
New EULAR officers chosen at the congress include
Prof. Paul Emery, Leeds, president elect; Prof.

Emilio Martin Mola, Madrid, treasurer; and Prof.
László Czirják, Pécs, Hungary, general secretary.

Award Winners Take Center Stage

Later this summer, Heinz Marchesi will take the
helm at the EULAR Secretariat.

Mr. Marchesi, who has worked as the deputy execu-
tive director for the organisation for the last year and
before that spent 20 years in management consulting, is
slated to take over as executive director in July.

He will be leading an expanded and mostly new staff.
Mr. Marchesi will take over the role of executive direc-
tor from Fred Wyss, who is retiring after 22 years with
EULAR.

Members of the new group have their work cut out
for them, Mr. Marchesi said. The EULAR Secretariat,
based in Kilchberg, Switzerland, supports all EULAR
member organisations and its executive committee. The
group also runs a growing education program and
organises the Annual European Congress of EULAR,
together with MCI Group, a professional congress
organiser. Along with the growth in staff at the
Secretariat, which now numbers six, there has been a
growth in EULAR activities. For example, the EULAR
Congress has seen a considerable expansion of the sci-
entific program for physicians, researchers, health pro-
fessionals, and patients in recent years, and the number
of participants has nearly doubled since 2000.

There has also been increased activity among the
standing committees of EULAR, which have been
busy producing clinical guidelines on the various
aspects of rheumatologic management.

“We have hosted more than 20 research teams for
meetings at the EULAR House over the past 12
months,” Mr. Marchesi said in an interview. EULAR is

New Leadership at
The EULAR Secretariat

Continued on page 10

Data from a long-term study indicate that etaner-
cept, the anti–tumour necrosis factor–alpha agent,

can be used safely in children with juvenile rheumatoid
arthritis. These data will be presented by Dr. Daniel
Lovell at an abstract session on paediatric rheumatology
on Friday from 10:15-11:45 in Hilton C.

Dr. Lovell will describe how researchers followed 58
of 69 patients with juvenile rheumatoid arthritis ( JRA)
originally enrolled in a randomised, controlled trial of
etanercept in a subsequent multicenter, open-label
extension study that specifically examined the long-
term safety of etanercept.

The investigators included safety data from both the
original randomised trial and the open-label extension
study and included all patients who received at least one
dose of etanercept. The efficacy of anti–tumour necrosis
factor–alpha (anti-TNF-alpha) therapy in children with
polyarticular JRA, the second most common JRA sub-
type following oligoarticular JRA, has already been
established. “For polyarticular JRA, the anti-TNF bio-
logic therapies, including etanercept, are breakthrough
treatments for kids who don’t respond to methotrexate,”
said Dr. Daniel Lovell of the Cincinnati Children’s
Hospital Medical Center.

In this ongoing safety study, at the time of reporting,
42 of the original patients (61%) had received at least 4
years of etanercept, and 26 (38%) had received at least 8
continuous years of the study drug. Sixteen patients
(23%) reported adverse events. Long-term use did not
increase significantly the overall rate of adverse events.
No cases of lupus, demyelinating disorders, tuberculosis

Safety of Etanercept
Use in JRA Endures 

Continued on page 4
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EULAR Congress News

Friday, 15 June
Registration 08:00-18:00 
Exhibition 09:30-17:15 
Scientific Sessions 10:15-17:00 
EULAR 60th 
Anniversary Celebration 20:30 

10:15-11:45 
Abstract Sessions
New biologics: 
an update Auditorium

Treatment and risk 
factors for RA Room 211

Imaging modalities 
applied to rheumatic diseases Room 112 

Psoriatic arthritis: 
genes and joints Room 117 

Osteoporosis Room 113/114 

Scleroderma Room 115/116 

Rehabilitation Hilton A 

Mechanisms of SLE Hilton B 

Paediatric rheumatology Hilton C 

Progress in genetics Room 111 

Social Leagues: Disability legislation 
and accessibility Room 131/132 

Synovial activation and cartilage
destruction in arthritis Room 133/134 

Meet the Standing Committee
EULAR AHP Research 
Grants 2003-2006 Room 120/121

8th ANNUAL EUROPEAN CONGRESS OF RHEUMATOLOGY � 13-16 JUNE 2007 � BARCELONA

Continued on page 6

EULAR 60th 
Anniversary Party

Friday, 15 June 2007
20:15-24:00

Enjoy an unforgettable and exclusive
event at Parc Güell, and celebrate with

us the 60th Anniversary of EULAR!
Price: EUR 85 per person

Winners of the EULAR clinical science abstract awards
stand with Prof. Tore K. Kvien (center) on Wednesday.  
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Prof. Paul Emery, EULAR president elect, with Prof. Tore
K. Kvien, whose presidency ends with this congress.

Executive Director Fred
Wyss with Prof. Kvien. 

New EULAR president, Prof.
Ferdinand C. Breedveld. 

Five of the six winners of the EULAR basic science
abstract awards shown with Prof. Tore K. Kvien (left).
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or other opportunistic infections, or malignancy
were reported. No deaths were reported.
“Etanercept was the first of the anti-TNF agents
tested in children with JRA, and thus we have the
longest and most clinical experience with it. This
study, although small, was very reassuring,” stated
Dr. Lovell.

Although Dr. Lovell concluded that overall
etanercept had a very good safety profile, he did
express caution about an increased risk of varicella
in children on etanercept who lack protective anti-
bodies to this virus.

He recommended that all children be tested for
varicella antibodies (IgG) before starting treatment
with etanercept, and that clinicians and parents
take extra precaution to avoid exposing nonim-
mune children taking etanercept to others with
active varicella disease.

Children on etanercept with known varicella expo-
sure should be treated prophylactically with acyclovir.

Parents may choose to vaccinate or revaccinate
nonimmune children against varicella, but because
the vaccine introduces a live virus, this would delay
the initiation of etanercept therapy by 3 months in
newly immunized children. ■

Numbers Small
But Reassuring 
Long-Term Data from page 1

EULAR Honours Two for
Their Devoted Service to
The Field of Rheumatology
This year’s recipients

of the EULAR
Meritorious Service
Award in Rheumatol-
ogy are Prof. Allan Wiik
of the department of
autoimmunology at the
Statens Serum Institut,
Copenhagen, and Prof.
Joachim R. Kalden of
the department of inter-
nal medicine, Friedrich-
Alexander-Universität
Er langen-Nürnberg.
These special awards are given out annually on
behalf of EULAR’s new president, Prof. Ferdinand C. Breedveld, and the
EULAR Steering Committee. These awards recognise the lifetime
achievement to the field of rheumatic diseases, either in terms of research,
clinical science or in involvement in EULAR, national, or international
organisations. Each award is 5,000 euros. ■

PROF. ALLAN 
WIIK

PROF. JOACHIM R.
KALDEN

Five Loyal Friends Receive
Honorary Memberships 
Several individuals are being recognized this year with honorary memberships for their devo-

tion to EULAR.
Ms. Jaana Hirvonen has served EULAR as the chair of the Standing Committee on Allied

Health Professionals in Rheumatology since 2003. Her term ends this year.
Prof. Marco Matucci-Cerinic has served EULAR as the general secretary of the EULAR

Executive Committee and as chairman of the EULAR Scleroderma Trial and Research group
(EUSTAR).

