
Although there is no gold
standard, thorough clinical

assessment alone often pro-
vides a confident diagnosis for
knee osteoarthritis in the vast
majority of patients, according
to EULAR’s new diagnostic
recommendations to be pre-
sented Friday morning.

The recommendations,
which will be announced dur-
ing the abstract session on
“Osteoarthritis: Clinical Ad-
vances” at 10:45–11:15 in
Room C1, are especially help-
ful for primary care physi-
cians, giving them a firm
foundation of diagnostic cri-
teria, said Dr. Weiya Zhang,
the lead researcher presenting
EULAR’s recommendations.

The American College of
Rheumatology developed clas-
sification criteria in 1986 that
are often used in research set-
tings to classify the disease.
“The EULAR recommenda-

tions are different from the
ACR and other classification
criteria in at least two aspects,
Dr. Zhang said in an interview
with EULAR Congress News.

They are aimed at clinical
diagnosis, rather than classifi-
cation, and they are more gen-
eralisable because they were
based on a global, evidence-
based literature review and ex-
pert consensus across different
countries,” said Dr. Zhang,
associate professor of academ-
ic rheumatology at the Uni-
versity of Nottingham (Eng-
land). “We hope the EULAR
recommendations provide es-
sential elements to support
clinicians at different settings
[such as primary care] to di-
agnose and manage knee os-
teoarthritis.”

A multidisciplinary guide-
line development group,
cochaired by Prof. Michael

EULAR President Ferdinand C.
Breedveld presented awards to

outstanding rheumatologists during
the Opening Ceremonies. Other
highlights included the Royal
Danish ballet, the Tivoli Guard, the
Con Fusion choir, and hip hop.
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Friday/Saturday,
12/13 June at a Glance

Registration 07:45–19:15
Exhibition 09:30–17:15
Scientific Sessions 10:15–17:00

Friday, 12 June
10:15–11:45
Abstract Sessions:

Anti-TNF therapy in RA Hall A1
Novel therapeutic 
approaches for RA Hall A2
Spondyloarthritis: 
Other aspects Auditorium 1
SLE, Sjögren’s, and APS: 
Clinical aspects 
(other than treatment) Room C3
Nonbiologic treatment 
of RA Room C4
RA: Can we predict treatment
response? Auditorium 2
Psoriatic arthritis: From biology
to biologics in 2009 Hall A3
Presentation of abstracts select-
ed for the PReS Young Investi-
gators Award in basic and clini-
cal science 2009 Room B2

Osteoarthritis: Clinical 
advances Room C1
Osteoporosis Room C2
Depression, fatigue, 
and RA Room B1
Humoral immunity: New 
targets, new functions Room B4
Fibroblasts: Key cells in 
the pathogenesis of immune-
mediated inflammatory 
disease Room B5
Arthritis aetiology, pathogenesis,
and animal models Room B7

EULAR/PARE (People With
Arthritis/Rheumatism 
in Europe) Room B8

Meet the Standing Committee:
How to reach all people with
arthritis with the best possible
care Room B6

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

SLE Hall A1

Clinical Science:
Ten years of biologics in RA:
What is the long-term 
benefit for patients? Hall A2
The gut in rheumatic 
disease Auditorium 1
The holistic approach: Drug
treatment for the elderly 
arthritic patient Room C3
Ultrasonography across the
rheumatic diseases Hall A3

Challenges in Clinical Practice:
Complex issues in the manage-
ment of back pain Room C4

Outcomes Science:
Quality indicators and improving

Relatively young patients
with ankylosing spon-

dylitis and no classic car-
diovascular risk factors had
an elevated level of a blood
marker of early atheroscle-
rosis, adding to the evi-
dence that the disease
might cause endothelial
dysfunction.

This finding from data
to be presented Friday
morning does not com-
pletely explain the complex
relationship between anky-
losing spondylitis (AS) and
endothelial dysfunction.
The same study failed to
find evidence that a second
blood marker of early ath-
erosclerosis was elevated in
the same set of 48 AS pa-
tients, reported Dr. Ismail
Sari, a rheumatology re-
searcher at Bozyaka Social
Security Hospital in Izmir,
Turkey.

Dr. Sari and his associates
examined 36 men and 12
women with AS with an av-
erage age of 39 years, as
well as 27 men and 11
women with an average age
of 36 who served as healthy
controls. None of the sub-
jects had any classic risk fac-
tors for cardiovascular dis-
ease, and levels of risk
markers (such as serum
lipids, plasma glucose, and
body mass index) were sim-
ilar in the cases and controls.
The patients with AS had
significantly higher ery-
throcyte sedimentation rates
and levels of C-reactive pro-
tein, according to findings
Dr. Sari will present during
an abstract session “Spondy-
loarthritis: Other Aspects,”
to be presented Friday at
10:15–11:45 in Auditori-
um 1.

Blood Marker of Early
Atherosclerosis Seen in

AS Vascular Disease

10TH ANNUAL EUROPEAN CONGRESS OF RHEUMATOLOGY � 10-13 JUNE 2009 � BELLA CENTER COPENHAGEN 

Continued on page 12Continued on page 6 Continued on page 12

A troupe of lively hip hop dancers
reinterpreted beloved Danish fairy tales. 

President Ferdinand C. Breedveld stands with the winners of the Basic
Science Abstract Awards at Wednesday’s opening ceremonies.
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EULAR President Ferdinand C. Breedveld stands with the winners of the
Clinical Research Abstract Awards at Wednesday’s opening ceremonies.
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Elderly patients who experi-
ence a fragility fracture

should receive adequate osteo-
porosis treatment, despite the
fact that their subsequent mor-
tality risk almost always exceeds
the chance of a second fracture.

Discussing data he will pres-
ent on Friday in an abstract ses-
sion on osteoporosis to be held
at 10:15–11:45 in Room C2,
Dr. Jeffrey Curtis said that “the

risk for death varies substan-
tially by prefracture comorbid-
ity, in contrast to the risk for
second fracture, which varies
only slightly. 

“But despite that, the num-
ber of persons with a first hip,
clinical vertebral, or distal fore-
arm fracture needed to treat to
prevent a second fracture falls
within a range generally con-
sidered cost effective.”

Dr. Curtis of the University
of Alabama at Birmingham will
present the results of a large,
population-based study that in-
vestigated the risk of second
fracture or death among 23,000
elderly patients who had an in-
cident fracture of the hip, ver-
tebra, or distal forearm in 2000
or 2001. The investigators
based their research on data
from the U.S. Medicare database
from 2000 to 2006. All pa-
tients in the study were aged 65
years or older and were followed
for 5 years or until death.

The investigators calculated
the cumulative incidence of a
second, new clinical fracture at
any site, compared with death,
in the 5 years following the in-
cident fracture. Individuals who
had a second fracture and then
died were counted only in the
second fracture group. They
then stratified the risk of second
fracture vs. death by age, sex,
race, and medical comorbidi-
ties. Finally, “assuming 30%
efficacy of an osteoporosis med-
ication to prevent a second frac-
ture, we calculated the number
of individuals needed to treat to
prevent a subsequent fracture,”
Dr. Curtis said in an interview
with EULAR Congress News.

The risk of a second fracture
varied significantly according to
demographics. It was highest in
women aged 85 and older who
had an incident distal forearm
fracture (32%), and was lowest in
men aged 65-74 years who had
a distal forearm fracture (7%). 

The risk of mortality within 5
years of an incident fracture was
higher in almost every group
than was the risk of a second frac-
ture. The median risk ratio of
death to second fracture was 1.7. 

The researchers also estimat-
ed the 5-year risk of death
among patients with fracture
with various comorbidities
(such as heart attack, heart fail-
ure, chronic kidney disease, di-
abetes, and dementia). The
presence of comorbidity did not
result in major changes in the
risk of a second fracture because
it usually was offset by corre-
spondingly large, or larger, in-
creases in the risk of death. For
example, among the youngest
patients (those aged 65-74
years), the presence of diabetes,
compared with nondiabetes, in-
creased the rate of death from
37% to 52%, whereas the rate
of subsequent fracture remained
at 16%. In this age group, the
presence of dementia, compared

with no dementia, increased
the rate of death from 39% to
66%, but increased the rate of
subsequent fracture only from
16% to 19%.

Across all demographic
groups, the number needed to
treat (NNT) for 5 years to pre-
vent one additional subsequent
fragility fracture ranged from
10 (for the oldest white pa-
tients with a distal forearm frac-
ture) to 45 (for the youngest
men with a distal forearm frac-
ture). “These NNT numbers
are within the range in most os-
teoporosis clinical trials, Dr.
Curtis said. “Also, the risk for
second fracture almost always
exceeded the treatment thresh-
olds recommended by the
[U.S.-based] National Osteo-
porosis Foundation.”

The study was partially spon-
sored by Amgen Inc. None of
the authors indicated a poten-
tial conflict of interest with the
company. ■

Abstract
Session

Osteoporosis
Friday, 10:15–11:45

Room C2
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Rome 2010: 
We Look Forward to Seeing You 

Please mark your calendars
now and join us in Rome

for the EULAR Congress
2010 from 16 to 19 June.
The Congress will be held in
the ultramodern venue of the
Nuova Fiera di Roma. The al-
lure of this ancient and
charming city is only part of
what awaits you at EULAR
2010. The best in rheumatol-
ogy research is reported at the
EULAR Congress every year,
and 2010 will continue that
tradition. The specialty of
rheumatology and people with rheumatic disorders are bene-
fiting from the results of long-awaited research. Please join us
in Rome to share in this exciting time for rheumatology.

Make a wish and toss a
coin in Trevi Fountain. 
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Dear Participants and Dear Friends,
Let me extend a warm welcome to all of
you who are attending this year’s 
EULAR Congress in Copenhagen. 

