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Abstract 
Objectives: To evaluate the effect of Juvenile Idiopathic Rheumatoid Arthritis 
(JIA) on the health-related quality of life (HRQOL) in Saudi children. Me-
thods: A cross-sectional study was conducted in a tertiary hospital in Jeddah, 
Saudi Arabia to evaluate the HRQOL of children aged ≤ 18 years who had JIA 
using the childhood health assessment questionnaire modified for Arab 
children (CHAQ-MAC). Such questionnaire investigates 34 activities of daily 
life (ADL) classified into 8 life domains. Children or their parents were in-
vited for face-to-face interview, and a phone interview was done for patients 
who missed their appointments during the period between February and July 
2017. A statistical model was used to calculate a total CHAQ.MAC score 
(range = 0 - 33; Cronbach’s alpha = 0.966); with higher values indicating 
poorer HRQOL. Results: Of a total of 44 children (male ratio = 0.63; mean ± 
SD age = 9.95 ± 5.44), Systemic-onset JIA was the most frequent type (27.3%), 
followed by polyarticular (15.9%) and oligoarticular (13.6%). Pain was re-
ported among 43.2% (frequently in the knee, in 27.3%) whereas morning 
stiffness was reported in 20.5%. The mean CHAQ.MAC score = 2.89 (75th 
centile = 3.00). With respect of ADLs, up to 22.7% of the children complained 
of difficulty; and 31.8% reported a difficulty in at least one of the 34 investi-
gated ADLs. With respect of the life domain, children reported difficulties for 
activities (27.3%), dressing & grooming and hygiene (13.6%), and eating 
(6.82%). According to the life domain, 4.5% to 13.6% of the children needed 
help to execute the related ADLs and up to 9.1% used aids or devices. Poor 
HRQOL was associated with articular pain (p = 0.003) and specific medica-
tion (p = 0.043). Conclusion: Children with arthralgia and those on specific 
treatment are at higher risk of impaired QOL, which emphasizes the need for 
systematic screening for treatment adverse effects and joint pain and imple-
mentation of efficient management to improve HRQOL. 
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1. Introduction 

Being the most commonly-reported rheumatic disease in childhood, juvenile 
idiopathic arthritis (JIA) represents a major health problem as a set of heteroge-
neous conditions that have been formerly considered as separate clinical entities 
[1]. The first description of a chronic form of childhood arthritis has been estab-
lished in 1896 by the English paediatrician George Frederick Still [2], with a 
subsequent investigation of juvenile rheumatism in Canada in 1946 and framing 
of childhood arthritis by the American College of Rheumatology, namely juve-
nile rheumatoid arthritis [3]. 

The International League of Associations for Rheumatology (ILAR) was adopted 
for our study which will be discussed later in the paper including the description 
of symptoms related to age [4] [5], In general, the prevalence of JIA shows a re-
markable variation across different countries due to the diversity of frequency 
estimates and the lack of identifiable uniform classification methods worldwide. 
Evidence has shown that disease incidence ranges between 2 and 22 per 100,000 
populations, while prevalence estimates indicate figures between 7 and 150 per 
100,000 [6] [7] [8]. In the United States, Peterson et al. [9] have found a signifi-
cant reduction of JIA incidence per 100,000 population from 15 to 7.8 during the 
period from 1960-1969 to 1980-1993, respectively, particularly for the system-
ic-onset type. Seemingly, JIA is more prevalent in northern Europe when com-
pared to other regions [10]. However, an interesting finding in an Australian 
study revealed that disease prevalence reached up to 400/100,000 [11]. Ethnicity 
may have also a significant impact on the distribution of JIA subcategories given 
the scarcity of anti-nuclear antibodies (ANA)-positive JIA in India [12] [13]. 
Few epidemiological investigations have been conducted in the Middle East, 
with a prevalence rate of 3.43 and 20 in Egypt and Oman, respectively [14] [15]. 
To the best of our knowledge, there are no prevalence estimates of JIA in Saudi 
Arabia based on reliable nationwide or multicentre-based studies.  