Prof. Matucci-Cerinic is a professor of
rheumatology and medicine, as well as the
director of that department at the University
of Florence, Italy. His term with EULAR
expires this year.

Prof. Seza Ozen has served EULAR as
chair of the Standing Committee of
Paediatric Rheumatology for 4 years and will
be leaving her post this year. She is also a pro-
fessor of paediatrics at Hacettepe University,
Ankara, Turkey.

Mr. Fred Wyss, outgoing executive director,
and his wife, Mrs. Eleanora Wyss, who retired

as chief assistant last
October, will both
receive honorary
membership for over
two decades of dedi-
cated service to
EULAR.

With Elly’s sup-
port. Fred has mas-
terminded EULAR’s
growth in influence
in Europe and
worldwide. The cou-
ple live in Zurich. ■

PROF. SEZA 
OZEN

MR. FRED 
WYSS

MS. JAANA 
HIRVONEN

PROF. MARCO 
MATUCCI-CERINIC

MRS. ELEANORA 
WYSS

Abstract Session
Paediatric Rheumatology

Friday, 10:15-11:45, Hilton C

EULAR Proudly Presents The Winners of
the 2007 Young Investigator Awards
Each year, EULAR recognizes three young investiga-

tors with awards (10,000 euros each) for exceptional
research in the field of rheumatology. The awards were
presented By Prof. Kvien on Wednesday evening at the
Opening Ceremony. EULAR asks that you join in con-
gratulating this year’s winners.

Anca Irinel Catrina, MD,
PhD, from the Karolinska
Institutet in Stockholm,
Sweden, received recognition
for her research project, entitled,
“A Translational Approach to
Study Clinical Intervention in
Rheumatic Diseases.” Future
research plans for Dr. Catrina
include further investigation on
the safety and reliability of the
arthroscopic sampling of syn-
ovial tissue. She plans to investi-

gate whether findings in synovial tissue correlate with a
patient’s histological findings and clinical parameters. Dr.
Catrina also plans to use the synovial biobank at the
Karolinska Institutet to evaluate the usefulness of different
synovial cellular subsets as potential biomarkers in
rheumatoid arthritis.

Yaniv Sherer, MD, of the Sheba Medical Center, Tel-
Hashomer, Israel, has received the EULAR Young
Investigators award for his unique research on the role
of antiphospholipid antibodies (aPL) on the prescence

of accelerated atherosclerosis
in autoimmune rheumatic dis-
eases. “The observation that
rheumatic diseases are charac-
terized by enhanced athero-
sclerosis is relatively new, and
demontrating this enhanced
process by noninvasive meth-
ods provides further support
for this assumption in
rheumatoid arthritis, lupus,
systemic sclerosis, and vasculi-
tis,” he wrote.

Katrien van Beneden, PhD, of
Ghent University Hospital,
Belgium, received an award for
work on the characterization
and experimental therapeutic
treatment of murine collagen-
induced arthritis. Her research
on T-cell activation’s effect on
the development of collagen-
induced arthritis has been
accepted for publication in The
Journal of Immunology.
Another study, “A plant-derived
ligand favouring monomeric
glucocorticoid receptor conformation with impaired
transactivation potential attenuates collagen-induced
arthritis,” is also under revision for publication. ■

ANCA IRINEL CATRINA

YANIV SHERER

KATRIEN VAN BENEDEN

Paris to Host EULAR 2008 Congress

Attending the 2008 EULAR
Congress in Paris is guaranteed

to be a rewarding experience. The
annual Congress will take place 11-
14 June 2008 in Le Palais des
Congrès de Paris. Attendees can
count on an intellectually stimulat-
ing event. The number of abstracts
submitted to EULAR has been

increasing dramatically every year,
while the quality of the research in
the field of rheumatology continues
to reach new heights. And just as
you know that EULAR will put on
the best possible Congress, you can
be assured that the beautiful city of
Paris will delight and dazzle you.
Please join us there in 2008. ■
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See even more at Booth 16–17

Please join us at our symposium 
on Friday 15 June

A Novel Approach to TNF Inhibition:

Do We Need Another Treatment Option?

Speakers

Chair: Prof. J S Smolen

Prof. G Burmester

Prof. R van Vollenhoven

Reception Symposium Location

17:00-17:30 17:30-19:00 Hall 112

TM

TM

EULAR 2007 Barcelona, Spain

Frid
ay 15 June at 6:00 AM. Sign up at Booth 16–17.
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13:30-15:00 
State-of-the-Art/Best Practice 
Management of 
osteoporosis Auditorium 

Clinical Sciences
Scleroderma Room 211 

Ethics in rheumatology Room 112 

Neuroendocrine effects in 
rheumatic diseases Room 117 

Abstract 
Late-breaking abstract 
session Room 113/114 

Challenges in Clinical Practice 
Difficult vasculitis Room 115/116 

Outcomes Science
Outcome in juvenile idiopathic 
arthritis JIA Hilton A 

Joint Session Clinical/AHP/SL
Going for gold: The partnership
approach to maximising benefits
for people with rheumatic disease
experiencing surgery Hilton B 

Fellows in Training
Innate immune system 
explained Hilton C 

Translational Science 
Interferon/TLR in inflammation 
and autoimmunity Room 111 

Meet the Standing Committee 
EULAR Standing 
Committee on Epidemiology: 
An update Room 120/121 

Practical Skills
MRI in inflammatory joint 
diseases 2 Room 122/123 

Basic Science
Regulation of the immune 
response Room 133/134 

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

Clinical Sciences
Safety of TNF blockers—focused on
infections and tumors Room 211 

Management of difficult 
bone disease Room 112 

Smoking, rheumatic diseases, 
and public health Room 117 

Nutritional aspects 
of rheumatological 
disorders Room 113/114 

Challenges in Clinical Practice 
Unclear pain 
problems Room 115/116 

Outcomes Science
Socioeconomic consequences 
of rheumatic diseases: 
How to measure? Hilton A 

Joint Session Clinical/AHP/SL
Psychological factors and influence
on outcome Hilton B 

PRES 
Juvenile SLE and 
related diseases Hilton C 

Translational Science
Mouse models of arthritis: 
Insights into pathogenesis and
targeted therapy for 
human disease Room 111 

ACR/EULAR Exchange Fellows 
T-cells and 
T-cell subsets Room 118/119 

Practical Skills 
AHP workshop: Assessing 
disease activity for rheumatoid
arthritis 2 Room 120/121 

Future perspectives of 
sonography part 2—
education 1 Room 122/123 

Meet the Standing Committee
Meeting the challenge of
investigator-driven trials—
the ESCISIT solution Room 131/132 

Basic Science 
Osteoimmunology Room 133/134 

Saturday, 16 June
Registration 08:00-16:00 
Exhibition 09:00-14:00
Scientific Sessions 12:00-13:30
Farewell Drink 

at the CCIB 15:00

09:15-10:15 
State-of-the-Art/Best Practice
EULAR lecture Auditorium 

10:15-11:45 
Allied Health Professionals 
Functional assessment in clinical
practice: Does it make a
difference? Room 120/121 