Our Congress programme committee,
including scientists, clinicians, health
professionals, and patient representa-
tives, has again developed a most inter-
esting official scientific programme. Be-
ginning in 2009, the EULAR Congress
will be held jointly with the Paediatric
Rheumatology European Society (PReS)
every other year, and aspects of muscu-
loskeletal disease in children and ado-
lescents will have a broader coverage.

EULAR 2009 includes an impressive
151 sessions covering a wide range of
topics, including an extended track of
basic and translational science. More
than 450 invited speakers and session
chairs will be involved in the 151 ses-
sions, and some 300 individuals will be
presenting abstracts as part of these ses-
sions. Another 1,750 abstracts have been
selected for presentation and discussion
during the official poster sessions, sched-
uled from Thursday through Saturday.
Please don’t miss these sessions as an op-
portunity to gain insights and talk to in-
vestigators about their research. 

EULAR will be hosting three booths
this year. EULAR booth No. 11A is in

the main exhibition hall,
and EULAR booths dedi-
cated to people with arthri-
tis/rheumatism (NP 19)
and allied health profes-
sionals (NP 18) are in Hall
C5. Please find a moment
to visit them for more in-
formation on what we do,
or just for a chat.

Great Innovations
For the EULAR Executive
Committee and the Secre-
tariat, the last 12 months
were marked by our Strate-
gic Objectives 2012, devel-
oped in 2007 under the
leadership of President Breedveld. Our
eight objectives have provided guidance
for our efforts toward implementing our
vision of “Mobilizing the Planet.” When
perusing the Congress programme or
reading EULAR Congress News, you will
encounter many fruits of these activities:
new recommendations, educational ses-
sions, or networking efforts. Two major
new “products” deserve special mention
here as they have gathered much of our
attention during the past year.

First, as part of our scientific and clin-
ical activities, EULAR has designed and

promoted a research Orphan Disease
Programme (ODP) focusing on systemic
sclerosis. EULAR is providing some 3
million euros for funding innovative
projects in this field over the next 4
years. Interest in these research grants
among the European-based scientific
community was vivid: In all, 15 project
proposals were submitted by April’s
deadline, and these are now in peer re-
view. Final funding decisions will be
taken in September by a Special Grants
Advisory Council and the EULAR Ex-
ecutive Committee. For us, the ODP

programme marks a special
era in EULAR’s history, as
we are actively shaping the
research agenda in a field of
rheumatology that is cur-
rently less prioritized but
deserves our attention.

Second, we have success-
fully completed our first 2-
year online course on rheu-
matic diseases, with 123
students passing the final ex-
amination in May this year.
Simultaneously, EULAR has
completed a major publishing
effort by developing and pro-
ducing the “EULAR Com-
pendium.” This major work

on rheumatology is based on the contents
of the online course and covers over 300
hours of up-to-date education in one vol-
ume. Developing this book in parallel to
the online course required a great addi-
tional effort from the editors, the numer-
ous authors, the EULAR Secretariat, and
our publisher. Take a look at the results
of these efforts at the EULAR and BMJ
booths, where you can peruse copies of the
compendium and also place your orders
at a special price of EUR 125. 

Heinz Marchesi
Executive Director of EULAR 

Letter From the EULAR Secretariat

EULAR Secretariat staff: (seated) Ernst Isler, Congress
Manager; Anja Schoenbaechler, Executive Assistant; Caroline
Pasche, Education Programme Coordinator; Heinz Marchesi,
Executive Director; (standing) Birte Gluesing, PARE Project
Manager, Florian Klett, PARE Project Coordinator. Not
pictured: Marie-Louise Huwiler, Finance Coordinator.
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Treating Osteoporosis in the Elderly Is Cost Effective

p02_3 fri_sat09.qxd  6/11/2009  6:47 AM  Page 2



p02_3 fri_sat09.qxd  6/4/2009  4:15 PM  Page 3



4 eular Congress News F R I D AY / S AT U R D AY  E D I T I O N

EULAR President Ferdinand Breedveld
presented Young Investigator Awards to
this year’s three winners during Wednes-

day’s opening ceremonies. The award is given
in recognition of contributions to the entire
field of rheumatology through translational
and clinical research, teaching, and publishing.
The accomplishments of this year’s winners are
too long and varied to describe adequately, but
here is a sampling of the accomplishments that
garnered each young investigator this EUR
5,000 prize:
� Tineke Cantaert, Ph.D., of the division of
clinical immunology and rheumatology at the Acad-
emic Medical Centre of the University of Amsterdam
is recognised for her research on the loss of immune
tolerance against citrullinated proteins. In her appli-
cation, Dr. Cantaert postulated that understanding the

mechanisms underlying disturbed humoral home-
ostasis in RA patients may make it possible to refine
B-cell directed therapy.
� Vincent Goeb, M.D., Ph.D., of the Academic Sec-
tion of Musculoskeletal Diseases at the Leeds (England)

Teaching Hospitals NHS Trust has received
the Young Investigator Award in recognition
of his research findings describing the role of
citrullination in the immunologic tolerance
breakdown observed in patients with rheuma-
toid arthritis. 
� Espen A. Haavardsholm, M.D., Ph.D.,
of the department of rheumatology at Di-
akonhjemmet Hospital in Oslo has received
the Young Investigator Award in recognition
of his research on the use of MRI in the as-
sessment of people with rheumatoid arthri-
tis. In his research, he found that MRI plus

sonography are better than conventional tools for
monitoring response to anti-TNF treatment. 

Other research findings include that bone marrow
oedema on MRI predicts progression of erosion in
rheumatoid arthritis. ■

EULAR Proudly Presents the Three Winners of the
2009 Young Investigator Awards

Five friends of the
European League

Against Rheumatism
and members of the
EULAR Executive
Committee were rec-
ognized as Honorary
Members during
Wednesday’s opening
ceremonies. All have
given generously of
their talent and time
in service to EULAR, and for
that we honor them. This year’s
Honorary Members of EULAR
are the following:
� Ms. Sandra Canadelo, Por-

tugal, is completing her 4 years
as Chair of the EULAR Stand-
ing Committee of People with
Arthritis/Rheumatism in Eu-
rope (PARE) this year.

� Mr. Peter Oesch, Switzer-
land, has been Vice President of
Allied Health Professionals for
the past 4 years and ends his
term this year.

� Mr. Maarten de Wit, the
Netherlands, is completing
his 4th and final year as Vice
President of National Member
Organisations of People with

Arthritis/Rheuma-
tism in Europe
(PARE). 
� Prof. Alan Silman,
United Kingdom, has
been Chair of the
Standing Committee
on Epidemiology and
Health Care Services
for the past 4 years,
and ends his term this
year.

� Prof. Lars Klareskog, Swe-
den, is finishing his 4-year term
as past Chair of the Standing
Committee on Investigative
Rheumatology. ■

EULAR Welcomes Five Honorary Members

MS. SANDRA CANADELO MR. PETER OESCH MR. MAARTEN DE WIT PROF. ALAN SILMAN PROF. LARS KLARESKOG

Prof. Anne-Marie
Prieur and Prof. Leo

van de Putte each re-
ceived a Meritorious
Service Award from EU-
LAR President Ferdi-
nand Breedveld on
Wednesday night as
part of the Opening
Ceremonies of the 2009
Congress. 

Prof. Prieur, profes-
sor of paediatrics at the
Hôpital Necker–Enfants Malades, Paris, where
she serves on the National Reference Center for
Juvenile Arthritis, has been hailed as a “driv-
ing force in paediatric rheumatology” in Europe
for many years. Prof. Prieur was active in the
formation of PReS (Paediatric Rheumatology
European Society) and has been an advisory
board member to PRINTO (Paediatric
Rheumatology International Trials Organisa-
tion) since its formation. In addition, Prof.
Prieur chaired the EULAR Standing Commit-

tee on Paediatric
Rheumatology from
1995 to 1999.

Prof. van de
Putte, Emeritus
Professor of Medi-
cine and Rheuma-
tology at the Rad-
boud University
Medical Centre, Ni-
jmegen, the Nether-
lands, served at
President of EU-

LAR from 1995 to 1997. In addition, he served
as Editor-in-Chief of the Annals of Rheumatic
Diseases from 1999 to 2008. Prof. van de Putte
is justly credited with expanding the clinical and
scientific activities undertaken by researchers at
Nijmegen during his chairmanship of the de-
partment of rheumatology there. His wide range
of interests has produced many developments,
among which are models of rheumatoid arthri-
tis and osteoarthritis; the DAS and Sharp/van der
Heijde scores; and an anti-CCP test. ■

EULAR Recognises Two Loyal Friends for
Their Meritorious Service

PROF. ANNE-MARIE
PRIEUR 

PROF. LEO VAN 
DE PUTTE 

TINEKE CANTAERT, 
PH.D.

VINCENT GOEB, M.D.,
PH.D.

ESPEN A. HAAVARDSHOLM,
M.D., PH.D.

EULAR to Offer Online Course on
Rheumatic Diseases

On 14 September 2009, EU-
LAR will launch its fourth

online course on rheumatic dis-
eases. The course, consisting of
42 modules, runs over 2 years
and covers all aspects of rheuma-
tology. Register now online!

The EULAR Online Course
on Rheumatic Diseases
(www.eular-onlinecourse.org) is
an electronic form of continu-
ing medical education in
rheumatology. 

The course is managed by the
Scientific Course Committee,
which is responsible for con-
trolling the structure and con-
tent of the course and for en-
suring regular quality control
and promotion.

The course covers the whole of
rheumatology and consists of
42 illustrated modules dedicat-
ed to a specific topic. Each mod-

ule corresponds to approximate-
ly 8 hours’ work for the student,
totalling about 336 hours of ed-
ucational training. (Accredita-
tion for CME points is ongoing.)
Topics cover close to 50 areas of
rheumatic diseases, will change
biweekly, and will be taught by
renowned faculty members.

