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A snapshot of juvenile arthritis

Summary

+ Juvenile arthritis refers to the types of arthritis that affect children. It may cause significant
pain, disability and restrictions in school and other activities. This snapshot focuses on arthritis
in children 0 to 15 years old, although some children may enter into their adulthood with the
condition.

+ Juvenile arthritis is not 2 common condition, affecting less than 1% of children.

+ In the past decade, a new class of medicine, referred to as biologic disease-modifying
anti-theumatic drugs ((DMARD:), became available for treatment of juvenile arthritis in
Australia, broadening the treatment options.

+ For this relatively uncommon condition, only limited national statistics are available, making it
difficult to evaluate the full extent of the effects of this condition on the children who have it and
those who care for them.

+ The available data show that:

— While the total expenditure on medicines used to manage juvenile arthritis is not known, the
Australian Government subsidies paid for bDMARD:s have increased each year since their
introduction, to $4.7 million in 2011.

— In the 10 years to 2009-10, the age-standardised hospitalisation rates for juvenile arthritis
have increased for girls. The reasons for this increase are not yet clear.
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Introduction

Juvenile arthritis is a general name for several different kinds of arthritis in children. Most forms
of juvenile arthritis are believed to be autoimmune disorders, where the body’s immune system
attacks its own tissues.

Juvenile arthritis is sometimes referred to as juvenile idiopathic arthritis. ‘Juvenile’ means that
it affects young people, ‘idiopathic’ means that the cause is unknown, and ‘arthritis’ means
inflammation in the joints.

A widely accepted definition of juvenile arthritis is ‘persistent arthritis of unknown cause that
begins before the age of 16, and persists for at least 6 weeks’ (Petty et al. 2004).

Signs and symptoms of juvenile arthritis

In juvenile arthritis, the immune system attacks the tissues lining the joints (called the synovial
membranes) (Figure 1). In healthy joints, synovial membranes produce synovial fluid that provides

nutrition to the cartilage as well as lubrication and cushioning to the connecting bones. When the
synovial membrane becomes inflamed, as in the case of juvenile arthritis, it produces more fluid
and joints may become swollen, painful and stiff. Over time, inflammation may cause progressive
and irreversible joint damage, resulting in physical disability and chronic pain that affects daily life
(Ostlie et al. 2009).
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Figure 1: Normal joint and juvenile arthritis joint
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Juvenile arthritis is a systemic disease, meaning that the whole body, not just the joints, is affected.
This can lead to problems with the heart, respiratory system, nerves and eyes (Cassidy et al. 2011).
Children with juvenile arthritis may experience sleep disturbance and fatigue (Aviel et al. 2011;
Ward et al. 2011). They may also have other symptoms such as fever, loss of appetite and weight
loss (RACGP 2009a).

Juvenile arthritis is extremely diverse in its features and occurs with varying severity (Boros &
Whitehead 2010). Many children are affected in just one or only a few joints, but there are some
who have arthritis in multiple joints (Cassidy et al. 2011).

For many children, juvenile arthritis is a short-term event, while for others the condition persists
for a long period of time. Signs and symptoms of juvenile arthritis can vary from day to day in
the same child. Typically, juvenile arthritis has an unpredictable pattern of activity, with periods
without symptoms followed by a reappearance of signs and symptoms (known as flare-ups’)

(NIAMS 2011a).

Diagnosis of juvenile arthritis

It is often difficult to diagnose juvenile arthritis because the symptoms can vary a lot between
children. In addition, other childhood conditions may resemble the joint pain associated with
arthritis (Ravelli & Martini 2007).

Doctors may suspect juvenile arthritis, along with several other possible conditions, when they see
children with:

+ persistent joint pain or swelling

+ unexplained skin rashes

+ fever associated with swelling of lymph nodes
+ inflammation of internal organs

+ excessive clumsiness (NIAMS 2011b).

There is no single diagnostic test for juvenile arthritis. This condition is diagnosed after ruling out
other possibilities.

There are several subtypes of juvenile arthritis. Medical observation and clinical tests help
determine which subtype the child has. More detailed information about the subtypes of juvenile
arthritis can be found in Juvenile arthritis in Australia (ATHW 2008).

Who gets juvenile arthritis?

Identifying who gets juvenile arthritis is an important task as this condition can cause pain and
disability, affecting the lives of both the children with the condition and their carers. This task,
however, is challenging as neither the exact causes of nor the risk factors for juvenile arthritis have

yet been identified.