Given the high frequency of JIA as a chronic illness during childhood, it is 
plausible to assess disease outcomes over long periods. Nonetheless, the main 
complications differ according to disease subtype. For instance, the most impor-
tant unfavorable outcome in children with chronic oligoarthritis is chronic uvei-
tis, which is more pronounced in ANA-positive conditions [16]. Additionally, 
some patients with enthesitis-related JIA would develop ankylosing spondylitis, 
cerebrovascular, and cardiopulmonary complications, which would ultimately 
shorten the patients’ life expectancy. Amyloidosis is also a frequent complication 
with the persistent inflammatory reactions that could be seen in systemic JIA 
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[17].  
Importantly, the involvement of physical activity, emotional aspects, and soci-

ological well-being of children and adolescents in JIA might impact the 
health-related quality of life (HRQOL). The latter concept was originally utilized 
in the early 1990s to express not only the subjective evaluation implied by the 
laboratory and imaging investigations but also the personal assessment and 
analysis of treatment outcomes [18]. For adequate assessment, multiple dimen-
sions are essentially utilized and the assessment would also include several items 
within each dimension. In addition, HRQOL can be regarded also as an impor-
tant indicator of patients’ psychological health [19] [20]. As such, assessment of 
the functional status is crucial to evaluate disease-attributable disability and pain 
and their impact on the QOL. This could be performed via several useful tools, 
such as the childhood health assessment questionnaire. Collectively, in light of 
the relative lack of knowledge regarding JIA consequences in Saudi Arabia, we 
conducted this study to assess the QOL relying on investigating the activities of 
daily life (ADL) using the childhood health assessment questionnaire modified 
for Arab children (CHAQ-MAC) in children with different subcategories of JIA. 

2. Materials and Methods 
2.1. Criteria of JIA 

The currently-identified classification of JIA, which has been proposed in 2001 
by the International League of Associations for Rheumatology (ILAR), includes 
seven subgroups based on the predominant laboratory properties, including the 
following patterns of arthritis: systemic involvement, oligoarticular, polyarticular 
(with a positive or negative rheumatoid factor), psoriatic, enthesitis-related, and 
an unclassified form. The clinical diagnosis of JIA entails the existence of a swel-
ling or movement limitation of a joint associated with pain, heat, or tenderness 
without apparent aetiologies for arthritis. Such symptoms occur in children less 
than 16 years of age and should persist for at least 6 weeks. Basically the patient 
selection was chosen according to the (ILAR) criteria and they were mainly of 
JIA patients and patients with Psoriasis were not included, as we don’t have a 
good number to be enrolled in the study. 

2.2. Design and Setting 

This is a cross-sectional study that was carried out among children aged ≤ 18 
years, following for JIA at the Paediatric Rheumatology outpatient clinic, inpa-
tient ward and daycare unit in King Abdul-Aziz University Hospital (KAUH), 
Jeddah, Saudi Arabia, in the period February 2017-July 2017. The study protocol 
was approved by the KAUH institutional review board. 

2.3. The Questionnaire 

Assessment of quality of life used the childhood health assessment question-
naire-modified for Arab children (CHAQ-MAC) which was first adopted and 
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used by Madi et al. [21] which is a tool developed to assess the health-related 
quality of life (QoL) among children afflicted with juvenile rheumatoid arthritis. 
The tool was adapted and validated for Arab populations, showing adequate fea-
sibility and reliability features along with strong correlation with disability index. 
The CHAQ-MAC assesses the child’s level of difficulty regarding 34 activities of 
daily life (ADL) classified into 8 life domains: dressing & grooming (4 items), 
arising (2 items), eating (3 items), walking (2 items), hygiene (6 items), reach (4 
items), grip (6 items), and activities (7 items). Each of the items is a 4-point li-
kert-type scale ranging from “unable to do” to “no difficulty/without aid”. Further, 
the questionnaire investigates the use of any aids or devices, along with assessment 
of overall health status and pain score using a 0 - 10 visual analogue scale (VAS).  

