
Amsterdam, the capital of the
Netherlands, is often referred
to as one of the most colour-

ful cities in the world. It consists of
approximately 90 islands, separated
by some 100 kilometres of canals
and linked by about 400 stone
bridges. It is sometimes called the
“Venice of the North” because of its
network of semicircular canals and
narrow streets. Waterways, shaded by
leafy green, reflect five centuries of
architectural glory. To this very day, a walk through the nar-
row streets of Amsterdam gives the walker glimpses of build-
ings that have inspired generations of artists.

The EULAR Congress was held once before in Amsterdam
in 1995, and we are proud to have the opportunity to host the
7th annual congress in this beautiful city. Since the introduc-
tion of the annual meetings in Nice in 2000, the number of
participants and submitted abstracts has increased every year.
We hope that the positive trend regarding the scientific qual-
ity of the congress will be further strengthened in Amsterdam.

The EULAR Congress is the venue for scientific presen-
tation of basic, clinical, and translational research. New
knowledge can be translated into improved care of patients
and the development of new and beneficial treatment op-
portunities. However, the congress is also a meeting point for
clinicians, health professionals, and patients where they can

exchange ideas and experiences. We
should acknowledge that the manage-
ment of patients with rheumatic dis-
eases includes the use of modern tech-
nology and procedures, as well as a
broad focus on physical and psycho-
social aspects of health.

The Netherlands has long traditions
of high-quality rheumatological re-
search. We feel sure that the Nether-
lands, and Amsterdam with its cultur-
al history, charming streets, buildings,

and channels, will be a perfect venue for the 7th annual EU-
LAR congress. The Scientific and the Executive Committees
will, together with the Local Organising Committee, do their
best to meet all expectations of the thousands of attendan-
dees at this congress.

The weather in Holland in June is usually quite good, so
let us hope the sunshine will be here to welcome you. It is
our great pleasure to welcome all participants to the EULAR
Congress, and we hope that both your participation in the
congress and your stay in Holland will be very pleasant as
well as educational. ■

TORE K. KVIEN PIET L.C.M. VAN RIEL
President of EULAR President of the Local 

Organising Committee
President of the 

Dutch Society for Rheumatology 

Investigational and newly accepted
treatments for small vessel vasculi-
tis will be the subject of a presenta-

tion by to Dr. Loic Guillevin, of the Ho-
pital Cochin in Paris, who will be
presenting an update on the manage-
ment of ANCA–positive vasculitides
in the Management of Vasculitis clini-
cal science session on Thursday at
13:30 in the Forum. 

“Mycophenolate mofetil is currently
being investigated as a maintenance
treatment in a prospective EUVAS [Eu-
ropean Vasculitis Study Group] trial,”
Dr. Guillevin noted. “Also, plasma ex-

changes have been shown to improve
renal function when creatinine is up to
500µmol/l, and intravenous immuno-
globulin has been shown to effectively
control relapses of ANCA-positive vas-
culitis and could have an indication as
a steroid sparing agent.” Additionally,
anti-TNF antibodies have been pre-
scribed successfully in severe vasculi-
tis that is refractory to conventional
therapies, despite the associated risk of
developing infectious side effects, and
etanercept and rituximab have both
shown promise in the management of
Wegener’s granulomatosis, he said.

In all cases of drug therapy for anti-
neutrophil cytoplasm antibodies
(ANCA)-positive vasculitis, “prospec-
tive trials are needed to compare the role
of conventional and new treatment op-
tions,” said Dr. Guillevin, who will re-
view the state of those trials currently
underway.

Observational and prospective stud-
ies into the pathogenesis of the ANCA-
associated vasculitides, along with the
development of new drugs, have led to
more targeted treatment approaches.
For example, microscopic polyangiitis

Welcome from the Organising Committee

Continued on page 4

Cheese lover? Fan of
the art of Rembrant or
Van Gogh? Mad for
windmills? Long to
stride the ZuiderZee?
A complete list of
half-day and full-day
excursions available
through the Congress
and leaving from
Amsterdam RAI can
be found on page 14
of this issue of EULAR
Congress News.

Diagnosis of Connective Tissue Disorders Has Improved

Nailfold videocapillaroscopy can
be used to distinguish between

the primary and secondary forms of
Raynaud’s phenomenon, improving
the ability to detect early-stage sys-
temic sclerosis in patients with scle-
roderma, according to Dr. Maurizio
Cutolo and his associates at the re-
search laboratory of the division of
rheumatology at the University of
Genova (Italy).

Today, during the practical skills
session on capillaroscopy and
rheumatology from 13:30–15:00 in
Room M, Dr. Cutolo, who will co-

chair the session with Professor Ar-
ianne Herrick, will discuss the abil-
ity of videocapillaroscopic analyses
to distinguish when abnormal vaso-
constriction is the product of con-
nective tissue disease rather than the
result of extrinsic vascular obstruc-
tion, as occurs in thoracic outlet syn-
drome, or the result of a reaction to
drugs, such as beta-blockers. 

Further, he will outline findings
that allow systemic sclerosis to be
classified as early, active, or late dis-
ease based on three distinct patterns
of nailfold videocapillaroscopy. Dr.

Cutolo will explain how variations in
these patterns and a computer-based
quantitation of the microvascular
damage can be used to gauge treat-
ment response.

In the past few years, capil-
laroscopy has been gaining momen-
tum in Europe as a diagnostic tool
and is now fairly widely used. Dr.
Herrick, senior lecturer in rheuma-
tology at the University of Man-
chester, told EULAR Congress News
that while many clinicians use a sim-
ple ophthalmoscope to examine
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Vasculitis Treatment Enters a New Era 

Thursday—22 June—At a Glance
Registration 8:00 – 18:00
Exhibition 9:30 – 17:15
Scientific Sessions 8:15 – 17:00

8:15 – 9:45
State-of-the-Art / Best Practice

Plenary session Hall 10

10:15 – 11:45
Abstract Sessions

Treatment biologics Hall 10
Osteoarthritis—Clinical aspects and treatment

Auditorium
Systemic lupus erythematosus—clinical
aspects Hall 9A
Diagnostics and imaging procedures Hall 9B
Seronegative arthritis—molecule to man and
woman Hall 9C
Vasculitis and APS Forum

PReS
Antigen-specific immuno therapy for
autoimmune diseases Park Foyer

Allied Health Professionals
Evidence-based practice in non-pharmacological
treatment of osteoarthritis Room N/O

Abstract Sessions
Latest developments in assessment and
treatment of rheumatic diseases Room A
Genomics, genetic basis of disease and HLA/T
cell recognition Room B
Cytokines and inflammatory mediators

