
Welcome to the city of
Barcelona for the 8th
Annual European

Congress of Rheumatology
EULAR 2007!

The annual Congress is a
venue for the scientific presen-
tation of up-to-date basic,
clinical, and translational
research in rheumatic diseases.
The new knowledge shared
during the Congress can be
translated into improved pre-
vention of the rheumatic dis-
eases and into better treatment and
rehabilitation of patients with these
disorders.

This first full day of the Congress
includes a selection of abstracts--
chosen for oral presentation--that all
had high quality scores from the
reviewers. We offer you sessions cov-
ering original research in various
diseases and therapeutic areas, as
well as in basic, translational and
outcome research.

The first poster session will take

place in the exhibition hall after the
abstract sessions and before the vari-
ous symposia and workshops, which
start at 13.30. Out of the 3,150
abstracts submitted for considera-
tion, only about 60% were selected
for presentation, either as a poster or
as an oral presentation. Given the
stiff competition amongst
researchers for inclusion on the
EULAR scientific agenda, only the
most rigorous research was chosen
for poster presentation. Attendees

will have a chance to discuss
the research with the poster
presenters, who will be on hand
during their designated presen-
tation time.

The day's research presenta-
tions will end with two 90-
minute scientific symposia to
be followed by the afternoon's
satellite symposia. State of the
art sessions will take place in
the Auditorium--one focusing
on rheumatoid arthritis, the
other on new treatments for

rheumatic diseases. These two ses-
sions obviously are interesting to
many rheumatologists, but they are
not the only presentations on the
schedule for the afternoon. You will
find many other very important
high-quality sessions taking place in
smaller rooms in the Congress or in
the nearby Hilton Hotel.

It also is important to acknowl-
edge that the Congress is a place
where colleagues and friends can

Continued on page 18

EULAR’s Organising Committee
Offers Excellence, Celebration

The use of magnetic resonance imaging can sub-
stantially improve rheumatologists' understanding

of the osteoarthritis phenotype through the unparal-
lelled capacity for visualizing all of the structures
involved in the disease process, according to Prof.
Philip Conaghan, chairman of the EULAR
Committee on Musculoskeletal Imaging.

As part of today's practical skills session titled MRI
in Inflammatory Joint Diseases (13:30-15:00, Room
122/123), Prof. Conaghan will discuss the potential
clinical role of MRI in osteoarthritis based on lessons
learned from the growing body of MRI cohort and
clinical trial research.

To date, "large cohort studies have demonstrated fre-
quent abnormalities of cartilage, menisci, and bone,
even when there are minimal radiographic abnormali-
ties, thereby confirming the 'whole-organ' nature of the
disease," said Prof. Conaghan of the Academic Unit of
Musculoskeletal Disease at the University of Leeds
(England). "The next step is to understand the impor-
tance of these MRI abnormalities and their role in
osteoarthritis in relation to symptoms and structure."

An especially significant recent advance has been
"the availability of the large MRI epidemiology cohort
from the U.S. National Institutes of Health
Osteoarthritis Initiative, which provides the opportu-
nity to explore many of the issues raised concerning the
importance of MRI features," Prof. Conaghan said in
an interview.

With respect to structural joint deterioration, the
large cohort MRI studies have evaluated the rates of

Data Clarify MRI’s
Use in Osteoarthritis

Continued on page 4

EULAR’s Standing Committee on International
Studies Including Therapeutic Trials will present

seven sets of new recommendations on management of
rheumatologic diseases at this year’s Congress and
expects to develop more clinical guidelines in 2008,
according to Prof. Maxime Dougados, chairman.

“The committee has been working quite successfully
on its three main objectives: formulating recommenda-
tions based on evidence-based medicine, formulating
classification and responder criteria, and preparing itself
for the task of conducting noncommercial clinical tri-
als,” Prof. Dougados, of Hôpital Cochin, Paris, told
EULAR Congress News in an interview.

The Standing Committee on International Studies
Including Therapeutic Trials (ESCISIT) will present a
number of newly completed recommendations at the
Barcelona meeting.

The topics on which ESCISIT will issue new recom-
mendations on a wide variety of challenging clinical areas
in rheumatology, such as management of systemic vas-
culitis, the use of corticosteroids in musculoskeletal disor-
ders, and classification/nomenclature criteria for child-
hood vasculitis.

Other recommendations to be issued will concern a
scoring system of synovitis at ultrasonography, scleroder-
ma management, diagnosis of hand osteoarthritis man-
agement, and reporting rheumatoid arthritis disease
activity in clinical trials.

In the past, ESCISIT presented all recommendations
during one session. This year, each set of recommenda-
tions will be unveiled in a session devoted to that topic.

ESCISIT to Unveil
Updated Guidelines

Continued on page 4
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Enjoy an unforgettable and exclusive
event at Parc Güell, and celebrate with

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

Thursday, 14 June
Registration 08:00-18:00
Exhibition 09:30-17:15
Scientific Sessions 10:15-17:00
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Abstract Sessions
Anti-TNF therapy in RA Auditorium
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Cytokines and inflammatory 
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cartilage loss at the knee and have iden-
tified the predictive factors for rapid car-
tilage loss, according to Prof. Conaghan.
Additionally, MRI studies have demon-
strated the importance of meniscal
degeneration and extrusion in progres-
sive cartilage loss and provided insight
into the complex issue of joint space nar-
rowing and meniscal pathology, and they
have linked bone marrow lesions with
higher rates of radiographic progression
of osteoarthritis in the ipsilateral knee
compartment, he said. 

MRI is in use to investigate structure-
pain associa-
tions. Such
studies "are
complex, but
pain associa-
tions have been
reported with
bone marrow
lesions and also
synovitis," he
said, stressing,
however, that
this is an area
that warrants
further study

because "these findings have not always
been reproduced."

The use of MRI data in the develop-
ment of valid and sensitive measures of
intra-articular pathology will also be dis-
cussed. "Semiautomated quantitative
measures of cartilage have been evolving
over 20 years and now provide reliable
data on total knee and compartmental
rates of cartilage loss," noted Prof.
Conaghan. More recently, semiquantita-
tive scoring systems for all the knee
structural features have been developed
and are positioned to provide valuable

information about disease stage and pro-
gression, he said.

These developments as well as recent
advances in MRI technology, such as the
ability to look at proteoglycan loss in car-
tilage using techniques such as
dGEMRIC, have a number of clinical
implications, he said. An improved
understanding of the osteoarthritis phe-
notype will lead to more accurate and
earlier diagnoses and targeting therapy,
and "it may even allow 'subsetting' of
patients with osteoarthritis, as opposed
to current, one-size-fits-all therapy," he
said. MRI "will provide the validated
tools for doing proof-of-concept studies
to accelerate therapeutic development in
this field," he said. ■

The committee engaged the assistance
of clinical epidemiologists and rheuma-
tology fellows in researching the recom-
mendations, Prof. Dougados added. “It’s
important to get nonrheumatologists
and younger physicians involved in this
effort.”

Developing disease and
responder criteria is anoth-
er of ESCISIT’s charges.
These projects are ongo-
ing—none will be present-
ed in Barcelona, but when
published, they will provide
valuable additional insight
into both rheumatoid
arthritis and Sjögren’s dis-
ease.

“The committee is for-
mulating a new scoring sys-
tem for RA, the EULAR
Rheumatoid Arthritis Patient Impact
Score (RAPIDS). There are also two cri-
teria being formulated for Sjögren’s dis-
ease—the EULAR Sjögren’s Disease
Activity Score and the EULAR
Sjögren’s Disease Impact Score.”

