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PRESIDENT ADDRESS
The Asia Pacific League of
Association for Rheumatology
(APLAR) began its journey in
Sydney, Australia in 1963 as SEAPAL
(South-East Asia and Pacific Area
League Against Rheumatism)
with Dr S Nelson of Australia as
the first President. Australia, New
Zealand, Japan and India were
the founding member countries
and over the course of 58 years,
a total of 34 countries have since
joined this esteemed league.
The main vision of APLAR is the
promotion of education, research
and evidence-based treatment of
rheumatic disorders. In keeping
with this vision, APLAR holds an
annual scientific congress; publishes
a monthly journal; disburses
grants for training, research and
Community Oriented Program
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for Control of Rheumatic Diseases
(COPCORD) activities; offers
Centres of Excellence (CoE) awards
to selected deserving centres
across Asia-Pacific; runs Special
interest Groups and an APLAR
Young Rheumatologist forum.
Since 2019, we have collaborated
with our European counterpart
— the European League Against
Rheumatism (EULAR). This
relationship has been of benefit to
young rheumatologists by providing
them cost-effective access to the
EULAR School of Rheumatology and
the congress exchange program.
This year, we have introduced intercongress educational webinars. So
far, APLAR has provided four major
treatment recommendations for
managing patients with different
rheumatic disorders in Asia-Pacific.
This covers rheumatoid arthritis
(RA), revised RA recommendations,
axial spondyloarthritis and
treatment of rheumatic patients
during the COVID-19 pandemic.
Expanding our membership base
is important for fulfilling our mission.
With the recent affiliation of various
rheumatology organisations with
APLAR, our membership countries
has increased to 34. Looking ahead,
we are going to introduce two new
opportunities for rheumatologists:
a congress travel bursary for young
rheumatologists and CoE exchange
programs for rheumatology faculties
in academic institutions. In addition,
we are revamping our bulletin

under the name “Voice of APLAR”
and, aspire to shape the practice of
rheumatology in the coming years,
particularly in countries where this
specialty remains uncommon.
The COVID-19 pandemic has
presented a major challenge. It has
impacted major activities of the
League and compelled us to hold
our congress 2020 virtually. Asia
Pacific is a huge territory containing
60% of the world’s population with
a very diverse culture and economic
strength. There are altogether 73
countries and territories in Asia
Pacific. Rheumatology has not yet
grown as a specialty in the majority
of the remaining 39 countries and
territories. It is quite challenging
for any organisation to be able to
pursue its missions across the entire
Asia-Pacific region, and to grow as
a true representative of the region.
Resources form the third challenge.
Indeed, the pandemic has forced
us to embrace the digital platform
and to harness its opportunities.
At first, it was not our objective
to meet so frequently, to resolve
emergent issues and to move
APLAR ahead so quickly. A recent
rapid economic progress in many
of the Asia-Pacific countries,
that are collectively known as
the ‘emerging economies’, has
opened additional opportunities.
For instance, we expect to receive
more industry support than in the
past. Moreover, APLAR has become
more dynamic over time with the
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development of further treatment
guidance, disease registries and
educational events. Specialties are
growing in many more countries.
In 2021, APLAR has published
a set of recommendations on
treatment of rheumatic patients
during the COVID-19 pandemic.
The recommendations for the
management of systemic lupus
erythematosus have recently been
accepted and will be published soon.
What is more, APLAR members
and our experienced and dedicated
teams are working hard to develop
recommendations on the use of
telemedicine in rheumatic practice,
peripheral spondyloarthritis
and psoriatic arthritis.
Based on the strong foundations
of the past and the knowledge
of the present, the future of
APLAR looks promising.

In tribute to past editors

Dr Kenneth
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The late Dr
Prakash Pispati,
founder of the
Voice of APLAR
publication.
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29 year-old woman, rheumatoid arthritis. An ultrasound image of the dorsal aspect of the
2nd metacarpophalangeal joint in the right hand with power Doppler mode.

To our fellow rheumatologists,

W

ith great pleasure we welcome you
to the Voice of APLAR newsletter, a
quarterly publication dedicated to
the field of rheumatology in the AsiaPacific region. As the name suggests, the aim
of this newsletter is to provide a voice or forum
for rheumatology professionals from various
cultures, backgrounds and research fields, to not
only share and discuss their clinical experiences
but also help build professional networks. It will
promote a sense of community across the region.
Each issue will provide expert insights about
practice-changing advances, profile upcoming
leaders in the field, as well as outline APLAR’s
calendar of activities and programs. Apart from being
a peer-reviewed publication, the Voice of APLAR
is intended to be a light and leisurely read that
captures a snapshot of topics related to the life of a
rheumatologist from all corners of Asia-Pacific region.
I thank all the editorial board members and
our colleagues for providing valuable feedback
during the pre-development survey. I would also
extend our gratitude to all guest contributors,
without whom this newsletter would not have
been possible. Voice of APLAR will be inclusive
of a diverse range of views, and welcomes
articles of original research, reviews, case studies,
critical commentaries and works-in-progress.
In this issue, our first article features insights
from Prof Kei Ikeda who explains the role and
considerations of ultrasound technology to diagnose
patients with rheumatic diseases in Japan. It will likely
come as no surprise that the COVID-19 pandemic
continues to be a common talking point across the
region and as a result, is a key topic covered in this
issue. Dr Irwin Lim from Australia discusses potential
interactions between COVID-19 vaccines and
immunosuppressive rheumatic therapies. We also
explore how the Pakistan Society of Rheumatology
has approached the COVID-19 situation and share the
captivating life journey of Dr Shahida Perveen. Finally,
this is followed by a report on the updated APLAR
consensus statements on care for patients with
rheumatic diseases during the COVID-19 pandemic,
in the International Journal of Rheumatic Diseases.
If you are interested in becoming a contributor
to future issues, we would be excited to hear
from you. Please send us correspondence
outlining your topic of interest and we will
respond as soon as possible following a review.