2.4. Scoring System 

In the present study, a modified scoring system was used, based on a binomial 
answering method, where existence of difficulty was scored as 1 and absence of 
difficulty was scored as 0, for each of the activity items. This resulted in a total 
CHAQ-MAC score ranging from 0 - 34, with higher values indicating poorer 
QoL. Cases with non-applicable answers were scored as 0, assuming absence of 
difficulty in the given item. 

2.5. Data Collection Procedure 

To administer the questionnaire, children and their parents were invited for a 
face-to-face interview. According to the respondent suitability, the questionnaire 
was administered in Arabic or English language. Participants who missed their 
appointment were re-contacted and the questionnaire was administered via 
phone interview. 

2.6. Statistical Methods  

Statistical analysis was performed with the Statistical Package for Social Sciences 
version 21.0 for Windows (SPSS Inc., Chicago, IL, USA). The questionnaire re-
liability was tested by calculation of the Cronbach’s alpha. Descriptive statistics 
were used to present demographic and clinical characteristics of the patients; ca-
tegorical variables are presented as frequency and percentage, while continuous 
variables are presented as mean ± standard deviation (SD). Nonparametric tests 
were used to analyze factors associated with CHAQ-MAC score; Mann-Whitney 
U test was for binomial variables and Kruskal-Wallis test for multinomialones, 
and results are presented as mean CHAQ-MAC score with 75th centile, as the 
median was null for majority items. A p value of <0.05 was considered to reject 
the null hypothesis. 

3. Results  
3.1. Participants’ Characteristics 

Forty-four children with JIA were included; male ratio = 0.63; mean ± SD age = 
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9.95 ± 5.44 years. Systemic-onset JIA was the most frequent type (27.3%), fol-
lowed by polyarticular (15.9%) and oligoarticular (13.6%); and 47.7% of the pa-
tients were on treatment. Pain was reported among 43.2%, with knee being the 
most frequent localization (27.3%); whereas morning stiffness was reported in 
20.5% (Table 1). 

3.2. Reliability Testing of the CHAQ.MAC Questionnaire 

In the present study population, the modified version of the questionnaire 
(CHAQ-MAC) showed excellent reliability with Cronbach’s alpha = 0.966 (33 
items, one item excluded for null variance). With respect of the subscale, Cron-
bach’s alpha values varied between 0.693 to 0.900 (Supplemental Table 2).  
 
Table 1. Demographic and clinical characteristics and general health status of children 
with JIA. 

Parameter Category Frequency Percentage 

Age (years) Mean, SD (range = 0 - 18) 9.95 5.44 

Gender 
Male 17 38.6 

Female 27 61.4 

Type of onset 

SJIA 12 27.3 

Polyarticular 7 15.9 

Oligoarticular 6 13.6 

Psoriatic 2 4.5 

Do not know 17 38.6 

Taking medication 

Yes 21 47.7 

No 21 47.7 

Do not know 2 4.5 

Pain 

Yes 19 43.2 

No 22 50.0 

Do not know 3 6.8 

Past week pain 

Knee 12 27.3 

Wrist 5 11.4 

Shoulder 1 2.3 

Neck 0 0.0 

Do not know 1 2.3 

None 25 56.8 

Pain intensity (VAS score) Mean, SD 2.78 3.49 

Health status (VAS score) Mean, SD 2.27 3.55 

Morning stiffness 

Yes 9 20.5 

No 34 77.3 

Do not know 1 2.3 

SD: Standard deviation; SJIA: systemic-onset juvenile idiopathic arthritis; VAS: visual analogous scale. 
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Table 2. (Supplemental): Reliability analysis of modified CHAQ.MAC and subscales. 

Questionnaire subscale No. of items Cronbach’s alpha 

CHAQ.MAC (modified version) 33 0.966 

Subscales   

Dressing & grooming 4 0.900 

Arising 2 0.873 

Eating 3 0.738 

Walking 2 0.841 

Hygiene 5* 0.881 

Reach 4 0.740 

Grip 6 0.693 

Activities 7 0.879 

*“Use Arabic style toilet” item was excluded as non-applicable for majority of the participants. 