Prof. Dougados said EULAR’s collabo-
ration with the American College of
Rheumatology will bring international
insight to two additional projects: classifi-
cation criteria of dermato-polymyositis,
and responder criteria for gout.

“The two committees are meeting on a
regular basis in order to conduct joint
initiatives. We are on a learning curve of
such collaboration, but it is clear that
there is a strong willingness from both
societies to collaborate.”

Finally, he said, ESCISIT will work to
strengthen its ability to conduct clinical
trials. The committee will discuss corti-
costeroids in very early inflammatory

arthritis (the SAVE study); corticos-
teroids vs. immuno-suppressants in
polymyositis; a corticosteroid dosing and
diabetes screening trial in polymyalgia
rheumatica; and stem cell transplanta-
tion in autoimmune disorders.

“The question is, how
will it be possible to con-
duct these trials in a non-
commercial way, without
drug company funding, and
with our current best prac-
tice criteria,” he said. 

A guest from the
European Agency for the
Evaluation of Medicinal
Products will discuss these
issues during the meeting,
Prof. Dougados added.

Prof. Dougados will also
step down from his

ESCISIT leadership role. A new chair-
man, Prof. Alan Tyndall of the University
of Basel, Switzerland, will take up the
post and should be quite successful in
carrying on ESCISIT’s goals, particular-
ly that of clinical trials, according to Prof.
Dougados.

“He is well-known in the field of bone
marrow and stem cell therapies and
deeply involved in non-commercial clin-
ical studies. I have no doubt that he will
achieve great things with ESCISIT.” ■

MRI Advances Help Patients
Imaging from page 1

Updated Therapeutic Guidelines
ESCISIT from page 1

Practical Skills: 
MRI in Inflammatory Joint Diseases 1

Thursday, 13:30-15:00, 
Room 122/123

Meet the Standing
Committee: 

Meeting the Challenge of
Investigator-Driven Trials: 

The ESCISIT Solution
Friday, 15:30-17:00, 

Room 131/132
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Brussels-to-Barcelona Cyclists Raise Awareness of Rheumatic Ills
Agroup comprising Belgian rheumatologists, patients

with different types of rheumatic diseases, and other
health professionals, who departed on bicycles on June 8
from Brussels, arrived in Barcelona yesterday. 

There they were welcomed at the EULAR meeting by
Prof. Tore Kvien, EULAR president, and Maarten de
Wit, vice president of the EULAR Social Leagues.

The trip was organised through the collaboration of
the Royal Belgian Society of Rheumatology (SRBR) and
the two patient associations: the Confederation for the

Strike Against Inflammatory Rheumatism
(CLAIR) and the Dutch-speaking ReumaNet.

The main intention of the Brussels-to-
Barcelona bike ride was to increase visibility
and public awareness of rheumatic diseases, the
trip's organiser, Prof. Patrick Durez, also a
rheumatologist and president of the society,
said in an interview with EULAR Congress
News. 

The trip also was intended to improve col-
laboration between patients and physi-
cians and to raise funds for rheumatol-
ogy research.

Biking about 100 km per day and
riding by bus the rest of the way, partic-
ipants travelled to Paris on the first day,
heading on to Lyon the second day and
then on to Montpelier and Perpignan,
all in France, and Platja d'Aro in Spain,
on subsequent days. On June 13 they arrived in
Barcelona, where they received a general welcome
at EULAR. 

Those patients whose rheumatoid disease pre-
vented them from riding instead sat in a tandem
seat on a bike designed for people with reduced
mobility. 

Patients who made the trip included a child
with juvenile rheumatoid arthritis, and affected
individuals in their 20s and 30s to show the pub-

lic that younger people are affected by these diseases, said
Prof. Durez of the Cliniques Universitaires Saint-Luc,
Université Catholique de Louvain, Brussels. 

He would like to continue this event every year at the
time of the EULAR and hopes to make this a pan-
European event at the 2008 EULAR meeting in Paris,
with groups from other countries biking to the meeting.
Last year, Prof. Durez and a patient took a bike trip from
San Francisco to Los Angeles, in a trip sponsored by
national Belgian television. ■

The cyclists, who consisted of rheumatologists, patients, and 
family members, gathered Wednesday at the finish line.
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EULAR President Prof Tore K. Kvien accepting a team shirt
from one of the youngest Brussels-to-Barcelona riders. 

Knee MRI shows OA with cartilage loss,
meniscal tear, and extrusion (arrow).
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NSAIDs’ Cardioprotective
Effects Wane After 3 Years
Use of nonspecific nonsteroidal anti-

inflammatory drugs was cardiopro-
tective for the first 3 years of follow-up,
after which point the use of these drugs
was linked to increased cardiotoxicity,
judging from findings of a prospective
population-based trial to be presented
today at 10:15-11:45 in Hilton B during
the abstract session on health services
and outcome research.

Rheumatologist Dr. Jonathan Chen
will be reporting on the results of a
prospective study he conducted with his
associates at China Medical University
Hospital, Taichung, Taiwan. All patients
were at least 40 and were recruited from
screening centres in Taiwan from 1994-
1996. A total of 71,726 persons (32,744
men and 38,982 women) were followed
up through the end of 2003. Causes of
death were determined by the National
Mortality Registry Office in Taiwan,
and the investigators used Cox propor-
tional hazard and extended Cox models
to estimate hazard ratios for use of con-
ventional NSAIDs (excluding aspirin).

During his presentation, Dr. Chen
will discuss their finding that, although

these NSAIDS had a cardioprotective
effect in the first 3 years (hazard ratio
.27), after 3 years of continuous use, car-
diotoxicity (defined as mortality associ-
ated with coronary artery disease) was
observed (hazard ratio 1.71). “To apply
the Cox regression model, the data
should satisfy the proportional hazard
assumption, which means the hazard
distribution curves between users/
nonusers should be parallel,” Dr. Chen
explained in an interview. However, in
the current study, “these curves are
crossed, which means time plays a role as
modifier. This is why we need to apply
the extended Cox model to resolve the
time-dependent heterogeneous effect of
conventional NSAIDs.”

Participants shifted among NSAIDs,
making it impossible to clarify the effects
of specific agents, Dr. Chen said. ■

Abstract Session: 
Health Services and 
Outcome Research

Thursday, 10:15-11:45, Hilton B

Autoantibody Level Drop
Over Time in Earliest RA 

Testing patients with early inflam-
matory joint disease for two spe-
cific autoantibodies may help pre-

dict which patients will develop erosive
disease, but rheumatologists should note
that the levels of these autoantibodies will
drop over time, according to results of a
prospective longitudinal
study to be presented today
during the humoral biology
abstract session at 10:15 in
Room 133/134.

Dr. Valerie Nell-Duxeuner
will be reporting on research
she conducted with her asso-
ciates at the Medical
University of Vienna in
which they enrolled 200
patients with very early
arthritis. They tracked
patients’ serum antibody
changes beginning 3 months after symp-
tom onset, up to 5 years from baseline
(mean follow-up, 32 months). More than
half the study group (102 patients) devel-
oped rheumatoid arthritis (RA); the
remaining 98 patients were diagnosed with
ailments including undifferentiated arthri-
tis, reactive arthritis, and psoriatic arthritis.