Social Leagues Workshop
Introduction and training in
methodology and patient
participation in scientific 
research 1 Room 131/132 

12:00-13:30 
State-of-the-Art/Best Practice
Osteoarthritis Auditorium 

Clinical Sciences
Vasculitis Room 211 

Clinical update on 
bone disease Room 112 

Non-TNF biologics—
clinical aspects Room 117 

Heritable disorders of 
connective tissue Room 113/114 

Challenges in Clinical Practice 
Scleroderma: From 
childhood to adulthood 
to iatrogenic Room 115/116 

Outcomes Science 
Novel markers of 
outcome in inflammatory 
arthritis Hilton A 

Clinical Science
EULAR/EFORT 
session Hilton B 

Translational Science 
Advances in genetics of 
rheumatic diseases Room 111 

Allied Health Professionals 
Statistically or clinically significant
changes? How to interpret study
results Room 120/121

Practical Skills 
Future perspectives of 
sonography part 2—
education 2 Room 122/123 

Social Leagues Workshop
Introduction and training in
methodology and patient
participation in scientific 
research 2 Room 131/132 

Basic Science 
The role of HMGB1 in the
pathogenesis of the rheumatic
disease Room 133/134 

13:45-14:45 
Clinical Science 
Clinical, basic science and
paediatric rheumatology highlight
session Room 211 

Allied Health Professionals 
AHP highlight 
session Room 120/121 

Social Leagues 
Social leagues 
highlight session Room 131/132

Friday, 15 June
Continued from page 1

Data Define Defect Underlying Marfan Syndrome

Use of anti–tumour necrosis fac-
tor–b agents may be an effective
treatment for Marfan syndrome,

according to data to be presented
Saturday during a clinical science session
on heritable disorders of connective tissue
between 12:00-13:30 in Room 113/114.

Francesco Ramirez, Ph.D. of the Child
Health Institute and the Robert Wood
Johnson Medical School, New
Brunswick, N. J., will report findings from
a number of recent studies suggesting that
Marfan syndrome is part of a larger group
of developmental disorders with compli-
cated and varied effects on multiple organ
systems. These studies, which involved
mouse models, have helped delineate the
pathologic events responsible for the
manifestations of the syndrome, revealing
that fibrillin 1 microfibrils play a role in
the regulation of extracellular availability
of active TGF-β.

His presentation will explain how these

data suggest that dysregulated TGF-β sig-
naling is a major determinant of Marfan
syndrome pathogenesis, according to Dr.
Ramirez.

Furthermore, a new syn-
drome with overlapping
Marfan syndrome-like man-
ifestations was recently iden-
tified. This syndrome is
caused by mutations in
TGF-β receptors types I and
II, a finding that is consis-
tent with those demonstrat-
ed by the mouse models.

His presentation will
highlight these “most excit-
ing developments in Marfan
syndrome research .. . and
their impact on the clinical management
of this and related conditions, including
more common and nonsyndromic presen-
tations of Marfan syndrome” he said in an
interview with EULAR Congress News.

“The main message is that the defini-
tion of Marfan syndrome has changed
from a structural disorder of the connec-

tive tissue to a developmental
abnormality with broad and
complex effects on the mor-
phogenesis and function of
multiple organ systems. This
same concept has relevance
to many other disorders of
the connective tissue (includ-
ing degenerative and fibrotic
diseases) with extreme impli-
cations for therapeutic inter-
ventions,” he added.

First described in an 1896
case report by Antoine-
Bernard Marfan of a young

girl with unusual musculoskeletal fea-
tures, Marfan syndrome occupies a spe-
cial place in the history of medicine and
science owing to the number of seminal
discoveries and conceptual breakthroughs

that have been associated with this disor-
der. The discovery in 1991 that mutations
in the fibrillin-1 gene (FBN1) cause
Marfan syndrome represents an early suc-
cessful example of the discovery of a dis-
ease-causing gene based on the conver-
gence of genetic linkage studies and the
candidate gene approach. Fifteen years
later, the unexpected finding that
increased TGF-β signaling is part of the
molecular pathogenesis of FBN1-defi-
cient mice has paved the way to a new
drug-based strategy against the life-
threatening manifestations of Marfan
syndrome, he noted. ■

Clinical Science Session:
Heritable Disorders of 

Connective Tissue
Saturday, 12:00-13:30

Room 113/114 

DR. FRANCESCO
RAMIREZ
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For further information or to request a copy of the SmPC, visit the Bristol-Myers Squibb exhibition stand at EULAR 2007. Alternatively, email your request to medical.information@bms.com

ORENCIA prescribing information (UK)
Presentation: Powder for concentrate for solution for infusion containing 250mg abatacept per 
vial. Indication: Treatment of moderate to severe active rheumatoid arthritis (RA), in combination 
with methotrexate, in adult patients who have had an insuffi cient response or intolerance to other 
DMARDs including at least one TNF inhibitor. A reduction in the progression of joint damage and 
improvement of physical function have been demonstrated during combination treatment with 
abatacept and methotrexate. Dosage: Treatment should be initiated and supervised by specialist 
physicians experienced in the diagnosis and treatment of RA. Adult and elderly patients weighing 
< 60kg: 500mg (2 vials). Patients weighing  60kg  100kg: 750mg (3 vials). Patients weighing > 
100kg: 1000mg (4 vials). See SPC for details of reconstitution and administration as a 30 minute 
infusion. After initial administration, ORENCIA should be given at 2 and 4 weeks, then every 4 weeks 
thereafter. Consider therapeutic alternatives if there is no response within 6 months.  Use in children 
and adolescents not recommended. Contraindications: Hypersensitivity to the active substance 
or excipients. Severe and uncontrolled infections such as sepsis and opportunistic infections. 
Warnings: Infections: Treatment should not be initiated in patients with active infections. Caution 
should be exercised when considering the use in patients with a history of recurrent infections or 

underlying conditions which may predispose them to infection. Any patient who develops a new 
infection should be closely monitored and ORENCIA should be discontinued if a patient develops a 
serious infection. Screening for tuberculosis and hepatitis B should be performed prior to therapy. 
Monitor for signs of infection when transitioning from a TNF blocking agent to ORENCIA. Allergic
Reactions: Caution in patients with a history of allergic reactions. Malignancies: The potential role 
of ORENCIA in the development of malignancies is unknown, see SPC. Elderly: Caution should 
be used when treating elderly patients due to a higher incidence of infections and malignancies 
in this patient group. Autoimmune Processes: Theoretical risk of deterioration in autoimmune 
disease. Immunisation: Live vaccines should not be given concurrently or within 3 months of 
discontinuation of ORENCIA. Blood Glucose Tests: False elevations on day of infusion can occur see 
SPC. Drug Interactions: Concurrent therapy with ORENCIA and a TNF inhibitor is not recommended. 
No major safety issues were identifi ed with the use of ORENCIA in combination with sulfasalazine, 
hydroxychloroquine or lefl unomide. Pregnancy and Lactation: Do not use in pregnancy unless 
clearly necessary. Women should use contraception and not breast-feed during treatment and 
up to 14 weeks after last dose. Side Effects: In placebo-controlled trials the most commonly 