3.3. Quality of Life Assessment 

Results of QoL assessment are presented in detail in Table 3 and Table 4; and a 
summary in presented in the present paragraph. Mean CHAQ.CAM score was 
2.89 (75th centile = 3.00). With respect of ADLs, up to 22.7% of the children 
complained of difficulty; and 31.8% reported a difficulty in at least one of the 34 
investigated ADLs. With respect of the life domain, the percentage of children 
who reported difficulties varied between 6.82% (mainly cutting meat) for eating 
and 27.3% (lifting cups) for activities; while both dressing/grooming 9.1% (dress-
ing), and regards to hygiene 4.5% (taking bath and washing hair was difficult for 
most) Furthermore, 13.6% of the children needed help to execute the related 
ADLs (mainly arising/gripping and opening), and up to 9.1% used aids or de-
vices (bath bar). Consequently, 6.8% to 13.6% of JIA children need help to 
achieve ADLs and aids and or devices are used in 4.5% to 9.1% depending on the 
specific ADL.  

3.4. Factors of Poor Quality of Life 

Children under specific medication had poorer QoL as indicated by mean (75th 
centile) CHAQ.CAM score = 5.38 (8.66), which was higher than their counter-
parts (0.52 [1.21]), and the difference was statistically significant (p = 0.043). Si-
milarly, presence of articular pain was associated with poorer QoL (6.00 [14.00] 
versus 0.59 [0.00]) by comparison to absence of pain (p = 0.003) (Figure 1). On 
the other hand, no significant association was found between QoL and age (p = 
0.353), gender (p = 0.080) or type of onset (p = 0.400) (Table 5). 

4. Discussion 

The quality of life (QOL) of patients with chronic disease is variably affected and 
it comprises a multidimensional construct, including at least the social, physical, 
and psychological functionality. Disease outcomes and the impact of its targeted  
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Table 3. Difficulty assessment in activities of daily life among children with JIA. 