The development of RA was signifi-
cantly associated with positivity for IgM
rheumatoid factor (IgM-RF) and anti-
cyclic citrullinated peptide (anti-CCP)
autoantibodies, according to the data to

be presented by Dr. Nell-Duxeuner.
Serum autoantibody levels decreased over
the 5-year follow-up. IgM-RF of at least
20 IU/mL was present in 55% of patients
who had RA at baseline, but in 52% of
those with RA at the first follow-up and
in 45% of those with RA at the second

follow-up. Despite the
decrease, the autoantibody
became more specific for
erosive disease (PPV 82%).
High titer IgM-RF50 was
found to be a good predictor
of unfavourable clinical out-
come (as measured by
DAS28), while this could
not be demonstrated for
anti-CCP antibodies. “In
very early inflammatory joint
disease ... our data suggest
stepwise autoantibody test-

ing, starting with IgM-RF followed by
anti-CCP (in patients with IgM-RF less
than 50 IU/mL), and finally anti-RA33 is
a sensitive and effective strategy for dis-
tinguishing RA patients at high risk for
poor outcome,” Dr. Nell-DuxeuneI. ■

DR. VALERIE NELL

Abstract Session: 
Humoral Biology

Thursday 10:15-11:45, 
Room 133/134

Rituxamab Treatment Lessened
Fatigue in Sjögren’s Patients
Rituximab outperformed placebo in

improving fatigue and quality of life
in patients with Sjögren’s syndrome,
according to results to be presented at
today’s abstract session on myositis and
Sjögren’s syndrome, which will take place
from 10:15-11:30 in Hilton A.

“There is a large, unmet need in the
treatment of Sjögren’s syndrome; there are
no consistently effective systemic thera-
pies,” Dr. Shouvik Dass, a coinvestigator
for the study, said in an interview.

Previous studies have shown rituximab is
effective in patients with rheumatoid
arthritis and systemic lupus erythaemato-
sus, and an open-label study showed prom-
ise for symptoms of Sjögren’s syndrome.
Inspired by these findings, Dr. Dass, of the
University of Leeds, England, with col-
leagues, conducted the first randomized,
double-blind pilot study of rituximab in
Sjögren’s patients.

Dr. Dass will present data from 18 adults
who met the European Union and United
States criteria for primary Sjögren’s syn-
drome (pSS). 

The patients received 2 weeks of treat-
ment: either 1 g of rituximab with 100 mg
of methylprednisolone before each infu-
sion, or a placebo on days 1 and 15.
Patients in both groups received 60 mg of
oral prednisolone daily on days 2-7 and 30

mg of prednisolone daily on days 8-14. 
“We wondered if we would see a marked

placebo response because we gave a course
of steroids to everybody for safety purpos-
es, so to see data in favour of rituximab is
very encouraging,” Dr. Dass said.

On average, patients on rituximab
showed a trend toward greater improve-
ment in fatigue, compared with placebo
(48% vs. 20%), but the differences in
fatigue based on visual analogue scores
(VAS) were not statistically significant.

The rituximab group showed significant
improvement in social function and a trend
to significant improvement in mental
health, plus a significant drop in rheuma-
toid factor, versus placebo patients.
Rituximab didn’t influence IgG levels.

“We were pleased that rituximab did
appear to show some benefit over placebo
in improving fatigue and quality of life,”
Dr. Dass said. 

Only three adverse events occurred in
the rituximab group: one case of serum
sickness, one case of appendicitis, and one
case of benign palpitations. ■

Abstract Session: 
Myositis and Sjögren’s Syndrome
Thursday, 10:15-11:30, Hilton A
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Social Leagues
Self-image and coping with
changes in life: professional
strategies and the importance of 
self-management Room 131/132

13:30-15:00 
State-of-the-Art/Best Practice
Rheumatoid arthritis 
in 2007 Room Auditorium 

Clinical Sciences
Extra-articular features of
spondyloarthropathies Room 211

Cardiovascular disease in 
rheumatoid arthritis Room 112

Physical exercise, health, 
and longevity: Is it for patients
with inflammatory rheumatic
diseases? Room 117

Management of musculoskeletal 
pain Room 113/114 

Challenges in Clinical Practice
Difficult gout: Not “crystal clear” 

Room 115/116 

Outcomes Science 
Outcomes in recent controlled 
and observational 
clinical trials Room Hilton A 

Joint Session Clinical/AHP/SL
Function, disability, and well-being 
in rare diseases Room Hilton B 

PRES 
Juvenile Idiopathic 
Arthritis JIA Room Hilton C 

Translational Science 
Ankylosing Spondylitis: Is
inflammation uncoupled from
ankylosis? Room 111 

Practical Skills
Crystal detection and
identification in synovial 
fluid 2 Room 118/119 

AHP Workshop: Assessing 
disease activity for rheumatoid 
arthritis 1 Room 120/121

MRI in inflammatory joint 
diseases 1 Room 122/123

Meet the Standing Committee 
On-line assessment 
explained Room 131/132

Basic Science 
Mechanisms of innate immune 
system activation Room 133/134

15:30-17:00 
State-of-the-Art/Best Practice  
New treatments in rheumatic 
disorders Room Auditorium

Clinical Sciences
New developments 
in gout Room 211 

Undifferentiated connective 
tissue diseases and overlap 
syndromes Room 112 

Infection and rheumatological
manifestation: Difficult differential
diagnostic and therapeutical 
decisions Room 117 

Early life influences on rheumatic
diseases Room 113/114 

Challenges in Clinical Practice 
Difficult and/or 
resistant RA Room 115/116 

Outcomes Science
Clinical Trials: Can we improve 
on what we do? Room Hilton A

Joint Session Clinical/AHP/SL
Multidisciplinary care for the 
elderly patient with rheumatic 
diseases Room Hilton B

Fellows in Training
Scleroderma 
explained Room Hilton C 

Translational Science
How do steroids 
signal? Room 111 

Practical Skills
Future perspectives of 
sonography part 1: Scientific 
aspects of colour Doppler 
sonography 2 Room 122/123 

Meet the Standing Committee
Meet the Standing 
Committee on Investigative
Rheumatology Room 131/132

Basic Science
Non-collagen macromolecules’ 
role in cartilage matrix
degradation 
in OA Room 133/134

Thursday, 14 June
Continued from page 1

Ethics of Biobanks Top Standing Committee Agenda

Biobanks, defined as collections of
samples of human bodily sub-
stances, including cells, tissue,

blood, or DNA that are or can be associ-
ated with personal data and information
on their donors, have become an increas-
ingly valuable resource, and the ethical
and legal considerations concerning the
use of these biologic samples have taken
centre stage, according to Gert Helgesson,
Ph.D., of the Centre for Bioethics at
Karolinska Institutet and Uppsala
University, Sweden.

Dr. Helgesson will discuss ethical issues
for biobank research in Europe in today’s
Meet the Standing Committee on
Investigative Rheumatology (15:30-17:00,
Room 131/132).

“Biobanks are an important means to
acquire new knowledge about common
diseases, and the continuous improvement
of the methods of sample analysis enhances
their future potential,” according to Dr.
Helgesson. In addition to scientific consid-
erations, however, national and interna-
tional legislation, ethical guidelines, and

patient/donor interests must also be con-
sidered. “While there is a risk that too-lax
regulation might open up for unethical
practices and loss of public trust in bio-
medical research, there is also a risk that
too-strict regulation—for instance, regard-
ing informed consent—together with dis-
crepancies between national policies will
hinder progress,” he said. “ Unwillingess to
share these scarce resources and careless
overuse are other threats.”

Bringing out the best of biobanking
requires a “common ground for ethical
handling of biobank research, backed up
by transparent and coherent legal regula-
tions,” Dr. Helgesson stated.