reported adverse drug reactions included increased blood pressure, abnormal LFTs, headache, 
dizziness, cough, abdominal pain, diarrhoea, nausea, dyspepsia, rash, infections including LRTIs, 
URTIs, UTIs, herpes simplex and rhinitis, fl ushing, fatigue and asthenia. Uncommon but serious 
side effects included thrombocytopenia, leukopenia, conjunctivitis, reduced visual acuity, basal cell 
carcinoma, hypotension, anxiety and depression. Hypersensitivity reactions were uncommon. In 
COPD patients, a greater percentage of abatacept than placebo treated patients developed a serious 
adverse reaction. See SPC for further details. Legal category: POM. Marketing Authorisation 
Number: EU/1/07/389/001. Basic NHS Price: 1 vial pack: £252.00. Marketing Authorisation 
Holder: Bristol-Myers Squibb Pharma EEIG, Uxbridge Business Park, Sanderson Road, Uxbridge, 
Middlesex UB8 1DH. For further information Tel: 0800-731-1736. Date of preparation: May 2007.

Adverse events should be reported to Bristol-Myers Squibb Pharmaceuticals Ltd 
Medical Information at medical.information@bms.com

Information about adverse event reporting can also be found at www.yellowcard.gov.uk 

ORENCIA was approved by the 
European Commission on 21.05.07, 
however it is not yet marketed in Spain

ORENCIA ha sido aprobado por la Comisión 
Europea el 21.05.07, no obstante no se 
encuentra aún comercializado en España

ORENCIA:
the next generation biologic
The fi rst selective T-cell co-stimulation modulator

ORENCIA® therapy: as of 1st anti -TNF 
failure in rheumatoid arthritis
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‘Mr. EULAR’ Fred Wyss to Retire After 22 Years

The EULAR that exists
today owes much of its
a c c o m p l i s h m e n t s ,

growth, and political and finan-
cial adroitness to one man: Mr.
Fred Wyss.

As Prof. Josef Smolen put it:
“Fred’s most significant contri-
bution to EULAR is EULAR
itself: He has represented stabili-
ty, continuity, accuracy, diploma-
cy, solidity, open-mindedness,
supportiveness, and friendship”
for the organisation and its
members.

In his 22 years at EULAR,
Fred has tranformed the small
organisation into a rheumatolog-
ic force to be reckoned with as an
advocate for rheumatology
research and patients.

On the occasion of his final
year as executive director, his
friends and colleagues shared
their best memories of Fred’s
accomplishments at EULAR.

According to Dr. Colin
Barnes, one of Fred’s more obvi-
ous successes as a leader has been
to oversee EULAR’s evolution

from a small organisa-
tion with a one-man
office to a large, active,
international scientific
and educational organi-
sation with five full-
time staff.

Current EULAR
President Prof. Tore K.
Kvien agreed that,
under Fred’s guidance,
the organisation has
progressed from “a
small and rather loose
organisation to a much
larger and stronger
EULAR.” But Prof.
Kvien points out that
even as the organisation
grew to become a more
complicated body,
EULAR never grew
unwieldy under Fred’s direction.
Rather, “he has been able to
adjust the organisation and sec-
retariat according to these devel-
opments,” said Prof. Kvien, such
that EULAR maintains a strong,
tight-knit structure. EULAR
President-Elect Prof. Ferry

Breedveld agreed, calling Fred
“the perfect diplomat.”

Prof. Kvien describes Fred as
“organized, calm, friendly, always
[offering] some nice words.”
However, when leadership was
needed during the expansion of
EULAR, Fred has been “at the
same time determined. Fred has
had a strategy for his leadership,”
according to Prof. Kvien.

The construction of EULAR
House in Kilchberg, outside
Zurich, is one of Fred’s more
recent contributions to the
organisation, according to Prof.
Kvien. EULAR House, built in
2005, hosts many of the regular
meetings of the EULAR stand-
ing committees as well as of the
executive committee and other
groups. “[Fred] put a lot of per-
sonal time and energy into this,
and the result is a consequence of
his creativity and hard work.”

Past EULAR President Prof.
Joachim Kalden, one of this year’s
EULAR Meritorious Service
Award winners as well as an hon-
orary member of EULAR, added
that Fred’s ability to work with
disparate societies has helped
advance the field of rheumatol-
ogy as a whole. “Under
his leadership as
Executive Director, a
very successful exchange
programme of young
r h e u m a t o l o g i s t s
between ACR
[American College of
Rheumatology] and
EULAR has been
established and is work-
ing very well,” he said.
Prof. Kalden pointed
out that in 2002, Fred
was recognized with the
Carol-Nachman Medal
in recognition of his
work to make EULAR
“an umbrella of the
European national soci-
eties for rheumatology.”

The financial expert-
ise Fred gained by
working for Rotary International
before coming to EULAR con-
tributed to his ability to find elu-
sive funding for scholarships and
grants, said Dr. Barnes, a
EULAR past president.

By all accounts, Fred’s success-
es have benefitted from the sup-
port he gets from his wife,
Eleanora (Elly), to whom he’s
been married for 40 years. The
pair live in Kilchberg. Elly, her-
self a dedicated EULAR
employee, retired from service
with the organisation in October
2006. She will be missed by the

EULAR staff in her own right.
“Elly has also made major con-
tributions to EULAR, by her
work in the organisation and by
being with Fred,” said Prof.
Kvien. “Together, they have fos-
tered the friendly atmosphere,
which is a dominating factor in

European rheumatology.”
Fred is appreciaed for his

charm and diligence, two traits
he shares with Elly, according to
Prof. Smolen, a EULAR past
president. As Fred retires this
year, EULAR—now truly
European in its representation of
patient, health professional, and
scientific societies of rheumatol-
ogy—celebrates its 60th anniver-
sary. Thanks to the work Fred
has done, the organisation looks
as if it will keep on with that
mission, we hope for many years
to come. ■

Let Us Introduce the Many New Faces at the EULAR Secretariat 
After various changes in the staff, the EULAR

Secretariat has got an (almost) new face.
As outlined in other stories in the EULAR Congress

News, Mr. Fred Wyss is retiring from the post of
Executive Director after 22 years of service. In December
2006, EULAR saw the retirement of Mrs. Elly Wyss
,who was the good soul and heart of the secretariat for
many years, having built up and run the office together
with Fred. We wish Elly and Fred an exciting, while per-
haps less dynamic, time in their new careers as “profes-
sional retirees.”

Mr. Robert Buff, Education Programme Manager, left
EULAR at the end of May 2007 after 2.5 years. With
great enthusiasm, he has made widespread contributions
to EULAR’s education programme, courses, grants, and
bursaries as well as to our relations with international
organisations. He also acted as secretary to the EULAR
Social Leagues and Allied Health Professionals. We
would like to thank Robert for all his contributions and
seamless integration into the secretariat team, and wish
him all the best for his future career.

A new team
As of July, Mr. Heinz Marchesi will take over the leader-
ship torch from Fred. Heinz joined EULAR in 2006 as

Deputy Executive Director. Ms. Anja
Schönbächler joined early 2007 as Executive
Assistant and primarily supports Heinz in his
daily tasks but also gives a helping hand to all oth-
ers. She is also responsible for updating the
EULAR Web site and for liaising with the
EULAR committee members and the member-
ship societies.