Zhanguo Li
CHIEF EDITOR
VOICE OF APLAR

secretariat@aplar.org
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What practical tips can you share on diagnosing
rheumatoid arthritis?
Diagnosing rheumatoid arthritis through interviewing patients
about pain symptoms and performing physical examinations for
signs of swelling are not the whole story, Prof Ikeda explained. This is
because pain may be caused by mechanical or psychological stress
rather than inflammation. Joint swelling also does not directly indicate
joint inflammation. Furthermore, the presence of oedema may not
necessarily reflect inflammation, and this interferes with attempts
to detect inflammation by hand. This is where ultrasound fits in as
it allows for the visualisation of inflammation at the synovium.
Shown is severe synovial hypertrophy that accompanies
markedly increased power Doppler signals. Cartilage is
invisible and the bone surface is eroded by synovitis.

Ultrasound – a simple, cheap, and effective
approach for the early diagnosis of
rheumatoid arthritis

How did you become
interested in the use of
ultrasound?

Professor Kei Ikeda
PROFESSOR OF RHEUMATOLOGY, DEPARTMENT
OF ALLERGY AND CLINICAL IMMUNOLOGY,
CHIBA UNIVERSITY HOSPITAL, JAPAN

M

ost of us view Japan as one of the
leading countries in technology
with access to highly advanced
diagnostic tools such as MRI, CT,
and PET scans. And yet, many Japanese
rheumatologists are using a simple, cheap,
and effective tool to diagnose rheumatoid
arthritis – ultrasound. Not only is ultrasound
useful to visualise joint inflammation, it also
provides an opportunity to make a diagnosis
before functional damage manifests.
In a recent interview, Prof Kei Ikeda, a
rheumatologist at Chiba University, shared his
clinical experience about the use of ultrasound
for diagnosing rheumatoid arthritis. Read
on to find out more about Dr Ikeda and
how he applies this technique in practice.

Prof Ikeda had first learnt about
ultrasound whilst studying abroad –
one year in Singapore and one year
in the UK. From then on, ultrasound,
together with the pathogenesis of
rheumatic diseases and the role
of biomarkers for diagnosis and
monitoring, became a core part of
his medical research background.
Today, Prof Ikeda dedicates 70% of
his time to clinical work where he
treats patients, and the remaining
time on research and teaching. To
date, Prof Ikeda has been practising
rheumatology for about 25 years.

What can you tell us about
your patients?
Patients come from other
hospitals or clinics either through
patient-initiated or GP-initiated
referrals. Unlike in Singapore and
the UK where patients need to get
a referral to a specialist, in Japan,
patients can access specialists
themselves. What is more, patients
tend to remain with the same
specialist that provided the initial
diagnosis. Some patients, Prof
Ikeda explained, come to see him
with an incorrect diagnosis and

thus there is a risk that the disease
has already progressed too far.

What are the key points
we should know about
ultrasound?
Ultrasound is a routine practice
for many healthcare professionals
in Japan, especially when it
comes to diagnosis of disease. It
is an established diagnostic tool
for rheumatoid arthritis. The key
defining feature that differentiates
low-end to high-end ultrasound
machines are their sensitivity to
Doppler signals. As lower quality
machines have lower sensitivity,
there is a risk of underdiagnosis.
However, even without Doppler
signals, if the grayscale image
produced is adequate, then it is still
possible to predict the presence of
inflammation with good accuracy.
Whilst the quality of the
ultrasound machine will impact
the quality of the image produced,
it’s important to note that the
accuracy of ultrasound is operator
dependent, which isn’t much
different to physical examinations.
In other words, it depends on the
user’s skill, which in turn raises
the issue of standardisation. In
fact, operator reproducibility is

much better with ultrasound than
with physical examinations.
One possible measure to
overcome this issue of imaging
variability is artificial intelligence (AI).
As for all applications of AI, it does
take time for the AI to learn whether
the patient has rheumatoid arthritis
or not. It can also be tricky when
patients with rheumatoid arthritis
simultaneously have osteoarthritis
and crystal diseases, such as gout.
But there is hope. One way or
another, there will be breakthroughs
for AI to learn more efficiently
and improve the applicability of
ultrasound in the diagnosis of
rheumatological disorders.

How does ultrasound
compare to other tools?
Ultrasound is about ten
times cheaper than advanced
technologies such as MRI, CT,
and PET scans, making it more
accessible to hospitals and clinics of
any size, although this will depend
on the quality of the machine.
On comparing ultrasound to a
technology, such as x-ray, which has
been the gold standard in imaging
for rheumatoid arthritis, only allows
us to observe the bone and cartilage
damage, rather than inflammation.

In contrast, ultrasound allows us to
directly visualise joint inflammation,
providing an opportunity for the early
diagnosis, treatment and prevention
of irreversible joint damage.

What do patients think?
We understand the value
of ultrasound from the
rheumatologists’ perspectives
but what about the patients?
Do they like ultrasound? Based
on Prof Ikeda’s experience,
patients unanimously prefer
ultrasound over x-ray. It’s easy
for them to understand what’s
going on with their joints as the
real-time visualisation provides
a good opportunity for effective
communication, which works
better than static images and blood
tests. Additionally, ultrasound is
non-invasive as it doesn’t involve
any radiation, which thereby
enhances the patient experience.
Overall, ultrasound comes
with a range of benefits and
limitations. It is a simple, cheap,
and effective tool that Prof
Ikeda and many other Japanese
rheumatologists use for the early
diagnosis of rheumatoid arthritis
that is critical for preventing
irreversible joint damage.
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CLINICAL CONNECTIONS
Co-vax & immunogenicity
in rheumatic diseases:
a real-life study

CLUES & TREATMENTS
FOR RAYNAUD’S

A large multi-centre observational study in Israel reports immunogenicity with
Pfizer vaccine in most patients with rheumatic diseases.