Room C/D
RA etiology, pathogenesis and animal 
models Room E/F

Meet the Standing Committee
Campaigning in Europe Room L

EUROPEAN LEAGUE AGAINST RHEUMATISM
THURSDAY EDITION

Continued on page 4
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REMICADE 100MG POWDER FOR CONCENTRATE FOR SOLUTION FOR INFUSION (infliximab) 
ABBREVIATED PRESCRIBING INFORMATION
[Refer to full SmPC text before prescribing Remicade (infliximab)]
Uses: Remicade (infliximab) is a chimeric IgG1 monoclonal antibody manufactured from a recombinant cell line. Each vial contains 100mg
of infliximab. Upon reconstitution each ml contains 10mg of infliximab. Remicade is indicated for: • Reduction of signs and symptoms
as well as the improvement in physical function in patients with active rheumatoid arthritis disease in combination with methotrexate,
when the response to disease-modifying drugs, including methotrexate, has been inadequate; and in patients with severe, active and
progressive disease not previously treated with methotrexate and other DMARDs. In these patient populations, a reduction in the rate of
the progression of joint damage, as measured by x-ray, has been demonstrated. • Treatment of severe, active Crohn’s disease in patients
who have not responded to or are intolerant of a full and adequate course of therapy with a corticosteroid and an immunosuppressant;
and fistulising active Crohn’s disease in patients who have not responded despite a full and adequate course of therapy with conventional
treatment (including antibiotics, drainage and immunosuppressive therapy). •  Treatment of moderately to severely active ulcerative colitis
in patients who have had an inadequate response to conventional therapy including corticosteroids and 6-MP and AZA, or who are
intolerant to or have medical contraindications for such therapies • Treatment of ankylosing spondylitis, in patients who have severe axial
symptoms, elevated serological markers of inflammatory activity and who have responded inadequately to conventional therapy. • The
treatment of active and progressive psoriatic arthritis, in combination with methotrexate, in patients who have responded inadequately
to disease-modifying anti-rheumatic drugs. • Treatment of moderate to severe plaque psoriasis in adults who failed to respond to, or who
have a contraindication to, or are intolerant to other systemic therapy including cyclosporine, methotrexate or PUVA. Dosage: Remicade
should only be administered to adults (age 17 upward) under supervision and monitoring by physicians experienced in the diagnosis and
treatment of rheumatoid arthritis, inflammatory bowel diseases or ankylosing spondylitis. The recommended infusion time is 2 hours. All
patients administered Remicade are to be observed for at least 1 to 2 hours post infusion for acute infusion-related reactions. Patients
may be pretreated with appropriate therapy to decrease risk of such reactions. Rheumatoid arthritis: 3 mg/kg given as an intravenous
infusion over a 2 hour period followed by additional 3 mg/kg infusion doses at 2 and 6 weeks after the first infusion, then every 8 weeks
thereafter. Remicade must be given concomitantly with methotrexate. Severe, active Crohn’s disease: 5mg/kg given as an
intravenous infusion over a 2 hour period.Available data do not support further infliximab treatment in patients not responding within 2
weeks to the initial infusion. Responding patients may receive additional infusions of 5mg/kg at 2 and 6 weeks after the initial dose,
followed by infusions every 8 weeks, or an infusion of 5mg/kg if signs and symptoms of the disease recur. Fistulising active Crohn’s
disease: initially 5mg/kg infusion given over 2 hours, followed by additional 5mg/kg infusion doses at 2 and 6 weeks after first infusion.
If a patient does not respond after these 3 doses, no additional treatment should be given. Responding patients may receive additional
infusions every 8 weeks or readministration if signs and symptoms recur followed by infusions of 5mg/kg every 8 weeks. Ulcerative colitis:
5mg/kg given as an intravenous infusion over a 2-hour period followed by additional 5mg/kg infusion doses at 2 and 6 weeks after the
first infusion, then every 8 weeks. Clinical response is usually achieved within 14 weeks of treatment (3 doses). Continued therapy should
be carefully reconsidered in patients who show  no evidence of therapeutic benefit within this time period. Ankylosing spondylitis:
5mg/kg given as an intravenous infusion over a 2-hour period followed by additional 5mg/kg infusion doses at 2 and 6 weeks after the
first infusion, then every 6 to 8 weeks. If a patient does not respond by 6 weeks (i.e. after 2 doses), no additional treatment with infliximab
should be given. Psoriatic arthritis: 5mg/kg given as an intravenous infusion over a 2-hour period followed by additional 5mg/kg
infusion doses at 2 and 6 weeks after the first infusion, then every 8 weeks thereafter. Remicade must be given concomitantly with
methotrexate. Psoriasis: 5mg/kg given as an intravenous infusion over a 2-hour period followed by additional 5mg/kg infusion doses at
2 and 6 weeks after the first infusion, then every 8 weeks. If a patient shows no response after 14 weeks (i.e. after 4 doses), no additional
treatment with infliximab should be given. Readministration: Remicade can be readministered within 16 weeks following the last
infusion. In clinical studies, delayed hypersensitivity reactions have been uncommon and have occurred after drug free intervals of less
than 1 year. The safety and efficacy of readministration after a drug free interval of more than 16 weeks has not been established. This
applies to both Crohn’s disease patients and rheumatoid arthritis patients. The safety and efficacy of readministration for patients with
ankylosing spondylitis, other than every 6 to 8 weeks and patients with psoriatic arthritis and ulcerative colitis, other than every 8 weeks,
has not been established. Readministration with one single infliximab dose in psoriasis patients after an interval of 20 weeks suggests
reduced efficacy and a higher incidence of mild to moderate infusion reactions when compared to the initial induction regimen. Contra-
indications: Patients with tuberculosis or other severe infection such as sepsis, abscesses and opportunistic infections; patients with a
history of hypersensitivity to infliximab, other murine proteins or any of the excipients; patients with moderate or severe heart failure
(NYHA class III/IV). Precautions and Warnings: Acute infusion reactions including anaphylactic reactions may develop during (within
seconds) or within a few hours following infusion. If acute infusion reactions occur, the infusion must be interrupted immediately.
Emergency equipment, such as adrenaline, antihistamines, corticosteroids and an artificial airway must be available. Patients may be
pretreated with e.g., an antihistamine, hydrocortisone and/or paracetamol to prevent mild and transient effects. Antibodies to infliximab
may develop and have been associated with increased frequency of infusion reactions. A low proportion of the infusion reactions was
serious allergic reactions. Symptomatic treatment should be given and further Remicade infusions must not be administered. In clinical
trials, delayed hypersensitivity reactions have been reported. Available data suggest an increased risk for delayed hypersensitivity with
increasing drug free intervals. If patients are retreated after a prolonged period, they should be closely monitored for signs and symptoms
of delayed hypersensitivity. Patients must be monitored closely for infection, including tuberculosis before, during and up to 6 months after
treatment with Remicade. Clinical experience shows that host defence against infection is compromised in some patients treated with
infliximab. Suppression of TNFα may also mask symptoms of infection such as fever. Opportunistic infections, including sepsis and
pneumonia, have been observed, some of which have been fatal. Cases of active tuberculosis, including miliary tuberculosis and
tuberculosis with extrapulmonary location, sometimes fatal, have been reported in patients treated with Remicade. Patients should be
evaluated for active or latent tuberculosis before Remicade treatment. All such tests should be recorded on the Patient Alert Cards
provided with the product. If active tuberculosis is diagnosed, patients must not be treated with Remicade. Patients on Remicade
treatment should be advised to seek medical advice if symptoms of tuberculosis appear. Patients with fistulising Crohn’s disease and acute
suppurative fistulas must not initiate Remicade therapy until possible source of infection is excluded. Reactivation of hepatitis B occurred
in patients receiving Remicade who are chronic carriers. Such carriers should be appropriately evaluated and monitored prior to the
initiation of and during treatment with Remicade. In post-marketing experience, very rare cases of jaundice and non-infectious hepatitis,
some with features of autoimmune hepatitis have been observed. Isolated cases of liver failure resulting in liver transplantation or death
have occurred. Patients with signs and symptoms of liver dysfunction should be evaluated for evidence of liver injury. If jaundice and/or
ALT elevations ≥ 5 times the upper limit of normal develop(s), Remicade should be discontinued. Concurrent administration of etanercept
(TNFα inhibiting agent) and anakinra (recombinant non-glycosylated form of human interleukin-1 receptor antagonist) is not
recommended. It is recommended that live vaccines not be given concurrently. Anti-TNF therapy may result in the initiation of an
autoimmune process. If a patient develops symptoms suggestive of a lupus-like syndrome following treatment with Remicade and is
positive for antibodies against double-stranded DNA, treatment must be discontinued. Infliximab and other agents that inhibit TNFα have
been associated in rare cases with optic neuritis, seizure and new onset of exacerbation of clinical symptoms and/or radiographic evidence
of demyelinating disorders, including multiple sclerosis. In patients with pre-existing or recent onset of central nervous system
demyelinating disorders, the benefits and risks of Remicade treatment should be carefully considered before initiation of Remicade
therapy. Caution is advised when considering Remicade treatment in patients with history of malignancy, additional caution should be
exercised in patients with increased risk for malignancy due to heavy smoking. Caution should be exercised in patients with psoriasis and
a medical history of extensive immunosuppressants therapy or prolonged PUVA treatment. Patients with ulcerative colitis at increased
risk for, or with a prior history of dysplasia or colon carcinoma should be screened for dysplasia before therapy and at regular intervals
throughout their disease course. Evaluation should include colonoscopy and biopsies. As the possibility of increased risk of cancer
development in patients with newly diagnosed dysplasia treated with Remicade is not established, the risk and benefits to individual
patients must be carefully reviewed and consideration should be given to discontinuation of therapy. Remicade should be used with
caution in patients with mild heart failure (NYHA class I/II) and discontinued in face of worsening symptoms of heart failure. Very rarely
new onset heart failure has been reported. Use of infliximab in children (0-17 years), elderly patients and patients with liver or renal
disease has not been studied. Patients requiring surgery whilst on Remicade therapy should be closely monitored for infections.Treatment
of patients with intestinal strictures due to Crohn’s disease is not recommended. Pregnancy and Lactation: Administration of Remicade
is not recommended during pregnancy or breast-feeding. Women of childbearing potential should use adequate contraception and
continue its use for at least 6 months after the last Remicade treatment. Interactions: In rheumatoid arthritis and Crohn’s disease patients
concomitant use of methotrexate and other immunomodulators may reduce the formation of antibodies to infliximab and increase the
plasma concentrations of infliximab. Results are uncertain due to limitations in the methods used for serum analyses of infliximab and
antibodies towards infliximab. Corticosteroids do not appear to affect the pharmacokinetics of infliximab to a clinically relevant extent.
Nothing is known regarding possible interactions between infliximab and other active substances. Side-effects: In clinical trials,
commonly viral infection, serum sickness-like reactions, headache, vertigo/dizziness, flushing, respiratory tract infection, dyspnoea,
sinusitis, nausea, diarrhoea, abdominal pain, dyspepsia, rash, pruritus, urticaria, increased sweating, dry skin, fatigue, chest pain, infusion
related reactions and fever were reported. Infusion related effects occurred in approximately 20% of patients and were the main cause
of discontinuations. In post-marketing spontaneous reporting, infections are the most common serious adverse event. Other less common
and rarely reported side effects are listed in the SPC. Overdose: Single doses up to 20mg/kg have been administered without toxic effects.
There is no clinical experience of overdose. Package Quantities: Type I vials, with rubber stoppers and aluminium crimps protected by
plastic caps, containing a lyophilised powder (infliximab 100mg). NHS Price: £419.62 Basic GMS Price: €690.43 Legal Category:
Prescription Only Medicine. Marketing Authorisation Number: EU/1/99/116/001 Further information is available on request from
Schering-Plough Ltd, Shire Park, Welwyn Garden City, Herts, AL7 1TW, UK.
Date of Revision: March 2006
Remicade/API/03-06/17
Remicade and Schering-Plough are trade marks
2006-NL-221
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11:45 – 13:30
Poster Viewing

