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&DVH�GHȴQLWLRQV� Our primary case definition was fulfillment 
of ILAR criteria for JIA as documented in the medical record. To 
be considered a case by our definition, patients were required to 
have the onset of JIA prior to age 16 years. Cases were included 
as prevalent if individuals were up to 18 years of age as of Sep-
tember 30, 2015. Prevalence was calculated as of September 30, 
2015, requiring a diagnosis of JIA to be confirmed on that date or 
earlier. We used a secondary case definition of fulfillment of the 
1977 JRA classification criteria.

Statistical analysis. The prevalence of JIA was calculated 
using the number of cases meeting the case definition divided by 
the number of children in the population denominator, expressed 
as a rate per 100,000. Prevalence was calculated overall and by 
sex. Age-adjusted rates were calculated overall using the 2000 
projected US population (17). Male and female rates and rates for 
subtypes with <5 cases were not age-adjusted due to the small 
number of cases. 95% confidence intervals (95% CIs) were calcu-
lated around each proportion. Statistical analyses were performed 
using Stata, version 11.2.

RESULTS

The flow chart for inclusion of potential cases is presented in 
Figure 1. The total user population age ≤18 years was 56,289. Of 
488 potential cases identified for medical record abstraction using 
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population (range 25–40% in different regional studies) (8) as well 
as the high prevalence of spondyloarthropathy in Alaska Native 
adults (range 1.1–2.5% based on studies in the 1980s to 1990s in 
different regions of the state) (8,13). In addition, data from Cana-
dian indigenous children in the 1980s, before enthesitis-related 
arthritis criteria were developed, suggested high rates of spondy-
loarthropathy. One study found that spondyloarthropathy was rel-
atively more common than JRA in indigenous Canadian children 
compared to white children (21), and a second study found that 
although spondyloarthropathy was relatively more common, both 
conditions occurred with high prevalence (15). It is possible that 
some cases of oligoarthritis in our study might be undifferentiated 
spondyloarthritis or enthesitis-related arthritis. The median age at 
onset of oligoarthritis was 5 years, with some cases occurring in 
children up to age 13 years. We followed the ILAR exclusion cri-
teria and did not consider cases in males with positive HLA–B27 
and age at onset after 6 years to be oligoarthritis. In one case, a 
female patient was considered to have oligoarthritis with onset of 
arthritis after age 6 years and HLA–B27 positivity. In some cases, 
because we were reviewing existing medical records, HLA–B27 
status was unknown. Cases were classified based on the ILAR 
criteria using the information available in the medical record.

For comparison to older studies, we determined the preva-
lence of JRA and its subtypes according to the 1977 classification 
criteria. The overall prevalence of JRA was lower than JIA because 
it does not include some forms of arthritis (including enthesitis-
related arthritis) that are included within the JIA classification 
scheme. We found an overall age-adjusted prevalence of JRA 
of 65.7 per 100,000, slightly higher than the pooled prevalence 
estimated in a recent systematic review but lower than described 
in Olmsted County, Minnesota (6,7). This prevalence is intermedi-
ate between estimates from the Oklahoma and Billings IHS areas 
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regional clinics and only identified a small number of cases not 
seen at the ANMC. In addition, we used the IHS user popula-
tion as the denominator in order to identify children who were 
accessing care in the tribal health system. Some Alaska Native 
children receive health care in other health systems, but those 
children were not in the denominator for this study. Fifth, we did 
not distinguish between acute and chronic uveitis on medical 
record abstraction. It is possible that acute anterior uveitis could 
be more common in this population with high rates of HLA–B27, 
but we are unable to comment on specific characteristics of 
uveitis. Finally, our search strategy identified a large number of 
patients who did not have JIA. However, the strategy to query a 
broad set of codes that include JIA and other conditions allowed 
us to ensure that cases coded in several different ways would 
be captured. Strengths of this project include the opportunity 
to assess the prevalence and clinical characteristics of JIA in a 
population not previously described and the ability to use several 
different sources for case ascertainment.

In conclusion, we found the prevalence of JIA to be slightly 
higher than described in the US population, with a higher pro-
portion of enthesitis-related arthritis and HLA–B27 positivity. 
This study significantly adds to the limited literature on JIA epi-
demiology. Epidemiologic studies of JIA in other populations are 
warranted. Ideally, descriptions of health disparities in minority 
populations can be used to improve service delivery or develop 
interventions designed to improve outcomes. In clinical practice, 
although JIA may be slightly more common than in other pop-
ulations, it remains relatively uncommon. The high prevalence 
of enthesitis-related arthritis and HLA–B27 in this population is 
useful information for clinicians and should be incorporated into 
educational programs. Finally, the high prevalence of JIA in the 
Alaska Native population suggests that studies of risk factors in 
this population would be informative and could lead to insight into 
the etiology of JIA.
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