Knowledge and skills are tar-
geted to a level of knowledge
appropriate for the final years of
training of a rheumatologist.
The online course was devel-
oped with a substantial grant
from EULAR, so that the entire
course can be offered at EUR
400 per participant. EULAR
will offer participants from
countries with a per capita
gross domestic product of less
than US $10,000 a reduced
registration fee of EUR 150 for
the entire course. ■

p01_4_6_12_fri_sat09.qxd  6/11/2009  6:58 AM  Page 4



Provide your patients with a unique combination 
of rapid onset of action and efficacy that improves 

over time.1 Learn more at Booth C2-3.

Reference: 1. RoACTEMRA Summary of Product Characteristics. F. Hoffmann-La Roche Ltd, 2009.

RoACTEMRA (TOCILIZUMAB) product information
Therapeutic indications: RoACTEMRA, in combination with methotrexate (MTX), is indicated for the treatment of moderate to severe active rheumatoid
arthritis (RA) in adult patients who have either responded inadequately to, or who were intolerant to, previous therapy with one or more disease-modifying
anti-rheumatic drugs (DMARDs) or tumour necrosis factor (TNF) antagonists. In these patients, RoACTEMRA can be given as monotherapy in case of
intolerance to MTX or where continued treatment with MTX is inappropriate. Dosage and administration*: The treatment should be initiated by medical
specialists with experience in rheumatoid arthritis. The patient should receive a patient identification card.The recommended dose is 8 mg/kg body weight,
but at least 480 mg once every 4th week. Elderly patients: Dose adjustment is not necessary in patients 65 years of age and older. Children: This drug
should not be administered to children under 18 years of age, because adequate documentation in this age group is not available. Impairment of kidney
and/or liver functions: Dose adjustment is not necessary in patients with slight renal failure. RoACTEMRA has not been investigated in patients with
impaired liver functions or moderate to severe kidney failure.The kidney functions should be monitored closely in these patients.After dilution, RoACTEMRA
should be given in one intravenous infusion for the duration of one hour. Dilute RoACTEMRA to a 100 ml solution of water for injection containing 0.9 %
(9 mg/ml) sterile, pyrogen-free sodium chloride, employing an aseptic method. Contraindications: Hypersensitivity to the active substance or to any of
the excipients. Active, severe infections. Special warnings and precautions: Infections: RoACTEMRA treatment should not be initiated in patients with
active infections. Administration of RoACTEMRA should be interrupted if a patient develops a serious infection until the infection is controlled. Healthcare
professionals should exercise caution when considering the use of RoACTEMRA in patients with a history of recurring or chronic infections or with
underlying conditions (eg, diverticulitis, diabetes) which may predispose patients to infections. Vigilance for the timely detection of serious infection is
recommended for patients receiving biological treatments for moderate to severe RA as signs and symptoms of acute inflammation may be lessened,
associated with suppression of the acute phase reaction. The effects of RoACTEMRA on C-reactive protein (CRP), neutrophils and signs and symptoms of
infection should be considered when evaluating a patient for a potential infection. Patients should be instructed to contact their healthcare professional
immediately when any symptoms suggesting infection appear, in order to assure rapid evaluation and appropriate treatment. Tuberculosis: As
recommended for other biological treatments in RA, patients should be screened for latent tuberculosis (TB) infection prior to starting RoACTEMRA therapy.
Patients with latent TB should be treated with standard anti-mycobacterial therapy before initiating RoACTEMRA. Complications of diverticulitis: Events of
diverticular perforations as complications of diverticulitis have been reported uncommonly with RoACTEMRA. RoACTEMRA should be used with caution in
patients with previous history of intestinal ulceration or diverticulitis. Patients presenting with symptoms potentially indicative of complicated diverticulitis,
such as abdominal pain, haemorrhage and/or unexplained change in bowel habits with fever should be evaluated promptly for early identification of
diverticulitis which can be associated with gastrointestinal perforation. Hypersensitivity reactions: Serious hypersensitivity reactions have been reported in
association with infusion of RoACTEMRA in approximately 0.3% of patients. Appropriate treatment should be available for immediate use in the event of
an anaphylactic reaction during administration of RoACTEMRA. Active hepatic disease and hepatic impairment: Treatment with RoACTEMRA, particularly
when administered concomitantly with MTX, may be associated with elevations in hepatic transaminases. Therefore, caution should be exercised when
considering treatment of patients with active hepatic disease or hepatic impairment, as the safety of RoACTEMRA in these patients has not been adequately
studied. Hepatic transaminase elevations: In clinical trials, transient or intermittent mild and moderate elevations of hepatic transaminases have been
reported commonly with RoACTEMRA treatment, without progression to hepatic injury. An increased frequency of these elevations was observed when
potentially hepatotoxic drugs (eg, MTX) were used in combination with RoACTEMRA. Caution should be exercised when considering initiation of
RoACTEMRA treatment in patients with elevated alanine aminotransferase (ALT) or aspartate aminotransferase (AST) >1.5 x upper limit of normal (ULN).
In patients with baseline ALT or AST >5 x ULN, treatment is not recommended. ALT and AST levels should be monitored every 4 to 8 weeks for the first
6 months of treatment followed by every 12 weeks thereafter. For ALT or AST elevations >3-5 x ULN, confirmed by repeat testing, RoACTEMRA treatment
should be interrupted. Once the patient’s hepatic transaminases are below 3 x ULN, treatment with RoACTEMRA may recommence at 4 or 8 mg/kg.
Haematological abnormalities: Decreases in neutrophil and platelet counts have occurred following treatment with RoACTEMRA 8 mg/kg in combination
with MTX.There may be an increased risk of neutropaenia in patients who have previously been treated with a TNF antagonist. Caution should be exercised
when considering initiation of RoACTEMRA treatment in patients with a low neutrophil or platelet count (ie, absolute neutrophil count (ANC) <2 x 109/L or
platelet count below 100 x 103/μL). In patients with an ANC <0.5 x 109/L or a platelet count <50 x 103/μL treatment is not recommended. Neutrophils
and platelets should be monitored 4 to 8 weeks after start of therapy and thereafter according to standard clinical practice. Lipid parameters: Elevations

in lipid parameters including total cholesterol, low-density lipoprotein (LDL), high-density lipoprotein (HDL) and triglycerides were observed in patients
treated with RoACTEMRA. In the majority of patients, there was no increase in atherogenic indices, and elevations in total cholesterol responded to
treatment with lipid lowering agents.Assessment of lipid parameters should be performed 4 to 8 weeks following initiation of RoACTEMRA therapy. Patients
should be managed according to local clinical guidelines for management of hyperlipidaemia. Neurological disorders: Physicians should be vigilant for
symptoms potentially indicative of new-onset central demyelinating disorders. The potential for central demyelination with RoACTEMRA is currently
unknown. Malignancy: The risk of malignancy is increased in patients with RA. Immunomodulatory medicinal products may increase the risk of malignancy.
Vaccinations: Live and live attenuated vaccines should not be given concurrently with RoACTEMRA as clinical safety has not been established.
Cardiovascular risk: RA patients have an increased risk for cardiovascular disorders and should have risk factors (eg, hypertension, hyperlipidaemia)
managed as part of usual standard of care. Combination with TNF antagonists: There is no experience with the use of RoACTEMRA with TNF antagonists
or other biological treatments for RA. RoACTEMRA is not recommended for use with other biological agents. Sodium: This medicinal product contains 
1.17 mmol (or 26.55 mg) sodium per maximum dose of 1200 mg. To be taken into consideration by patients on a controlled sodium diet. Doses below
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the use of RoACTEMRA in pregnant women. A study in animals has shown an increased risk of spontaneous abortion/embryo-foetal death at a high dose.
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milk. The excretion of RoACTEMRA in milk has not been studied in animals. A decision on whether to continue/discontinue breast-feeding or to
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individually adjusted and which are metabolized via CYP450 3A4, 1A2, 2C9 or 2C19 (for example, atorvastatin, calcium channel blockers, theophylline,
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Packings and prices per March 23, 2009: ATC (Anatomical Therapeutic Chemical) code: L04AC07.

Please refer also to www.medicinpriser.dk

*This section is abridged with relation to the Summary of Product Characteristics approved by the Danish Medicines Agency.
The Summary of Product Characteristics may be acquired at the booth.

Copyright © 2009 by F. Hoffmann-La Roche Ltd and Chugai Pharmaceutical Co. Ltd. All rights reserved.

Medicinal product Product 
no.

Packing Consumer price Pharmacy purchase price

RoACTEMRA 80 mg/4 ml 170062 4 ml DKK 1,564.25 DKK 1,141.91

RoACTEMRA 200 mg/10 ml 170085 10 ml DKK 3,855.05 DKK 2,834.10

RoACTEMRA 400 mg/20 ml 170107 20 ml DKK 7,652.25 DKK 5,639.05

p05 fri_sat09.qxd  6/4/2009  4:23 PM  Page 5



6 eular Congress News F R I D AY / S AT U R D AY  E D I T I O N

health care in rheumatology:
Is this our future? Auditorium 2

PReS:
The treatment of resistant 
inflammatory disease: The next
steps Room B2

Basic and Translational Science:
Pathobiology of 
scleroderma Room C1
Genetic variation and 
human traits Room C2
The emerging landscape of epige-
netics in rheumatic disease

Room B7

Joint Clinical/AHP/PARE:
Do self-management approaches
work for pain? Room B1

Allied Health Professionals:
Can the IFC (International Classifi-
cation of Functioning, Disability,
and Health) be of help in muscu-
loskeletal conditions? Room B6

Fellows in Training:
“Participation in clinical trials” ex-
plained Room B3

Meet the Standing Committee:
Vaccination, cerebral lupus, myosi-
tis, scleroderma, and ... work in
progress from your Clinical Affairs
Standing Committee Room B4
Clinical decision making Room B8

Practical Skills:
Crystals 2 Room B5

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

Spondyloarthritis Hall A1

Clinical Science:
Understanding hand osteoarthritis

Hall A2
RA: Can we do it better?