R

aynaud’s phenomenon
is an exaggerated
vascular response to
the cold. It typically
occurs on the fingers and toes,
although it can also affect the
tip of the nose and the ears. It
is usually maximal in winter.
Patients describe Raynaud’s
phenomenon in a variety of
ways and in my experience they
frequently do not describe the
classic textbook description of
triphasic colour change (white/
blue/red). The most common
description is that of pallor or
blue/purple discolouration in
response to temperature changes
in the environment, such as cold
mornings or evenings, running
hands under cold water, getting
something out of the fridge/
freezer or in cold air conditioning.
It can be helpful to show
patients some pictures of
Raynaud’s phenomenon as
the examination is usually
normal in the warm office
environment. Rarely are the
changes as prominent as the
pictures seen on a Google
image search or in a textbook.
A simple question such as “Are
your fingers unusually sensitive
to the cold?” can be helpful.
CASE ONE is a 25-year-old female
with Raynaud’s phenomenon
and no prior digital ulceration.
She presents as she has painful
and itchy red/purple nodules
on her fingers. Each lesion lasts
about a week. She has had
Raynaud’s phenomenon over
many years, but this year is the
worst. She is otherwise well.
CASE TWO is a 30-year-old female
who presents with Raynaud’s
phenomenon. It only started this
year in April as the weather was
cooling and is worse in mid-winter.
She also has pain and swelling
of her finger joints, wrists and
knees. She has joint stiffness in
the morning for 45 minutes and
needs a hot shower to loosen
up. She describes a transient

I

erythematous rash to her cheeks
and forehead, but this is not
present at the time of examining
her. There is synovitis at the MCP
and interphalangeal joints.
CASE THREE is a 45-year-old
female who presents with
Raynaud’s phenomenon that
started abruptly in the warmer
summer months. She has noticed
puffiness and tightness of her
fingers. Fine dextrous jobs with
her hands is becoming harder.
Her main concern is a fingertip
that has become exquisitely
tender with sharp pain whenever
she touches something. She
shows you some very impressive
photos where one finger is totally
white, some are purple, and
others are normal. She has had
reflux and heartburn symptoms
for a number of years and uses
esomeprazole intermittently.
Raynaud’s phenomenon
is classified into Primary
and Secondary.
Primary Raynaud’s phenomenon
is far more common and is not
associated with underlying disease.
Secondary Raynaud’s
phenomenon occurs with
an underlying disease, most
commonly systemic lupus
erythematosus (SLE) and
scleroderma, although it can
occur with Sjogren’s syndrome,
rheumatoid arthritis and a
range of other causes.
Questioning and examination
aims to pick up cases where
there may be a secondary cause
and thus direct to investigate
these people further.
Case one is that of primary
Raynaud’s phenomenon. Primary
Raynaud’s phenomenon tends
to start at a young age (often
teenage years). It is usually milder
and rarely leads to complications
such as digital ulceration.
Clinical clues to suggest a
secondary cause of Raynaud’s
phenomenon include abrupt
onset, severe cases, digital
ulceration, involvement of the

thumb with clear pallor,
onset over the age of
40 years, male gender, or
asymmetrical attacks.
The patient in case one also
describes lesions consistent
with chilblains. Chilblains
usually only occur on the
fingers or toes, are very
painful and frequently itchy.
There is often swelling around
the lesion and at times it can
look like a joint is swollen if it
occurs over an interphalangeal
joint. I have even seen a toe look
like dactylitis from a chilblain.
Case two describes a
presentation of SLE. The patient
describes inflammatory arthritis
and a transient malar rash.
History taking should also ask
about photosensitivity and
other potential manifestations
such as fevers, sweats, fatigue,
sicca symptoms (dry eyes and
mouth) or serositis (pleuritic
chest pain from pericardial
or pleural inflammation).
Examination in Raynaud’s
phenomenon focusses on
detecting the rarer secondary
cases. “Pluck” the patient’s skin
on the dorsum of the fingers
between the MCP and PIP joints
and the dorsum of the hand. The
skin should be able to be easily
picked up between the fingers.
Scleroderma frequently
presents with Raynaud’s
phenomenon and skin thickening
of the fingers. Early scleroderma
can present with “puffy fingers”
but examination can usually
differentiate this from joint
synovitis where the swelling
only occurs at the joints.
Case three describes a
presentation of scleroderma. Other
things to look for is telangiectasias
(typically on upper limbs and face),
calcinosis (chalky lumps) and a
history of reflux or dysphagia.

Case three also
describes early digital
ischemia/ulceration. It may not
be an ulcer when it first presents,
rather it can be small reddish
discolouration of the fingertip
which is exquisitely tender.
Cases two and three
have enough features to
warrant investigation.
The best screening test is an
antinuclear antibody (ANA). A
negative ANA virtually excludes
a connective tissue disease. A
positive ANA warrants further
antibody screening with
extractable nuclear antigens
(ENA), double stranded DNA.
Extended scleroderma
antibodies are also ordered if there
are features of scleroderma.
Case two has a high titre ANA
1:1280 homogenous pattern, raised
dsDNA 85 (N<5) and positive
anti-Smith antibodies. DsDNA
and anti-Smith antibodies are
relatively specific for SLE and
confirm the diagnosis given
the clinical presentation.
Case three has a positive
ANA 1:2560 centromere pattern,
also confirmed on the ENA
test. Centromere pattern in this
patient confirms the diagnosis
of limited scleroderma.
Referral to a rheumatologist
is recommended of all
patients with secondary
Raynaud’s phenomenon.
The aim of treating Raynaud’s
phenomenon is improving
quality of life and preventing
digital ischaemia. Avoiding
cold exposure and keeping
whole body temperature and