Complex interactions between genetic predisposition (inherited risk of developing a condition)

and environmental exposures such as viruses, bacterial infections, psychological stress and physical
trauma have long been suspected. Recent advancements in genetic sciences have helped researchers
identify several genetic factors that influence the susceptibility to, course of and outcome of juvenile
arthritis (Haas 2010). In contrast, researchers note that the investigation into environmental triggers
that may precipitate the disease has not shown the same progress (Ellis et al. 2009).




Number of children with juvenile arthritis

It is also difficult to estimate exactly how many children have this uncommon condition. A large
review of studies from various countries reported that the prevalence estimates of juvenile arthritis
ranges from 0.007% to 0.401% (Manners & Bower 2002)—a more than 50-fold difference
between the lowest and highest estimates.

Estimating the prevalence in Australia also requires some care. Based on the self-reported

data from the 2007-08 National Health Survey (NHS), about 0.3% of Australian children

had juvenile arthritis at the time of the survey. This prevalence estimate, however, needs to be
treated with caution as it is based on a small sample size of children in the NHS (less than 5,000
children). A statistical analysis showed that we can be 90% confident that the prevalence of this
condition in 2007—-08 was between 0.03% and 0.52%.

The NHS does not produce reliable estimates of the prevalence of this uncommon condition
separately for boys and gitls. Research literature consistently suggests, however, that more girls
suffer from juvenile arthritis than boys (Ravelli & Martini 2007).

How is juvenile arthritis managed?

Severity and progression of juvenile arthritis vary across affected children (Boros & Whitehead
2010). While some recover from the disease after a relatively short period (Foster et al. 2003),
others may require ongoing medical intervention to manage the disease effectively. This section of
the bulletin outlines how this condition is managed by medicines, in primary health care and in
hospitals.

What medicines are used to manage juvenile arthritis?

General practitioners (GPs), medical specialists and allied health professionals recommend/
prescribe medicines for the management of juvenile arthritis.

GPs may recommend medicines such as paracetamol, codeine, and non-steroidal
anti-inflammatory drugs (NSAIDs), depending on an assessment of the benefit to the patients.
Medicines used to manage juvenile arthritis are briefly described in Box 1, and more detailed
information about these are provided in Medication use for arthritis and osteoporosis (AIHW 2010).

Paracetamol, codeine and NSAIDs are sometimes called the ‘first-line’ medicines in management
of juvenile arthritis as these are the initial medicines to be provided for symptom relief.

Stronger medicines such as corticosteroids and DMARDs may be prescribed when insufficient
symptom control is obtained by paracetamol, codeine or NSAIDs alone. Corticosteroids and
DMARD: require close medical monitoring to ensure effectiveness and to detect signs of side

effects. They are typically prescribed and monitored by paediatric rheumatologists.
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Box 1: Medicines used to manage juvenile arthritis

Paracetamol is a simple analgesic (painkiller) commonly used to manage pain in children,
including pain associated with juvenile arthritis.

Codeine (also a painkiller) is a weak opioid used to treat persistent pain in children and
adolescents (RACGP 2009a). Codeine may be used in addition to paracetamol when adequate
pain relief is not achieved by the latter alone.

Non-steroidal anti-inflammatory drugs (NSAIDs) are used not only for pain but also to
reduce inflammation in arthritis. NSAIDs may provide effective pain relief in some children
(Haines 2007); however, as with other medicines, children who are provided with NSAIDS
may experience some side effects. Therefore, NSAIDs are typically used as short-term therapy
(Rheumatology Expert Group 2010).

Corticosteroids are manufactured versions of natural hormones. They reduce both
inflammation and the activity of the immune system. Corticosteroids may be administered
orally or by injection into the affected joint.

Corticosteroid injection is considered an established treatment in the management of local
joint inflammation in children with juvenile arthritis that may contribute to a decrease in
long-term joint complications with fewer side effects than oral corticosteroids (RACGP 2009b).

Long-term use of corticosteroids may cause side effects such as loss of bone density, poor
growth, high blood pressure, acne, infection, weight gain, mood changes and depression
(ACR 2011: Henry & Joyner 2006).

Disease-modifying anti-rheumatic drugs (DMARDs) are a group of anti-inflammatory and
immune-suppressing agents. These medicines may delay the erosion of bone and facilitate
healing and thereby alter the course of the condition.