13:30 – 15:00
State-of-the-Art / Best Practice

Osteoporosis Hall 10
Clinical Science

Clinical aspects of AS Auditorium
Outcomes Science

Co-morbidity as a treatment outcome: 
lessons from population-based treatment
registries Hall 9A

Clinical Science
Prognostic markers in osteoarthritis Hall 9B

Challenges in Clinical Practice
Clinical challenges in managing pregnancy in
connective tissue disease patients Hall 9C

Clinical Science
Management of vasculitis Forum

PReS
Immune deficiency and autoimmunity

Park Foyer
Joint Session Clinical / AHP / SL

Fatigue in RA Room N/O
Educational Session

Targeted treatment in the 21st century Room A
Basic Science

Shared pathways leading to 
autoimmunity Room B

Translational Science
Stem cells in arthritis Room C/D

Fellows in Training
Osteoporosis / Osteoarthritis Room E/F

Practical Skills
Capillaroscopy and rheumatology 1 Room M

15:30 - 17:00
State-of-the-Art / Best Practice

Rheumatoid arthritis: best practice in 2006
Hall 10

Clinical Science
Advances in hand OA Auditorium

Clinical Science
EULAR/EFIS session: analgesia in rheumatic
diseases Hall 9A
Clinical Science
Atherogenic risk in rheumatic disease Hall 9B

Challenges in Clinical Practice
Challenges in connective tissue 
diseases Hall 9C

Outcomes Science
Outcome assessment: Should we measure
improvement or remission? Forum

PReS
Cross talk between genetics, adaptive and
innate immunity in childhood autoimmune
diseases Park Foyer

Joint Session PRES / AHP / SL
Enhancement of physical fitness and
participation in childhood rheumatic
conditions; a multidisciplinary effort Room N/O

Clinical Science
Polymyalgia rheumatica versus elderly onset
rheumatoid arthritis Room A

Basic Science
T-cell antigen recognition and 
tolerance Room B

Translational Science
Angiogenesis and rheumatic diseases Room C/D

Practical Skills
What's new in musculoskeletal 
sonography 1 Room E/F

Meet the Standing Committee
Studies on genetics and gene expression 
in rheumatic diseases—can they lead to cure?

Room L
Practical Skills

Magnetic resonance imaging in inflammatory
joint diseases 1 Room M

Thursday—June 22—At a Glance, 
Continued from page 1

and Churg-Strauss syndrome have a
good prognosis with a low probability
of death and relapse, and thus the use of
cytotoxic agents can often be avoided in
favor of steroid treatment
alone. “When prednisone
alone fails, pulse cy-
clophosphamide or aza-
thioprine is useful and can
be prescribed to reduce
steroid dose and limit side
effects,” Dr. Guillevin said. 

On the other hand, con-
ditions associated with a
poor prognosis—those with
a five factor score greater
than one—and Wegener’s
granulomatosis require more aggres-
sive treatment. “Initially, steroids in
combination with pulse cyclophos-

phamide—which is less toxic than oral
cyclophosphamide—should be tried. In
the case of treatment failure, oral cy-
clophosphamide can replace the pulse

treatment,” said Dr.
Guillevin. In either case, cy-
clophosphamide treatment
should be used for 3-6
months, followed by mainte-
nance therapy with azathio-
prine or methotrexate for 12-
18 months. 

While there is no cure for
the ANCA-positive vasculi-
tides, which often affect the
lungs, sinuses, and kidneys
and are generally chronic,

persistent, and relapsing, advances in
serological testing along with the use of
a scoring system to determine disease

activity and predict prognosis have led
to the development of optimized treat-
ment plans based on the characteristics
of the specific syndromes, 

The goal in the treatment of all ANCA-
positive vasculitides is to “induce re-
mission while minimizing cytotoxicity,”
according to Dr. Guillevin. Toward this
end, it is critical to distinguish between
the various disease states, as some re-
quire more aggressive, and potentially
more toxic, treatment than others. Addi-
tionally, it is important to differentiate
initial acute disease from chronic phas-
es of vasculitis, as different drug regi-
mens are required for induction and
maintenance phases of treatment. ■

Breakthroughs in ANCA-Positive Disease
Vasculitis from page 1

DR. LOIC 
GUILLEVIN

nailbed capillaries, a light stereomicro-
scope, or preferably a videomicroscope,
affords superior visualization. 

Dr. Herrick and Dr. Cutolo sre inves-
tigating more advanced
methods of capil-
laroscopy that involve
digitization of the im-
ages. “We hope that the
new modifications and
developments in capil-
laroscopy will allow us
to track changes in the
capillaries over time,”
said Dr. Herrick.

Ongoing work by in-
vestigators such as Dr.
Alberto Sulli, also at the University of
Genova, focuses on quantitation of the
microvascular changes involved in scle-
roderma. Dr. Sulli will present his scor-
ing system at Thursday’s session.

According to Dr. Cutolo, the follow-
ing nailfold capillary abnormalities are
likely to be associated with connective
tissue disease.
� Giant capillaries. Homogeneously
and irregularly enlarged microvascular
loops are among the earliest and most
striking features of Raynaud’s phenom-
enon due to connective tissue disease.
The peculiar looped shape of the en-
larged capillaries is distinctive. The

presence of even a single loop with a
circumscribed or homogeneous diame-
ter exceeding 50 microns should be
considered as a potential marker of mi-

croangiopathy related to an early scle-
roderma-spectrum disorder, Dr. Cutolo
said. In a recent study, giant capillaries
were observed in 100% of patients with
systemic sclerosis. 
� Local microhaemorrhages are also
signs of microvascular damage in early
disease. Local trauma must be exclud-
ed before the finding can be attributed
to secondary Raynaud’s phenomenon.
� Oedemia at the level of the dermal
papillae is frequently observed, mainly
in active cases of systemic sclerosis.
� Angiogenesis. The main morpholog-
ic hallmark in angiogenesis is the clus-
tering of tortuous capillaries with pro-

nounced heterogeneity, including thin or
large, meandering, and bushy capillaries. 
� Loss of capillaries and avascular
areas. A reduced number of capillary
loops, fewer than 30 observed in 5 mm
in the distal row of the nailfold, are
highly specific for secondary Raynaud’s

phenomenon. In advanced systemic
sclerosis, only 20% of the capillaries
may have a normal appearance on nail-
fold videocapillaroscopy. Extensive loss
of capillaries may result in large avas-
cular areas. Rapidly progressive nailbed
capillary loss is a strong indicator of
systemic sclerosis even in new-onset
Raynaud’s. ■

The Next Step Is Digitization of Images
Diagnosis from page 1

Clinical Science:
Management of Vasculitis 

THURSDAY, 13:30 – 15:00 FORUM.

Classical giant capillaries identify scleroderma in secondary Raynaud's phenomenon
(left). Classical haemorrhages in a patient with nailfold videocapillaroscopic
scleroderma (center). Loss of capillaries and oedema in the nailfold of a patient with
secondary Raynaud’s and "active" scleroderma pattern on nailfold videocapillaroscopy.
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Practical Skills:
Capillaroscopy and

Rheumatology
THURSDAY, 13:30 – 15:00, ROOM M

EULAR Honors Professor Nuki and Professor Rau

Recipients of
the 2006 EU-

LAR Meritorious
Service Award in
Rheumatology are
Professor George
Nuki (left), Emeri-
tus Professor of
Rheumatology at
the University of Edinburgh and mem-
bers of the Osteoarticular Research
Group at the Queen’s Medical Research
Institute there, and Professor Rolf Rau
(right), of Evangelisches Fachkranken-

haus, Ratingen,
Germany. The
awards are given
on behalf of EULAR
President Tore
Kvien and the EU-
LAR Steering Com-
mittee in recogni-
tion of a lifetime of

achievement by these two pioneers of
European rheumatology. Each award is
endowed with Euro 5,000. Professor
Nuki and Professor Rau received their
awards during the Opening Ceremony.