digital temperature warm
is the most important step
and yields better results than
pharmacological therapy.
Using multiple layers
of clothing and thermal
undergarments is recommended.
Gloves are also very helpful
but are less effective if the
core is not kept warm.
Avoiding sudden temperature
changes such as dipping
hands into cold water or sitting
near cold air conditioners is
helpful. Maintaining a warm
environment with appropriate
internal house temperature will
also reduce Raynaud’s attacks.
If these measures are not
enough, pharmacological
therapy is used. These all aim
to counteract the overactive
peripheral vasospasm that occurs
in Raynaud’s phenomenon.
Using glyceryl trinitrate
(Rectogesic) 1% ointment to
the web spaces of the fingers
is recommended. Patients are
warned it can cause a headache
or dizziness and if this occurs,
it is only recommended to
the worst affected fingers.
Tablet therapy usually
involves a calcium channel
blocker, if the blood pressure
permits. A peripherally acting
calcium channel blocker such
as nifedipine or amlodipine is
started on a low dose. Sildenafil
(off-label use) or other PDE-5
inhibitors can also be used for
more severe cases. For chilblains,
a potent topical corticosteroid
to the lesions is recommended.
This is more effective at treating
pruritis than the painful lesions.
Curated content from Rheumatology Republic.
Original contribution from Dr Andrew Jordan.
rheuma.com.au

n a late-breaking abstract at
EULAR 2021, Dr Victoria Furer from
Tel Aviv Sourasky Medical Centre
presented results from the largest
observational study to date on
immunogenicity and safety of the
Pfizer COVID-19 vaccine in patients
with autoimmune inflammatory
rheumatic diseases (AIRD).
While mRNA covid vaccines
have been found efficacious and
safe in the general population,
data is lacking among patients
with rheumatic diseases. Israel
launched its vaccination campaign
in December 2020, around the
time of Israel’s third and largest
wave of COVID-19 infections
with almost 10,000 new cases
per day, and rheumatic disease
patients were prioritised. By study
completion almost 60% of the
population had been vaccinated
(that figure is now 63%).
Israeli investigators looked at
the immunogenicity, efficacy and
safety of the vaccine in patients
with rheumatic diseases compared
with the general population.
The primary outcome was
immunogenicity, as measured by
serological testing for anti-trimeric
S1/S2 spike glycoprotein antibodies.
Secondary outcomes included
the effects of immunosuppressive
treatments on immunogenicity;
the efficacy of the vaccine,
defined as prevention of

COVID-19 disease; safety; and
effects on disease activity.
The study took place between
December 2020 and March 2021 in
three centres and involved patients
with rheumatoid arthritis, psoriatic
arthritis, axial spondyloarthritis,
lupus, systemic vasculitis and
idiopathic inflammatory myositis.
Controls from the general
population had no history of
rheumatic disease and were not on
immunosuppressive treatment.
There was a total of 686 AIRD
patients and 121 healthy controls.
Both groups were comparable
for male and female balance,
but the AIRD patient group was
slightly older on average than the
controls (59 years vs 49.5 years
respectively). Almost all AIRD
patients (95.2%) were being treated
with immunosuppressants.
Participants were assessed for
immunogenicity 2-6 weeks after
the second dose, as well as efficacy
and adverse events, and for AIRD
patients disease activity score.
Overall, 86% of AIRD patients
were seropositive compared with
100% of controls. While this was a
statistically significant difference,
the good news was that most AIRD
patients had immunogenicity.
In terms of specific medications,
patients on rituximab had the
lowest immunogenicity, with
only 41% seropositive. The timing

of the vaccine had an effect on
immunogenicity: just over 1% of
patients vaccinated within 90 days
of the last course of rituximab
were seropositive, compared with
around 18% at six months and
52% at one year post-rituximab.
Patients on glucocorticoids (66%),
abatacept (63%, albeit off a low
base of n=16) and mycophenolate
mofetil (64%) also fared relatively
poorly. While methotrexate reduced
immunogenicity, it was to a lesser
extent than other DMARDs.
On the other hand, of patients
on TNF inhibitors, IL6 inhibitors
and IL17 inhibitors, almost all were
seropositive, as were around 90%
of patients on JAK inhibitors.
Certain patient characteristics
were associated with reduced
immunogenicity:
• Age over 65 years
• Diagnosis of rheumatoid arthritis,
idiopathic inflammatory myositis
and antineutrophil cytoplasmic
antibody-associated vasculitis
• Treatment with glucocorticoids,
mycophenolate mofetil (MMF),
abatacept and especially rituximab.
In terms of efficacy, one AIRD
patient (a kidney transplant
recipient) died of COVID-19 after
vaccination and one control
patient contracted mild COVID.
Serious adverse events in the
AIRD group included herpes
zoster, uveitis, herpes labialis
and pericarditis, and there were
three deaths in all (of the two
non-COVID-19 deaths, one was due
to comorbid cardiovascular disease
and the other was unclear). Disease
activity remained stable overall.
The key messages with respect
to DMARDs and covid vaccination,
say the investigators, are that most
DMARDs, including methotrexate,
can be continued; and to
consider postponing or holding
treatment with rituximab, MMF
and abatacept, especially when
combined with methotrexate.
Immunogenicity and safety of the BNT162b2 mRNA
Covid-19 vaccine in adult patients with autoimmune
inflammatory rheumatic diseases and general
population: a multicenter study (LB0003)

Jerusalem Beach, Tel Aviv is just a short 5 minute walk
from the Tel Aviv Sourasky Medical Centre

Curated content from Rheumatology Republic.
Original contribution from Karina Bray
rheuma.com.au
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Dr Babur Salim
ASSOCIATE PROFESSOR, FAUJI FOUNDATION
HOSPITAL, RAWALPINDI, PAKISTAN HOSPITAL,

COUNTRY
IN FOCUS
JOINT VENTURES
RHEUMATOLOGISTS IN
PAKISTAN RESPOND
TO THE COVID-19
CHALLENGE
Rheumatologists are joining forces in a number of innovative
initiatives to meet the needs of healthcare professionals and
patients in response to the COVID19 pandemic in the country.