DMARD:s include antimalarial drugs, anti-inflammatory metals, immunosuppressants, sulpha
drugs and biologic agents (Lavelle et al. 2007). Two major types are recognised: biologic
DMARDs (bDMARD:s or biologics) and conventional or non-biologic DMARDs. bDMARDs are
produced by recombinant DNA technology. They generally target cytokines or their receptors,
or are directed against other cell surface molecules. The term ‘conventional DMARD' is
reserved for small molecular drugs synthesised chemically that have broad effects upon the
immune system.

National statistics on supply of medicines for juvenile arthritis

Most of the medicines used to manage juvenile arthritis are used to manage a large number of
other conditions, and it is not possible using available data to work out how much of these are used
to manage juvenile arthritis,

An exception to this pattern are the new types of DMARD:s called biologic DMARD:s. Biologic
DMARD:s are designed to have more specific inhibitory effects on the immune system than older
non-biologic DMARDs (Breda et al. 2011). They have much improved short-term and, according
to early evidence, long-term outcomes for juvenile arthritis (Staples et al. 2010; Hashkes et al.
2010). More detailed information about DMARDs can be found in The use of disease-modifying
anti-rheumatic drugs for the management of rheumatoid arthritis (AIHW 2011).




While biologic DMARD:s are also used for other autoimmune conditions such as rheumatoid
arthritis, psoriatic arthritis and Crohn’s disease, it is possible to delineate the supply amount of

this group of medicines specifically for juvenile arthritis by using Pharmaceutical Benefits Scheme
(PBS) data.

The volume of, and associated PBS subsidies for, biologic DMARD:s used to manage juvenile
arthritis steadily increased from their introduction in 2003—in 2011, more than 2,800 units were

dispensed and $4.7 million in benefits were paid (Figure 2).

Due to a lack of statistics on the total expenditure for medicines used to manage juvenile arthritis,
it is unknown what proportion of total expenditure the b(DMARD:s account for.

Etanercept and adalimumab are biologic DMARD:s currently available in Australia on the PBS
for management of active juvenile arthritis. Etanercept has been prescribed for this condition since
November 2003 and adalimumab since November 2010.

Other biologic DMARDs may be used for management of juvenile arthritis but these are funded
by means other than the PBS and not included in Figure 2.

Number dispensed $ Million
3,000 ~ - 6.0
2,500 4 - 5.0
2,000 1 - 4.0
1,500 + - 3.0
1,000 F 20
mfff== Dispensed

500 === Benefits L 10
0 0.0

2003 2004 2005 2006 2007 2008 2009 2010 2011

Note: In the years 2003—11, biologic DMARDs indicated for management of juvenile arthritis in children included adalimumab and etanercept.
The PBS item codes for adalimumab were 9661L, 9662M, 9663N, 96781, 9679K, and 9680L; for etanercept were 5733R, 5734T, 5735W, 6367D,
9615Cand 9641K.

Source: Department of Health and Ageing 2012.

Figure 2: Volume of, and associated subsidy for, biologic DMARDs for juvenile arthritis, 2003-11

How is juvenile arthritis managed in primary health care?

Musculoskeletal conditions are among the most common problems managed by GPs (Britt et al.
2011). No inflammation is involved in many cases where children present with musculoskeletal
symptoms (Rheumatology Expert Group 2010). GPs distinguish between those with
non-inflammatory conditions and those with significant inflammatory musculoskeletal disorders
that require specific intervention.

The NHS, conducted every three years by the Australian Bureau of Statistics (ABS), is designed
to obtain national information on the health status of Australians as well as their use of health
services. The NHS conducted in 2007-08, however, did not collect information about health
service use of respondents younger than 15 years of age.
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Although national statistics on the use of primary health care services among children with
juvenile arthritis are currently unavailable, general practitioners and various other health
professionals are typically involved in their care (Rheumatology Expert Group 2010; Royal
Children’s Hospital Melbourne 2011).

General practitioners

GPs are usually the first port of call for children with symptoms of juvenile arthritis. GPs have an
ongoing role in providing appropriate referral to medical specialists and allied health and other
health professionals, as well as in optimising communication between them (RACGP 2009a).
Juvenile arthritis requires well-coordinated, patient-centred care that is continuous, comprehensive

and consistent (RACGP 2009a).