Honors for Prof. Burmester

Pr o f e s s o r
Ge rd -Rud ige r

Burmester was made
an honorary member
of EULAR at last
night’s awards cere-
mony. Professor
Burmester, who has
finished his term as
chairman of the EULAR Standing Com-
mittee on Investigative Rheumatology, is
on the faculty of the Department of
Rheumatology and Clinical Immunology
at Charité University in Berlin.
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EULAR Proudly Presents the Four Winners of the 2006 Young Investigator Awards

Winners of the three Young Investiga-
tor Awards (EUR 10,000 each) and

the EULAR/Bristol-Myers Squibb Young
Investigator Award (EUR 10,000) present-
ed Wednesday night are:

Jörg H. W. Distler, MD, of the Switzer-
land WHO Center of Experimental
Rheumatology, University of Zurich, the
department of rheumatology and im-
munology at the University of Erlanger,
Germany, and the department of rheuma-
tology, University of North Carolina,
U.S.A. He received an award for his work
studying microparticles as novel mediators
in the pathogenesis of inflammatory joint
diseases.

Xenofon Baraliakos, MD, of the
Rheumazentrum Ruhrgebiet, Germany. He
received his award for work investigating
the use of magnetic resonance imaging in

the evaluation of inflammatory spinal le-
sions in the axial skeleton of patients with
ankylosing spondylitis.

Jacques-Eric Gottenberg, MD, PhD, a

rheumatologist in the Department of
Rheumatology at the Hospital Bicêtre in Le
Kremlin Bicêtre, France. He received the
award for his translational research on the
pathogenesis of primary Sjögren’s syn-
drome and his clinical studies on tolerance
and efficacy of biologics. 

Annette H.M. van der Helm-van Mil,
MD, a rheumatologist in training from the
department of rheumatology of the Leiden
University Medical Center in the Nether-
lands. She received her award for her pro-
posal entitled “Predicting the progression
from undifferentiated arthritis to rheumatoid
arthritis to achieve individualized decision-
making in undifferentiated arthritis.” ■
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Greetings and News From the EULAR Secretariat
Dear Participants, Dear Friends: 

Let me extend a warm welcome to
this year's EULAR Congress in

Amsterdam. A faculty of 34 scientists and
our programme committees of allied health
professionals and members of the social
leagues in rheumatology have collaborat-
ed to develop an excellent programme for
the 2006 Congress. This year’s Congress is
being held jointly with the European Pae-
diatric Rheumatology Society (PreS).

Since the launch of the European League
Against Rheumatism in 1947, EULAR has
organised Congresses. The Congress oc-
curred once every 4 years with symposia
in the intervening years. In the late 1990s,
the EULAR Executive Committee decid-
ed to organise an annual Congress; the first
annual European Congress of Rheumatol-
ogy was held in Nice in 2000, with over
6,500 participants. Annual Congresses fol-
lowed in Prague, Stockholm, Lisbon,
Berlin, and Vienna, each with with 8,500
to 9,600 participants. Over the years, the
Congress has grown in size, and the qual-
ity of the scientific programme continues
to reflect the work of the best minds in
rheumatology. For the first time, we have
now in Amsterdam over 10,000 partici-
pants from nearly 100 countries.

Over 320 invited speakers will be in-
volved in this year’s Congress, and over
3,000 abstracts were submitted, many ac-
cepted as oral presentation, some as posters
during the poster viewing sessions, and
some to be published in the abstract book.

Every other year, EULAR organises a
Postgraduate Course in Rheumatology. This
year’s course, to be held in Warsaw, Poland,
on 23-27 October 2006, is aimed at junior
rheumatologists at the end of their training
but is open to all rheumatologists. EULAR
subsidises the course, allowing the registra-
tion fee to remain affordable: The Euro 600
fee includes tuition, accommodation, and full
board. The course is a wonderful experience
for all participants—more details are avail-
able on our website at www.eular.org

The Postgraduate Course is only one of
the activities of the EULAR Education
Programme, which includes the following:

EULAR Training Bursaries (Scholar-
ships) to applicants from a European coun-
try, where there is a clear educational need,
for clinical or laboratory work (3-6 months)
in a unit of another European country.

Bursaries support these courses: 

� Advanced EULAR Ultrasonography
Course, Leeds, UK, (6-8 October 2006)
� 2nd European Course on Capillaroscopy,
Genua, Italy (22-24 September 2006)
� 2nd EULAR Course on Diagnostic Lab-
oratory Testing, Berlin Germany (2-4 No-
vember 2006)
� 3rd SLE course in San Miniato, Italy
(2006)
� 2nd EUSTAR Scleroderma Course, Bad
Nauheim, Germany (2007)

Travel Bursaries to Attend the Con-
gress. This year, 105 bursaries were award-
ed to medically qualified applicants, to al-
lied health professionals and members of
the social leagues, to defray the cost of
travel and accommodation. The registration
fee for the EULAR Congress is waived.

EULAR Research Grants: EULAR is
funding every year collaborative research
between European Rheumatology groups
in fields that are in line with the mission,
goals, and strategies of EULAR.

Scientific Grants: EULAR does not
give funding to proposals that can expect
funding from a national research trust or
from the pharmaceutical industry. As a
rule, active collaboration among at least
three centres from at least three different
countries is required. Also eligible for
grants are sole investigators or a group of
investigators from a single centre whose
work focuses predominantly on rheuma-
tology.

Scientific Allied Health Pro-
fessionals Grants: EULAR is
each year funding a Health Pro-
fessionals (HP) research project in
the field of arthritis/rheumatism
that is in line with the mission,
goals, and strategies of EULAR.

Educational visits/exchange
programme of the Social Leagues
are made available through the
Standing Committee of the Social
Leagues.

Furthermore, the Education
Programme includes the follow-
ing prizes and awards to be be-
stowed at the Congress:
� EULAR Young Investigator
Awards (3 x Euro 10,000) and
� EULAR/Bristol-Myers Squibb
Young Investigator Award (1 x
Euro 10,000) for projects for sci-
entific (clinical or basic) research

in the area of rheumatoid arthritis
� EULAR/ABBOTT Abstract Awards: 12
awards at Euro 2,500 to foster excellence
in scientific and clinical work (6 basic and
6 clinical science) will be selected from the
abstracts submitted to the 2006 Congress.

As in 2005, in 2006 EULAR will support
the Education Programme with a total
amount of over EUR 700,000.

All bursaries and awards are announced
on our website, which will have a new look
and revised navigation system and will be
in operation as of October 2006.

EULAR held its General Assembly at the
Congress on 21 June. For the first time, EU-
LAR received two applications for mem-
bership from national Health Professional
Organisations, i.e., Switzerland and the
United Kingdom. To date, Health Profes-
sionals in Rheumatology have been repre-
sented in the EULAR Standing Committee
on Health Professionals in Rheumatology
only. The by-laws of EULAR also allow
their membership in EULAR, besides Sci-
entific Societies, Social Leagues, Corporate
Members (firms), and organizations and
companies involved in basic research or re-
lated disciplines of rheumatology.

The leading force of EULAR is the Ex-
ecutive Committee, which includes nine
members and the Chairpersons of the sev-
en Standing Committees, ex-officio mem-
bers of the Executive Committee. EU-
LAR’s seven Standing Committees are
Investigative Rheumatology (Gerd

Burmester will be succeeded by Lars
Klareskog at the Congress); Education and
Training (Hans Bijlsma); Epidemiology
and Health Services Research (Alan Sil-
man); International Clinical Studies, in-
cluding Therapeutic Trials—ESCISIT
(Maxime Dougados); Paediatric Rheuma-
tology (Seza Özen); Social Leagues (San-
dra Canadelo); and Allied Health Profes-
sionals in Rheumatology (Jaana Hirvonen).

ESCISIT presents its recommendation
for management of hand OA, SLE, fi-
bromyalgia and the conducting of clinical
trials in SLE and systemic vasculitis at the
Congress. These recommendations will
also be published in the EULAR Journal
“Annals of the Rheumatic Diseases”.

To send a positive mesage to European
policy makers, EULAR has begun to or-
ganise a European Union Action Day “Al-
liance Against Arthritis” (AAA) in Brus-
sels. The aim is to have rheumatic disease
recognised as a major diseases in the Eu-
ropean Union’s 7th framework research
programme, which would mean increased
funding from the EU. Rheumatic diseases
are the single most costly group of disor-
ders, if measured in terms of hospital costs,
medication costs, rehabilitation costs, and
costs of lost days of work.