Badshahi Mosque in Lahore, Pakistan is 265km
south-east of the Fauji Foundation Hospital, Rawalpindi
where Dr Babur Salim is a practising rheumatologist.

Dr Asadullah Khan Kakar

Dr Mohammad Khan

Dr Sadia Khurshid

Dr Syed Ali Rukh Pirzada

Dr Ata ur Rehman

Dr Samina Mushtaq

BALUCHISTAN PROVINCE

BALUCHISTAN PROVINCE

ABBOT TABAD

NAWABS

FAISAL ABAD

K ASHMIR

RAWALPINDI, PAKISTAN

D

espite being the world’s
5th-most-populous
country, Pakistan has
so far recorded the
world’s 26th-highest death toll
(at approximately 20,300) and
29th-highest number of confirmed
cases of COVID-19 infection
(at approximately 901,000).
With over 65% of the population
living in rural communities,
many of who are unable to access
a rheumatologist normally, the
pandemic has provided the catalyst
for the speciality to spread its
wings. Read how rheumatology
is expanding its horizons in
provincial towns and cities with
country-wide training programs,
see the article, Expanding the
Horizons of Rheumatology.
Broadening its reach to ensure
patient access to healthcare,
telemedicine is the topic of an
innovative programme being
adopted in Lahore. Read the
article, Telemedicine in the wake of
COVID-19 to understand how the
vision of one Rheumatologist, Dr
Ahmed Saeed is using digital tools
for online patient consultations
which is rapidly changing the way
healthcare is delivered in the article,
The use of digital platforms
as part of patient outreach and
delivery of remote on-line postgraduate training has accelerated
and increased during the COVID-19
pandemic, see how one department
of rheumatology has embraced
the challenge in the article, Coping
with the COVID-19 pandemic.
The Global Rheumatology Alliance
(GRA) is an international grassroots
organisation (established in March
12, 2020) that was rapidly formed
in response to the global COVID-19
pandemic. The GRA mission is to;
to collect, analyse and disseminate
information about COVID-19 and
rheumatology to patients, physicians
and other relevant groups. The
objective is to improve the care of
patients with rheumatic disease,
with a vision to bring together the
global rheumatology community
to curate and disseminate accurate
and comprehensive knowledge
and to advance rheumatology care
during the COVID-19 pandemic.
See GRA on YouTube here.
Pivotal to the GRA’s international
mission is data, and the sharing
of data across and within the

rheumatology community. The
COVID-19 GRA registries during
the time of a global crisis has been
established for the benefit of all
people. The goal is to provide an
open platform for data collection,
sharing, and dissemination,
which is transparent, inclusive,
and non-competitive and done
in the most democratic and
responsible way possible.
As a member of the GRA,
Pakistan has been an active
contributor by playing its part
in the collection and sharing of
national data to the GRA’s registries.
Read how three of Pakistan’s
pioneering rheumatologists are
responding to the call from the
GRA in the article, COVID-19 in
Rheumatic Disease Patients.
Inspiration comes from
all quarters and a source of
inspiration, particularly in the time
of a pandemic. By overcoming
the odds, achieving one’s goals
becomes even more poignant
and meaningful. Read Dr Shahida
Perveen’s personal story in
overcoming physical disabilities in
her article, A Journey of Success.

Expanding the horizons of
rheumatology
Baluchistan is one of the largest
of four provinces of Pakistan in terms
of land area. Despite this, there
was not a single rheumatologist
practicing in the area. This has now
changed following the successful
completion of fellowship training
by Dr Asadullah Khan Kakar and Dr
Mohammad Khan both of whom
became the first rheumatologists
of Baluchistan province.
Similarly, Dr Sadia Khurshid is
the first rheumatologist in the
beautiful city of Abbottabad.
Dr Syed Ali Rukh Pirzada, the
first one in the city of Nawabs,
Bahawalpur and Dr Ata ur Rehman
has recently started working in
Faisalabad, the third largest city
of Pakistan. Dr Samina Mushtaq
is an emerging rheumatologist in
Kashmir. Many more are currently
in training programs country-wide.

Telemedicine in the wake
of COVID-19
Dr Ahmed Saeed

To ensure patient access
to healthcare, numerous
digital platforms in the form of
telemedicine have been adopted.
An academic rheumatology
department in Lahore, at the
outset of the pandemic in March
2020, started online consultations.
It soon became an acceptable
approach for most of the patients

across all genders, ages and social
strata to consult with a doctor.
Dr Ahmed Saeed is one of the
rheumatologists currently using
telemedicine in his clinic. Based
on his experience, self-reported
patient outcome measures are
great tools for the assessment
of disease activity in conditions,
such as Rheumatoid Arthritis (RA)
and spondyloarthropathies e.g.
calculating the DAS-28 score using
self-reported tender and swollen
joint counts in an RA patient or
the ASDAS score in an ankylosing
spondylitis patient. Moreover, simply
asking patients to use their smart
phone camera to show their hands,
make a fist, observe neck and
shoulder movements and forward
and lateral bending, as well as watch
them get up from the chair and
walk in the room, have become an
integral component to the virtual
musculoskeletal examination.
As of May 2021, Pakistan is
experiencing a third wave of the
COVID-19 pandemic. COVID has
changed the way we now practice
medicine. It is anticipated that
telemedicine will have a long-lasting
impact on our clinical practices.