Auditorium 1
Optimising use of glucocorticoids in
rheumatic diseases Room C3
EULAR/ESSR (European Society 
of Skeletal Radiology): Imaging for

the bewildered Hall A3

Challenges in Clinical Practice:
Sports injuries Room C4

Outcomes Science: 
Who’s paying and how much: Issues
in health economics Auditorium 2

PReS:
New developments in immunology
translated into therapeutic options
for human autoimmunity Room B2

Basic and Translational Science:
Biology of relapse and remission in
SLE Room C1
Genetics update Room C2
microRNAs in innate and adaptive
immunity Room B7

Joint Clinical/AHP/PARE:
Promoting lifestyle changes to re-
duce the risk of cardiovascular 
incidents Room B1

Fellows in Training:
What imaging tool to use? Room B3

Practical Skills:
Clinical assessment of patients with
systemic sclerosis 2 Room B4
Ultrasonography 
advanced session 2 Room B5

PARE:
Rare but not less severe: The chal-
lenge to care for people with
rare rheumatic diseases Room B8

Saturday, 13 June
Registration 8:30–15:30
Exhibition 9:30–14:00
Scientific Sessions 8:45–14:45

08:45–10:15
State of the Art/Best Practice: 

Osteoporosis in rheumatic diseases
Hall A1

Clinical Science:
Imaging in ankylosing spondylitis 

Hall A2
The foot and ankle in rheumatic
diseases Auditorium 1

Management of painful muscu-
loskeletal conditions Room C3
Gout: Could we do better? Hall A3

Challenges in Clinical Practice:
“Too much and too little”: Clinical
challenges in paediatric 
rheumatology Room C4

Outcomes Science:
Internet and patient data collection

Auditorium 2

PReS:
“No place for steroids”: Novel ther-
apeutic targets in systemic JIA 

Room B2

Basic and Translational Science:
New insights into brain function in
rheumatic disease Room C1
The dynamics of macrophage lineage
populations in inflammatory and
autoimmune diseases Room C2
Immunological aspects of 
chronic inflammation Room B1
Immune response to cell injury 

Room B7
Allied Health Professionals:

How to improve the methodological
standard in clinical trials of
nonpharmacological treatment 

Room B6

Fellows in Training:
“Genomic and biomarker approach
to diagnosis” explained Room B3

Practical Skills:
Ultrasonography basic session 2 

Room B5

10:15–11:45
PARE Workshop:

Patients in teaching: Being a part
of the change (Part 1) Room B8

12:00–13:30
State of the Art/Best Practice: 

The management of IL-1–mediated
diseases Hall A1

Clinical Science:
Therapy of AS: What is the benefit

for the patients? Hall A2
Management of painful vertebral
fracture Room C3
Perturbations of intracellular signal
transduction pathways in autoimmu-
nity: Prospects for therapy Hall A3

Basic and Translational Science:
Pain in the brain: New horizons for
rheumatic disease? Auditorium 1
The impact of aging on immunity

Room C1
Matrix proteins in cartilage and
bone Room C2
Dysregulation of complement 
activation Room B7

Challenges in Clinical Practice:
Infection and immunosuppressive
therapy Room C4

Outcomes Science:
Biomarkers in inflammatory joint dis-
eases: Are they useful?

Auditorium 2
PReS:

Vasculitis: Clinical update and
treatment Room B2

Allied Health Professionals:
Patient-centred research designs:
How to include the patients?

Room B6

Fellows in Training:
“Management of paediatric rheuma-
tology” explained Room B3

Practical Skills:
MRI advanced session 2 Room B4

PARE Workshop:
Patients in teaching: Being a part
of the change (Part 2) Room B8

13:45–14:45
Highlight Sessions:

Basic/translational/clinical high-
lights Hall A2
Allied health professionals high-
lights Room B6
PARE highlights Room B8

Friday/Saturday at a Glance Continued from page 1

Anti–tumour necrosis factor thera-
py failed to cut the risk of extra-
articular manifestations of

rheumatoid arthritis in a case-control
study with more than 25,000 patients.

Although anti- TNF therapy has been
linked with a reduced risk for vasculi-
tis in patients with rheumatoid arthri-
tis, RA patients treated with anti-TNF
agents appeared to have an increased risk
for developing interstitial lung disease,
judging from findings to be presented
Friday by Dr. Carl Turesson.

The disparate effect of anti-TNF drugs
on the incidence of vasculitis and inter-
stitial lung disease in RA patients may
result from TNF inhibitors’ distinct bi-
ologic effects on different organ mani-
festations of RA, suggested Dr. Turesson.

The findings were also surprising.
“We expected a decrease in vasculitis
and other severe extra-articular mani-
festations” based on prior findings in
smaller studies and on animal studies,
said Dr. Turesson, a rheumatology re-
searcher at Malmö (Sweden) University
Hospital who spoke in an interview
with EULAR Congress News.

“I am not sure there is a need for ma-
jor changes [in RA treatment] based on
the findings,” he added. “I think many
rheumatologists are already hesitant
about using TNF inhibitors in patients
with RA-associated lung disease. Severe
extra-articular RA is a relatively infre-
quent finding, but it is useful to physi-
cians to have some idea of what serious
disease complications may occur among
patients treated with TNF inhibitors.”

The study included 67,208 patients
with RA enrolled in the Swedish na-
tional registry of hospital admissions,
outpatient visits, and early RA diagno-
sis in 1998-2005. The registry includ-
ed 5,299 patients identified as receiving
treatment with an anti-TNF drug based
on their listing in the Swedish Biolog-
ics Register. Each of these patients was
matched with four RA patients who
were not treated with an anti-TNF drug
and who were selected at random from
the registries, a total of 21,084 control
RA patients.

The study analyzed the incidence of
any severe extra-articular manifestations,
including vasculitis, interstitial lung

disease, or serositis. Patients with a se-
vere manifestation at baseline were ex-
cluded from the analysis.

The study identified a total of 122 pa-
tients with severe extra-articular mani-
festations, including 51 cases of inter-
stitial lung disease, 48 cases of vasculitis,
and 26 cases of serositis. (The total
number of cases was 125 because some
patients had more than one manifesta-
tion.) Comparing patients treated with
an anti-TNF drug to the matched con-
trols showed that overall anti-TNF
treatment had no significant impact on
the rate of severe extra-articular mani-
festations. The overall incidence was
0.21 cases per 100 patient-years.

Patients on an anti-TNF regimen had
an 82% reduced relative incidence of vas-
culitis, compared with patients on other
treatments, a statistically significant dif-
ference. Anti-TNF treatment also was
linked with a similar (84%) relative drop
in the rate of serositis, although this link
was not statistically significant. But pa-
tients on an anti-TNF drug also had a
2.56-fold relative increased risk for de-
veloping interstitial lung disease that

was statistically significant. The analysis
also showed that patients on anti-TNF
treatment who developed a severe extra-
articular manifestation were older, with
an average age of 64 years, compared
with an average age of 58 years among
those who had a manifestation without
anti-TNF treatment. 

Patients with a severe manifestation on
an anti-TNF drug were also more like-
ly to have a shorter disease duration and
a higher level of disability at baseline.

“I do not think that the study was suf-
ficiently powered to definitely disprove
that there is an increased risk of severe
extra-articular RA overall [with anti-
TNF treatment], but based on the re-
sults, it is unlikely that there is a major
increase,” Dr. Turesson said. ■

Clinical Science
10 Years of Biologics in

RA: What Is the Long-Term
Benefit for Patients? 

Friday, 13:30–15:00 
Hall A2

Extra-Articular RA Unchanged by TNF Inhibition
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Amodified-release formulation of
prednisone reduced morning stiff-
ness duration in rheumatoid arthri-

tis, according to data to be presented Fri-
day by Prof. Frank Buttgereit.

Taken at bedtime, the new formula-
tion is released about 4 hours after in-
gestion, with the goal of adapting glu-
cocorticoid drug release to the circadian
rhythms of endogenous cortisol and
symptoms of the disease, both of which
have their peaks during the early morn-
ing hours. It has been theorized that
morning glucocorticoid dosing inade-
quately controls the circadian rhythm of
RA symptoms, Prof. Buttgereit of Char-
ité Medical University of Berlin told
EULAR Congress News in an interview.

“The timing of systemic glucocorti-
coid therapy may be important with re-
spect to the natural secretion of en-
dogenous glucocorticoids as well as the
control of symptoms.”

Findings from early research done by
Prof. Buttgereit and his associates in-
volved a 3-month randomised controlled

trial of 288 patients with active rheuma-
toid arthritis that was published last
year in Lancet (2008;371:205-14).

The data come from a new 9-month
follow-on open-label trial of the same
group, during which all patients took
the modified-release formulation. 

The patients’ mean age was 55 years;
their mean duration of disease was 10
years. Patients who were randomised to
the active group took a placebo tablet in
the morning and the study drug in the
evening. The comparator group took
immediate-release prednisone in the
morning and placebo in the evening.
The prednisone dose was individually
titrated (range, 3-10 mg/day).

The mean relative reduction of morn-
ing stiffness duration was significantly
higher in the modified-release group
than in the immediate-release group
(23% vs. 0.4%). Patients taking the
modified-release drug experienced a sig-
nificantly greater decrease in the dura-
tion of morning joint stiffness than did
those taking the immediate-release

tablet (44 fewer minutes vs. 23 fewer
minutes of morning stiffness). 