In April 2005, the Secretariat moved to
its new premises, a EULAR-purchased
house in a suburb of Zurich (Kilchberg)
and invested some money to refurbish the
house so that future meetings of the Exec-
utive and Standing Committees can be
held there. The Executive Committee's
first meeting there in September 2005 was
a success. The ESCISIT Standing Com-
mittee has hosted several meetings there,
discussing SLE, Hand OA, Fibromyalgia,
Systemic Vasculitis, and Gout.

The current staff members are Fred Wyss
(Executive Director), Heinz Marchesi
(Deputy Executive Director), Robert Buff
(Education Programme Manager, Ernst
Isler (Congress Manager), and Elly Wyss
(Chief Assistant).

All of us from the EULAR Secretariat
wish you an exciting Congress with many
possibilities to exchange ideas, meet col-
leagues from all around the world, and, of
course, have a good time in Amsterdam—
there is so much to experience and to see!

—Fred Wyss
Executive Director of EULAR 

From left: Robert Buff (Education Programme
Manager), Ernst Isler (Congress Manager), Elly
Wyss (Chief Assistant), Heinz Marchesi (Deputy
Executive Director), Fred Wyss (Executive Director)

JÖRG H. W. 
DISTLER, MD

JACQUES-ERIC
GOTTENBERG, MD, PHD

ANNETTE H.M. VAN DER
HELM-VAN MIL, MD

XENOFON
BARALIAKOS, MD
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Systematic Assessment
Enhances Polymyalgia
Rheumatica Treatment
Systematic assessment of disease ac-

tivity enhances clinical decision
making and, ultimately, the overall

care of patients with polymyalgia
rheumatica, according to Dr. Burkhard
Leeb of the Lower Austrian Centre for
Rheumatology, Stockerau, Austria. 

Dr. Burkhard will argue his point at the
Meet the EULAR Standing Committee
for International Clinical Studies Includ-
ing Therapeutic Trials (ESCISIT) session,
Friday, 13:30-15:00, Room L. 

Key among the available tools with
which to assess disease activity in
polymyalgia rheumatica systematically are
the EULAR response criteria for polymyal-
gia rheumatica disease (PMR) and the
polymyalgia rheumatica disease activity
score (PMR-AS), Dr. Burkhard told EU-
LAR Congress News in an interview.

The EULAR response criteria for PMR
comprise a core set of markers of disease
activity for monitoring therapeutic re-
sponses. 

The core set of disease activity mark-
ers included in the EULAR criteria in-
clude erythrocyte sedimentation rate and
C-reactive protein (representing the acute
phase response), visual analogue pain
score, physician’s global assessment,
morning stiffness, and the ability to ele-
vate the upper limbs (representing the
clinical situation). 

The PMR-AS, which was developed on
the basis of EULAR response criteria, al-
lows disease activity to be expressed as
an absolute number.

Studies have shown that PMR-AS val-
ues below 7 indicate low disease activi-

ty; scores from 7 to 17 suggest medium
disease activity; and scores greater than
17 indicate high disease activity. The
PMR-AS has also been shown to be high-
ly correlated with patients’ global as-
sessment, patient satisfaction, and ery-
throcyte sedimentation rate. 

A PMR-AS score less than 2 has been
proposed to characterize a “remission-like
status” given the correlation between
such scores and good patient satisfaction
and patient global assessment scores, ac-
cording to Dr. Leeb.

These assessment tools should have
even greater utility as eventual findings
from ongoing studies elucidate the opti-
mal corticosteroid dosing schedules for
various stages of PMR.

Also at this session, Prof. Alan Tyndall
of the University of Basel, Switzerland,
will provide an update on stem cell ther-
apy of autoimmune diseases.

Specifically, Dr. Leeb said that his pre-
sentation will involve discussion of how
an autologous stem cell rescue following
immunoablation has been shown to halt
autoimmune disease with long-term re-
missions, even after normal immune re-
constitution has occurred, and how mes-
enchymal stem cells are now being
considered for treatment of autoimmune
disease. ■

Improvement vs. Remission:
Debating Outcome Measures

Full remission has replaced more
modest improvement as the feasible
treatment goal for rheumatoid arthri-

tis and ankylosing spondylitis with the
availability of more effective and earlier in-
terventions, according to Professor Alan
Silman, director of the Arthritis
Research Campaign, Epidemi-
ology Unit, Manchester Uni-
versity Medical School, Man-
chester, England.

While full remission may be
feasible, the issue remains
whether it is realistic.

Experts will debate this ques-
tion at the Outcomes Science
Session: Outcome assessment:
should we measure improve-
ment or remission?, Thursday,
15:30-17:00, Forum.

“We will endeavor to investigate whether
the latter is a realistic option and whether
this should alter the way we evaluate treat-
ment outcomes,” Professor Silman, con-
venor and chair of the session, told this
newspaper.

Professor Maxime Dougados of Hospi-
tal Cochin, Paris, who will provide an up-
date on the EULAR initiative, will argue,
“It’s good to feel better, but it’s better to
feel good.” That is, the concept of “good
condition” is more relevant than the con-
cept of “responder,” Dr. Dougados has
written.

Also during this session, Professor De-
siree van der Heijde of the department of
internal medicine, division of rheumatol-
ogy, University Hospital Maastricht, the
Netherlands and Professor Piet L.C.M
van Riel of the department of rheumatol-
ogy, University Medical Center Ni-
jmegen, Nijmegen, the Netherlands and

President of the Dutch Society for
Rheumatologists will discuss the mea-
surement of improvement vs. the mea-
surement of remission in patients with
ankylosing spondylitis and rheumatoid
arthritis, respectively.

Dr. Jaap Fransen of Rad-
boud University Nijmegen, the
Netherlands will present re-
sults of a study comparing the
discriminative capacity of
American College of Rheuma-
tology and EULAR rheuma-
toid arthritis response criteria
in psoriatic arthritis patients
with peripheral disease based
on data from randomized con-
trolled trials of two TNF in-
hibitors.

The study shows that criteria developed
for RA are useful for the assessment of pa-
tients with psoriatic arthritis, and that the
EULAR criteria had the best discrimina-
tive capacity.

Dr. Bjorn Svensson of the University of
Lund, Sweden will present data on the fre-
quency and gender differences in remis-
sion of early RA in clinical practice. At 2-
year follow-up 38% of 689 patients were
in remission, and at 5 years 39% were in
remission. Among his data is the finding
that male gender was a significant inde-
pendent predictor of remission at both
time points. ■

Meet the EULAR Standing
Committee for International
Clinical Studies Including

Therapeutic Trials
FRIDAY, 13:30 -- 15:00, ROOM L

PROF. 
ALAN SILMAN

Outcomes Science:
Outcome Assessment: Should We

Measure Improvement or Remission?
THURSDAY, 15:30 -- 17:00, FORUM

Genes: Focus on Preclinical Therapy 
The SCID mouse model is an ideal

tool for investigating gene therapy
strategies and their effects on effector
cells and pathways in the
arthritic joint, according to
a presentation scheduled for
today.

Professor Ulf Muller-
Ladner will elaborate on
how this model, which was
developed to simulate vari-
ous aspects of a human
arthritic joint, is being used
in experimental gene thera-
py during his presentation
as part of the Clinical Sci-
ence session: Gene therapy —promis-
es versus fact?, to be held Friday,
13:30-15:00, in the Forum.

By inserting complete human syn-
ovium or human synovial fibroblasts
(RASF) into an inert gel sponge, and
then co-implanting them with a small
block of healthy human cartilage under
the kidney capsule or under the skin of
SCID (severe combined immunodefi-
ciency) mice (which can’t reject the im-

plants), it is possible to study the in-
teraction of synovial cells and the sub-
sequent cartilage destruction in the ab-

sence of human
inflammatory cells or asso-
ciated factors for numerous
months—both as proof-of-
principle as well as simula-
tion of a preclinical gene
therapy approach, Prof.
Muller-Ladner of the Uni-
versity of Giessen Kerck-
hoff Clinic, Bad Nauheim,
Germany explained in an
abstract.

Findings in regard to gene
therapy using this approach will be dis-
cussed by a number of presenters during
the session, he noted.

“The SCID mouse model—in con-
trast to frequently used short-time anti-
gen-induced murine models such as
CIA, AIA, and PIA—is a potent tool to
examine gene therapy strategies of all
kinds for an extended period of several
months,” he told EULAR Congress
News.

The model can be used to examine nu-
merous types of gene therapy strategies,
including viral, non-viral, antisense, and
short interfering RNA (siRNA) strate-
gies, he noted.