Ms. Caroline Pasche joined in April 2007 as
Education Programme Coordinator. She will be
the main contact for questions regarding EULAR
courses and all bursaries, grants, and awards man-
aged by EULAR. She also coordinates the com-
pletion and further development of the new
EULAR Online Course on Rheumatic Diseases,
which started in May 2007 with 250 participants.
Caroline will closely cooperate with the chairman
of the EULAR Standing Committee on
Education and Training, Prof. Hans Bijlsma of
the Netherlands.

Ms. Marie-Louise Huwiler also joined the secretariat
in April as a part-time Financial Coordinator.

Mr. Ernst Isler continues his job as Congress Manager.
The most recent addition to the team is Mr. Florian

Klett, who will join in August 2007, taking on a new

coordinating role for the broad array of activities for
patients in Europe as well as for contacts with the
EULAR member patient organisations.

We cordially welcome the new team members and
wish them satisfaction and success in their new jobs.

The EULAR Executive Committee

Counterclockwise: Fred Wyss, Heinz Marchesi, Anja
Schönbächler, Caroline Pasche, Ernst Isler, Marie-Louise Huwiler.
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Elly Wyss, shown here in the garden of
EULAR House in Zurich, Switzerland.
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Fred Wyss leaves EULAR bigger and
better than he found it 22 years ago.

Fred and Elly Wyss enjoy themselves while dining in the open air
of Athens during their first EULAR Congress, held in 1987.



Satellite Symposium
Optimising care in RA: improvement through innovation
CCIB, Barcelona · Auditorium · 15th June, 17:30–19:00

MabThera® Making History Booth
EULAR 2007 · Stand 20 

Making
History

1969. The crew of the Apollo 11 were 
the first to walk on the moon
This giant leap for mankind was a real breakthrough, 

changing our view of the future

2006. The first and only selective B cell 
therapy was approved for RA treatment
Each course of two infusions offers an unprecedented 

6–12 months of lasting treatment success1. MabThera®

will change the way you treat RA

Reference:
1. Cohen SB, et al. Arthritis Rheum. 2006; 54: 2793–2806

Prescribing Information · MabThera® (rituximab) Rheumatoid Arthritis: Please refer to MabThera SPC for full prescribing information
Indication: MabThera, in combination with methotrexate, for the treatment of adult patients with severe active rheumatoid arthritis who have had an inadequate response or intolerance to other DMARDs including one or more TNF inhibitor therapies. Dosage and Administration: A course of MabThera con-
sists of two infusions: the recommended dosage is 1000mg by iv infusion followed by a second 1000mg iv infusion two weeks later. Administer prepared MabThera solution as IV infusion through a dedicated line, with full resuscitation facilities immediately available and under the supervision of an experienced
physician. Premedication with antipyretic, antihistamine and 100mg methylprednisolone iv should be given before each infusion. Monitor closely for onset of cytokine release syndrome. Severe reactions e.g. severe dyspnoea, bronchospasm or hypoxia require immediate interruption of infusion. First Infusion:
Recommended initial infusion rate is 50mg/hr; after the first 30mins escalation in 50mg/hr increments every 30mins to a maximum of 400mg/hr. Second Infusion: Initial rate of 100mg/hr, increase by 100mg/hr increments at 30min intervals to a maximum of 400mg/hr. Dose adjustments: No dose adjustment is
required in elderly patients Contraindications: Hypersensitivity to any component of this product or to murine proteins; active, severe infections; severe heart failure (NYHA Class IV) or severe, uncontrolled cardiac disease. Precautions: Infusion reactions: MabThera is associated with infusion reactions, inclu-
ding anaphylactic and other hypersensitivity reactions. Premedication with iv glucocorticoid significantly reduced the incidence and severity of these events. Medicinal products for the treatment of hypersensitivity reactions e.g. adrenaline, antihistamines and glucocorticoids should be available for immediate
use. Presence of HACA may be associated with worsening infusion/allergic reactions after the second infusion of subsequent courses. Patients with a known cardiac history should be considered carefully, and monitored closely during administration. Hypotension may occur during MabThera infusion therefore
consider withholding anti-hypertensive medications 12 hours prior to infusion. Infections: Do not give to patients with an active and/or severe infection, or severely immunocompromised patients. Exercise caution in patients with a history of recurring/chronic infections, or other underlying conditions which may
predispose to serious infection. Treated patients reporting signs and symptoms of infection should be evaluated promptly, treated appropriately and re-evaluated for potential risk before any subsequent course of MabThera. Immunisation: Vaccination should be completed at least 4 weeks prior to administration
of MabThera. Live vaccines are not recommended in patients while B cell depleted. Concomitant/sequential use of other DMARDs: Concomitant use with antirheumatic therapies other than methotrexate not recommended. Observe patients closely for signs of infection if biologic agents and/or DMARDs are
used sequentially. Malignancy: On the basis of limited experience in RA patients, a possible risk for the development of solid tumours cannot be excluded. Drug Interactions: There are limited data on possible drug interactions with MabThera. Co-administration with methotrexate had no effect on the pharma-
cokinetics of MabThera. Patients receiving subsequent therapy with other DMARDs 4-6 months following MabThera, generally while peripherally B cell depleted, experienced clinically relevant infections at a rate of 7.8 per 100 patient years. Pregnancy and Lactation: No adequate data from use in pregnant
women. MabThera should not be given to a pregnant woman unless potential benefit outweighs potential risk. Women of childbearing potential should use effective contraceptive methods during, and 12 months following, treatment. Women should not breastfeed during, and for 12 months following, treatment
with MabThera. Undesirable effects: Common adverse reactions: Symptoms suggesting acute infusion reaction (hypertension, nausea, rash, pyrexia, pruritis, urticaria, rhinitis, throat irritation, hot flush, hypotension, chills) observed in 15% of patients following first exposure to MabThera. Incidence generally
lower following subsequent treatment courses. Infection (UTI, URTI, LRTI) rate approx. 0.9 per patient year. Cardiac events observed in 11% patients. Other: asthenia, dyspepsia, upper abdominal pain, hypercholesterolaemia, arthralgia/musculoskeletal pain, muscle spasms, osteoarthritis, parasthesia, migraine
Medically significant events: Incidence of clinically significant infection, some of which were fatal, was 0.05 per patient year. Serious cardiac events reported equally in 2% of MabThera and placebo treated patients. Other: generalised oedema, bronchospasm, wheezing, laryngeal oedema, angioneurotic oedema,
generalised pruritis, anaphylaxis, anaphylactoid reaction. Prescriber should consult the SPC in relation to other sideeffects. Legal category: POM Presentations: 100mg of rituximab in 10ml (10mg/ml) pack of 2 vials, 500mg of rituximab in 50ml (10mg/ml) pack of 1 vial Marketing Authorisation Numbers:
EU/1/98/067/001 (100mg), EU/1/98/067/002 (500mg) Marketing Authorisation Holder: Roche Registration Limited, 6 Falcon Way, Welwyn Garden City, Herts AL7 1TW. MABTHERA is a registered trade mark. Date of Preparation: June 2006
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08:15-09:45 Room 117
IBSA-Genevrier