A multidisciplinary approach in primary health care

Recent evidence shows that input from a multidisciplinary team benefits long-term management
of juvenile arthritis. Early diagnosis and proactive treatment of the condition is likely to reduce the

risk of many of the complications of the condition (RACGP 2009b).

The range of allied health professionals involved in caring for children with juvenile arthritis in
primary health care is listed in Box 2.

Box 2: Allied health professionals involved in caring for children with
juvenile arthritis

Physiotherapists, who specialise in the mechanics of joints and muscles, may develop
exercises customised to individual needs to keep joints moving well.

Occupational therapists may provide splints (@ medical device to immobilise limbs or the
spine) for supporting joints and other aids to help the child with everyday activities such as
getting dressed or writing.

Podiatrists may be able to help children whose feet and ankles have been affected by juvenile
arthritis. Podiatrists may also introduce orthotics—custom-made inserts that fit inside the
shoe to reduce foot pain and better align the foot—to help the child with juvenile arthritis
walk without pain or with reduced pain.

Registered paediatric nurses who specialise in caring for children and families with juvenile
arthritis can provide education and support as well as help coordinate the child’s treatment.

Social workers can help find community resources to help families cope with juvenile arthritis,
such as patient support groups, financial assistance or respite care.

Mental health workers and psychologists may help to ensure adjustment to life at school and
outside school, and to restore quality of life lost due to pain and disability associated with the
condition.

Pharmacists may dispense medications for symptoms of juvenile arthritis at a community
chemist. They are able to provide information about how to take medications, possible side
effects, and how these might be managed.

Source: Royal Children’s Hospital Melbourne 2011.




Australian children who have juvenile arthritis that has lasted, or is likely to last, longer than six
months are eligible for a GP management plan (GPMP)—an individual patient care plan prepared
by GPs.

The GPMP may be complemented by Team Care Arrangements (TCA), which provide
multidisciplinary care (involving the GP and at least two other health care providers). The GPMP
and TCA are used to coordinate the care of patients with chronic or terminal conditions to
optimise the care they receive.

Whether a patient is eligible for chronic disease management is a clinical judgement for the GP,
taking into account the patient’s medical condition and care needs, as well as the general guidance

set out in the Medicare Benefits Schedule (DoHA 2011).

Statistics on the number of GPMPs and TCAs for juvenile arthritis are not available as Medicare
data do not include information about the diagnosis of rebate recipients.

What role do hospitals play in managing juvenile arthritis?

Many children with juvenile arthritis recover from the disease after a relatively short period

and may not need to use health services long term; however, some children receive hospital care.
Treatments for juvenile arthritis provided in hospitals are described in Box 3.

Box 3: Treatment for juvenile arthritis in hospital

Splints: Splints are medical devices to restrict movement in the arm, leg or spine. Splints may
be worn to protect damaged joints and to minimise further damage.

Pain management: Aside from taking medications, other strategies can be used to manage
pain during procedures and everyday life. These may include relaxation, deep breathing,
distraction from pain, and helpful ways to think about pain.

Joint injections: For children with juvenile arthritis who have inflamed joints, a needle may be
inserted into a joint to deliver a dose of anti-inflammatory medicine, such as corticosteroids and/
or anaesthesia. Most children notice that the joint is a lot less painful and swollen within a few
days after the injection. Injection can make joints feel better for weeks, months or even longer.

Blood tests and medical imaging tests: Blood tests may be used to look for signs of
inflammation in the body, side effects of medicines, and chemical substances that help classify
the type of arthritis. Medical imaging tests such as X-ray, ultrasound, bone scans and magnetic
resonance imaging (MRI) scans are used to check if there is inflammation in different parts of
the body.

Exercise/physiotherapy: Being active to keep the joints moving well and muscles strong is an
essential part of juvenile arthritis management (Royal Children’s Hospital Melbourne 2011).

Hospital service use

The ATHW National Hospital Morbidity Database (NHMD) contains information about
admitted-patient services provided in Australia. In the NHMD, data are collected at the level of
‘hospital separation’, the process by which an admitted patient completes an episode of care by
being discharged, dying, transferring to another facility, or changing their type of care. In this
bulletin, the term ‘hospitalisation’ is used to describe a separation.
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According to the NHMD, juvenile arthritis was the principal diagnosis for a total of 1,287
hospitalisations in 2009-10. The hospitalisation rate for gitls (39 per 100,000 population) was
more than double that of boys (19 per 100,000 population) (Figure 3).