Median levels of interleukin-6 were
also reduced in the modified-release
group compared with the immediate-re-
lease group (29% vs. 0%).

Adverse events led to premature dis-
continuation of the study drugs in 8%
of patients in the modified-release group
and 7% of those in the immediate-re-
lease group. The frequency of serious ad-
verse events was low and similar in
both groups (3% vs. 2%).

During the abstract session on nonbi-
ologic treatment of RA to be held in
Room C4 at 10:15–11:45 on Friday,
Prof. Buttgereit will report the com-
bined results of the randomized and
open-label trials. 

In both groups, morning stiffness du-
ration remained similarly low over the
entire study duration. At 12 months, the
reduction was somewhat greater in the
group that had taken the modified-re-
lease formulation during both trials
(55%) than among those who took the

immediate release during the first trial
and the modified-release during the fol-
low-on study (45%). The incidence of
adverse events remained low throughout
the open-label study, he said.

Among his expected conclusions is
that “bedtime administration of pred-
nisone via the new modified-release
tablet provides significantly greater ef-
ficacy for at least 12 months over con-
ventional immediate-release prednisone,
due to prednisone release which occurs
prior to the circadian flare-up of IL-6
synthesis and inflammatory activity.”

The study was sponsored by Merck
Pharma GmbH and Nitec Pharma AG.
Prof. Buttgereit and some of the coauthors
said they had received consulting and
grant funding from the companies. ■

Abstract Session
Nonbiologic Treatment 

of RA 
Friday, 10:15–11:45 

Room C4

Bedtime Prednisone Eased Stiffness in RA

The rate of cervical human
papillomavirus infection

among women with systemic
lupus erythematosus increased
from 13% to 26% after 3 years,
judging from results from a
novel study.

Moreover, patients were twice
as likely to acquire high-risk
HPV infection than low-risk
HPV infection.

“Information about the natu-
ral history of HPV infection in
SLE is lacking,” lead investiga-
tor Dr. Lai-Shan Tam said in an
interview with EULAR Con-
gress News. “Whether immuno-
suppression related to SLE itself
and/or the use of immunosup-
pressants would result in an in-
creased incidence and risk of
persistent HPV infection has
never been studied.”

For a study scheduled to be
presented during an abstract
session on Friday at
10:15–11:45 in Room C3, Dr.
Tam and her associates evaluat-
ed 144 women with SLE at 6-
month intervals for up to 3
years. During each visit, a Pap
test, a test for HPV DNA, and
a clinical assessment were per-
formed in an effort to ascertain
the incidence, clearance, and
persistence of HPV infection.
The mean age of the patients
was 41 years, and the median
duration of follow-up was 31
months.

The cumulative prevalence of
HPV infection increased from
13% at baseline to 26% after 3
years, and 19% of patients ex-
perienced a total of 69 incident
infections, reported Dr. Tam of
the Chinese University of Hong
Kong. The researchers also ob-
served a twofold increase in the
overall incidence of high-risk
HPV infection, compared with
the low-risk type (11.6 per
1,000 patient-months vs. 5.4
per 1,000 patient-months, re-
spectively).

“Other studies on healthy
women found that 19% to 38%
of those [who] tested positive
for HPV harboured multiple
HPV types,” she said. “Such
prevalence is much lower than
that observed in our lupus co-
hort (65%).” She went on to
note that other studies on the
natural history of cervical HPV
infection in healthy subjects
showed that most incident in-
fections were transient, lasting
less than 6 months. In contrast,
the rate of persistent infection
in this cohort of SLE patients
appeared increased (49%).

The researchers also noticed
that patients with high inflam-
matory burden as reflected by a
SLICC/ACR (Systemic Lupus
Erythematosus International
Collaborating Clinics/American
College of Rheumatology)
Damage Index score of 1 or

greater were at higher risk of
acquiring HPV infection, after
adjustment for the known risk
factors as well as the use of im-
munosuppressants.“In other re-
ports of healthy young females,
infection with high-risk types
and multiple infections were
risk factors for persistent infec-
tion,” she said. 

“In contrast, lupus patients
with any HPV infections at base-
line are at risk of having persist-
ent infection regardless of risk
type.” Independent risk factors as-
sociated with persistent HPV in-
fection in SLE included preexist-
ing HPV infection (P = .04) and
multiple HPV infection during
first incident infection (P = .02).

The study was commissioned
by the Food and Health Bureau
of the Hong Kong SAR gov-
ernment, and was funded by
the Research Fund for the Con-
trol of Infectious Diseases. 

This study was also support-
ed by a Chinese University of
Hong Kong research grant. ■

Abstract
Session

SLE, Sjögren’s, and
APS: Clinical

Aspects (Other Than
Treatment)

Friday, 10:15–11:45 
Room C3

SLE Patients Have Higher Rates of
High-Risk HPV After 3 Years

RA Fatigue Not Linked to
Disease Markers

Conventional
measures of

disease activity,
such as swollen
joints, do not ap-
pear to be associ-
ated with fatigue
in rheumatoid
arthritis, accord-
ing to a study
that examined
fatigue assess-
ments from more than 16,000
rheumatoid arthritis patients
in the United States. 

Reports of fatigue were
closely associated with patient-
measured factors such as pain,
as well as responses to the pa-
tient global assessment and
the health assessment ques-
tionnaire. But fatigue was
weakly associated with clinical
measures of inflammation such
as sedimentation rate, joint
swelling, joint tenderness, and
physician-reported global as-
sessment, Dr. Martin J.
Bergman will report on Friday.

Although the study shows
that these classic markers are
not good indicators of fatigue,
the results are not meant to
downplay the impact of fatigue
in RA patients, Dr. Bergman
said. “We recognise that pa-
tients with rheumatoid arthri-
tis have fatigue, and it is a ma-
jor complaint, and it is
something that is clearly dev-
astating to many” of them, Dr.

Bergman, a Phila-
d e l p h i a - a r e a
rheumatologist
and the lead in-
vestigator, said in
an interview with
EULAR Congress
News. 

The study had
another unex-
pected finding. 

In addition to
examining levels of fatigue
among RA patients, the re-
searchers collected data on re-
ported fatigue from about
3,500 patients with fi-
bromyalgia and 4,600 pa-
tients with osteoarthritis. As
with the patients with RA,
these other patients were
asked to rate their problems
with “unusual fatigue” over
the past week on a scale of 0-
10. 

The findings show that fa-
tigue was common not only in
fibromyalgia and rheumatoid
arthritis but also in patients
with osteoarthritis. ■

Abstract
Session
Depression,
Fatigue, and
Rheumatoid

Arthritis
Friday, 10:15–11:45

Room B1

DR. MARTIN J. BERGMAN
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Experience the Speed 
& Power of IV Remicade 
In patients receiving Remicade + MTX, 
the mean CRP had normalised (<10 mg/l) 
by 2 weeks after a single dose1

REMICADE 100MG POWDER FOR CONCENTRATE FOR SOLUTION 
FOR INFUSION
(infliximab) ABBREVIATED PRESCRIBING INFORMATION
[Refer to full SmPC text before prescribing Remicade (infliximab)]
Uses: Remicade (infliximab) is a chimeric human-murine IgG1 monoclonal antibody produced 
by recombinant DNA technology. Each vial contains 100mg of infliximab. Upon reconstitution 

symptoms as well as the improvement in physical function in patients with active rheumatoid 
arthritis in combination with methotrexate, when the response to disease-modifying anti-
rheumatic drugs (DMARDs), including methotrexate, has been inadequate; and in patients 
with severe, active and progressive disease not previously treated with methotrexate and 
other DMARDs. In these patient populations, a reduction in the rate of the progression of joint 

Crohn’s disease in patients who have not responded to or are intolerant of a full and adequate 
course of therapy with a corticosteroid and/or an immunosuppressant; and fistulising active 
Crohn’s disease in patients who have not responded despite a full and adequate course of 
therapy with conventional treatment (including antibiotics, drainage and immunosuppressive 

who have not responded to conventional therapy including a corticosteroid, an 
immunomodulator and primary nutrition therapy; or who are intolerant to or have 

colitis in patients who have had an inadequate response to conventional therapy including 

progressive psoriatic arthritis, in adults when the response to previous DMARD drug therapy 
has been inadequate. Administration should be in combination with methotrexate or alone in 
patients who show intolerance to methotrexate or for whom methotrexate is contraindicated. 
A reduction in the rate of progression of peripheral joint damage in patients with polyarticular 

moderate to severe plaque psoriasis in adults who failed to respond to, or who have a 
contraindication to, or are intolerant to other systemic therapy including cyclosporine, 
methotrexate or PUVA. Dosage: Remicade should only be administered to adults (age 18 
upward), initiated and supervised by qualified physicians experienced in the diagnosis and 

psoriatic arthritis or psoriasis. The recommended infusion time is described under each 
indication. All patients administered Remicade are to be observed for at least 1 to 2 hours 
post infusion for acute infusion-related reactions by qualified healthcare professionals trained 
to detect any infusion related issues. Patients may be pretreated with appropriate therapy to 

≥ 18 

Crohn’s disease. Due to insufficient data on safety and efficacy, Remicade is not recommended 
for use in any other paediatric indication children ≤
established in this age group. Rheumatoid arthritis: Not previously treated with Remicade: 3 

Carefully selected patients tolerating 3 initial 2-hour infusions may be considered for 

on successful dose. Severe, active Crohn’s disease

infusion. If a patient does not response after 2 doses, no additional treatment should be 
given. Available data do not support further infliximab treatment in patients not responding 

Fistulising active Crohn’s 
disease

additional treatment should be given. Responding patients may receive additional infusions 

