium-sized joints,
usually knees and shins with moderately
pronounced signs of long-term arthritis. In more
than 2/3 of children was found recurrent arthritis
on the different stages of the evolution of the
pathological process, but mostly in the second
and third year of the disease often with
damaging of previously healthy joints.

However, most children with JCA have
favorable prognosis with the development of
resistant or less long-term remission with
complete regression of the articular syndrome.
At a certain similarity between the clinical
manifestations with JRA JCA is distinguished
by the absence of symmetry defeat of small
joints, bursitis, lesions of the eyes, morning
stiffness. Radiographic changes in the joints at
JCA less serious than in the JRA. This also
applies to deviations in immunological
parameters in such patients. JCA is a definite
positive chronic variant of JRA in the progress
and complications.

PROSPECTS FOR FUTURE STUDIES

The study allowed identifying and describing
the clinical and paraclinical manifestations of
JCA in children. A promising direction is depth
studying of metabolic and immunological
changes during JCA and identifying
relationships between them. Further research in
that direction will help to improve approaches to
the treatment of patients with this pathology.
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