Osteoarthritis: Old Age or True Disease?
Prevention Is Better Than Cure

Chairman: J.-Y. Reginster, Belgium
08:15-08:20
Welcome and Introduction

08:20-08:35
Risk Factors for Osteoarthritis 

T. Spector, United Kingdom
08:35-08:50
MRI: A Novel Method to 
Quantify Individual Features of Knee
osteoarthritis

D. Loeuille, France
08:50-09:05
Prevention of Osteoarthritis
Progression 

B. A. Michel, Switzerland
09:05-09:20
New Evidence on STOPP Results
(Study on Osteoarthritis Progression
Prevention): A Two-Year Trial with
Chondroitin Sulfate Involving Over
600 Patients

A. Kahan, France
09:20-09:30
Final Remarks 

J.-Y. Reginster, Belgium
09:30-09:45
Discussion

08:15-09:45 Room 113/114
Encysive Pharmaceuticals

Endothelin Receptor Antagonists (ETRAs)
Improve Outcome in Pulmonary Arterial
Hypertension Related to Connective
Tissue Disease (PAH-CTD): Is There
Evidence to Support This?

Chairmen: M. Matucci-Cerinic, Italy 
and J. R. Seibold, USA

An Approach to Systemic Sclerosis—
Related Lung Disease

U. Mueller-Ladner, Germany
The Diagnosis and Screening of PAH
in Patients with CTD 

M. Vonk, Netherlands
Vasculopathy and the Broader Role of
the Endothelin System in Systemic
Sclerosis

O. Distler, Switzerland
Treatment of Pulmonary Hypertension
in Systemic Sclerosis 

J. R. Seibold, USA
Panel Discussion and Questions and
Answers

All Faculty

08:15-09:45 Room 115/116
Aspreva

Learning from Experience: Practical 

Approaches to the Treatment of Lupus
Nephritis

Chairman: D. Isenberg, United Kingdom
08:15-08:25
Welcome and Introduction

08:25-08:45
Lupus Nephritis Case Presentation 1 

R. Cervera, Spain
08:45-09:05
Lupus Nephritis Case Presentation 2

L. Guillevin, France
09:05-09:25
Lupus Nephritis Case Presentation 3 

I. Bruce, United Kingdom
09:25-09:45
Panel Discussion and Questions and
Answers

08:15-09:45 Room 111
Kyphon

The Importance of Treating Painful
Osteoporotic Vertebral Compression
Fractures

Chairman: S. Boonen, Belgium
08:15-08:20
Welcome and Introduction 

S. Boonen, Belgium
08:20-08:40
The Impact and Consequences of
Osteoporotic Vertebral Compression
Fractures

C. Kasperk, Germany
08:40-09:00
Balloon Kyphoplasty Versus Non-
Surgical Management for the
Treatment of Vertebral Compression
Fractures: The FREE (Fracture-Reduction
Evaluation) Study

S. Boonen, Belgium
09:00-09:20
Managing Osteoporotic Vertebral
Compression Fractures: How Cost-

Effective Are the Available Therapeutic
Options?

R. Taylor, United Kingdom
09:20-09:45
Conclusions and Discussion 

S. Boonen, Belgium

17:30-19:00 Auditorium
Roche

Optimising Care in RA: 
Improvement Through Innovation

Chairmen: F. Breedveld, Netherlands 
and T. Kvien, Norway

17:30-17:35
Welcome and Introduction 

F. Breedveld, Netherlands
17:35-17:45
State of the Disease: How Effectively
Are We Treating RA? 

T. K. Kvien, Norway

17:45-18:00
Challenging RA: Deeper
Understanding, Better Outcomes 

F. Breedveld, Netherlands
18:00-18:20
Preventing Radiographic Progression
in RA: Pushing Boundaries, Changing
Expectations

E. Keystone, Canada
18:20-18:35
Selective B cell–targeted therapy in
RA: the evolving experience 

P. Emery, United Kingdom
18:35-18:55
Panel Discussion 

F. Breedveld, Netherlands
and T. K. Kvien, Norway

17:30-19:00 Room 211
Schering-Plough

Advancing Clinical Science to Best
Clinical Practice

Chairman: P. Conaghan, United Kingdom

Extra-Articular Manifestations in
Ankylosing Spondylitis

T. M. Martin, USA
Structural Damage in Inflammatory
Arthropathies 

M. Gengenbacher, Switzerland
Remission as a Target in Rheumatoid
Arthritis 

V. Bykerk, Canada
Predictors of Radiographic Disease
Progression in Rheumatoid Arthritis

S. P. Linn-Rasker, Netherlands
Discussions on the Clinical Implications
of the Data Presented 

P. Conaghan, United Kingdom; I. McInnes,
United Kingdom; J. Gomez-Reino, Spain;

and G. Schett, Germany

17:30-19:00 Room 112
UCB SA

A Novel Approach to TNF Inhibition: Do
We Need Another Treatment Option?

Chairman: J. Smolen, Austria

Changing the Structure of Biologic
Therapies

G. Burmester, Germany
Why do we need more options? 

J. Smolen, Austria
PEGylated anti-TNF Therapy-
RAPID 1 and 2 data 

R. van Vollenhoven, Sweden

17:30-19:00 Room 113/114
Actelion Pharmaceuticals

Workshop on Practical Aspects of Early
Intervention in Systemic Sclerosis (SSc)

Chairman: M. Matucci-Cerinic, Italy 
and A. Tyndall, Switzerland

17:30-17:40
The Complexity of Managing SSc 

M. Matucci-Cerinic, Italy

17:40-18:05
Practical Management of Connective
Tissue Disease Patients: 
Collaboration Between Cardiology
and Rheumatology

G. Coghlan, United Kingdom
18:05-18:30
Clinical Effects of Microvascular
Lesions in SSc

M. Cutolo, Italy
18:30-18:55
Clinical Evidence Driving the
Treatment of SSc Complications 

U. Mueller-Ladner, Germany
18:55-19:00
Closing Remarks 

A. Tyndall, Switzerland

17:30-19:00 Room 115/116
TRB Chemedica

Targeting Interleukin-1 in Osteoarthritis
Chairman: J. Monfort, Spain

Pathophysiology of Osteoarthritis:
Rationale for Targeting Interleukin-1b 

J. Martel-Pelletier, Canada
IL-1 Inhibition by SYSADOAs: A
Comparative Ex Vivo Study 

A. Pietrangelo, Italy
Treatment of Osteoarthritis with
SYSADOAs 

K. Pavelka, Czech Republic
Quantitative MRI: A Novel Assessment
Technology for the Measurement of
Knee Osteoarthritis Structural Changes

J.-P. Pelletier, Canada

17.30-19.00 Room 111
Pierre Fabre

Assessment and Clinical Development in
Fibromyalgia

Chairman: D. Clauw, USA
17:30-17:40
Introduction 

D. Clauw, USA
17:40-17:50
Epidemiological Data on Fibromyalgia 

C. Taïeb, France
17:50-18:10
Preclinical Models for Pain Assessment 

J. A. Mico, Spain
18:10-18:30
The Role of Functional Imaging when
Monitoring Induced Pain

M. Ingvar, Sweden
18:30-18:50
Milnacipran: Clinical Development in
Fibromyalgia 

M. Gendreau, USA
18:50-19:00
Discussion 

D. Clauw, USA

Satellite Programme 
Friday, 15 June 2007

also in the process of expanding its educa-
tion and training programs, including a
new online course offering continuing
medical education in rheumatology
(eular-onlinecourse.org), which consists

of 42 illustrated modules, each related to a
specific clinical topic. Launched earlier
this year, it is designed to take 2 years to
complete and will result in a EULAR cer-
tificate in 2009.