In the 10 years from 2000—01 to 2009-10, hospitalisations for children with juvenile arthritis as
the principal diagnosis tripled. The hospitalisation rate rose from 8.8 per 100,000 population in
2000-01 to 28.9 per 100,000 population in 2009-10. Gitls accounted for most of this increase.

Much of the increase in the hospitalisation rate is for same-day admissions.

A number of reasons may account for the increase in the hospitalisation rate. They include an
increase in the number of children with the condition, changes in hospital admission practices for
this condition, changes in the procedures available to treat the condition in hospital, and broader
changes in the way this condition is managed in the health care system—to name just a few.
Currently it is not known which of these factors are contributing to the increasing hospitalisation
rate for juvenile arthritis among girls. However, a closer examination of hospital procedure
patterns may provide some insight into the types of treatment being delivered over this period.

Number per 100,000 population (aged 0-15)

40
sl Girls

30 4 = =ll== Children
=== Boys

20

10

0

2000-01 2001-02 2002-03 2003-04 2004-05 2005-06 2006-07 2007-08 2008-09 2009-10
Notes

1. Rates were age-standardised to the Australian population as at 30 June 2001.

2. Juvenile arthritis was classified according to ICD-10—AM, 6th edition (NCCH 2008) for 2008—09 and 200910, and the earlier editions were used
for the years 2000—01 to 2007-08. In all editions of ICD-10-AM used, the ICD—10—AM codes for juvenile arthritis were M08 and M09.

3. Hospitalisations for which the care type was reported as Newborn (without qualified days), and records for Hospital boarders and Posthumous
organ procurement have been excluded.

4. Changes in the number of hospitalisations for juvenile arthritis may be due to changes in the severity and prevalence of the disease in the
community and/or procedures available to treat the condition. Changes in admission practices and administrative policies also affect hospital
usage data.

Source: AIHW National Hospital Morbidity Database.

Figure 3: Rate of hospitalisation for juvenile arthritis, 2000-01 to 2009-10

According to the NHMD, the number of hospital procedures provided for children with juvenile
arthritis increased along with the rise in the number of hospitalisations for this condition, with
the total number of procedures tripling from 1,016 to 3,128 in the 10 years to 2009-10.




During the 10-year period, four categories of hospital procedures were most commonly provided:

+ administration of corticosteroids and local anaesthetic into joints
+ draining of fluid from a joint or joints

+ intravenous administration of pharmacological agents

+ physiotherapy.

The increase in the number of hospital procedures provided for juvenile arthritis was
predominantly related to administration of corticosteroids and local anaesthetic into joints and
intravenous administration of pharmacological agents.

How does juvenile arthritis affect quality of life?

Living with juvenile arthritis can be challenging at any age (Shaw et al. 2006), although its impact
during adolescence may be particularly difficult (Shaw et al. 2004; Suris et al. 2004). Growth
and puberty can be affected, and developmental milestones such as consolidation of identity,
independence from parents, establishing relationships outside the family, and finding a vocation,

may also be disrupted (Secor-Turner et al. 2011; Shaw et al. 2004).

Pain, stiffness and fatigue associated with juvenile arthritis can lead to impaired psychological
wellbeing, increased functional limitation, and reduced participation in school and social activities

(Schanberg et al. 2003; Secor-Turner et al. 2011).

Pain
While pain is a key expression of arthritis, the experience of it varies greatly from child to child,
and even from day to day in the same child. Research studies show that the quality of life of

children with juvenile arthritis decreases with increasing pain and disability (Gutierrez-Suarez et

al. 2007; Sawyer et al. 2004).

Currently, only limited statistics are available on the experience of pain in Australian children
with juvenile arthritis (for example, the Australian Rheumatology Association Database), and it is
difficult to ascertain how common the experience of pain is among them.

Effects on self-perceived health

Self-perceived health status of children may be adversely affected by juvenile arthritis, especially
if they suffer from severe pain, deformity and disability for a long period of time. The NHS
collects information about health status of Australians as well as self-perceived health. The
NHS conducted in 2007-08, however, did not collect information about self-perceived health of
respondents younger than 15 years of age.

