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measures were not included. Longitudinal data was obtained for 23 patients who were present
in both cohorts.

Ethics
Data were collected retrospectively from patient records. Thus approval by the ethics
committee was not required for this study at our center.

Statistical methods
Data are presented as mean ± standard deviation (SD) for continuous variables, or in case of
skewed distribution, median with range. For categorical variables, percentages are reported.
T-tests were used for comparisons between normally distributed continuous variables.
Nonparametric tests were used when distributions were skewed and with nominal values. A pvalue <0.05 was considered statistically significant. Data analyses were performed using IBM
SPSS Statistics 22 (IBM, Somers, NY).
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Results

A total of 214 patients were identified and 23 of them were present in both cohorts. The
cohorts were similar in regard to age, gender distribution, and duration of the disease (Table
1). Disease duration ranged from one to 18 years. Three patients also had diabetes mellitus
and two Down’s syndrome. The majority of patients had juvenile oligoarthritis or
polyarthritis, and 7-8% were rheumatoid factor (RF) positive (Table 1). One patient had
arthritis associated with colitis ulcerosa. In the rest arthritis was unclassified. A quarter of the
patients had a history of uveitis, and the presence of positive antinuclear antibodies (ANA)
correlated with uveitis (p<0.001). The proportion of HLAB27 positive patients was high
especially in the 2013 cohort. Clinical data are presented in Table 2. Up to 17% of patients in
the 2013 cohort smoked at least occasionally, whereas only 6% of the patients in the 2015
cohort were smokers (P=0.002). The no show rate was 11% in both cohorts, and these patients
were instructed to contact the outpatient clinic for a new appointment.

Disease activity
In the whole study population, disease activity was low, and only three patients had
undergone surgery for rheumatic manifestations. Median HAQ was 0 (range 0-1.5).
According to both DAS28 and DAS44 remission criteria, 89% of patients were in remission.
Disease activity parameters according to gender are presented in Table 2 for both cohorts.
DAS28 was 1.8±0.7 and DAS44 was 0.9±0.6 in JIA patients other than ERA. The BASDAI
of ERA patients was low in the whole population (median 1.3, range 0-8.2). HAQ and DAS28
were similar in RF-positive and RF-negative patients. The HLAB27 status showed no
association with disease activity parameters or treatment regimens.
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Medication during the transition phase
In the 2013 cohort, 83% of the patients used antirheumatic medication. Almost half (48%)
used biological DMARDs (bDMARDs), while 39% used a combination of synthetic
DMARDs and bDMARDs, and 9% were on bDMARD monotherapy. The most commonly
used synthetic DMARDs were methotrexate (MTX, 54%), hydroxychloroquine (12%) and
sulfasalazine (11%). Only 4% of patients used oral glucocorticoids, and 12.5% received intraarticular injections at the clinic. In general, antirheumatic medication remained the same in
the 2015 cohort (Table 2) but some changes occurred in the use of bDMARDs over time
(Table 3). Compared to the medication at the last appointment at the children’s hospital, 57%
of patients on bDMARDs continued using the same bDMARD, 22% had started a bDMARD,
13% had switched the bDMARD, and 9% had stopped using bDMARDs. All medications
were discontinued from 10% of patients who had DMARD treatments at their last visit at the
children’s hospital. No significant differences were found between the 2013 and 2015 cohorts.
In the 2015 cohort, etanercept was the most common first bDMARD (49%) followed by
adalimumab, golimumab, and infliximab (17% each) whereas adalimumab was the most
common second-line bDMARD and golimumab the most common third-line bDMARD.

All patients with seropositive JIA were females, and the onset of the disease was at an older
age (Table 4). In the 2013 cohort, RF positive patients were more often on bDMARDs than
RF negative patients (88% vs. 45%, P=0.02), but their use of synthetic drugs was similar.

Twenty-three patients were present in both cohorts. Their clinical status remained stable
during follow-up (Table 5). Nine patients underwent changes to their bDMARD treatment.
Four patients’ bDMARD was terminated, two due to a side-effect and two because of longstanding remission. In three cases bDMARD was switched to another product due to
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insufficient efficacy, and two patients’ commenced bDMARD treatment during the follow-up
period.
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Discussion

In this retrospective study, transition phase JIA patients had both low disease activity and a
low degree of disability, and treatment results remained stable between two study cohorts.
Patients commonly received highly individualized bDMARD-based treatment.

Treatment of adolescents with chronic diseases is challenging. Special transition outpatient
clinics have been instituted in many rheumatology clinics to provide better transitional care
for adolescents, but a need for improving transition care remains (19). At HUH, one
rheumatologist and one nurse are available for transition stage patients at the adult clinic once
a week. Treatment and appointments can be tailored according to the individual patient’s
needs, e.g. appointment duration can be one hour instead of the routine 30 minutes if required.
In addition, patients may contact a rehabilitation counsellor, social worker, physiotherapist or
occupational therapist, who are also available after the doctor’s appointment.

Our study cohorts represent the local treatment strategies and patient outcomes during the last
phase of transition since practically all JIA patients with ongoing disease activity from the
metropolitan Helsinki area enter the HUH transition outpatient clinic at the age of 16 to 18
years. However, this study cohort does not represent the whole JIA population of the
respective area because JIA patients without DMARD treatment are commonly transferred to
general practitioners. The prevalence of HLAB27 in our cohort was higher than that in a
previous study of JIA patients (20). HLAB27 positive JIA patients with a more severe disease
may be overrepresented in our study population, since JIA patients with less severe disease
may have been transferred to other hospitals already by the age of 20 years. In addition, the
small number of follow-up patients in this retrospective study limits evaluation of disease