A new course will begin in spring 2008.
Another area of focus for the EULAR

Secretariat staff will be supporting
EULAR patient-organisation members
in developing their programs. The
Secretariat staff will also assist in bringing
members of the patient organisations and
scientists closer together as EULAR sci-
entists work to incorporate more of a

patient perspective into clinical recom-
mendations.

In the coming year, Mr. Marchesi and
his staff will also aid the incoming presi-
dent, Prof. Ferdinand C. Breedveld of
Leiden University, Leiden, the
Netherlands, with his plans to begin
development of a 5-year strategic plan-
ning process upon taking office. ■

EULAR Offers On-Line Course
Secretariat from page 1



      Visit Bristol-Myers Squibb at stand 22
the home of the next generation biologic

   ©2007 Bristol-Myers Squibb Company    ABA/0042/EU/CONF/0507    Date of preparation: May 2007 
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Exhibitor List

Exhibition Hall
The exhibition hours will be as follows:

Exhibition Entrance Exhibition Entrance

Main Entrance Main Entrance

Registration 
Area

Patients 
Lounge

Poster Entrance

Catering

Message Center

Bristol-Myers Squibb
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32A
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Non-Profit Stands

Publishers

Bags Area MCI Group Offices

68

73 74 75 76

69
70

72
71

3B
4E 4F

24A 51

41

53
54
55

56

59 61

66
65
64

36

32B

24B

4C 4D

4B4A3A

2C
2D2B

5 16 17
18 23

22

25

27

31

57

60

33

45

52
24C

37
6

7

8

9

1

2A

10

Re
st 

A
re

a
Re

st 
A

re
a

Posters 001-168

Posters 169-345

Posters 346-472

Posters 473-520

21
Abbott 

Laboratories15
Roche

14
Pfizer Global 

Pharmaceuticals 

UCB SA

26
Schering-Plough
Pharmaceuticals

20
Roche
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Washout Not Required
To Switch to Abatacept

Rheumatoid arthritis patients who
have an inadequate response to
anti–tumour necrosis factor thera-

py can switch immediately to abatacept
with no washout period,
according to data being pre-
sented Friday by Dr.
Michael Schiff in an abstract
session on the new biologics
between 10:15-11:30 in the
auditorium.

The data to be presented
are from analysis of a subset
of patients who participated
in the Abatacept Researched
in Rheumatoid Arthritis
patients with an Inadequate
anti-TNF response to
Validate Effectiveness (ARRIVE) trial.

Results from the previous ATTAIN
(Abatacept Trial of Anti-TNF
Inadequate Responders) study showed
that abatacept was safe and well tolerated
in patients with rheumatoid arthritis after
a washout period. Dr. Schiff and his col-
leagues at the University of Colorado,
Denver, U.S.A., reviewed data from 842
U.S. adults with rheumatoid arthritis who
were treated with abatacept for 6 months.
Of these, 370 had discontinued anti-TNF
therapy at least 2 months prior to the
study (prior users), and 472 received anti-
TNF therapy within 2 months of enrol-

ment in the study (current users). The
baseline traits were similar between the
two groups, and the average duration of
illness was 12.7 years among prior users

and 10.4 years among current
users.

Dr. Schiff will present data
showing that after 6 months
of abatacept therapy, the fre-
quency of adverse events,
infections, neoplasms, and
deaths were similar between
the two groups.

No severe opportunistic
infections, including tuber-
culosis, occurred in either
group, and the rate of serious
infections was low: 2%

among prior and current users. Although
one patient in the prior use group died
from congestive heart failure, the death
was not attributed to abatacept therapy.

Clinicians need not postpone treatment
of their RA patients who fail to respond to
anti-TNF therapy. “Abatacept can be dosed
safely with no washout period,” he said. ■

Improved Outcome Measures
Needed for Juvenile Lupus 
An understanding of the ways that

juvenile systemic lupus erythe-
matosus differs from the disorder in
adults is imperative for its proper man-
agement in the pediatric population,
according to Pavla Dolezalova, Ph.D.,
who will outline both epidemiologic
and clinical differences and discuss
ongoing efforts to develop pediatric
outcome measures at an abstract ses-
sion Friday, 15:30-17:00 in Hilton C.

The juvenile form of juvenile systemic
lupus erythematosus (SLE) shares
pathophysiologic principles and clinical
features with adult disease.

But its impact on developmental, psy-
chosocial, behavioral, and educational
issues in children and adolescents must
be addressed in the management of
pediatric patients, Dr. Dolezalova of the
pediatrics department at Charles
University in Prague, said in an inter-
view with EULAR Congress News.

The variable combinations of these
effects—along with the fact that the
physiologic processes of growth, sexual,
and mental maturation can be disturbed
by the disease process itself and by the

therapies used—can “mix with neu-
ropsychiatric presentations of SLE to
complicate successful disease manage-
ment,” according to Dr. Dolezalova, who
noted that these types of presentations
can be difficult to diagnose and also can
affect quality of life and compliance.

As juvenile-specific aspects of disease
presentation have become better under-
stood, efforts have been made to develop
outcome measures in this population to
help assess both disease activity and dam-
age occurring as a result of the disease.

Juvenile SLE increases the risk in
adulthood of disease morbidity and
treatment-related complications such as
accelerated atherosclerosis and osteo-
porosis. A new set of juvenile SLE out-
come measures recently published as a
result of a long-term international effort
will be discussed, she said. ■

PReS:
Juvenile SLE and Related

Disorders
Friday, 15:30-17:00, Hilton C

Abstract Session:
New Biologics – An Update

Friday, 10:15 – 11:45, Auditorium

DR. MICHAEL SCHIFF

Smoking Increases RA Risk,
Worsens Its Course
The epidemiologic evidence establish-

ing the link between tobacco expo-
sure and development of rheumatoid
arthritis as well as the possible mecha-
nisms by which smoking triggers inflam-
matory rheumatoid arthritis will be dis-
cussed by Dr. Angela Zink in Friday’s
clinical scientific session on smoking,

rheumatic dis-
eases, and pub-
lic health to be
held between
15:30-17:00 in
Room 117.

Smoking is
the most impor-
tant environ-
mental risk fac-
tor for the
de ve lopment  
of rheumatoid
arthritis, ac-

cording to Dr. Zink of the German
Rheumatism Research Centre in Berlin.