Findings from studies of health-related quality of life show that children with juvenile arthritis

rate their physical, emotional and social functions lower than their healthy peers (Duffy et al.
2011). It has also been shown that health-related quality of life of children with juvenile arthritis
decreases with increasing pain and disability (Gutierrez-Suarez et al. 2007; Sawyer et al. 2004).
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Schooling restrictions

The physical and emotional effects of juvenile arthritis may affect the child’s schooling (Schanberg
et al. 2003). Some children may find it difficult to participate in regular school activities and
sports, and children with juvenile arthritis may play with friends less frequently than children
without juvenile arthritis (Hackett 2003).

Side effects from medicines or recovering from medical procedures may also cause irregular
absences from school (Reitter-Purtill et al. 2003).

The 2009 Survey of Disability, Ageing and Carers (SDAC) conducted by the ABS asked
questions about physical as well as social aspects of schooling restrictions among children with
arthritis-related disabilities. Due to a small sample size of children with arthritis-related disability
in the survey, however, reliable national statistics on difficulties Australian children with juvenile
arthritis face at school are currently unavailable.

Patient information from the United Kingdom listed the following as challenges children with
juvenile arthritis may experience at school:

+ sitting with legs crossed or getting up from the floor

+ fatiguing during playtime, or stiffening up in cold weather

+ sitting in the same position for long periods

+ walking quickly, or being jostled

+ getting dressed and undressed

+ carrying heavy things

+ feeling comfortable using school furniture

+ managing a full school day

+ writing quickly or for long periods

+ moving from primary to secondary school, or from secondary school to college or university

+ getting appropriate career counselling (Arthritis Care 2011).

Effects on family

Every child with juvenile arthritis is affected differently by the condition, and so are their families.

In some cases, caring for a child with juvenile arthritis may place considerable demands on
parents. They may experience higher levels of physical health complaints and psychosocial
problems such as stress, anxiety and depression compared to their counterparts with children
without the condition (Turner et al. 2001). An Australian study of carers showed that caring for
children with disability imposes greater burden than caring for adults, and that wellbeing of carers
decreases with increasing number of hours of care (Cummins et al. 2007).

In other cases, the level of distress in the family where a child has juvenile arthritis is comparable

to those families of healthy children (Gerhardt et al. 2003).

The SDAC collects national information on people with disability as well as their carers. While
some children with juvenile arthritis and their carers are represented in the SDAC sample, the
number is not large enough to provide reliable information about them.




The lack of reliable information about the experience of family members caring for children
with juvenile arthritis appears to be a worldwide issue. Often, in studies of the effects of juvenile
arthritis on family members, people are asked to recall their experience in the past rather than
to monitor their current experience of caring for a child. Also, the number of people included in
studies has not been large enough to provide generalisable information.

While some families may be more resilient than others, anecdotal evidence suggests that parents
of a child with juvenile arthritis may feel:

+ stressed by the uncertainty of juvenile arthritis and its effects

+ guilty, and wonder if they could have done anything differently to improve their
child’s symptoms

+ isolated and alone
+ angry, and question why their child has juvenile arthritis
+ helpless and emotionally drained

+ some level of strained family relationship (Arthritis Care 2011).

Siblings of a child with juvenile arthritis may feel:

+ worried that they may also develop juvenile arthritis

+ frightened that their sibling may die (although death from juvenile arthritis is rare)
+ jealous of extra attention that the child with juvenile arthritis receives

+ confused by changes in family routine

+ protective of their sibling with juvenile arthritis

+ able to carry on as before, except for the occasional bad day (Arthritis Care 2011).




A snapshot of juvenile arthritis

Appendix 1: Detailed statistical tables

Table A1.1: Estimated prevalence of children with juvenile arthritis in Australia, 2007-08 (per cent)

Prevalence estimate 90% (1@
2007-08 NHS 0.278 0.032-0.515

(a) Shows the lower and upper limits of confidence interval (Cl). We can be 90% confident that the true value is within the interval.
Note: Children aged 0—15 who had juvenile arthritis (medically diagnosed or not) were included in the analysis.

Source: AIHW analysis of ABS National Health Survey, 2007-08.

Table A1.2: Volume of, and associated subsidy for, biologic DMARDs for juvenile arthritis, 2003-2011

2003 2004 2005 2006 2007 2008 2009 2010 20M
Dispensed 82 219 599 1,087 1,408 1,805 2,040 2,114 2,814
Benefits ($'000) 138 365 995 1,829 2,337 3,005 3,444 3,551 4,722

Note: In the years 2003-11, biologic DMARDs indicated for management of juvenile arthritis in children included adalimumab and etanercept. The PBS
codes for adalimumab were 9661L, 9662M, 9663N, 9678J, 9679K, and 9680L; for etanercept were 5733R, 5734T, 5735W, 6367D, 9615C and 9641K.