Coping with the pandemic
The rheumatology department
at the Fauji Foundation hospital
has always supported the wellbeing of the community and
continued to advance education
and research during the
pandemic. We put emphasis on
remote learning and used online
digital tools to ensure ongoing
postgraduate training, discussions
on latest research and journal club
sessions. Several webinars and
patient awareness sessions were
also held using digital media.
The postgraduate trainees of
rheumatology volunteered whole
heartedly to work on the COVID-19
frontline during the time of need.

COVID-19 in rheumatic
disease patients
Dr Babur Salim, Dr Shahida
Parveen and Dr Saliha Ishaq are
actively participating in collecting
and sending data of patients in
Pakistan with rheumatic disease and
COVID-19 infection to the GRA. Dr
Babur and Dr Shahida Parveen are
currently working in the Department
of Rheumatology at Fauji
Foundation hospital, Rawalpindi.
Dr Saliha is currently working as
a consultant rheumatologist at
South City hospital, Karachi. Up to
now, data of more than 60 patients
have been reported to the GRA.

GRA awards granted to
Fauji Foundation Hospital,
Rawalpindi
The rheumatology department
of the Fauji Foundation Hospital,
Rawalpindi has been awarded with
a GRA/ILAR grant of $2,000 USD
at the beginning of the year 2021.
The GRA aims to understand the
impact and outcomes of COVID-19

on people with rheumatic disease
around the world. This grant is of
great help in conducting research
during the current COVID-19
pandemic where we could see the
impact of rheumatic disease in
the clinical outcomes of COVID-19
infection. The Principal Investigator
is Dr Babur Salim who will explore
the ‘Effect of disease activity on
the clinical outcome of SARS
CoV 2 in patients with underlying
rheumatic diseases’ during the
grant duration of one year.

A Journey of
success
I met Dr
Shahida Perveen
(pictured) in 2018.
She was working
as a medical
registrar in the
medical department of the Fauji
Foundation Hospital, Rawalpindias.
She was interested in doing
residency in rheumatology but
could not join due to her health
issues at the time. I later found
out that she was born with spina
bifida and neuropathy leading to
charcot arthropathy of biltareral
feet with recurrent osteomyelitis.
Dr Shahida belongs to a middleclass family with limited financial
resources. Due to limited resources,
she could not physically go to school
in her early life and was rather
home schooled. Against the odds,
she persevered and completed
her schooling in 2003. In 2006 , she
got accepted to attend Rawalpindi
Medical College, Pakistan.
Throughout this time she faced
recurrent health-related issues in the
form of foot ulcers, osteomyelitis and
local infections but nothing stopped
her. Her hard work and perseverance
paid off when she completed her
fellowship in medicine in 2017. By
2020, she took up a fellowship
in rheumatology at the Fauji
Foundation Hospital, Rawalpindi.
Presently, in her last year of
residency, Dr Shahida has bilateral
limping/waddling gait and has been
advised amputation of both the feet
as reconstructive surgery was not
possible. Despite her debilitating
health issues, she works the same
hours as her fellow residents,
hardly ever accepts physical aid,
and completes her work on time.
Moreover, she never brings up her
physical disability as a cause for
missing out on some work. In fact
during the peak of the COVID-19
pandemic, Dr Shahida actively
participated in managing COVID-19
infected patients. She is a recipient
of a grant received from ILAR/
GRA in 2021 and is also one of the
coordinators of the APLAR COVID-19
Facebook page and her journey
still continues. Her determination
and persistence is a source of
inspiration not only for her fellow
residents, but all the doctors who
meet her. She has proven, time after
time, that nothing will stand in her
way from achieving her dreams.
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APLAR ACHIEVEMENTS

APLAR Young Rheumatologists

COVID-19 Task Force:
Delivering support —
meeting needs

The SARS-CoV-2 COVID-19 pandemic has placed an undeniable amount of stress on populations and national healthcare systems in 2020
and into 2021. The impact of COVID-19 has been pleomorphic and multifaceted to include: fear of the virus itself and about contracting it; its
impact on daily-life routines, as well as loss of social contact and livelihood.

T

he impact of the
pandemic on patients
with rheumatoid and
musculoskeletal diseases
(RMD) and their caregivers has
been similarly profound. The
pandemic has raised a number
of unique concerns around the
risks of contracting COVID-19 in
patients with RMD, initiation of
RMD therapies in patients with
newly diagnosed RMD, the role of
immunomodulating medications
and treatment adherence to RMD
medication. The pandemic has also
prompted broader considerations
around the applicability of current
standards of care, the need for
modification of RMD treatments
in patients with COVID-19
infection, and implications for
screening and diagnosis of
COVID-19 in patients with RMD.
To help navigate the
issues associated with the
management of patients with
RMD and to improve the quality
of life of patients, the APLAR
COVID-19 task force has recently
published a series of updated
consensus statements on caring
for patients with rheumatic
diseases during the COVID-19
pandemic with the specific
needs of the region in mind.

Experts reach consensus
The APLAR COVID-19 task force
consists of a multidisciplinary
group of 21 specialists, including
experts from rheumatology,
pulmonology, infectious disease,
and a patient representative. A
rigorous structured literature
search of relevant studies from
December 2019 to December
2020 from Medline was used to
provide an evidence base. The
quality of evidence supporting
each statement was evaluated
using the evidence-assessment
frameworks prescribed by the
Grading of Recommendations,
Assessment, Development and
Evaluations (GRADE) system
and a modified Delphi approach
was used to identify and reach
consensus on 25 statements.
Of particular interest in the task
forces’ consensus is telehealth. Not
everything about the COVID-19
pandemic has been dire. Many
countries have accelerated
their adoption of telehealth to
serve their populations. The task
force consensus that, ‘the use of
telemedicine should be strongly
encouraged, especially in areas
of high community transmission
levels, for follow-up of appropriate
patients with RMD if implementing
such an intervention is feasible
and accepted by patients,’
was based upon the

availability of moderate evidence
which was underpinned by a
strong recommendation from
the task force members.
A contemporary and highly
relevant issue of SARS-CoV-2
vaccination was addressed by
the APLAR task force along with
the role and impact this has
on RMD and the implications
for treatment and wider issues
of clinical management.
The task force consensus
statements recommended
that patients with RMD should
receive the SARS-CoV-2 vaccine
once it becomes available, and
that RMD patients with normal
or altered immunocompetence
should receive vaccination
based on current country,
regional and/or international
guidelines. The task force also
noted that appropriate safety
protocols of COVID-19 prevention
through locally recommended
public heath mitigation
measures also be followed.