With respect to the issue of informed
consent in particular, although it is a stan-
dard ethical requirement for medical
research, “the circumstances for biobank
research are sufficiently different to moti-
vate a specific praxis,” Dr. Helgesson stat-
ed. “For situations when new samples are
collected, it is important to note that

respect for autonomy requires not only
that people are given the opportunity to
make decisions about how their samples
should be treated, but also that they are
given the kinds of alternatives they want.”
Such considerations provide a rationale
for including “broad consent to future
research” as an alternative in consent
forms, he said.

Also on the agenda for the session are
discussions of large-scale genotyping in
the clinical context, large scale proteomics
and proteome mapping in the clinical
context, medical informatics in the age of
“ics,” and collaborative opportunities for
introducing the new biology in clinical
research and practice. ■

Meet the Standing Committee:
Investigative Rheumatology
Thursday, 15:30-17:00, 

Room 131/132

Allied Health Professionals: A
Presence in EULAR for 20 Years
At this year’s congress, EULAR marks

the 20th anniversary of the formation
of its Allied Health Professionals
Committee, which occurred during the
1987 EULAR meeting in Athens in a
move intended to increase the presence of
allied health professionals in rheumatology.

The committee’s aims include the dis-
semination of information, the sharing of
experiences, and the planning of an allied
health professionals meeting to take place
alongside EULAR congress-
es. It also is involved in
efforts to promote awareness
of allied health professionals
in scientific articles and
symposia, occupational ther-
apist Ulla Nordenskiöld,
Ph.D., said in an interview.

In Athens 20 years ago,
Vicky Stephenson, a nurse
from England, arranged a
meeting for about 30 allied
health professionals, includ-
ing Dr. Nordenskiöld; they
voted to establish their own
professional group in EULAR. Elected
health professionals for the group includ-
ed Ms. Stephenson; occupational thera-
pist Ingrid Due Pedersen, from Denmark;
pharmacist Angelica Kruse-Jensen, from
Norway; social worker Willy Peters; and
Dr. Nordenskiöld.

In 1989, the AHP committee formally
became one of the seven committees
under the EULAR, with members from
19 different countries representing eight
allied health professions, including dieti-
tians, nurses, occupational therapists,
pharmacists, physical therapists, psychol-
ogists, and social workers, Dr.
Nordenskiöld said. She was proposed as a
member of the AHP committee by the
Swedish Association Against
Rheumatism, which was already a mem-

ber of the EULAR Social League. Jaana
Hirvonen, of Finland, is the current chair
of the committee.

“But we are still missing many allied
health professionals from other coun-
tries,” added Dr. Nordenskiöld, of the
Institute for Neuroscience and
Rehabilitation at Göteborg University,
Sweden. One of the committee’s goals is
to increase membership from those coun-
tries. Another goal is to facilitate the edu-

cation, research, and practise
of allied health professionals
throughout countries where
allied health professionals are
struggling, are not well
recognised by the public or
physicians, and are not sup-
ported with professional
education.

Dr. Nordenskiöld said that
the AHP committee has also
been involved with setting up
teaching and practise courses
for allied health professionals
in Poland, Hungary, the

Czech Republic, and Latvia, where the
number of allied health professionals is low.

“This year, we hope that about 400 allied
health professionals will attend the meet-
ing,” she added. About 180 abstracts have
been submitted, from 136 last year. This
year, the committee’s new vice president,
Peter Oesch, from Switzerland, and others
have organised joint sessions on topics like
patient education and empowerment.

Since 2002, EULAR has provided
AHP committee awards to support edu-
cational visits and research projects in dif-
ferent countries. This “is a large step for-
ward for us,” said Dr. Nordenskiöld, who
is also the editor of the EULAR Health
Professional News, which will be distrib-
uted at the congress and includes a retro-
spective of the AHP committee. ■

DR. ULLA 
NORDENSKIÖLD



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



Nonpharmacologic Osteoarthritis Therapies
Gaining Acceptance Among Rheumatologists
The role of agents other than drugs in

the treatment of osteoarthritis will
be the topic of a presentation by Dr.
Roland W. Moskowitz at a clinical sci-
ence session on nutritional aspects of
rheumatologic disorders to be held
Friday between 15:30-17:00 in Room
113/114.

“Twenty years ago, doctors looked at
alternative/complementary approaches
with a jaundiced eye, but now they
recognise that neutraceuticals and
dietary supplements may play a role in
treatment,” Dr. Moskowitz, professor of
medicine at Case Western Reserve
University, Cleveland, said in an inter-
view. “We have to be open-minded,
given results of well-performed studies,”
he added.

Neutraceuticals, dietary supplements,
and drugs form a continuum, and the
distinctions among them are not always
clear, according to Dr. Moskowitz. By
one definition, a drug is any substance
that is not a food or part of a food,
although an extract derived from a food
could be considered a drug. Regulatory
agencies differ in how they choose to
classify such substances. For example,

glucosamine and chondroitin sulfate,
which are widely used for treatment of
osteoarthritis, are classified as neutraceu-
ticals in the United States and as drugs
in European countries.

During his presentation, Dr.
Moskowitz will briefly review findings
from the Glucosamine/chondroitin
Arthritis Intervention Trial (GAIT), a
multicenter, double-blind, controlled
study that evaluated glucosamine, chon-
droitin sulfate, and both in combination
for treatment of knee osteoarthritis (N.
Engl. J. Med. 2006;354:795-808). The
combination of glucosamine and chon-
droitin sulfate showed promising results
in the subgroup of patients with more
severe pain, he said in an interview.

Other widely used treatments for
osteoarthritis include methylsulfonyl-
methane, ginger extract, avocado/soy-
bean unsaponifiables, and S-adenosyl-
methionine. Preliminary evidence sug-
gests that some nondrug agents may play
a role in disease-modification in addi-
tion to decreasing osteoarthritis-associ-
ated pain. Dr. Moskowitz will also
review evidence for symptom relief from
electrostimulation, acupuncture, and

physical activities such as yoga and tai
chi.

Growing recognition of the role of
nontraditional therapies in the United
States is evidenced by the establishment
of the National Center for
Complementary and Alternative
Medicine within the National Institutes
of Health, said Dr. Moskowitz. The
change comes as clinicians rely less on
anecdotal evidence to assess nonpharma-
cologic therapies’ efficacy. “We are now
looking at evidence-based data,” said Dr.
Moskowitz, adding “That was what was
missing in the past.”

Dietary supplements and neutraceuti-
cals are being evaluated in relation to
recommendations on new treatment
guidelines currently in preparation for
the Osteoarthritis Research Society
International (OARSI), he said. ■
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Clinical Science:
Nutritional Aspects of

Rheumatological Disorders
Friday, 15:30—17:00,

Room 113/114

Women With RA Featured In Photography Exhibition

An exhibit of photographs on display
at this week’s EULAR meeting
shows women from across Europe

with rheumatoid arthritis, accompanied by
their statements reflecting the impact the
disease has had on their lives.

The photographs are presented by the
EULAR Social Leagues, in cooperation with
People with Arthritis/Rheumatism in
Europe (PARE) Manifesto, a U.K.-based
group. The PARE Web site describes the
organization as “a pan-European effort
focussed on improving the quality of life” for
the 103 million Europeans affected by arthri-
tis and rheumatism.

The title of the display is “Women in RA:
A Union of Voices,” which was previously
shown in the Brussels train station outside
the European parliament in March, around
the time of International Women’s Day.

