
Appendix A 

Medication Dosing and Monitoring for pJIA CTPs 

 

Glucocorticoids 

A. Glucocorticoid exposure prior to starting on CTP  

i. Intraarticular glucocorticoid injections  

 IAS prior to starting on CTP is not an exclusion criterion, and 

number of joints injected and date(s) will be documented (dose, 

which joints will not be)  

 

ii. Systemic glucocorticoids (oral) 

 Allowed for an indication other than pJIA, but will document dose 

and when started 

 Glucocorticoids need not be discontinued prior to starting 

 

B. Glucocorticoid use during CTP 

     i. Systemic glucocorticoids  

 Starting dose per provider’s discretion, but encourage lowest 

possible dose for the shortest period of time  

 Tapers per systemic JIA CTP rapid taper (1 month) (recommend 

but not required). See Appendix B. 

 Encourage rapid taper (should be off or on very low dose steroid by 

3 months) 



ii. Intraarticular glucocorticoids injections 

 IAS will be allowed during CTPs at provider’s discretion (document 

number and date only) 

 

Non-Biologic DMARDs 

Methotrexate  

A. Route1-5 

 Oral or subcutaneous dosing allowed (reminder that subcutaneous 

route may have fewer side effects, better absorption and improved 

efficacy at doses greater than 10 mg/m2) 

 

B. Dose1, 2, 6-10 

 Initial target dose should be reached by 6 weeks: 10-15 

mg/m2/week or 0.5 mg/kg/week  

 Maximum recommended dose at any time: 25 mg 

 Dose adjustments allowed based on response and tolerability after 

4-8 weeks on therapy.  

 

C. Toxicity monitoring11, 12 

 Check CBC, LFTs (AST, ALT), and creatinine prior to initiation, 

approximately 1 month after initiation, approximately 1-2 months 

after an increase in dose, repeat every 3-4 months if prior results 

are normal and dose is stable. 



 Consider hepatitis B screening at baseline 

 Consider PPD or interferon gamma release assay prior to starting 

 

D. Other issues: 

Side effects to capture: nausea, vomiting, and abdominal pain 

 

Leflunomide  

A. Loading dose 

 No loading dose recommended. 

 

B. Maintenance dose13-16 

 <20kg-10 mg every other day 

 20-30kg-10 mg/d  

 30-40kg-10mg/d alternating 20mg/d 

 >40kg-20 mg/d 

Target dose may be reached with incremental dosing over 4-6 weeks 

 

C. Toxicity monitoring12, 17 

Same as methotrexate:  

 Check CBC, LFTs (AST, ALT), and creatinine prior to initiation, 

approximately 1 month after initiation, approximately 1-2 months 

after an increase in dose, repeat every 3-4 months if prior results 

are normal and dose is stable. 



 Consider hepatitis B screening at baseline 

 

D. Other issues 

 Side effects to capture: diarrhea, hair loss 

 

Sulfasalazine  

A. Dosing18-20 

 30-50 mg/kg/day up to recommended dose of 2 grams/day 

(maximum 3 grams/day) 

B. Toxicity monitoring:  

Same as methotrexate:  

 Check CBC, LFTs (AST, ALT) and creatinine prior to initiation, 

approximately 1 month after initiation, approximately 1-2 months 

after an increase in dose, repeat every 3-4 months if prior results 

are normal and dose is stable. 

 Consider hepatitis B screening at baseline 

Reminder that hemolytic anemia (associated with glucose-6-phosphate 

dehydrogenase deficiency), Stevens Johnson Syndrome, and DRESS 

syndrome* have been reported in patients taking SSZ. 

 

*DRESS syndrome – Rash, eosinophilia at least one of the 

following: enlarged LN, hepatitis (transaminases or AST, ALT >2X 



upper limit of normal), interstitial nephropathy, lung disease or 

myocardial involvement 

 

Biologic DMARDs 

General Guidelines  

A. Dosing 

Minimum starting doses provided. Adjustments at provider’s discretion. 

 

B. Toxicity Monitoring  

 Complete blood count, liver enzymes, serum creatinine prior to initiation  

o Repeat approximately every 4- 6 months if prior results normal and 

dose stable 

 TB screen prior to initiation (PPD or TB quantiferon gold) 

o Repeat approximately once yearly 

o If positive, need chest Xray and treatment per infectious diseases 

prior to initiating treatment (usually at least 4-6 weeks of treatment) 

 Consider screening for hepatitis B prior to initiation 

 

C. Other recommendations  

 Avoid live vaccinations while on biologic agents 

 Avoid combinations of biologic agents 

 

 



Tumor necrosis factor-α inhibitors 

A. Dosing  

 Etanercept - 0.4 mg/ kg sq twice weekly (maximum 25 mg)/ or 0.8 mg/ kg 

sq weekly (maximum 50 mg)21, 22 

 Infliximab - 5-10 mg/kg iv 0,2,6 q 4-8 weekly17, 23 

 Adalimumab24 

 15-30 kg -- 20 mg sq every other week  

 ≥ 30 kg -- 40 mg sq every other week 

 Certolizumab25 - Dose in RA may be used for those 18yr or older  

 400 mg/dose at 0,2 and 4 week then 200 mg sc every 2 

week 

Or 

 400mg/dose at 0, 2, 4 week then 400 mg sc every 4 weeks 

 Golimumab26 - Dose in RA may be used for those 18yr or older  

 50 mg monthly subcutaneous injection 

**will update when pediatric trial results available 

 

B. Special monitoring recommendations for tumor necrosis factor-α inhibitors 

 Consider screening for histoplasmosis, blastomycosis, coccidiomycosis in 

endemic areas  

 

C. Special other considerations for tumor necrosis factor-α inhibitors 



 Recommend discussion of the FDA malignancy risk warning as part of 

routine counseling prior to initiation of therapy  

 DMARD use is recommended but not required with infliximab to avoid 

human antichimeric antibody development 

 

Abatacept  

A. Dosing27, 28 

 IV 

 10mg/kg up to 1000mg Q2 weeks for 3 doses, then Q4 weeks  

 Children above 75kg -- follow adult dosing schedule below. 

 Adult dosing— 

o <60kg 500mg 

o 60-100kg-750mg 

o >100kg-100mg 

 SQ (based on RA dosing)29 

 Loading IV dose as above (for weight), then 125 mg SC within a 

day, followed by 125 mg SC once a week 

 Dose recommendations from pediatric trial will be added when 

available.  

 

Rituximab 

A. Dosing30 



 750 mg/m2/dose iv infusion every 2 weeks X 2 doses (max 1 gm), repeat 

every 4-8 months 

 

B. Special toxicity monitoring17, 31 

 Consider monitoring serum IgG and IgM levels, circulating B cell numbers 

 Consider IVIG replacement therapy if hypogammaglobulinemia develops  

 

C. Special other considerations 

 Consider vaccination of children prior to initiation of therapy due to poor 

ability to mount immune response once therapy started, avoid live 

vaccines on therapy 

 Consider re-dosing based on response in 4-8 months 

 

Tocilizumab 

A. Dosing32  

 <30 kg -- 10 mg/kg q 4 weeks  

 >30 kg -- 8 mg/kg q 4 weeks  

 

B. Special Toxicity Monitoring  

 Total neutrophil count, platelets, ALT and AST at the time of the 2nd 

infusion and then monthly  

 Lipid level (Total cholesterol, HDL, LDL, triglycerides) monitoring 1-2 

months following initiation of therapy, then at 6 month intervals. 
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