Also at this session, Professor Chris-
tian Jorgensen of Hospital Lapeyronie,
Montpellier, France, will discuss the use
of siRNA gene transfer to down-regulate
genes.

The field of gene therapy is moving to-
ward the use of local administration of
viral vectors of the recombinant adeno-
associated virus (rAAV) type, particu-
larly serotype AAV 5, which allows safe
and long-term expression.

Another relevant aspect of gene ther-
apy that will be addressed is dendritic
and stem cell-mediated gene delivery,
Dr. Jorgensen said. ■

PROF. ULF 
MULLER-LADNER

Clinical Science:
Gene Therapy—Promises Versus

Fact?
FRIDAY, 13:30 -- 15:00, FORUM

Embark on a romantic water voyage
along the historic canals of Amsterdam,
stopping for drinks, dinner, and dancing
at the Okura Hotel before boarding for a
return cruise to the RAI.
Thursday, 17:00 – 01:00, departure from
and return to RAI quay
Cost: Euro 60 per person
Tickets are available from the cashier
desk at registration. Get yours before
they are sold out!
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MRI Improvements Reveal Joints More Clearly
The advantages of low-field dedi-

cated extremity magnetic reso-
nance imaging make it not only de-

sirable for the management of
inflammatory joint disease but easily at-
tainable for many facilities as well. This
is one message that Dr. Bo Jannik Ejbjerg
wants to discuss during a symposium on
the uses of MRI in inflammatory joint dis-
ease at a Practical Skills Session on MRI
in inflammatory joint disease 2 on Friday
from 13:30-15:00 in Room M. “Many

people think the
former is merely an
extension of the
other, but this is not
quite the case,”
said Dr. Ejbjerg,
department of
r h e u m a t o l o g y,
Copenhagen Uni-
versity Hospital at
Herley, who said he
will update listen-
ers on his spring

2006 findings for dedicated low-field ex-
tremity magnetic resonance imaging (E-
MRI). 

Aside from improvements in diagnosis
and prognosis, benefits include, “marked-
ly lower costs, more comfortable patient
positioning, lower susceptibility to certain
artifacts, and elimination of claustrophobia,
a considerable problem in high field units,”
said Dr. Ejbjerg.

At present, only six cross-sectional stud-
ies have compared E-MRI and X-ray, yet
all so far have concluded that E-MRI is
more sensitive than X-ray for detection of
destructive joint changes and that E-MRI
may provide information on destructive
bone changes in rheumatoid arthritis that
are not markedly inferior to what is now
obtained on high field MRI units.

Dr. Edjbjerg plans to discuss other areas
in which E-MRI compared favorably with
other more traditional and invasive tech-
nologies in his research.

Where synovitis is concerned, “compar-
isons with mini arthroscopy and
histopathology have shown that MRI-syn-
ovitis represents real synovial inflamma-
tion. Validation of E-MRI for synovitis is
sparse although it is more often detected
compared with clinical examination,” said
Dr. Ejbjerg. Additionally, a good correla-
tion between non-enhanced high-field and
non-enhanced E-MRI synovitis scores has
been observed. However it is difficult to
extrapolate to contrast-enhanced MRI, be-
cause no consensus is reached for the as-
sessment of synovitis on non-enhanced
MRI. 

With that in mind, Dr. Edjberg said that
he and his research team “compared high-
field and E-MRI for assessment of syn-
ovitis according to the Outcome Measures
in Rheumatology (OMERACT) recom-
mendations and found good/very good
agreement rates and intraclass correlation
coefficients in wrist and metacarpopha-
langeal joints.”

However, there may be some draw-
backs in specific usages for the E-MRI,
particularly where bone marrow edema is
concerned. “MRI signs of increased wa-
ter content in the bone marrow compart-

ment is, although not specific for rheuma-
toid arthritis, frequently detected in RA.
Bone edema is generally considered an in-
terim process between synovitis and bone
erosion and has in high-field MRI studies
been shown to be associated with subse-
quent development of erosive damage.
Only one study directly compares bone
edema assessment by high-field MRI and
E-MRI,” said Dr. Ejbjerg, adding, “The
results were not encouraging as the sen-
sitivity of E-MRI was low at 39%. How-

ever, the specificity of 99% and accuracy
at 95% were high.”

Dr. Ejbjerg summarized his findings by
stating, “The knowledge of E-MRI in in-
flammatory joint disease is increasing.
So, E-MRI system can provide informa-
tion on bone erosions and synovitis com-
parable to standa sequences on high-field
MRI. Furthermore, it has recently been
shown that E-MRI can monitor temporal
changes of synovitis and destruction and
has prognostic value,” he said.

“Despite the available and promising
observations, it is imperative to ponder on
the performance of different MRI units as
the machines may be very different: Care-
ful testing and further validation is need-
ed,” according to Dr. Ejbjerg. ■

DR. BO JANNIK
EJBJERG

Practical Skills:
MRI in Inflammatory Joint Disease 2

FRIDAY, 13:30 -- 15:00, ROOM M
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EUSTAR Support of
Scleroderma Research
Yields Early Results
EUSTAR was formed at the EULAR Congress in Berlin for

the purpose of fostering international cooperation for re-
search and care of the patients affected by systemic scle-

rosis. The EUSTAR General Assembly meets every year at the
EULAR Congress. Its business meeting will occur on Saturday
8:00-12:00 in Room P.

EUSTAR launched 3 years ago a simple data collection system,
called minimal essential data set (MEDS) to document and iden-
tify special subgroups of SSc patients in Europe: the preliminary
results of this large ongoing study, analyz-
ing demographics and clinical and labora-
tory features of scleroderma patients, will
be presented during an abstract session on
scleroderma and related symptoms on Fri-
day, 10:15 – 11:45, Hall 9A, by Professor
Alan Tyndall from the University of Basel,
secretary of EUSTAR. 

Yet the EUSTAR leadership sees chal-
lenges regarding scleroderma in Europe in
the near future. “The main challenge is the
education of the medical and general pop-
ulation in Europe in order to identify scleroderma patients at an
early stage when it is still possible to avoid disease progression.
The current nihilistic view held by many should be broken
down,” said Professor László Czirják, member of the board of EU-
STAR and organiser of the first educational course on systemic
sclerosis. “We need to teach our students better and provide a con-
tinuous medical education watching the impressive advancement
of the disease knowledge achieved in the last years,” added Pro-
fessor Ulf Müller-Ladner, from the University of Giessen, who is
organizing the next educational course in Giessen in January 2007.

Institutions or physicians who treat scleroderma should join
EUSTAR simply by registering on line (www.eustar.org), sub-
mitting at least one patient to the database via a two-page form,
the MEDS. ■

PROF. ALAN TYNDALL

Enjoy a unique evening
at the Beurs van

Berlage!
The Beurs van Berlage

was built between 1898
and 1903 by the architect
Handdrik Petrus Berlage. 

The building was con-
structed as an exchange
on a reclaimed tract of
land alongside the Amstel
River, where trading ships
used to moor. By 1912, the
Merchant Stock Exchange
had outgrown the van
Berlage.

Dinner will be served in
the main hall, where you
may notice the perceptible
tension between the 22 me-
tre-high brick wall and the
numerous arches that sup-

port it. Double glass panes
make up the roof. The re-
liefs were created by Lam-
bertus Zijl, and on the bal-
cony is Mercury, God of
Trade (and of thieves). 

The impressive main hall
remains largely unchanged.

While they last, tickets are
available from the cashier
desk at registration. 

Gala Dinner at the Beurs van Berlage

Experts to Discuss Ways to Match
The Best Imaging With RA, OA, AS

Both radiographs and
magnetic resonance
imaging should be

used for the evaluation of
ankylosing spondylitis given
recent data showing clearly
that the thoracic spine is most
frequently affected by the dis-
ease, according to Professor
Xenofon Baraliakos, of St.
Anna Hospital in Herne, Ger-
many.

He will be speaking on this
topic during today’s clinical
practice session convened by
Professor Désirée van der
Heijde of University Hospital
Maastricht (the Netherlands)
and chaired by Professor van
der Heijde and Professor
Philip Conaghan of the Uni-
versity of Leeds (England)
15:30-17:00 in the auditori-
um.

Also speaking will be Pro-
fessor Mikkel Østergaard of
Copenhagen University Hos-
pitals, who will present on
imaging and diagnosis in fol-
low-up of rheumatoid arthri-
tis (RA), and Professor
Philipp Lang of Partners
Healthcare in Boston, who
will discuss imaging in diag-
nosis and follow-up of os-
teoarthritis (OA).

Professor Baraliakos noted
to EULAR Congress News
that “although X-rays are still best for diagnosis of
structural changes, MRI examinations are the gold
standard for assessment of active inflammatory le-
sions in the spine and also in the sacroiliac joints,”
he noted. 