Among the aims of these photographs is to
“challenge the misconceptions people have”
about RA, showing, for example, that RA
does not affect older women only, Robert
Johnstone, the chair of the PARE manifesto,
said in an interview.

Organisers also hope that by telling the
story of women with RA, they will high-
light the disease’s social and economic con-
sequences.

Exhibit organisers hope to increase
awareness of the European public and poli-
cy makers about the dramatic impact that RA and other
rheumatic diseases have on the women’s health, quality
of life, and productivity, he added.

The women’s statements recount how they initially
handled the diagnosis and how they cope with the dis-
ease now.

In Europe, over 1.7 million women live with RA, and
more than 100 million people live with some form of

rheumatism or arthritis, the single leading cause of time
lost from work and retiring early, said Mr. Johnstone, who
has had RA since age 3. “

Our projections indicate that the economic burden in
Europe of rheumatic diseases is about 200 million euros a
year,” he said.

“We want to raise the profile, label the fact that appro-
priate management of the condition and self-management

by the individuals with arthritis can help [them] cope with
the pain and the effects of the disease, and ... lead inde-
pendent, productive lives.”

The photographs will be on display at booth #176 in
the convention center entrance hall throughout the
EULAR Congress meeting.

The PARE manifesto is available online at www.pare-
manifesto.org. ■
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Early diagnosis and
treatment are key to
quality of life.  

It is vital to con-
sult a doctor 
as early as 
possible. 

—Dolores
Iglesias,

Spain

Some people were staring at me and it
felt like they were thinking, "What's
wrong with her? She's faking it."

If a person has a head-
ache at work, he or
she is given a
pain-killer. In
my case, the
disease is not
visible, so I
am the only
one bearing
the brunt of
the prob-
lem. I am
the one
who I must
help
myself…
You have to
go to work
and deal with
all the obsta-
cles…

—Evangelia
Zirziri,

Greece

Sometimes you are the one with the prob-
lem, more often than not, it's others… 

I waited for an eternity at
the metro station, until
a train with an empty
carriage arrived,
just so that I could
find a seat …
Even when you
think you are liv-
ing, you're actu-
ally not.

—Maria
Ambelioti,
Greece

EULAR Awards
Course Bursaries

Every year, EULAR awards bursaries
to applicants from European coun-

tries to attend EULAR-related courses in
rheumatology.

With course bursaries, EULAR wants
to contribute to the personal and profes-
sional development of researchers and cli-
nicians in rheumatology around Europe.

The amount of the bursary depends on
the type and length of the course and will
be defined by EULAR scoring commit-
tee.

Only persons who work predominantly
in the field of rheumatology are eligible
for course bursaries. Candidates should
not be older than 40 years.

Send your bursary application for a spe-
cific course by e-mail to the EULAR
Secretariat eular@eular.org

The following bursaries are available for
September:

� 3rd EULAR Course on SLE
9-14 Sept. 2007, Pisa, Italy

� 3rd EULAR Course in Diagnostic
Laboratory Testing in conjunction with
AutoCure

27-29 Sept. 2007, Uppsala, Sweden ■
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Proprioceptive Exercises Benefit Knee OA Patients

Aclinic-based exercise program that
combined proprioceptive training
with home exercises for patients

with knee osteroarthritis demonstrated
significantly greater improvement in pro-
prioceptive measures than did convention-
al exercise alone, according to the results of
a study that will be presented by Volga
Bayrakci Tunay, Ph.D., in Friday morn-
ing’s abstract session on rehabilitation, to
be held from 10:15-11:45 in Hilton A.

However, both of the exercise proto-
cols examined were associated with sig-
nificantly improved joint symptoms and
function compared with baseline meas-
ures, according to Dr. Bayrakci Tunay.

Proprioception refers to one’s ability to
sense joint position, movement, direction,
amplitude, and speed of motion.

Studies have shown that those individ-
uals with knee osteoarthritis also have an
increased risk of impaired knee proprio-
ception, the functional consequences of
which may include lower gait velocity,
shorter stride length, and slower stair-
walking time, according to Dr. Bayrakci
Tunay.

Proprioceptive exercises that concen-

trate on balance and dynamic joint stabili-
sation are designed to mediate these
deficits, she said in an interview with
EULAR Congress News.

During her presentation at EULAR,
Dr. Bayrakci Tunay will describe the study
that she and her associates
designed to compare the rela-
tive effectiveness of home-
based exercise to a clinic-
based physiotherapy program
that included proprioceptive
training in patients with knee
osteoarthritis as an adjunct to
home-based strength and
function exercises.

Working with her associ-
ates at the school of physical
therapy and rehabilitation at
Hacettepe University in
Ankara, Turkey, Dr. Bayrakci
Tunay enrolled 40 patients with bilateral
knee osteoarthritis into a randomised
controlled trial.

Twenty patients each were assigned to
receive either the home-based exercise
program, which is aimed at reducing pain
and improving the patient’s balance and

function, or the clinic-based functional
training program in addition to home
exercises.

Patients in both groups exercised 5 days
per week for 4 weeks, said Dr. Bayrakci
Tunay.

The outcome measures
used in the investigation
included the Western
Ontario and McMaster
Universities Osteoarthritis
Index (WOMAC), the
Timed Up and Go (TUG)
test, the visual analog scale
(VAS) for pain intensity, and
the Functional Squat System
(FSS), which provides a
measure of knee propriocep-
tion.

“Both groups demon-
strated significant improve-

ment when comparing pre- and post-
treatment WOMAC, TUG test, and
VAS scores,” she commented.

“However the clinic-based exercise
group demonstrated significantly greater
improvement [than did the home-based
exercise group] in the Functional Squat

System-proprioceptive test,” added Dr.
Bayrakci Tunay.

While it is true that the clinic-based
exercise program produced better results,
the greatest advantage of home-based
exercises is its superior cost effectiveness,
noted Dr. Bayrakci Tunay. However, a
home-based regimen does have some
drawbacks.

“It is more economical, both in time
and money, but the disadvantage is that
you cannot control the patients, in terms
of whether they are doing the exercises at
all, and if they are, whether they are doing
them correctly,” she said.

The key to the success of both the
home- and clinic-based programs is an
understanding on the part of the patients
“that they must do these exercises for the
rest of their lives if they want to avoid
needing knee-replacement surgery later
on,” Dr. Bayrakci Tunay concluded. ■

Abstract Session: 
Rehabilitation

Friday, 10:15-11:30, Hilton A

DR. VOLGA 
BAYRAKCI TUNAY

Explore the Beautiful City of Barcelona on Day Excursions 
EULAR attendees and their guests still

have time to sign up for half-day and
full-day excursions to explore the city of
Barcelona and the countryside surround-
ing the city.

Excursions require a minimum of 20
participants. Full refunds will be awarded
if any activity is cancelled because of a lack
of participants.

The designated meeting point for all of
the tours is at the CCIB—Centre
Convencions Internacional Barcelona.

What follows is an abbreviated version
of the listing that appeared in
Wednesday’s edition of EULAR
Congress News:

HALF-DAY EXCURSIONS
Gastronomic Tour
We will visit the famous Barcelona market
La Boqueria, located on La Rambla.
Those who take the excursion today will
have the opportunity to shop for antiques.

The main appeals of this market are the
artful arrangements of fruits and vegeta-
bles and the stalls of meat, fish, and
clothes. Some say the prices are lower here

than they are in
Barcelona’s smaller
shops.