Domain/Activity 
No difficulty 

Some  
difficulty 

Much  
difficulty 

Unable to do Not applicable 

F. % F. % F. % F. % F. % 

Dressing & grooming 

Dress 39 88.6 4 9.1 0 0.0 0 0.0 1 2.3 

Shampoo 39 88.6 3 6.8 1 2.3 0 0.0 1 2.3 

Remove socks 40 90.9 3 6.8 0 0.0 0 0.0 1 2.3 

Cut fingernails 38 86.4 3 6.8 0 0.0 0 0.0 3 6.8 

Arising 

Stand up 38 86.4 3 6.8 2 4.5 0 0.0 1 2.3 

Get in & out bed 38 86.4 3 6.8 2 4.5 0 0.0 1 2.3 

Eating 

Cut meat 39 88.6 3 6.82 0 0.0 0 0.0 2 4.5 

Feed with hand 40 90.9 2 4.5 0 0.0 0 0.0 2 4.5 

Lift a cup 42 95.5 1 27.3 0 0.0 0 0.0 1 2.3 

Walking 

Walk outdoors 39 88.6 4 9.1 0 0.0 0 0.00 1 2.3 

Climb up 39 88.6 1 2.3 3 6.8 0 0.0 1 2.3 

Hygiene 

Wash body 39 88.6 2 4.5 2 4.5 0 0.0 1 2.3 

Taking bath 39 88.6 3 6.8 1 2.3 0 0.0 1 2.3 

Brush teeth 42 95.5 1 2.3 0 0.0 0 0.0 1 2.3 

Brush hair 39 88.6 3 6.8 0 0.0 0 0.0 2 4.5 

American toilet 38 86.4 2 4.5 1 2.3 2 4.5 1 2.3 

Arabic toilet 4 9.1 0 0.0 0 0.0 0 0.0 40 90.9 

Reach 

Heavy object 36 81.8 2 4.5 3 6.8 1 2.3 2 4.5 

Bend down 37 84.1 4 9.1 1 2.3 0 0.0 2 4.5 

Pull on 40 90.9 3 6.8 0 0.0 0 0.0 1 2.3 

Look back 41 93.2 2 4.5 0 0.0 0 0.0 1 2.3 

Grip 

Write 41 93.2 2 4.5 0 0.0 0 0.0 1 2.3 

Open car 41 93.2 1 2.3 0 0.0 0 0.0 1 2.3 

Open jar 36 81.8 2 4.5 1 2.3 2 4.5 3 6.8 

Turn faucets 38 86.4 1 2.3 2 4.5 1 2.3 2 4.5 

Open can 41 93.2 0 0.0 0 0.0 0 0.0 3 6.8 

Open door 38 86.4 3 6.8 1 2.3 1 2.3 1 2.3 

Activities 
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Continued 

Get in/out car 40 90.9 3 6.8 0 0.0 0 0.0 1 2.3 

Ride bike 35 79.5 2 4.5 1 2.3 1 2.3 5 11.4 

Run and play 38 86.4 2 4.5 1 2.3 1 2.3 2 4.5 

Households duties 38 86.4 3 6.8 1 2.3 0 0.0 2 4.5 

Cross sitting 33 75.0 9 20.5 0 0.0 1 2.3 1 2.3 

Prayer position 34 77.3 6 13.6 1 2.3 1 2.3 2 4.5 

Errands & shop 36 81.8 4 9.1 2 4.5 0 0.0 2 4.5 

JIA: Juvenile idiopathic arthritis. F. Frequency; % percentage. 

 
Table 4. Help needed and aids used among children with JIA.  

Parameter Activity/aid Frequency Percentage 

Help needed for… 

Eating 3 6.82 

Dressing and grooming 5 11.4 

Walking 3 6.8 

Arising 6 13.6 

Hygiene 2 4.5 

Gripping & opening 6 13.6 

Reach 3 6.8 

Errands and chores 5 11.4 

Aids and devices 
used 

Cane 2 4.5 

Walker 2 4.5 

Crutches 2 4.5 

Wheelchair 2 4.5 

Built up utensil 2 4.5 

Special chair 2 4.5 

Device for dressing 2 4.5 

Raised toilet seat 4 9.1 

Bathtub seat 2 4.5 

Jar opener 2 4.5 

Bathtub bar 4 9.1 

Bathroom Appliances 3 6.8 

Reach Appliances 1 2.3 

 
Table 5. Demographic and clinical factors associated with quality of life among children 
with JIA (nonparametric tests). 

Parameter Category 
Quality of life (CHAQ.MAC score) 

p-value 
Mean 75th centile 

Age (years) 

0 - 5 1.00 3.00 

0.353 
>5 - 10 5.58 11.50 

>10 - 15 1.79 0.75 

>15 3.43 0.00 
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Continued 

Gender 
Male 0.59 0.00 

0.080 
Female 4.33 4.00 

Type of onset 

SJIA 1.25 0.00 

0.400 

Polyarticular 4.43 3.00 

Oligoarticular 3.00 6.50 

Psoriatic 1.50 0.00 

Do not know 3.53 3.50 

Taking medication 
Yes 5.38 8.66 

0.043* 
No 0.52 1.21 

Pain 
Present 6.00 14.00 

0.003* 
Absent 0.59 0.00 

Past week pain 

Knee 0.58 0.00 

0.484 Wrist 3.60 9.00 

None 2.84 3.00 

Pain severity  
(VAS score) 

Low (0) 1.00 3.00 

0.345 Moderate (1 - 5) 5.86 14.00 

Severe (>5) 6.80 15.50 

Health status  
(VAS score) 

Good (0) 0.88 2.25 

0.138 Moderate (1 - 5) 10.80 20.00 

Bad (>5) 3.60 9.00 

Morning stiffness 
Yes 9.44 20.00 

0.061 
No 1.15 0.25 

SD: Standard deviation; SJIA: systemic-onset juvenile idiopathic arthritis; VAS: visual analogous scale; 
*statistically significant result; tests used: Manny Whitney-U test for binomial variables and Kruskal Wallis 
test for multinominal variables. 