Ulcerative colitis

doses). Continued therapy should be carefully reconsidered in patients who show no evidence 
of therapeutic benefit within this time period. Ankylosing spondylitis

Psoriatic 
arthritis

Psoriasis

with infliximab should be given. Readministration

been uncommon and have occurred after Remicade-free intervals of less than 1 year. The 

has not been established. This applies to both Crohn’s disease patients and rheumatoid 

and a higher incidence of mild to moderate infusion reactions when compared to the initial 
induction regimen. Paediatric population

require a shorter dosing interval to maintain clinical benefit, while for others a longer dosing 
interval may be sufficient. Available data do not support further infliximab treatment in 

Contra-
indications: Patients with tuberculosis or other severe infection such as sepsis, abscesses 
and opportunistic infections; patients with a history of hypersensitivity to infliximab, other 
murine proteins or any of the excipients; patients with moderate or severe heart failure 
(NYHA class III/IV). Precautions and Warnings: Acute infusion reactions including 
anaphylactic reactions may develop during (within seconds) or within a few hours following 
infusion. If acute infusion reactions occur, the infusion must be interrupted immediately. 
Emergency equipment, such as adrenaline, antihistamines, corticosteroids and an artificial 
airway must be available. Patients may be pre-treated with e.g., an antihistamine, 
hydrocortisone and/or paracetamol to prevent mild and transient effects. Antibodies to 
infliximab may develop and have been associated with increased frequency of infusion 
reactions. A low proportion of the infusion reactions was serious allergic reactions. 
Symptomatic treatment should be given and further Remicade infusions must not be 
administered. In clinical studies, delayed hypersensitivity reactions have been reported. 

Remicade-free intervals. If patients are re treated after a prolonged period, they should be 
closely monitored for signs and symptoms of delayed hypersensitivity. Patients must be 

treatment with Remicade. Exercise caution with use of Remicade in patients with chronic 
infection or a history of recurrent infection, including use of concomitant immunosuppressive 

shows that host defence against infection is compromised in some patients treated with 
infliximab. Suppression of TNFα
bacterial infections including sepsis and pneumonia, invasive fungal infections and other 
opportunistic infections, have been observed, some of which have been fatal. Infections were 
reported more frequently in paediatric populations than in adult populations. For patients 
travelling or residing in regions where invasive fungal infections are endemic, the benefit and 

tuberculosis in patients receiving Remicade. It should be noted that in the majority of these 
reports tuberculosis was extrapulmonary, presenting as either local or disseminated disease. 
Patients should be evaluated for active or latent tuberculosis before Remicade treatment. All 
such tests should be recorded on the Patient Alert Cards provided with the product. If active 
tuberculosis is diagnosed, patients must not be treated with Remicade. If latent tuberculosis 
is diagnosed, treatment with anti-tuberculosis therapy must be initiated before initiation of 
Remicade. Anti-tuberculosis therapy should be considered in patients who have several or 

patients with a past history of latent or active tuberculosis in whom an adequate course of 

medical advice if symptoms of tuberculosis appear. Patients with fistulising Crohn’s disease 
and acute suppurative fistulas must not initiate Remicade therapy until possible source of 
infection is excluded. Reactivation of hepatitis B occurred in patients receiving Remicade who 
are chronic carriers. Some cases have had fatal outcome. Such carriers should be appropriately 
evaluated and monitored prior to the initiation of and during treatment with Remicade. In 

with features of autoimmune hepatitis have been observed. Isolated cases of liver failure 
resulting in liver transplantation or death have occurred. Patients with signs and symptoms of 
liver dysfunction should be evaluated for evidence of liver injury. If jaundice and/or ALT 
elevations ≥ 5 times the upper limit of normal develop(s), Remicade should be discontinued.
Concurrent administration of etanercept (TNFα

recommended that live vaccines not be given concurrently. Anti-TNF therapy may result in the 
initiation of an autoimmune process. If a patient develops symptoms suggestive of a lupus-

double-stranded DNA, treatment must be discontinued. Infliximab and other agents that 
inhibit TNFα have been associated in rare cases with optic neuritis, seizure and new onset of 
exacerbation of clinical symptoms and/or radiographic evidence of peripheral and central 
nervous system demyelinating disorders, including Guillain-Barrés syndrome and multiple 
sclerosis. In patients with pre-existing or recent onset of demyelinating disorders, the benefits 

therapy. Caution is advised when considering Remicade treatment in patients with history of 
malignancy or when considering continuing treatment in patients who develop a malignancy, 

reported which is usually fatal. All Remicade cases have occurred in patients with Crohn’s 
disease or ulcerative colitis treated concomitantly with, or immediately prior to Remicade 

psoriasis and a medical history of extensive immunosuppressants therapy or prolonged PUVA 

dysplasia or colon carcinoma should be screened for dysplasia before therapy and at regular 
intervals throughout their disease course. Evaluation should include colonoscopy and 

individual patients must be carefully reviewed and consideration should be given to 
discontinuation of therapy. Remicade should be used with caution in patients with mild heart 
failure (NYHA class I/II) and discontinued in face of worsening symptoms of heart failure. Very 

elderly patients and patients with liver or renal disease has not been studied. Patients 
requiring surgery whilst on Remicade therapy should be closely monitored for infections. 
Crohn’s disease treatment failure may indicate presence of a fixed fibrotic stricture that may 
require surgical treatment. It is recommended that paediatric Crohn’s disease patients, if 
possible, be brought up to date with all vaccinations in agreement with current vaccination 
guidelines prior to initiating Remicade therapy. Due to insufficient data on safety and efficacy, 
Remicade is not recommended for use in children ≤

Pregnancy and Lactation: Administration of Remicade is not recommended during 
pregnancy or breast-feeding. Women of childbearing potential should use adequate 

Interactions: In rheumatoid arthritis, psoriatic arthritis and Crohn’s disease patients 
concomitant use of methotrexate and other immunomodulators may reduce the formation of 
antibodies to infliximab and increase the plasma concentrations of infliximab. Results are 
uncertain due to limitations in the methods used for serum analyses of infliximab and 

between infliximab and other active substances. It is recommended that live vaccines not be 
given concurrently with Remicade. Side-effects: In clinical studies with infliximab, commonly 

lower respiratory tract infection, sinusitis, dyspnoea, abdominal pain, diarrhoea, nausea, 

related reaction, chest pain, fatigue and fever were reported. Infusion related effects occurred 
in approximately 20% of patients and were the main cause of discontinuations. In post-

Other less common and rarely reported side effects are listed in the SPC. Overdose: No case 

toxic effects. Package Quantities: Type I vials, with rubber stoppers and aluminium crimps 
protected by plastic caps, containing a lyophilised powder (infliximab 100mg). NHS Price: 

Basic GMS Price: € Legal Category: Prescription Only Medicine. Marketing 
Authorisation Number

 
Please refer to the full SPC text before prescribing this product. 
Adverse events should be reported. Reporting forms and 
information can be found at www.yellowcard.gov.uk (UK) 
and www.imb.ie (Ireland). Adverse events with this product 
should also be reported to Schering-Plough Drug Safety 
Department on +44 (0)1707 363773

Date of Revision: March 2009

Reference
  1. Quinn MA et al. Arthritis Rheum 2005;52:27-35.
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shaping the future:
biologics from population to patient

chair

Edward C. Keystone, MD, FRCP(C)

faculty

Paul Emery, MA, MD, FRCP
Iain B. McInnes, FRCP, PhD, FRSE

Josef Smolen, MD

Friday 12 June 2009 - 17:30 – 19:00

Room A1 - Bella Center - Copenhagen, Denmark

A light reception will be held 17:00–17:30 outside Room A1.

This satellite symposium is sponsored by
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08:15–09:45 Abbott 
Hall A1

Treat Today for Tomorrow: The Cost of
Treatment Delay in Rheumatology

08:15–08:20 
Introductory remarks

Chair: F. Breedveld, the Netherlands

08:20–08:55
The clinical cost of treatment delay in
rheumatology 

R. Landewé, the Netherlands 

08:55–09:25
The economic cost of treatment delay in
rheumatology

R. van Vollenhoven, Sweden

09:25–09:45
Q&A and discussion

08:15–09:45 Wyeth Pharmaceuticals
Hall A2 

Changing Practice, Changing Lives:
Advancing Care in Ankylosing
Spondylitis and Psoriatic Arthritis 

08:15–08:20 
Welcome and introduction

Chair: M. Dougados, France 

08:20–08:50 
Improving outcomes in ankylosing spondyli-
tis 

M. Dougados, France 

08:50–09:15 
Optimising treatment strategies in psoriat-
ic arthritis

P. Mease, USA 

09:15–09:40 
Long-term success in clinical practice 

J. Kalden, Germany

09:40–09:45 
Close 

M. Dougados, France 

08:15–09:45 Roche, Room C3 
Discovery and Innovation: Toward a
New Generation of Treatment for
Autoimmune Rheumatic Diseases

Chairs: D. Isenberg, UK, 
and C. Kallenberg, the Netherlands

08:15–08:20 
Welcome and introduction 

D. Isenberg, UK 

08:20–08:35 
Evaluating novel B-cell therapy approaches
in autoimmune rheumatic diseases

D. Isenberg, UK 

08:35–08:50 
A new treatment era for lupus nephritis 

R. Cervera, Spain 

08:50–09:05 
Facing the unmet need in ANCA–associat-
ed vasculitides 

D. Jayne, UK 

09:05–09:15 
Challenging expectations and changing out-
comes in primary Sjögren’s syndrome 

A. Saraux, France 

09:15–09:40 
Mapping the anti-CD20 territory for the
treatment of autoimmune rheumatic dis-
eases: Panel discussion