Patients QoL
The task force recognised the
negative impact of COVID-19 on
the quality of life (QoL) of RMD
patients resulting from social
isolation, and additional stressors
such as job security, financial
worries, and general fear of
contracting the virus. Mindful
of the known negative impact
of COVID-19 on patients’ QoL,

rheumatologists caring for RMD
patients during the pandemic
should be ready to ask about
life changes and mental wellbeing. They should provide or
recommend support for mental
and physical functioning, in
addition to managing RMD.

The final word
In response to the
un-precedented impact of the
COVID-19 pandemic, the APLAR
task force has responded to this
challenge by providing an update
to the initial APLAR position
statement published in May 20201.
Moreover, the APLAR COVID-19
task force was mandated to
address important concerns in the
care of patients with RMD, which
arose from the rapid changes to
healthcare due to the pandemic.
Support was recommended for
healthcare professionals and
patients with RMD to cope with
the challenges of adhering to
infection prevention directives
while working with their treating
rheumatologists to control their
disease; the publication of these 25
consensus statements2 is another
important milestone for APLAR.
References
1. Tam LS, Tanaka Y, Handa R, et al. Care for patients
with rheumatic diseases during COVID-19 pandemic:
a position statement from APLAR. Int J Rheum Dis.
2020;23(6):717-722.
2. Updated APLAR consensus statements on care
for patients with rheumatic diseases during the
COVID-19 pandemic. Int J Rheum Dis. 2021;00:1–13.

The inaugural meeting of APLAR Young Rheumatologists at the APLAR 2017 congress held at Dubai, UAE

The APLAR Young Rheumatologists
(AYR) group was first conceptualised
in 2016, its aim to promote a
nurturing environment within
APLAR for young rheumatologists
to network and collaborate through
education, research, and social
activities. The AYR board oversees
tasks, such as international
collaboration, social media,
membership recruitment and
educational activities. Rheumatology
trainees or consultants aged 40
years or younger within the APLAR
region, are eligible to join the
team when accompanied with the
approval of their respective member
national organisation (MNO).
Application can be made
online at form.jotform.me/
aplar/ayr-application-form
Benefits of membership include:
• Free access to APLAR
educational resources
• Free online access to the
International Journal of Rheumatic
Diseases (IJRD) publication
• Reduced registration fees for the
APLAR congress and focused
meetings (e.g. for trainees or
presenters at congresses)
• Poster award and travel grant




 
   
 

AYR members also have the
opportunity to apply for:
• APLAR-EULAR SCHOOL OF
RHEUMATOLOGY (ESOR) Program
• APLAR-EULAR Exchange Program
• Positions within the AYR Board
• Research and clinical fellowships
• Travel grants to attend the APLAR
congress and/or focused meetings

UPCOMING EVENT
How to Read and Write an
Article: Pearls, Myths and
Pitfalls
This event is open to all
registrants via the link shared
in the APLAR Facebook page
and the APLAR Twitter page.
Two quizzes related to data
interpretation will be posted on
the APLAR website (under AYR
blackboard) on the same day.
Sourced from APLAR website and AYR
aplar.org/ayr/about-ayr/
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Post Graduate Institute of Medical Education & Research, Chardigarh, India

Graduate School of Medicine, Osaka University, Japan

The Art of APLAR
Poetic Presentations of
Rheumatic Diseases
The ancient ruins of Palmyra in Tadmor, Syria. From the 1st to 2nd century, this city was the cultural centre of art and language from many civilisations.

Chinese University of Hong Kong, China

APLAR Centre of Excellence
Goals of the Centre of
Excellence
Collaboration between academic
peers and the everlasting pursuit
of improving patient outcomes
are two factors essential to any
academic field, and rheumatology
is certainly no different. APLAR’s
inception of the Centre of
Excellence (CoE) certification
program in 2016 sought to improve
the level of scientific rigour and
clinical excellence among regional
institutions. In doing so, local
physicians would have greater
access and understanding of the
best practices in rheumatology,
thereby improving the care
provided for patients across the
Asia-Pacific region. Another
objective of the program is to build
a strong network between these
CoEs and promote international
collaboration between the
different countries of APLAR.

Centre of Excellence: Criteria
and Evaluation Process
The certification program
recognises centres which have
demonstrated excellence in three

areas: research, clinical practice
and academia. Centres that
can demonstrate exceptional
achievements in these three pillars
can submit their application to
the APLAR Evaluation Committee.
Each member of the Evaluation
Committee will rate how the
application addresses each listed
criteria to provide an overall rating.
The committee then selects
the centres with the top scores
to be awarded a designation
of ‘Centre of Excellence’.
By recognising the long-term
effort and dedication of these
centres, APLAR seeks to improve
standards of rheumatology
across the Asia-Pacific region.
These centres serve as a model,
a best-in-class example for
the practice, teaching and
research of rheumatology.
Only two to five centres will
be honoured with this title each
year. The CoEs of 2021 will be
awarded during the 23rd APLAR
Conference held between 28-31
August 2021 in Kyoto, Japan.
Results will also be published
on the APLAR website.