As to the respective advantages and disadvantages
of various imaging modalities in ankylosing spondyli-
tis (AS), “the most widely used techniques in AS are
X-rays and MRI,” Professor Baraliakos said.
“Scintigraphy is almost obsolete due to unspecifici-
ty of the localization of the findings. Ultrasound is
used for depiction of extraspinal manifestations,
such as peripheral arthritis and enthesitis.”

But conventional radiographs have their ad-
vantages, he observed—specifically, “for assess-
ment of chronic structural changes, mainly syn-
desmophytes. Their disadvantages are their
inability to depict acute spinal changes, which are
nowadays important for diagnosis in early disease
stages and also for initiation of new treatment
modalities, such as anti-TNFα. Furthermore, x-
rays are only able to depict changes in the cervi-
cal and lumbar spine, but the thoracic spine can-
not be assessed, due to the overimposed lung
tissue in this part of the body.

“MRI examinations have the advantage of pro-
viding best views in terms of anatomical precision,
and they can be used to directly demonstrate acute
spinal changes in both the spine and also in the
[sacroiliac joints]. However, for assessment of chron-
ic lesions, MRI is not superior as compared to con-
ventional X-rays. In comparison to conventional x-
rays, the main advantage of MRI is that the thoracic
spine can also be assessed. A disadvantage of MRI
is that it is much more expensive as compared to x-
rays. Furthermore, MRIs need more time to perform

and more skill in order to de-
pict the assessed changes,”
Professor Baraliakos said.

Professor Østergaard offered
similar observations regarding
imaging for RA, saying in an
interview that the relative
dearth of MRI machines
means that radiography won’t
disappear anytime soon. “I
think that it would be so that if
we had enough MRI machines,
I would guess that you would-
n’t have that much use of ra-
diographs in future. On other
hand, you’ll never have so
many MRIs that you’ll do
imaging as much as you’d like.
Radiographs have the advan-
tage of being standardized im-
ages that you can save and
compare for future use. You
could probably live without
radiographs and just use MRI,
but in the real world, radi-
ographs will be used in a lot of
places because you won’t be
able to do MRIs as often as
you want, and you’ll be fo-
cusing on early disease.”

He noted that MRI and ul-
trasound can each be better for
different situations. “I would
say that for diagnosis and
monitoring, MRI has the ad-
vantage of being more stan-
dardizable, and there’s more
solid evidence on its useful-

ness so far. So, the major knowledge we have is on
MRI. US has the disadvantage of not being so well
studied yet, so we still need some data to be sure that
it works as well as MRI. Another advantage is that,
at least in Europe, a lot of rheumatologists can do it
when they see their patients. It’s easier in clinical
practice, because the patient is with them. The ad-
vantage of ultrasound is that it’s more feasible and
it’s quicker, but we still lack evidence.”

Professor Conaghan noted in an interview that for
proof-of-concept studies in RA, MRI is the imaging
modality of choice. However, if one decides just to
focus on inflammation or synovitis, then ultrasound
may be as useful and perhaps more feasible (i.e.,
cheaper and more portable). He noted that “the ma-
jority of the literature in rheumatology for MRI and
ultrasound has been about RA, rather than OA or AS.
This is especially true for extremity MRI, for which
all the literature involves RA.”

But in his view, sometimes no imaging of any kind
is necessary. “I don’t recommend just scanning every-
body, because we don’t have evidence that’s going to
be useful yet. In the patient who is doing poorly by
accepted clinical measures, it’s doubtful that any
imaging scan will add anything to that ... If you start
a patient with RA on a drug, and upon reevaluation
you find that blood measures still show signs of dis-
ease, and the patent’s joints still show swelling, that’s
enough. You don’t need MRI to confirm that.” ■

Metacarpophalangeal joints with RA
appear normal on X-ray (a), bone erosion
are seen on both MRI (b-c), US (d-e).

C
O

U
R

T
E

S
Y

P
R

O
F
. 

M
IK

K
E

L
Ø

S
T

E
R

G
A

A
R

D

Please Join Us on Friday, 23 June 2006 at 20:15–23:00
The price is EUR 140 per person

Clinical Practice:
How to Use imaging in Clinical Practice

FRIDAY, 15:30 -- 17:00, AUDITORIUM.

Abstract:
Scleroderma and Related Symptoms

FRIDAY, 10:15 – 11:45, HALL 9A
Business Meeting: EULAR Scleroderma Trials and

Research Group General Assembly
SATURDAY, 8:00 – 12:00, ROOM P
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Dr. Ilanka Orbán, a pediatric rheuma-
tologist at National Institute of
Rheumatology and Physiotherapy

in Budapest, Hungary, and member of
PReS, said that this is her tenth EULAR
Congress. This year she has an abstract
published: TRAPS (Tumor Necrosis Fac-
tor Receptor-Associated Periodic Syn-

drome) in a Hungarian Family. “Most of
the children in my practice have JIA. My
other clinical interest is autoimmune dis-
ease. Every year at EULAR I learn some-

thing about new drugs, new treatments, and
new knowledge.

Dr. H. Karel Ronday, of Leyenburg Hos-
pital, The Hague, Netherlands, told EU-
LAR Congress News that “I’m hoping to
gain new insights into osteoarthritis, specif-
ically about the disease’s physiology and
new treatment targets.” New treatment
strategies for RA and scleroderma also in-
terest Dr. Ronday. “As a researcher, I par-
ticipated in both the BeSt and ProMPT
studies. We’re doing some research on

cartilage metabolism at the TNO Preven-
tion and Health Institute in Leiden. I’m
hoping to find targeted treatment for osteo-
arthritis.”

Hilda Berntsen is a nurse in the depart-
ment of orthopaedics and rheumatology at
St. Olav’s Hospital in Trondheim, Norway.

“I’m interested in meeting more Nor-
wegian colleagues and seeing what my Eu-
ropean colleagues are doing, particularly
what Allied Health professionals are doing
in other countries. As a nurse the informa-
tion offered by the Social Leagues is also
really interesting because it’s not just about
science and medications.” ■

Dr. H. Karel Ronday, The Hague, is a
research rheumatologist and clinician.
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Dr. Ilanka Orbán, Budapest, a pediatric
rheumatologist, is attending her 10th
meeting of the EULAR Congress.
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The Faces of EULAR

EULAR to Hold
Postgraduate Course

This EULAR-sponsored course will
take place 23-27 October 2006 in War-

saw, Poland. While content is aimed at ju-
nior rheumatologists, all rheumatologists
are welcome. Participants are expected to
participate actively in the sessions, sharing
clinical cases during the break-out ses-
sions. Details will follow after registration.

Sessions will cover arthritis, osteo-
arthritis, Sjögren’s syndrome, scleroder-
ma, mixed connective tissue disease, SLE,
vasculitis, spondylarthritis, reactive arthri-
tis, soft tissue rheumatism, fibromyalgia,
osteoporosis, gout, septic arthritis, imag-
ing, and lab testing.

The EUR 600 course fee covers tuition,
hotel accommodations, and meals. The
number of participants is limited to 100.
Twenty EULAR course bursaries are avail-
able. For more information and to register,
visit www.eular.org. ■

Ms. Hilda Berntsen, a nurse in Trondheim,
Norway, will attend the Social Leagues. 
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17:30-19:00 Auditorium
Schering-Plough Corporation

A new direction in RA: Identifying the rapidly
progressing patient

Chairman: R.M. Winston, United Kingdom

Evidence for the rapidly progressing patient 
P. Emery, United Kingdom

Who is the rapidly progressing patient: the
rheumatologist’s view 

I.B. McInnes, United Kingdom

Biologics in 2006: management strategies for
the rapidly progressing patient 

R. van Vollenhoven, Sweden

17:30-19:00 Hall 9A
Roche / GlaxoSmithKline
Understanding intermittent bisphosphonate
treatment: New insights to the clinical use of
less-frequently administered bisphosphonates

Chairman: J. Stepan, Czech Republic
17:30-17:35
Welcome and introduction 

J. Stepan, Czech Republic
17:35-17:50
Perspectives on efficacy: bisphosphonates
revisited 

D. Felsenberg, Germany
17:50-18:10
Intermittent bisphosphonates: experiences with
new therapeutic options

M. Zaidi, USA
18:10-18:30
The impact of bone turnover reduction on
antifracture efficacy: results with intermittent
bisphosphonates

S. Papapoulos, Netherlands
18:30-18:45
The important role of bone mineral density in
reducing fracture risk 

J. Ringe, German
18:45-19:00
Summary and close 

J. Stepan, Czech Republic

16:30-18:00 Forum
Pfizer
Following the evidence in inflammatory
syndromes

Chairman: F. Breedveld, Netherlands
16:30-16:40
COX-2 selective inhibitors: putting the data in
context 

F. Breedveld, Netherlands
16:40-17:00
Reviewing the evidence for gastrointestinal
tolerability & safety of COX-2 selective
inhibitors and nonselective NSAIDs

A. Lanas, Spain
17:00-17:20
What are the cardiovascular data, really? 

F. Ruschitzka, Switzerland
17:40-17:55
Discussion and Q&A 

All Faculty
17:55-18:00
Summing up the evidence 

F. Breedveld, Netherlands

16:30-18:00 Hall 9C
Encysive Pharmaceuticals
Endothelin & scleroderma: the next step
forward

Chairman: J. Seibold, USA

Scleroderma lung involvement—where are we
in 2006? 