C. Kallenberg, the Netherlands 

09:40–09:45 
Summary and closing remarks 

C. Kallenberg, the Netherlands 

08:15–09:45 Amgen (Europe)
Auditorium 2

A Biologic Approach to Change the
Future of Bone Loss Diseases

Chair: B. Langdahl, Denmark
Understanding the role of RANK ligand in
osteoporosis and rheumatoid arthritis

G. Schett, Germany 
Targeting RANK ligand in rheumatoid
arthritis 

P. Geusens, Belgium 
RANK ligand inhibition in postmenopausal
women with low bone mass 

S. Adami, Italy 

08:15–09:45 NicOx, Room C2 
Optimising the Management of 
Osteoarthritis: Emerging Therapies 

Chair: T. Kvien, Norway 

08:15–08:20
Welcome and introduction

T. Kvien, Norway 

08:20–08:45
The burden of OA and the associated risks
and benefits of current therapeutic options

T. Kvien, Norway 

08:45–09:10
Role of nitric oxide in inflammation and po-
tential therapeutic applications

U. Förstermann, Germany

09:10–09:35
Evolving therapeutic strategies for the os-
teoarthritis patient with pain and hypertension

P. Verdecchia, Italy

09:35–09:45
Panel Discussion/Q&A 

08:15–09:45 Medtronic Spine &
Biologics, Room B6

Optimising Patient Care in Osteopo-
rotic Vertebral Compression
Fractures: The Role of Minimally
Invasive Therapies

Chair: C. Kasperk, Germany

08:15–08:20
Welcome and introduction

C. Kasperk, Germany 

08:20–08:40
Osteoporosis and vertebral compression frac-
tures: A worldwide problem

K. Äkesson, Sweden 

08:40–09:00
Vertebral compression fractures: Does time
heal all wounds, or should we act fast?

C. Kasperk, Germany

09:00–09:20
Efficacy and safety of balloon kyphoplasty
compared with nonsurgical care for vertebral
compression fractures (FREE)

C. Müller, Germany

09:20–09:35
Q&A

09:35–09:45
Final conclusions 

17:30–19:00 Schering-Plough
Hall A1

Biologics From Population to Patient
Chair: E. Keystone, Canada

17:30–17:40
Opening remarks

E. Keystone, Canada

17:40–18:00
Changing lives of patients with RA

J. Smolen, Austria

18:00–18:20
Advancing therapies in PsA and AS

P. Emery, UK

18:20–18:40
RA Insights, strategies, and expectations:
The RAISE Patient Needs Survey

I. McInnes, UK 

18:40–19:00 
Closing Remarks, Q&A 

E. Keystone, Canada 

17:30–19:00 The Work Foundation
Auditorium 1 

Fighting Musculoskeletal Diseases to
Keep the European Population “Fit for
Work” 

Chair: R. van Vollenhoven, Sweden 

17:30–17:35 
Is Europe fit for work? 

R. van Vollenhoven, Sweden 

17:35–17:55
The benefit of work in musculoskeletal dis-
eases: “Fit for Work Europe”

S. Bevan, UK 

17:55–18:15 
Work productivity as an achievable clinical
goal in musculoskeletal disease management

R. van Vollenhoven, Sweden 

18:15–18:55
Panel discussion and audience Q&A

R. van Vollenhoven, Sweden 

18:55–19:00
Let’s be fit for work!

R. van Vollenhoven, Sweden
The Work Foundation’s Fit for Work Initiative
is supported by a research grant from Abbott. 

17:30–19:00 Roche/GlaxoSmithKline
Room C3

Balancing Clinical Research and
Practical Experience in Osteoporosis
Therapy

Chair: S. Papapoulos, the Netherlands

17:30–17:35 
Introduction

S. Papapoulos, the Netherlands 

17:35–18:00 
Meeting the challenge of osteoporotic frac-
tures with bisphosphonates

S. Epstein, USA 

18:00–18:25 
Osteoporosis therapy with bisphosphonates 

S. Papapoulos, the Netherlands 

18:25–18:50 
The antifracture efficacy of ibandronate

A. Kurth, Germany 

18:50–19:00 
Q&A/Meeting close 

S. Papapoulos, the Netherlands 

17:30–19:00 UCB Pharma SA 
Auditorium 2 

Lupus: Considering the Future 
Chair: D. Isenberg, UK

Chair’s introduction and welcome 
D. Isenberg, UK 

The challenge of lupus 
M. Petri, USA

Visions of a lupus patient 
K. Lerstrøm, Denmark 

Competent health care for lupus patients 
M. Schneider, Germany

Patient empowerment 
D. Isenberg, UK 

Questions and answers: Interactive session 

17:30–19:00 UCB Pharma SA 
Room C2 

Fibromyalgia: How Much More Than
Pain?

Chair: E. Choy, UK

Sleep and pain: Physiopathology and clini-
cal consequences

G. Lavigne, Canada
Clinical aspects of fibromyalgia and its re-
maining questions

M. Spaeth, Germany 
Sodium oxybate: A new approach to man-
agement of fibromyalgia 

J. Russel, USA 

17:30–19:00 Pfizer
Room B6

Pulmonary Arterial Hypertension in
Connective Tissue Disease: Targeted
Treatment Approaches for Improved
Patient Outcomes

Chair: J. Seibold, USA 

17:30–17:45 
Welcome and introduction 

J. Seibold, USA 

17:45–18:05
Endothelin receptor antagonists: Intrinsic
therapy for PAH-CTD 

J. Seibold, USA 

18:05–18:25 
The role of phosphodiesterase-5 inhibition in
an effective therapeutic strategy for PAH-
CTD

M. Matucci-Cerinic, Italy 

18:25–18:45 
Improving patient outcomes in PAH-CTD
through early detection and intervention 

C. Denton, UK 

18:45–19:00
Interactive questions and answers, and dis-
cussion 

M. Matucci-Cerinic, Italy
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EULAR ON-LINE COURSE ON RHEUMATIC DISEASES 

On 14th September 2009 EULAR 
is launching its fourth On-line 
Course on Rheumatic Diseases.  

This electronic form of continuous 
medical education in 
rheumatology is managed by a 
Scientific Course Committee who 
is responsible for controlling the 
structure as well as the content of 
the course. Regular quality 
control and promotion can 
therefore be guaranteed. 

The full version of the course 
covering the whole of 
rheumatology consists of 42 
illustrated modules dedicated to a 
specific topic.  

Knowledge and skills are targeted at the level felt to be appropriate for the final year of training of a 
rheumatology trainee. The on-line course was developed with a substantial grant from EULAR, so 
that the entire course can be offered at €400 / €150 (depending on the country) per participant. 

EULAR COMPENDIUM ON RHEUMATIC DISEASES 

This compendium on rheumatic diseases found its 
origin in the successful EULAR on-line course on 
rheumatic diseases. The yearly updated reviews of 
the fifty modules of that course form the content of 
this book. Each chapter is written by two dedicated
European experts in that area from two different 
countries, to get a balanced view. 

The textbook is essential reading for all 
rheumatologists and a vital part of their own 
continuous medical education. 

You can now order your copy at the EULAR or 
BMJ booth for the special congress price of  

€125 / $137 / £111.

More information on: 
http://www.eular.org/edu_activities.cfm 
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Doherty and Prof. Hans Bijlsma and
comprising 17 osteoarthritis experts
from 12 European countries, systemat-
ically reviewed 313 studies to develop
the 10 recommendations. They then
retrospectively tested their diagnostic
accuracy on two study populations, one
from the United Kingdom and the oth-
er from the Netherlands. The panel
found that 99% of patients could be cor-
rectly diagnosed by the presence of
three key symptoms (persistent knee
pain, limited morning stiffness, and re-
duced function) and three examination

findings (crepitation, restricted move-
ment, and bony enlargement).

“The probability of having knee os-
teoarthritis increased with an increasing
number of positive features, from 19%
for persistent knee pain, to 39% when
limited morning stiffness and reduced
function were also present, to 99%
when all clinical features were posi-
tive,” according to the document.

The guidelines also recommended
plain knee radiographs as the reference
standard for diagnostic imaging. 

“A weight-bearing, semi-flexed plain
radiograph is a well-validated imaging
technique to determine structural
change of knee osteoarthritis,” the doc-
ument said. 

“It has moderate sensitivity and rea-
sonable specificity to detect cartilage
loss and osteophytes. Magnetic reso-
nance imaging is more sensitive but less
specific, and may be more useful in
demonstrating features that associate
with pain.”

The guidelines also recommend a
thorough exam for any patient who
complains of persistent knee pain. “In
one study, only 60% of people who
consulted their general practitioner for
persistent knee pain underwent any ex-
amination of their knees. This may re-
flect time constraints, insufficient train-
ing in musculoskeletal assessment, or
lack of confidence in the usefulness of
clinical signs of diagnosis.” ■

Abstract Session
Osteoarthritis: Clinical

Advances
Friday, 10:15–11:45 

Room C1

OA Update
Knee • from page 1

Higher ADMA 
AS • from page 1

The study compared the cases and
controls for their levels of two markers
of early atherosclerosis. One marker
was asymmetric dimethylarginine
(ADMA), a metabolic product of pro-
tein turnover and a compound that has
been confirmed to play a role in the
pathogenesis and progression of ather-
osclerosis. The second marker was en-
dothelin-1 (ET-1), a cytokine that plays
a role in vascular remodeling and en-
dothelial dysfunction.

The results showed that average
serum levels of ADMA were signifi-
cantly higher in the patients with AS
(1.6 micromol/L) than in the controls
(0.9 micromol/L). 

In contrast, average plasma levels of
ET-1 were not significantly different be-
tween the two study groups.