 

 
Figure 1. Association of pain with quality of life among children with JIA. The greater the 
score the worse the quality of life. 
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interventions are reflected as HRQOL and thus such concept can be deemed a 
primary outcome and a fundamental determinant of the therapeutic benefits 
[22]. However, some researchers may use the HRQOL as a secondary outcome to 
generate hypotheses. In the context of JIA, both pain and medication-attributable 
adverse effects have been significantly associated with worsening of the HRQOL 
in the present study, a matter which can be considered in future intervention 
studies. We demonstrated also that the HRQOL is affected in approximately 
one-third of patients and, to a less extent, they required assistance during per-
forming their ADLs. 

The mean CHAQ.MAC score in the present study was 2.89 and the majority 
of children scored ≤ 5 (out of 33), indicating favorable outcomes despite the ex-
istence of systemic symptoms in 27.3% of patients. Amine et al. [23] have con-
ducted a CHAQ-based study and showed a higher overall mean score (0.84), 
where a score of 3 indicated maximum disability. The use in our study of a dif-
ferent scale is justified by the very low scores; as the use of a 0 - 3 scale would 
produce unintelligible values. In the previously mentioned study by Amine et al. 
[23], the HRQOL decreased remarkably with increased disability index as indi-
cated by higher CHAQ scores. The CHAQ was also a beneficial tool to discrimi-
nate between JIA patients and the healthy peers in a case-control study con-
ducted in Egypt, showing a significant difference between both groups in terms 
of the disability index (1.1 ± 0.8 vs 0.1 ± 0.2, respectively, p < 0.01) [24]. Addi-
tionally, cross-sectional studies relying on the CHAQ score showed that motor 
functions were generally worse in patients with polyarticular and systemic JIA 
when compared to the oligoarticular subtype (p < 0.05) even if the symptoms 
persisted for long times [24] [25] [26]. In the current study, we showed a relative 
increase in the mean CHAQ scores in the systemic and polyarticular types even 
though the difference with oligoarticular JIA was insignificant.  

Despite the evident impact of disability index, the effect of functional outcome 
in JIA on HRQOL seems to be less apparent. In the present study, only ≤13% of 
patients required assistance to perform ADLs and less than 9% used aids and de-
vices. The use of early aggressive therapy, including the intra-articular injection 
of steroids and methotrexate, in JIA patients usually yields an improved out-
come and their physical abilities are frequently preserved. Our results are con-
sistent with those reported by Ravelli [27] who demonstrated that only 10% of 
children with JIA would have severe disability. Marked functional disability 
might develop in 12% of patients within the first 5 years and in 50% following 16 
years of disease onset [28]. Besides, performing household activities, mobility, 
and physical activity are mildly impaired in children with functional indepen-
dence. Poor physical activity would possibly occur in patients with positive 
rheumatoid factor (RF), polyarticular JIA, radiological damage, and pain in the 
wrist and hip rather than hand joints [29].  

The essence of altering the QOL in children and adolescents with chronic 
arthritis is experiencing pain. Painful episodes were reported in approximately 
half of patients under study and it was associated with poorer QOL. Previous 
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reports have shown that JIA symptoms affected the sociological, emotional, and 
physical aspects in approximately 1 in each 1000 children aged less than 16 years 
[30]. JIA patients suffer from joint pain, morning stiffness, and fatigue, which 
can be associated with dramatic changes in the HRQOL. Indeed, Sawyer et al. 
[31] emphasized the significant and independent relationship between pain and 
different pain coping strategies with various HRQOL-related domains. The higher 
levels of experienced pain the greater impairment of physical, social, and emo-
tional functioning in JIA patients as reported by both the patients and their par-
ents. Likewise, another study [23] among Moroccan children and adolescents 
has revealed the significant correlation between pain, joint swelling, and high 
erythrocyte sedimentation rates as indicators of disease activity and poor HRQOL 
(P < 0.0001). In contrast to our results, however, the involvement of multiple 
joints in the polyarticular and systemic subtypes was also associated with in-
creased pain and poorer HRQOL. In addition, the existence of pain, but not pain 
severity, was the impactful factor of altering the HRQOL. It is worth noting that 
pain worsening may be regarded a crucial independent risk factor of depression, 
which increases the overall burden and deteriorate HRQOL [32].  