LIST OF COE AWARDS

2016

•U
 niversity of Hong Kong,
Hong Kong SAR
• Catholic University of
Korea, South Korea
• Peking University People’s
Hospital, China
• Seoul National University
Hospital, South Korea
• Graduate School of Medicine,
University of Tokyo, Japan

2017

•T
 aichung Veterans General
Hospital, Taiwan
• Gang Gung Memorial
Hospital, Taiwan
• Hanyang University, South Korea
• Singapore General
Hospital, Singapore
• Keio University School
of Medicine, Japan

2018

•Y
 onsei University College
of Medicine, South Korea
• Taipei Veterans General
Hospital, Taiwan
• China Medical University, China

Majda I. Khoury
•T
 he Western Health
Rheumatology Unit, Australia
• University of Occupational and
Environmental Health, Japan

2019

•N
 ational University of
Singapore, Singapore ▲
•C
 hinese University of
Hong Kong, China
• Hokkaido University, Japan
• Peking Union Medical
College, China
• Ajou University, South Korea

2020

• Post Graduate Institute
of Medical Education and
Research, Chardigarh, India
• Graduate School of Medicine,
Osaka University, Japan
Sourced from APLAR website:
aplar.org/education_page/aplar-coe

SECRETARY GENERAL, SYRIAN ASSOCIATION
FOR RHEUMATOLOGY

I

was always interested in classical
poetry in three languages:
Arabic, French and English. This
is a family trait. Anthologies fill
the bookshelves of my family’s
library. Whenever the subject or
the style of a poem was unusual,
it attracted my attention.
One day, I was reading a poem
of Labeed, a famous Arab poet of
the 7th century. He was describing
his posture, should he reach an
old age. As a rheumatologist with
interest in osteoporosis (I head the
scientific committee of the Syrian
National Osteoporosis Society), I
was surprised by his picturesque
description of hunchback,
i.e. osteoporotic kyphosis.
This prompted me to share
the poem with my fellow
rheumatologists, so I translated the
verses into English and French.
My curiosity was stirred to
search for more poems depicting
rheumatologic issues by poets.

My search was not in vain. There
is plenty to read, some from
obscure poets, but some from
famous ones. Patients have many
different original ways to describe
and express their feelings about
their illness. When the patient is a
poet, they often draw on creative
concepts to describe their ailments.
Here are some examples.
As early as the 7th century, the
Arab poet – Labeed, described
his osteoporotic kyphosis in
verses, the translation of which
I have published elsewhere1.
Will it not be my fate,
Should my death come forth slow,
That a cane be my mate,
And tales of long ago?
My back will take a bow,
With my knees bending low.
In my trial to rise, I shall
give the feeling,
Rather than getting up, that
I would be kneeling.
He was followed by several
poets anxious about old
age and bad spines.
For Abu Haya Al-Numayri (9th
century),2 a combination of back
and leg ailments, and the use of a
cane for walking, made him say:
I was led to this end,
That when I try to stand,
My back would start to ache,
and I rise like a drunk.
On both feet in balance,
I walked with good cadence;
Now I walk on one more,
taken from a tree trunk.

Al-Basti (11th century)2 is probably
the only one who saw some
good coming out of ageing,
namely maturity of the mind,
despite his crooked spine:
The channel of my mind did
not straighten before
The channel of my spine
was bent forever more.
In the 12th century, an Iraqi poet (Ibn
Al-Dahhan)3, who lived to 73 years
of age, described his posture as he
lived it - both vividly and succinctly:
And at this stage
I am so bent,
As if I were probing the sand,
Trying to find my lost young age!
Another unknown poet,2
described the same picture,
also depicting his small steps,
suggestive of Parkinson’s disease:
The instruments of fate
Made me ever so bent,
like a hunter creeping
To his prey, and walking
With a short-stepped gait.
Whoever watches me would
think I was shackled,
Without being buckled.
On another line, a classical poet of
the 10th century, Al Mutanabbi, was
afflicted with bouts of recurrent
fever at the age of 44 years. He
would recover well enough to travel
a lot in the following six years until
he died assassinated and did not die
from the fever. This could suggest
he had some kind of periodic fever

rather than an infection which
would have killed him in those
days. He referred to his recurrent
nocturnal fever with “my visitor” and
described its recurrence as “faithful”
in what became a classic poem4:
My visitor is shy
And keeps away from sight,
For she only comes by
In the darkness of night.
Quilts and sheets of my own
For her I spread in vain:
She left them with disdain
And nestled in my bone.
To hold her and to hold my breath,
my skin has grown extremely tight!
But with ailments of every kind,
she expands it with all her might.
The morning sends her out of sight,
And her tears flow abundantly.
Like a true lover, patiently,
I watch the time she will return,
But no desire in me will burn!
She keeps her promise, faithfully,
With the vicious fidelity
Of a mighty calamity!
Perhaps poets find some relief
in expressing their pain and
anxiety with irony and metaphors.
One thing is sure: poetry as
a “history of present illness”
makes the past very present.
Sources of the poems (here translated by
Majda I. Khoury):
1. Khoury MI: Senile Porotic Kyphosis (poem); J
Rheumatol 26:2503;1999
2. Ibn Abdel Birr: “Bahjat Al-Majales” (Anthology),
Edited by Mohamed Al-Khouli 1962.
3. Ibn Khalkan: “Wafayat Al Ayan”, Edited by Ihsan
Abbas 1968-1972; (2) pp 382-385.
4. FA Bustani: Al Mutanabbi; Al Rawaeh 12, p39; Edition
1969.
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CALENDAR
29 JUNE
World Scleroderma Day

3
JULY
AYR 4th Webinar: How
to Read and Write an
Article: Pearls, Myths
and Pitfalls

30 JUNE-03 JULY
6th World Psoriasis &
Psoriatic Arthritis Conference
(IFPA)

12
OCTOBER
World Arthritis Day

23 JULY
World Sjögren’s Day

28-31
AUGUST
APLAR 23rd
Congress

5-9
NOVEMBER
ACR Convergence
2021