Certainly, there
must be a good rea-
son to explain why
so many of the city’s
residents do their
shopping here.

Whether you buy
something or not,
you’ll find that La
Boqueria is an
exceptional location
for people watch-
ing. In addition, the
market’s architec-
ture and colourful
glass decorations
certainly make it
worth the visit.

Eventually the tour will leave the mar-
ket to allow you to wander the areas near-
by Gothic quarter, which is famous for its
gourmet shops.

After the tour concludes, we will take
you for a glass of wine along with some
traditional tapas in the Ribera Quarter,
known as the most fashionable neigh-
bourhood in the city.
Thursday, 14 June 2007, 
09:30-13:30 
Friday, 15 June 2007, 09:30-13:30 
Price: EUR 35

Modernisme Tour
Join us for this visit to Barcelona’s singu-
lar architecture. Some of the buildings
that you will see have been designated as
World Heritage sites by UNESCO.

The Modernisme movement was born
in Barcelona and was spearheaded by
Catalonian Antoni Gaudí, who is widely
considered to be one of the world's great-

est architects.
The very first

stop will be at
Batlló House,
which is one of the
cosiest examples of
Modernisme and
was built by Gaudí.
From the outside,
the façade of Casa
Batlló looks as
though it has been
made from skulls
and bones. The
“skulls” are in fact
balconies, and the
“bones” are really
supporting pillars.
Gaudí used colours
and shapes found
in marine life as

inspiration for his creativity in this excep-
tional and memorable building.

A bus will then take you to the most
popular piece designed, but unfinished, by
Gaudí: Sagrada Família, the holy family
church that the "“Genius of Modernisme”
wanted to be the “Cathedral of the Poor.”
The next and final stop will be at the Park
Güell for a relaxed stroll.
Thursday, 14 June 2007, 
08:30-12:30 
Price: EUR 54 (including entrance at
the Casa Batlló)

Barcelona Panoramic City Tour
This is a panoramic tour of the main his-
torical and cultural points of the city. The
tour starts with a panoramic view from
Montjuïc Mountain, from which all the
urban structure of the city can be admired.
We also will see some of the buildings of
the Olympic Games of 1992 and will stop
at the Mirador de l’Alcalde to appreciate

the panoramic view of the port and the
city.

After that, we will be transferred to the
sea front, showing the architectural
changes of the area. From here, we will
walk around La Rambla and the Gothic
Quarter and its narrow, medieval streets.
Thursday, 14 June 2007, 
09:30-12:30 and 14:30-17:30 
Price: EUR 30 (included in the
accompanying person’s registration
fee)

FULL-DAY EXCURSION
Caves Codorniu and Sitges
Beginning in the inland Penedés region and
ending in the small, coastal city of Sitges,
the full-day tour will take you throughout
different parts of Catalunya. Highlights
include a visit to the Penedés region, which
is famous for its wine production.

We will then take you to the cosmopoli-
tan and cultural capital of Catalunya, Sitges,
where you may try seafood paella, a must in
this region. Sitges is a Mediterranean town
35 km south of Barcelona.

The tour will include a guided walk
around the quiet corners of the old quar-
ter of Sitges as well as a visit to the
Museum Cau Ferrat, which was the
home-studio of painter and writer
Santiago Rusiñol and also served as the
meeting place for Catalan Modernist
artists. It includes works by Rusiñol,
Ramon Casas, El Greco, Zuloaga, and
Picasso, among others.

In addition, it houses historically and
artistically important wrought iron, glass,
ceramics, and drawing collections.
Thursday, 14 June 2007, 
09:30-17:30 
Price: EUR 90 (including lunch and
entrance to the Museum Cau 
Ferrat) ■
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B-Cell Levels After Rituximab May Help Plan Follow-Up 

Tracking B-cell recovery with 
conventional cell sorting follow-
ing treatment with the B-

cell–depleting drug rituximab is not a
reliable way to identify patients on the
verge of relapse, according to a review to
be presented Saturday afternoon from
12:00-13:30 in Room 117 by Prof. Paul
Emery.

In the clinical science session, Non-
TNF Biologics—Clinical Aspects, Prof.
Emery will, however, argue that measur-

ing B-cell levels in patients after treat-
ment with rituximab may still be a use-
ful way to monitor these patients and
determine their need for follow-up
treatment.

“We don’t know how important it is to
identify the return of cells before a clinical
relapse. We’re trying to understand what’s
going on” in these patients, he said in an
interview.

Rituximab is a monoclonal antibody
that is specific for the CD20 antigen on B

cells. Once the drug binds to CD20-con-
taining B cells, it triggers their lysis and
thereby depletes these cells in patients.
The drug is approved for treating
rheumatoid arthritis in combination with
methotrexate in Europe (MabThera,
Roche) and in the United States (Rituxan,
Genentech).

The usual regimen for rheumatoid
arthritis is two intravenous infusions of
1,000 mg, spaced 2 weeks apart. Patients
who go into remission following treat-

ment usually relapse after several months
and require repeat treatment.

The report to be presented by Prof.
Emery, professor of rheumatology at
Leeds University, England, and his associ-
ates used data collected in a phase II study
that included 121 patients, out of whom
111 (92%) achieved a EULAR moder-
ate/good response.

During the study’s follow-up period of
up to 2 years, 82 of the patients relapsed,
while 20 patients maintained their
response for the entire 2 years of follow-up,
and an additional 9 patients withdrew from
the study with a maintained response.

This particular study was sponsored by
Roche; in the past Prof. Emery has
received research grants from Roche for
studying rituximab.

Levels of peripheral B cells were meas-
ured in these
patients every 
8 weeks start-
ing 16 weeks
after rituximab
treatment. B-
cell levels were
measured using
a conventional,
f luorescence-
activated cell
sorter.

Because rit-
uximab treat-

ment masks all CD 20 antigens, active B
cells were identified by the CD19 anti-
gens that exist on their surface.

A close overlap exists between CD20-
and CD19-postive B cells, according to
Prof. Emery.

Patients with at least 30 × 103/mL
CD19-positive cells were considered no
longer depleted.

Baseline levels of CD19-positive cells
in these patients ranged from 42 to 707 ×
103/mL, and the level following success-
ful depletion was 0-15 × 103.

During follow-up, the level of CD19-
positive B cells rose above the depleted
level before loss of response in most
patients, concurrent with loss of response
in other patients, and after loss of response
in a third subgroup.

The change in CD19-positive cells
measured conventionally was too impre-
cise to provide a clinically useful signal
that loss of the EULAR response was
imminent, said Prof. Emery.

However, the pattern of cell recovery
did show some promise. In a multivariate
analysis, the risk of losing the clinical
response was increased 2.4-fold when the
level of CD19-positive B cells rebounded
above the depleted threshold, a statistical-
ly significant relationship.