J. Seibold, USA

Endothelin in health and disease—the rationale
for intervention 

D. Langleben, Canada

Evidence-based medicine in pulmonary arterial
hypertension 

R. Naeije, Belgium

Treatment of PAH in the connective tissue
diseases—relevance for the rheumatologist

A. Boonstra, Netherlands

Panel discussion Q&A 
All Faculty

Bristol-Myers Squibb
New therapies demanding new strategies:
shaping concepts in rheumatoid arthritis

Chairman: J. S. Smolen, Austria
17:30-17:35
Chairman’s Welcome & Introduction 

J.S. Smolen, Austria
17:35-17:40
Audience interactive quiz: response to therapy
17:40-17:55
What constitutes an inadequate response to
therapy in RA? 

M. Dougados, France
17:55-18:45
Treatment options following inadequate
response to DMARDs and TNF-targeted agents

G-R. Burmester, Germany
E. Keystone, Canada

M. Schiff, USA
18:45-18:50
Audience interactive quiz: clinical practice
18:50-19:00
Question & Answer Session 

All Faculty

Panel Discussion

17:30-19:00 Forum
Merck Sharp & Dohme
Effective Analgesia for the Arthritic
Patient: Today’s Science Directs
Tomorrow’s Therapy

Chairman: P. Brooks, Australia
17:30-17:35
Chairman’s Welcome & Introduction 

P. Brooks, Australia
17:35-17:55
Analgesic targets: yesterday, today, and
tomorrow 

I. Rodger, Canada
17:55-18:15
Peripheral and central effects of analgesic,
anti-arthritic therapies 

K. Brune, Germany
18:15-18:35
The OA patient: dynamic imaging of pain in the
brain 

E. Choy, United Kingdom

18:35-18:45
From bench to bedside: the clinical impact of
novel research 

P. Brooks, Australia
18:45-19:00
Question & Answer Session 

All Faculty

17:30-19:00 Hall 9C
Actelion Pharmaceuticals
Prime Suspect-Endothelin and
Vasculopathy in Systemic 
Sclerosis (SSc)

Chairmen: L. Guillevin, France
& M. Matucci-Cerinic, Italy

Introduction 
L. Guillevin, France

Scene of the crime—the pathophysiology 
of SSc 

U. Müller- Ladner, Germany

Dual endothelin receptor antagonism (ERA)—
Targeting a culprit in pulmonary arterial
hypertension (PAH) related to SSc

C. Denton, United Kingdom

Digital ulcers—The visible evidence of
vasculopathy in SSc 

J. Seibold, USA

Improving care in SSc—solving cases 
M. Matucci-Cerinic, Italy

17:30-19:00 Room A
Eli Lilly & Company
New Avenues in Osteoporosis 
Management

Chairman: J-Y. Reginster, Belgium

Clinical importance of bone structural
analysis in patients with osteoporosis treated
with bone active agents

M. Bouxsein, USA

Vertebral fracture diagnosis: 
Technical update 

H. Genant, USA

Clinical relevance and management 
of back pain in patients with 
osteoporosis

S. Adami, Italy

Satellite Programme 
Thursday, 22 June 2006

Several excursions exploring
Amsterdam and surrounding

countryside are on offer for EU-
LAR attendees and their guests.
Excursions require a minimum of
20 participants. Full refunds will
be made if an activity is can-
celled. Meeting point for all tours:
Amsterdam RAI.

HALF-DAY EXCURSIONS

City Sightseeing Tour of
Amsterdam
One of the most beautiful cities in
the world, Amsterdam has devel-
oped into one of the liveliest and
most charming cities in the
Netherlands. The capital city of
the Netherlands will be intro-
duced to you during an extensive
panoramic city tour. You will see
Amsterdam from the water dur-
ing a canal cruise lasting one
hour. While gliding through the
old centre of the city and into its

harbour, merchants’ mansions,
churches, and warehouses dating
from the 17th century will be ob-
served.
Thursday, 22 June, 09:00-12:30
Cost: EUR 25 

Volendam & Marken
The old fishing village of Volen-
dam is one of the best-known
ports of the old Zuiderzee. We
will not only stroll through the
main street with its many shops,

but also through the ‘Doolhof’
(Labyrinth) made up of pic-
turesque narrow alleyways wind-
ing between small brick houses
with wooden gabled roofs. The
trip includes a walk along the
main dike below sea level. We
will then continue our trip with
a stop in the quaint Marken. For
centuries, this was an isolated
and somewhat eccentric fishing
community. It has been linked by
a dam to the mainland since

1957. Marken
has kept its at-
mosphere of
past days with
its traditional
black and green
wooden houses
on stilts.
Thursday, 22
June, 09:00-
13:00
Cost: EUR 28,50
Footprints of

Rembrandt
This tour starts with an extensive
panoramic city tour by coach. In
the centre, we will explore the city
by foot “in the footsteps of Rem-
brandt.” We will go by De Doe-
len, view his statue in Rembrandt
square, and visit the Rembrandt
House museum. Rembrandt lived
and worked in this house from
1639 until 1658. It is said that his
famous painting “The Night
Watch” was made here, in the in-
ner courtyard.
Thursday, 22 June, 09:00-13:00
Cost: EUR 30

Haarlem with Frans Hals
Museum
Haarlem, the capital of the
province of North Holland, is an
interesting historic town located
on the Spaarne river just 7 km
from the North Sea. It has clung
to its ancient character more than
any other town in this province.
We will explore the city by foot,
starting from the Grote Markt,
bordered by the St. Bavo church,

the town hall and the former Meat
Market. This elegant building in
the Renaissance style is topped by
richly decorated dormer windows.

The tour will visit the Frans Hals
museum, which houses a superb
collection of paintings by this old
Dutch master.
Friday, 23 June, 09:00-13:00
COST: EUR 30

Day Trips Around the Netherlands 

NETHERLANDS BOARD OF TOURISM AND CONVENTIONS
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Windmills and Edam
The Zaanse Schans is an old
Dutch windmill village.
Strolling around this quaint
neighbourhood you will find
yourself back in the 17th
century. It includes a typical
green Zaan house and sever-
al windmills. A visit will be
paid to a windmill and a
wooden shoe company. The
tour continues on to the me-
dieval town of Edam, which
in the 16th century was a
prosperous trading port.
Friday, 23 June, 09:00-13:00
Cost: EUR 28.50

FULL-DAY EXCURSIONS
West Frisia
Along the coast line of the ZuiderZee, for-
merly a large, shallow inlet of the North
Sea that is now the site of a man-made sys-
tem of dams and land-reclamation projects,
lie a number of historic harbour towns.
Starting from the city of Hoorn, we will go
by steam train through West Frisia’s fields

to Medemblik. By
boat we will travel
from Medemblik to
the open-air muse-
um of Enkhuizen,
where the tradition
of the fishing vil-
lages along the for-
mer sea is being
kept alive. In the
museum you will
see original build-
ings in authentic
settings, evoking
every day life as it

was at the turn of the last century.
Cost: EUR 77,50, including lunch
Thursday, 22 June, 09:30-17:30

Van Gogh and His Contemporaries
This excursion starts with a visit to the

famous Van Gogh Museum in Amster-
dam, which houses the world's largest
collection of Van Gogh's paintings and
drawings. The main focus is on Van
Gogh's development from his dark land-
scapes painted in the Dutch provinces of
Noord-Brabant and Drenthe to his light-
strewn Parisian Impressionist phase and
then to the climax of his life's work in the

visionary Mediterranean atmosphere at
Arles.

Driving through the Dutch countryside
and the national Park De Hooge Veluwe,
we will take you to the fascinating muse-
um Kröller Müller, best known for its mag-
nificent collection of 278 of Van Gogh
paintings and drawings, as well as works
by Mondrian, Van der Leck, Seurat, Pi-
casso, and Gris. On the grounds of the mu-
seum, you will find the largest sculpture
park in Europe with works by Rodin,
Moore, Visser, and Paolozzi.
Friday, 23 June, 09:00-18:00
Cost: EUR 85, including lunch
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