Various epidemiologic studies have
shown that smoking and the presence of
HLA-DRB1 shared epitope (SE) genes
are each independently associated with
the development of rheumatoid
factor–positive rheumatoid arthritis but
not the development of autoantibody-
negative disease. “The effect of smoking
depends on the presence of HLA-DRB1

shared epitope genes,” Dr. Zink told
EULAR Congress News. “While the risk of
smokers without SE genes to develop
rheumatoid arthritis seems to be only
slightly increased, if at all, the risk is more
than doubled in [the] presence of 1 SE
gene and increases more than fivefold in
the presence of 2 SE genes.”

The presence of antibodies to cyclic cit-
rullinated proteins (CCP) is another
known risk factor for rheumatoid arthri-
tis. Recent work from Dr. Lars
Klareskog’s group (Arthritis Rheum 2006;
54:38-46) showed that smoking triggers
the process of citrullination. Their model
proposes that immunity against CCP is
triggered in genetically susceptible indi-
viduals who smoke, which leads to a
pathologic inflammatory response that
over time can result in clinical disease.

Smoking not only plays a role in disease
pathogenesis, but also affects disease
severity.

The disease course, including radi-
ographic progression, is generally more
severe in smokers than in nonsmokers. ■

Clinical Science Session
Smoking, Rheumatic Diseases, and

Public Health
Friday, 15:30-17:00, Room 117

DR. ANGELA ZINK



The EUSTAR data base analysis
has corroborated the finding that

PAH is a major issue in all subsets of
SSc. The data show that  pulmonary
artery hypertension was suspected by
echocardiography in a total of  1,106
patients-, including 621 in the lcSSc
and 406 in the dcSSc. Of particular
note was the prevalence of isolated
PAH in both limited and diffuse cuta-
neous subsets of SSc. These data sup-
port the constant awareness that new-
onset unexplained dsypnoea may be
PAH and regular monitoring for this
dread complication, included educat-
ing  other involved practitioners.

EUSTAR Data Show
High Prevalence of
PAH in SSc Patients
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Amere 3 years since EUSTAR’s
inception in Berlin 2004, its mem-
bers (124 centres on five conti-

nents) have achieved most of their mis-
sion statement: “to increase the awareness
and foster the study of scleroderma and to
improve the care of patients through evi-
dence-based strategies” said EUSTAR
chairman Prof. Marco Matucci Cerinic.

“Integral to this mission statement of
EUSTAR was the concept of a prospec-
tive, simple data set on all sequential

patients attending scleroderma clinics,
which would show overall demographics
and characteristics of [systemic sclerosis]
patients and allow for tracking of special
subgroups of SSc patients for later stud-
ies,” stated Prof. Alan Tyndall, secretary of
EUSTAR. The minimal essential data set
(MEDS) entry forms consist mainly of a
simple set of yes/no questions that take
less than 5 minutes to answer. Over these
first 3 years 5,734 patients have been reg-
istered; 2,568 patients had 1-year follow-

up registrations, 875 patients had 2-year
follow-up registrations, and 133 patients
had 3-year follow-up registrations with
demographics as expected.

This has resulted in publications
addressing the main results obtained by
the preliminary analysis of the data (Ann.
Rheum. Dis. 2005;64:1107; Ann. Rheum.
Dis. 2007;66:754) and showed the inter-
esting finding that the autoantibody type
(Scl70 or anticentromere) was more pre-
dictive of organ involvement than the clin-

ical subset. Further analyses are in prepara-
tion, including myocardial dysfunction,
pulmonary artery hypertension, geograph-
ical patterns of SSc in Europe and other
continents, and more details concerning
causes of death. MEDS will soon go
online and will be enriched with pharma-
coepidemiology and ethnic-origin data.

The basic science committee, under Dr.
Oliver Distler University Hospital of
Zurich, Dr. Chris Denton, Royal Free and
University College London, and Yannick
Allanore, Hôpital Cochin, Paris, achieved
consensus preparing guidelines for cell cul-
ture and fostering the publication of sever-
al papers on shared EUSTAR projects.

The EUSTAR commitment to educa-
tion included two courses (2005, 2007),
each attended by 90 advanced trainees
and 30 teachers with a focus on standard-
ised skin score assessment, state-of-the-
art lectures by world authorities, and
small group workshops and practical ses-
sions including capillaroscopy training
with real patients.

Teachers generously donated their time
and expertise. “In particular, the correct
and reproducible skin-scoring techniques
using real patients has proven to be very
valuable” according to Prof. Laszlo
Czirjak, University of Pécs, Hungary, and
Ulf Muller Ladner, of Kerckhoff Klinik,
Bad Nauheim, Germany, organisers of the
courses. “In addition, two “teach the
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Therapy Taper Seen in New BEST Data
Results from an ongoing Dutch study

of various combination therapies for
treatment of recent-onset rheumatoid
arthritis will be discussed during Friday’s
Treatment and Risk Factors for
Rheumatoid Arthritis abstract session at
10:15 in Room 211.

Dr. Sjoerd van der Kooij of Leiden
University Medical Center, the
Netherlands, will present 3-year data from
he multicentre BEST trial.

As part of BEST 508 patients with
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teachers” sessions were critical for the
success of this exercise, thanks to the
efforts of Dr. Gabriela Riemekasten,
Charité University Hospital Berlin, and
Prof. Martin Aringer, Medical University
of Vienna.

The EUSTAR Web site has expanded
under the direction of Prof. Dominique
Farge, Hôpital Saint Louis, Paris, with
Dr. Frank van den Hoogen, University
St. Radboud, Nijmegen, the Netherlands,
Dr. Patricia E. Carreira, Hospital 12 de
Octubre, Madrid, and Prof. Aringer, and
includes a rich imaging and clinical
gallery, coordinated by Prof. Simona
Rednic, University of Medicine and
Pharmacy, Cluj-Napoca, Romania. In
addition, the recently united patient self-
help groups, called the Federation of
European Scleroderma Associations
(FESCA), whose representatives (Kim
Fligelstone, Scleroderma Society, Anne
Tyrrel Kennedy, Raynaud’s and
Scleroderma Foundation, and Karlheinz
Schoenemann) are now active partners of
EUSTAR, participate at every level, to
the benefit of all.

Thanks to a generous grant from
EULAR through ESCISIT, a task force
consisting of European, North American,
and Japanese colleagues together with
patient representatives (FESCA) com-
pleted a recommendation consensus
process concerning the drug treatment of
SSc. This was performed according to the
published EULAR Standardised
Operating Procedure (Ann. Rheum. Dis.
2004) and will presented for the first time
today at 13:30 in Room P1-115-116 dur-
ing this congress. ■

Continued from previous page

recent-onset, active RA were ran-
domised to sequential monotherapy;
step-up combination therapy; initial
combination therapy with a tapered
high-dose prednisone; or initial combi-
nation therapy with methotrexate and
infliximab. New 3-year data show 56%
of patients on combined methotrexate
and infliximab could discontinue
infliximab without relapse and taper
methotrexate to 10 mg/week. Also,
14% of patients on infliximab initially

tapered off all medication and are still
in remission, he said. X-ray showed less
progression in patients treated with the
initial combination therapies compared
with those on monotherapy, he said. ■

Abstract Session:
Treatment and Risk Factors for

Rheumatoid Arthritis
Friday, 10:15, Room 211
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