Future research may involve assessing
other, more sensitive methods of fluores-
cent-activated cell sorting to measure B-
cell levels, Prof. Emery said. ■

Clinical Science
Non-TNF Biologics—

Clinical Aspects
Saturday, 12:00—13:30, 

Room 117

PROF. PAUL EMERY
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08:15-09:45 Room 211
Lilly

New Treatment Strategies in 
Patients with Severe Osteoporosis

Chairman: J. Blanch i Rubió, Spain
08:15-08:20
Welcome and Overview of Symposium

J. Blanch i Rubió, Spain
08:20-08:40
Pathophysiology and Treatment for
Glucocorticoid-Induced Osteoporosis

S. Boonen, Belgium
08:40-08:45
Question and Answer

08:45-09:05
Treatment of Osteoporosis in Men: 
An Update

J.-M. Kaufman, Belgium
09:05-09:15
Question and Answer Session

09:20-09:35
Effects of Teriparatide on Back Pain in
Patients with Severe Osteoporosis

P. Delmas, France
09:35-09:40
Questions and Answers

09:40-09:45
Wrap-Up and Final 
Question and Answer Session 

All Faculty

08:15-09:45 Room 112
Pfizer

Fibromyalgia: New Frontiers in 
Diagnosis and Treatment

Chairman: J. Carbonell Abelló, Spain

Fibromyalgia: Mechanisms of 
Disease Concepts 

E. Kosek, Sweden
The Evolving State of 
Fibromyalgia Diagnosis 

E. Choy, United Kingdom
Targeting New Directions in the
Treatment of Fibromyalgia

L. Crofford, USA
Question and Answer Session 

08:15-09:45 Room 117
Bioiberica/IBSA

The Role of Synovitis in the
Physiopathology of Osteoarthritis: 
New Effects of Chondroitin Sulfate

Chairmen: R. Moskowitz, USA
and P. du Souich, Canada

08:15-08:20
Welcome and Introduction 

R. Moskowitz, USA
08:20-08:30
The Role of Synovitis in Osteoarthritis:
Causes, Risk Factors, Symptoms, and
Treatment

J. Monfort, Spain
08:30-08:40
Ultrasonography as a Technique to
Diagnose and Monitor Synovitis in
Patients with Osteoarthritis

I. Möller, Spain
08:40-08:50
Quantification of OA Cartilage and 

Synovial Structural Changes by MRI: 
Novel Technologies

J-P. Pelletier, Canada
08:50-09:00
Chronic Inflammation in 
Osteoarthritis: Update 

F. Blanco, Spain
09:00-09:05
Question and Answer Session

09:05-09:15
Anti-Inflammatory Activity of
Chondroitin Sulfate 

N.Volpi, Italy
09:15-09:25
Pleiotropic Effects of Chondroitin
Sulfate: Common Mechanism of Action?

P. Du Souich, Canada
09:25-09:35
The Effect of Chondroitin Sulfate on
Synovitis/Joint Effusion. 
Data from the Glucosamine and
Chondroitin Arthritis Intervention Trial
(GAIT)

D. Clegg, USA
09:35-09:40
Question and Answer Session

09:40-09:45
Concluding Remarks 

R. Moskowitz, USA
and P. du Souich, Canada

08:15-09:45 Room 113/114
Rottapharm

Evidence-Based Assessment of
Interventions in Osteoarthritis:
Mechanisms, Clinical Practice 
Guidelines, and Meta-Analyses

Chairmen: N. Arden, United Kingdom
and G. Herrero-Beaumont, Spain

The Biology and Mechanisms of
Pharmacological Interventions in OA

G. Herrero-Beaumont, Spain

Systematic Reviews and Meta-Analyses
of Interventions in Osteoarthritis: The
Case of Glucosamine Sulphate

L. Rovati, Italy
Guidelines and Protocols for the use of
Interventions for the Management of
Osteoarthritis

N. Arden, United Kingdom

08:15-09:45 Room 115/116
Roche/GSK

Bone Strength: The Key to Treating
Postmenopausal Osteoporosis

Chairman: S. Adami, Italy
08:15-08:20
Welcome and Introduction

S. Adami, Italy
08:20-08:40
Uniting the Components of Bone
Strength for Fracture Prevention 

S. Epstein, USA
08:40-09:00
New Insights in Bisphosphonate
Efficacy

J.-Y. Reginster, Belgium
09:00-09:20
Optimising Bisphosphonate Efficacy:
The Influence of Dosing 

S. Adami, Italy

09:20-09:35
Fracture Reduction with Ibandronate:
Introducing New Evidence 

M. Stone, United Kingdom
09:35-09:40
Summary 

S. Adami, Italy
09:40-09:45
Question and Answer Session

08:15-09:45 Room 111
CombinatoRx

Novel Approaches to Improve Treatment
Outcomes in Arthritis

Chairmen: S. Abramson, USA 
and J. Smolen, Austria

How to Apply Responder Analyses to
Assess Therapeutic Outcomes

M. Dougados, France
A Therapy Rejuvenation:
Glucocorticoids in Arthritis 

J. Kirwan, United Kingdom
Inverting the Pyramid: Deploying
Smarter Combination Therapies for
Rheumatoid Arthritis

P. Emery, United Kingdom

17:30-19:00 Auditorium
Abbott Laboratories

Reaching New Heights: Evolving Treatment
Outcomes in Rheumatoid Arthritis
17:30-17:40
Welcome and Introduction 

C. Bombardier, Canada
17:40-18:00
The Value of Outcome Registries:
Advancing Our Knowledge of 
Benefit: Risk in Real Life 

R. van Vollenhoven, Sweden
18:00-18:20
Maintaining Patient Function in RA:
How Much Can We Get Back? 

J. Smolen, Austria
18:20-18:40
Are We Measuring the Real Value of
Biologics? Patient Productivity: A New
Level of Treatment Outcome

P. Emery, United Kingdom
18:40-19:00
Panel Discussion 

All Faculty

17:30-19:00 Room 211
Wyeth Pharmaceuticals

A Decade of Treatment Innovation in
Rheumatic Diseases: Insights of TNFa
Therapy

Chairmen: T. Kvien, Norway
and E. Martin Mola, Spain

17:30-17:40
Welcome and Introduction 

T. K. Kvien, Norway
and E. Martin Mola, Spain

17:40-18:00
10 Years of Clinical Use of Biologics:
Highlights of Clinical Research

X. Mariette, France
18:00-18:30
Impact Beyond Joints: Cardiovascular
and Other Outcomes 

T. Kvien, Norway
18:30-18:50
Management Strategies for the 
Next Decade

F. Breedveld, Netherlands

18:50-19:00
Close 

T. K. Kvien, Norway
and E. Martin Mola, Spain

17:30-19:00 Room 112
Pfizer

The Arthritis Patient: Management, Imaging,
and Coronary Microvascular Dysfunction

Chairman: P. Emery, United Kingdom
17:30-17:35
Welcome and Introduction 

P. Emery, United Kingdom
17:35-18:00
Present and Future Therapies of 
OA and RA

S. Gay, Switzerland
18:00-18:30
Which Agent, Which Patient?
Interactive Case Studies 

P. Emery, United Kingdom
18:30-18:55
Imaging Coronary Microvascular
Dysfunction in RA and Lupus Patients

P. Camici, United Kingdom
18:55-19:00
Question and Answer Session 

P. Emery, United Kingdom

17:30-19:00 Room 117
Bristol-Myers Squibb

A Novel Approach to RA Management.
What Does T-cell Modulation Offer?