An additional analysis looked at the
levels of these two markers in the AS
patients when they were subdivided
based on the drug treatment they re-
ceived. In all, 18 patients were on an
anti–tumour necrosis factor drug, and
the other 30 were on a conventional reg-
imen of an NSAID plus sulfasalazine or
sulfasalazine alone. This analysis showed
that the ADMA level was significantly
higher among the 30 AS patients who
were treated with a conventional regi-
men, compared with the healthy con-
trols, but the AS patients on an anti-
TNF drug did not have a significantly
higher ADMA level than did the con-
trol subjects. Once again, ET-1 levels
were not significantly different among
the two AS treatment subgroups and
the healthy control group.

Patients with elevated levels of
ADMA also had significantly higher
levels of C-reactive protein and serum
lipids. 

The findings suggest that an elevat-
ed ADMA level may play a role in the
endothelial dysfunction of AS patients
who lack classic cardiovascular risk fac-
tors. In addition, anti-TNF treatments
may blunt this effect in AS patients.
The finding that a similar pattern does
not exist for ET-1 suggests that other
mechanisms may be responsible for di-
rect vascular injury in AS patients, Dr.
Sari said. ■

Abstract Session
Spondyloarthritis: Other

Aspects 
Friday, 10:15–11:45 

Auditorium 1
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MabThera, in combination with methotrexate, is indicated for the treatment
of adult patients with severe active rheumatoid arthritis who have not had an 
adequate response, or are intolerant, to other disease-modifying anti rheumatic 
drugs, including one or more tumour necrosis factor (TNF) inhibitors.

Navigate your way to our 

booth (C2–4) to learn more

MabThera® (rituximab) product information
Indication*: MabThera, in combination with methotrexate, is indicated for the treatment of adult patients with severe active rheuma-
toid arthritis who have not had an adequate response, or are intolerant, to other disease-modifying anti rheumatic drugs, including one 
or more tumour necrosis factor (TNF) inhibitors. Dosage and administration*: A treatment with MabThera consists of two 1000 mg 
intravenous infusions. The recommended dosage is 1000 mg administered by intravenous infusion followed by another 1000 mg intra-
venous infusion two weeks later. The available clinical data on the safety and efficacy of repeated treatment are limited. In the event of a 
recurrence of the active disease, the treatment may be repeated 6-12 months after the previous course of treatment. The ratio between 
the risks and the therapeutic effect should be carefully considered before repeat treatment with MabThera is administered. Premedi-
cation with 100 mg intravenous methylprednisolone, 1000 mg acetaminophen, and an antihistamine should always be given at least 30 
min before any administration of MabThera, in order to reduce the risk and severity of acute infusion reactions. MabThera is supplied as 
a concentrate for infusion, in a vial. From this, the required quantity of concentrate is withdrawn. A corresponding volume of 0.9% NaCl 
is withdrawn from a 500 ml NaCl infusion bag, after which the required quantity of MabThera is added. Mix the solution by carefully 
turning the bag. Avoid creating a froth. The prepared solution for infusion must not be given as a rapid intravenous injection or bolus. 
First infusion: The starting infusion rate is 50 mg/h. After the first 30 min the rate may be increased by 50 mg/h every 30 min up to a 
maximum of 400 mg/h. If major side effects occur during the infusion, the rate of infusion should be reduced or the infusion temporarily
halted. If the patient’s symptoms improve, the infusion may be resumed at half the rate. Mild to moderate infusion-related reactions 
usually respond to a reduction of the infusion rate. If the symptoms improve, the rate of infusion can be increased. Subsequent
infusions: Can be given at an initial rate of 100 mg/h and increased by 100 mg/h every 30 min up to a maximum of 400 mg/h. 
Dose adjustments during the treatment: Reduction of the MabThera dose is not recommended. Contraindications*: MabThera is 
contraindicated in patients with known hypersensitivity to any of the ingredients of the medicine or to murine proteins. Active, severe 
infections, severe heart failure (NYHA class IV), or severe, uncontrolled heart disease. Undesirable effects*: Acute infusion-related 
side effects occur in approximately 15%, primarily during the first infusion. The symptoms are itching, fever, urticaria/rash, cold shivers, 
pyrexia, spasms, sneezing, angioneurotic edema, cough, bronchospasm. Other side effects include hypertension, nausea, rhinitis, irrita-
tion of the throat, hot flushes, hypotension, asthenia, dyspepsia, upper abdominal pain, hypercholesterolemia, arthralgia, paresthesia, and 
migraine. The incidence of infusion-related side effects is considerably lower in subsequent infusions. The incidence of reported infec-
tions is 0.9 per patient year. Infections are usually located in the upper respiratory tract or the urinary tract. Please see the full summary 
of product characteristics for details of the reported side effects. Precautions*: MabThera is associated with infusion reactions, which 
may be related to the release of cytokines and/or other chemical mediators. Premedication with intravenous glucocorticoids significantly 
reduces the incidence and severity of these events. Most events are mild to moderate in severity. The percentage of patients affected drops 

in subsequent infusions. Anaphylactic and other hypersensitivity reactions have been reported, and epinephrine, antihistamines, and 
glucocorticoids should be available for immediate use in the event of an allergic reaction. Patients must be carefully monitored during 
administration of MabThera. Since hypotension can occur during infusion of MabThera, withdrawal of antihypertensives 12 h prior 
to infusion of MabThera should be considered. Use of MabThera alongside DMARDs other than methotrexate is not recommended. 
Vaccinations should be completed at least 4 weeks before MabThera is administered for the first time. Reactivation of hepatitis B has been 
reported in very rare instances in patients with non-Hodgkin‘s lymphoma. Caution should be exercised when considering administering 
MabThera to patients with a history of recurrent or chronic infection or with underlying diseases that can predispose patients to severe 
infections. Use of MabThera alongside antirheumatic treatments other than methotrexate is not recommended. Cases of Progressive 
Multifocal Leukoencephalopathy with fatal outcome have been reported following use of MabThera for the treatment of autoimmune 
diseases. This includes RA and off-label autoimmune diseases, including SLE and vasculitis. Pregnancy or breastfeeding*: Should 
not be used in pregnant women unless there is a compelling indication. MabThera should not be used in breastfeeding women, and 
women should not breastfeed in the 12 months after the end of the treatment. Women of child-bearing age should use reliable methods 
of contraception during the treatment and for 12 months after the end of the treatment. Interactions*: The data available at present 
are limited. Patients with human antimouse antibody or human antichimeric antibody (HAMA/HACA) titres may experience allergic or 
hypersensitivity reactions when treated with other diagnostic or therapeutic monoclonal antibodies. Storage, packs, and prices: 
MabThera is supplied as an infusion concentrate for dilution. The infusion concentrate comes in a vial of 500 mg MabThera in a 
50 ml (10 mg/ml) pack containing 1 vial. Store the vial at 2–8°C, protected from sunlight. Prepared solutions for infusion should be 
used immediately, but are physically and chemically stable for 24 h at 28ºC and the subsequent 12 h at room temperature. Supply: Can 
only be supplied to hospitals packs and prices as at 4 May 2009: The hospital pharmacy purchases at the negotiated discount price. 

Product Item No. Pack Consumer price (ESP)

MabThera 500 mg (10 mg/ml) 494286 1 vial 14,684.00 DKK

MabThera 100 mg (10 mg/ml) 494237 2 vials   5,884.65 DKK

* These sections have been shortened relative to the summary of product characteristics. The summary of product characteristics 
may be obtained free of charge from Roche.
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Nature Publishing Group C4-2 &
C4-3

Nicox C4-16

Nitec Pharma AG C3-6

Novartis Pharma AG C3-10

Novo Nordisk C4-23

OXO C3-1B

Pharma Nord APS C4-21

Pfizer C3-17

PreS Paediatric Rheumatology 
European Society NP7

Rheumatology News 
Elsevier / Lancet Journal NP16

Roche C2-2, C2-3
& C2-4

Rottapharm / Madaus C3-3

Scandinavian Journal of 
Rheumatology NP10

Schering-Plough C2-10

Servier C4-14 & C4-15

Smith & Nephew C4-24, C4-25 
& C4-26

Sonosite LTD C4-19

Spanish Society Of Rheumatology 
NP12

TRB Chemedica International SA 
C3-14, C3-15 & C3-16

UCB Pharma SA C2-1

UpToDate C4-32

Vasculitis Foundation NP11

Wisepress Online 
Bookshop C4-29 & C4-30

Wyeth Pharmaceuticals C3-4 & C3-5

EXHIBITORS

HALL C4 HALL C5

p14_15fri_sat09.qxd  6/10/2009  9:08 AM  Page 15



Fighting Musculoskeletal Diseases to Keep
the European Population Fit for Work

EULAR Symposium

Friday, 12 June 2009 
17:30 – 19:00

Auditorium 1, Bella Center, 
Copenhagen, Denmark

Chair: Ronald van Vollenhoven

Agenda

Is Europe Fit for Work?
Ronald van Vollenhoven

The Benefit of Work for People Living With  
Musculoskeletal Diseases (MSD): Fit for Work Europe
Stephen Bevan

Work Productivity as an Achievable Clinical Goal in  
Musculoskeletal Disease Management
Ronald van Vollenhoven

Keeping Europe’s MSD Population Fit for Work
Multidisciplinary panel discussion and audience Q&A moderated by 
Ronald van Vollenhoven

Stephen Bevan, Tuulikki Sokka, Maarten de Wit, Tom Ling,  
Berit Schiottz Christensen, John Church

The Fit for Work initiative, led by research from The Work Foundation, seeks to demonstrate to  
policy makers and clinicians that improvements in early intervention, treatment, and return to work 
practices could help people of working age, with even severe MSD, stay in work, which in turn  
leads to significant economic and social benefits for individuals, employers, and the wider economy.

Call to Action: Let’s be Fit for Work!  
Ronald van Vollenhoven

The Work Foundation’s Fit for Work initiative 
is supported by a research grant from Abbott.
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