Source: Department of Health and Ageing (2012).

Table A1.3: Rate of hospital separations for juvenile arthritis (aged 0-15), 2000-01 to 2009-10

2000-01 2001-02 2002-03 2003-04 2004-05 2005-06 2006—07 2007-08 2008-09 2009-10

Age-standardised rate per 100,000 population®@

Admission type
Same day 6.6 12.2 13.8 n3 1.0 1.2 10.8 15.8 194 26.2
Overnight 2.2 2.8 2.6 3.0 19 3.0 35 3.2 20 2.7
Sex
Boys 71 14.2 16.7 13.2 10.4 9.7 7.8 1.5 124 19.0
Girls 10.7 15.7 16.1 15.6 15.5 19.0 211 26.8 308 393
Children 838 15.0 16.4 144 129 14.2 143 19.0 214 289

(a) Rates were age-standardised to the Australian population as at 30 June 2001.

Notes

1. Juvenile arthritis was classified according to ICD—-10—AM, 6th edition (NCCH 2008) for 2008—09 and 200910, and the earlier editions were used for
the years 2000—01 to 2007—08. In all editions of ICD-10-AM used, the ICD-10—AM codes for juvenile arthritis were M08 and M09.

2. Hospitalisations for which the care type was reported as Newborn (without qualified days), and records for Hospital boarders and Posthumous organ
procurement have been excluded.

3. Changesin the number of hospitalisations for juvenile arthritis may be due to changes in the severity and prevalence of the disease in the community
and/or procedures available to treat the condition. Changes in admission practices and administrative policies also affect hospital usage data.

Source: AIHW National Hospital Morbidity Database.




Table A1.4: Number of hospitalisations and procedures for juvenile arthritis (aged 0-15 ), 2000-01 to 2009-10

2000-01 2001-02 2002-03 2003-04 2004-05 2005-06 2006-07 2007-08 2008-09 2009-10

Hospitalisations 375 638 698 614 555 614 621 829 941 1,287
All procedures 1,016 1,275 1,704 1,908 1,593 1,725 2,042 2,405 2,410 3,128
Notes

1. Juvenile arthritis was classified according to ICD-10—AM, 6th edition (NCCH 2008) for 2008—09 and 2009-10, and the earlier editions were used for the
years 2000—01 to 2007-08. In all editions of ICD-10-AM used, the ICD—10—AM codes for juvenile arthritis were M08 and M09.

2. Hospitalisations for which the care type was reported as Newborn (without qualified days), and records for Hospital boarders and Posthumous organ
procurement have been excluded.

3. The Australian Classification of Health Interventions (ACHI) codes 6th edition (NCCH 2007) were used to identify hospital procedures for patients
admitted to hospital for principal diagnosis of juvenile arthritis for 2008—09 and 2009-10. The earlier editions were used for the years 2000-01 to
2007-08.

4. Changes in the number of hospitalisations for juvenile arthritis may be due to changes in the severity and prevalence of the disease in the community
and/or procedures available to treat the condition. Changes in admission criteria and administrative policies also affect hospital usage data.

Source: AIHW National Hospital Morbidity Database.

Glossary

Prevalence

Prevalence refers to the number or proportion (for example, of cases, instances) present in a
population at a given time. Prevalence data provide an indication of the extent of presence of a
condition and may have implications for the provision of services in a community.

Confidence interval

A statistical term describing a range (interval) of values within which we can be confident that the
true value lies.

Age-standardised rate

Age-standardised rates enable comparisons to be made between populations that have different age
structures. The method used to obtain age-standardised hospital separation rates in this bulletin is
composed of three steps:

Step 1: Calculate age-specific rates for the age groups 0—4, 5-9 and 10-15 by dividing the
number of hospital separations occurring in each specific age group by the corresponding
population in the same age group.

Step 2: Calculate the expected number of cases in age-groups by multiplying the age-specific rates
by corresponding standard population (Australian population as at 30 June 2001 was used
as the standard population).

Step 3: Sum the expected number of cases in each age group and divide by the total of the standard
population for children aged 0-15, and express the rate per 100,000 population.
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