From another perspective, treatment adverse effects had a major effect on the 
QOL of JIA patients although evidence from the literature demonstrates relatively 
contrasting findings. JIA treatment comprised originally the use of non-steroidal 
anti-inflammatory drugs (NSAIDs) and corticosteroids to relive pain and reduce 
inflammation but they can be used currently as adjunctive therapies. Intra-articular 
corticosteroid injection is a safe procedure that provides local and long-lasting 
effects and it can replace systemic therapies in the persistent oligoarticular JIA 
[33]. Using methotrexate, a traditional disease-modifying anti-rheumatic drug, 
is common in JIA via the oral and subcutaneous routes, but it may be associated 
with gastrointestinal adverse effects and impaired hepatic and blood count pa-
rameters [34]. However, it seems that the effects of these symptoms are not sig-
nificant given the improvement of HRQOL components by methotrexate thera-
py, especially the physical domain, as revealed by the Paediatric Rheumatology 
International Trials Organization (PRINTO) [35]. Sulfasalazine can be also used 
but the current recommendations indicate its use in enthesitis-related RIA since 
it causes severe toxicities in adult-onset Still disease and therefore should be ex-
cluded in the related JIA conditions [36]. Importantly, the use of biologic thera-
pies, including tumour necrosis factor inhibitors (TNFi) and interleukin-1 inhi-
bitors, have achieved a tremendous progress during the past decade in polyarti-
cular, psoriatic, and enthesitis-related JIA [37]. Etanercept, one of the TNFi, has 
been shown to exert beneficial actions on multiple domains of HRQOL, includ-
ing the emotional and functional domains [38]. 

Emphasising the role of improving patients’ activities and independence 
should be not only limited to young-aged patients but also to the long-term ef-
fects in adolescents and adults. Reducing physical impairment and disability via 
introducing an aggressive treatment is crucial to enhance independence and 
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support self-worth and self-esteem. These targets should be achieved without 
considering the existence of functional disability during the transition from 
childhood to adulthood. As such, adequate vocational planning and improving 
the personal skills should be established in JIA patients for future prospects.  

This is the first study in Saudi Arabia which investigated the HRQOL in JIA 
children and adolescents. We provided an outline about disease onset in a large 
tertiary hospital that represents a considerable proportion of the population de-
spite the apparent small sample size. The used questionnaire showed an overall 
excellent reliability through high internal consistency scores for the main ques-
tionnaire and activity subscales (Cronbach’s alpha > 0.7). However, some limita-
tions are involved, including the potential variation in disease classification with 
other studies and the lack of data about the prescribed treatments. Finally, re-
cruiting patients from a tertiary medical centre might induce biased outcomes 
toward severe JIA patterns. 

5. Conclusion 

Information on the impact of JIA can be utilized clinically to make the provided 
health services more patient-centered. The dual fundamental outcomes of HRQOL 
assessment, namely the effect of a disease and the impact of medical interven-
tions, were evident in the present study by the significant association between 
lower level of QOL and articular pain and receiving a specific medication, re-
spectively. Such findings highlight the need for continuous screening for joint 
pain and treatment-related adverse effects during management. A lot of special-
ties could be included in the patient’s care, including psychologies and social 
workers to improve the overall HRQOL in JIA. Studies investigating the QOL of 
adult patients with JIA and its impact on the educational attainment as well as 
employment rates are warranted. 
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