Chairman: M. Dougados, France
17:30-17:40
Introduction 

Chair M. Dougados, France
17:40-18:00
Molecular Mechanisms of 
Disease in RA 

M. Crow, USA
18:00-18:30
Update on Clinical Efficacy and 
Safety of Abatacept 

R.Westhovens,Belgium
18:30-18:50
Rethinking Therapeutic 
Strategies in RA Patients Today 

M. Schiff, USA
18:50-19:00
Panel Discussion 

All Faculty
19:00
Close 

M. Dougados, France

17:30-19:00 Room 113/114
Merck Sharp & Dohme

The Clinical Challenge of Managing
Patients in Pain: Application of New Data
to Improve a Patient's Quality of Life

Chairman: A. Moore, United Kingdom
17:30-17:35
Chairman’s Welcome & Introduction 

A. Moore, United Kingdom
17:35-17:55
The Current State of Affairs:
Challenges Treating Patients with Pain

J. Zacher, Germany
17:55-18:15
Emerging Evidence for Analgesic
Efficacy & Safety 

B. Combe, France

Satellite Programme
Thursday, 14 June 2007

Continued on page 18
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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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● Molecular mechanisms of disease in RA
Prof. Mary Crow, USA

● Update on clinical efficacy and safety of abatacept
Prof. Rene Westhovens, Belgium

● Re-thinking therapeutic strategies for RA patients today
Prof. Michael Schiff, USA
Chair: Prof. Maxime Dougados, France

A novel approach 
to RA management.
What does T-cell
modulation offer?

14th June 2007, 17.30 – 19.00 Room 117

Sponsored symposium
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meet, exchange ideas, and develop
plans for future collaborative
research. Barcelona, with its har-
bour area, large promenades, and
numerous restaurants and bars,
provides an excellent background to
further international friendship and
collaboration in rheumatology.

Barcelona is an architecture
lovers’ dream: from medieval build-
ings to modernist structures
designed by Antoni Gaudí and
other famous architects. Local
attractions include El Barri Gotic
(Old Town Barcelona), the Picasso
Museum, and Montjuïc Mountain,
site of most of the facilities used for
the 1992 Summer Olympic Games.

Spain previously has hosted
important international rheumatol-
ogy meetings--amongst them the
1993 International League of
Associations for Rheumatology
Congress in Barcelona and the 1996
EULAR symposium in Madrid.

EULAR turned 60 years old this
year. To help us celebrate, please
join us for a special open-air
anniversary party at Parc Güell on
Friday evening, which will feature

food, drinks, and entertainment. In
commemoration of our anniversary,
each attendee will receive a special
lapel pin and a copy of the book
"History of EULAR," written and
edited by former EULAR president
Prof. Colin Barnes.

This is an exciting time for
rheumatology. Thanks to increasing
awareness of musculoskeletal and
rheumatic diseases as major health
problems, interest in the field con-
tinues to expand. We also have ben-
efitted from major advances in the
understanding of rheumatic diseases
and specific therapies that target
other genetic factors. We also have
better epidemiologic data, which
sets the stage for more focussed and
effective treatment strategies.

Enjoy the meeting! ■

Prof. Tore K. Kvien
President, EULAR

Dr. Josep Blanch i Rubió
President of the Local Organising
Committee
President, Spanish Society of
Rheumatology

17:30-19:00, Thursday, June 14, 2007
Room 112, Centre Convencions

International Barcelona

European League Against Rheumatism 
8th Annual European Congress of Rheumatology

June 13-16, 2007, Barcelona, Spain

Supported by

Chairs: Paul Emery (UK) and Anthony Woolf (UK)

Time Topic Speaker

17:30-17:40 Welcome and Introduction Paul Emery (UK)

17:40-18:10 Which Agent, Which Patient? Paul Emery (UK) 
Interactive Case Studies

18:10-18:30 Present and Future Therapies of OA and RA Steffen Gay (Switzerland) 

18:30-18:50 Imaging Coronary Microvascular Dysfunction Paolo Camici (UK) 
in RA and Lupus Patients 

18:50-19:00 Q&A and Summary Anthony Woolf (UK)

The Arthritis Patient: 
Management, Imaging and Coronary
Microvascular Dysfunction
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18:15-18:40
Incorporating New Data into Clinical 
Practice Benefit/Risk Assessment 
Strategies for the Patient

J. Pereira da Silva, Portugal
18:40-18:55
Questions and Answers Session 

All Faculty
18:55-19:00
Chairman's Concluding Remarks 

A. Moore, United Kingdom

17:30-19:00 Room 115/116
Novartis

Clinical Progress in Osteoporosis: 
Annual Bone Health Management

Chairmen: N. Guañabens, Spain
and D. Reid, United Kingdom

The Mechanism of Action in 
Bisphosphonates

J. Gasser,  Switzerland
Effect of Annual Bisphosphonate 
Therapy on Hip, Spine, and Non-spine
Fractures

S. Boonen, Belgium
Comparative Efficacy, Safety, and 
Compliance Analysis of Bisphosphonates

I. Reid, New Zealand

Satellite Programme
Continued from page 14

EULAR Marks 60 Years
Organising Committee from page 1
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Rheumatology News International 
is the leading independent medical news-

paper for over 12,700 rheumatologists in

Western Europe. Each quarterly issue 

features cutting-edge reports, clinical data

and commentary from major specialty-

specific meetings conducted in the EU and

USA. Stay abreast of evolving patient care

therapeutics in rheumatology with

Rheumatology News International.

Look for these features in each issue of

Rheumatology News International:

> News > Arthritis

> Opinions > Pediatric Rheumatology

> Osteoporosis > Lupus/CT Diseases

Circulated to rheumatologists in Western

Europe.

Dr. Daniel Lefebvre is a rheumatologist
in private practice who specializes in 
the care of
adults. He has a
general rheu-
m a t o l o g y
patient base in
his practice at
les Cliniques de
Sud-Luxum-
bough in Arlon,
Belgium. Dr.
Lefebvre told
E U L A R
Congress News
that he has
attended the EULAR Congress almost
every year.

Dr. Fulvia Rossi (left), is a rheumatolo-
gist who has a general adult rheumatology
practice in the rheumatology unit of the
Santa Maria Nuova Hospital, Reggio
Emilia Italy. 
Dr. Michele Colaci (center), is in his
fourth year of rheumatology training at
the University of Modena in Reggio
Emilia, Italy. 
Dr. Francesco Leonardis (right), is in
his third year of rheumatology training at
the University of Ferrarar, Florence.

Dr. Carlos Garcia Porrua (left), is a
rheumatologist in private practice in
Galicia, Spain
Dr. Fe M Rodriquez Nuñez (center), is
a rheumatologist with a general rheuma-
tology adult practice in  Galicia, Spain.
Dr. Nuñez attended  the 2007 EULAR
Congress in Ámsterdam
Dr. Victor Quevedo Vila (right), is a
rheumatologist in Galicia, Spain. Dr.
Vila’s said he has come to  the EULAR
Congress eager to hear the latest on the
relative effectiveness and safety of the
tumor necrosis factor inhibitors for RA
and lupus. He  also expressed interest in

learning how to improve
clinical management of
patients.

Dr. Malgarzata Mazur
is in her second year of
rheumatology training at the
University of Western
Australia, in Perth, Australia.
She has lived in Australia for
18 years. Although Dr.
Mazur has traveled a vast

distance to attend the EULAR
Congress in Barcelona, she will
take advantage of being in

Europe to visit her
family in Poland.
Dr. Mazur’s special
areas of expertise
are fibromyalgia
and inflammatory
arthritis

Ursula Engst-
H a s t r e i t e r r ,
Ph.D., is a psychologist who
practices with a group of
physical and ccupational

therapists in Bad Aibling,
Germany. Dr. Engst-
Hastreiterr’s area of spe-
cial interest in helping
patients with rheuma-
tologic diseases cope 
with pain. She attends
EULAR every year and
will be presentng a paper
in her area of interest
in an Allied Health
Professional Session on
Saturday: “Follow-up of a

Psychotheraphy: Program to Fear of
Progression (FOP) in Rheumatic
Diseases.” ■

Faces of EULAR 2007




