
documented over time. Determinants of health care resources
utilisation and of cost of illness are being investigated.

A better knowledge of predictors of RA impact, if modifiable
by a medical or a social intervention, helps decrease the severity
of the condition, decrease the frequency of deleterious conse-
quences, increase patients quality of life and reduce costs to soci-
ety. An investigation of societal and economic aspects of the
disease impact is still needed over the long term. Condition for
impact prediction may well change with the RA condition
recently entering a new therapeutic era.

Cardiovascular complications in R. D. –
Thursday 14 June, 16.00-17.30/Congress
Hall

SP0042 ENDOTHELIAL ACTIVATION IN INFLAMMATION AND
ATHEROSCLEROSIS

1D Haskard, 2Dorian O Haskard. 1National Heart and Lung Institute, Imperial College School
of Medicine, London, UK; 2BHF Cardiovascular Medicine Unit, Imperial College School of
Medicine, Hammersmith Hospital, London W12 ONN, UK

10.1136/annrheumdis-2001.3

Endothelial activation is an integral component of inflammatory
rheumatic diseases, and also of atherosclerosis. Leukocytes emi-
grate from the blood into inflamed tissues through a series of
adhesion events (“the adhesion cascade”), each of which is
dependent upon the state of endothelial cell activation. Initial
rolling of neutrophils on vascular endothelium is mediated by
transient interactions between selectins (L-selectin on leukocytes,
E-selectin on cytokine-activated endothelial cells (EC) and P-
selectin on both activated EC and activated platelets) and carbo-
hydrate-bearing counter-structures on the opposing cell. Whilst
rolling, leukocytes become exposed to activating signals (such as
chemokines), resulting in an upregulation of the capacity of b2
integrins (eg LFA-1, Mac-1) to bind ligands (eg ICAM-1, -2) on
EC. This integrin-mediated secondary adhesion results in leuko-
cyte arrest and is followed by their transmigration into the tis-
sues. In the case of mononuclear cells, adhesion of a4 integrins
to EC ligands (eg VCAM-1) may contribute to both the rolling
and firm adhesion stages of their interaction with EC. The talk
will focus on comparisons between inflammatory rheumatic dis-
eases and atherosclerosis, and will discuss recent technical advan-
ces that have allowed an improved understanding of the patterns
of endothelial activation and adhesion molecule expression that
occur in acute and chronic inflammatory settings.

SP0043 EPIDEMIOLOGY OF CARDIOVASCULAR COMPLICATIONS
IN SYSTEMIC LUPUS ERYTHEMATOSUS

M Petri. Medicine, Division of Rheumatology, Johns Hopkins University, School of Medicine,
Baltimore, USA

10.1136/annrheumdis-2001.4

Cardiovascular complications are increasingly recognised as a
major cause of morbidity and mortality in SLE. The incidence of
myocardial infarction is elevated 8 to 50-fold compared to age
and gender matched controls. Traditional cardiovascular risk fac-
tors are increased in SLE, and are associated with both

preclinical and clinical atherosclerosis. However, even after
adjustment for traditional risk factors, a large difference in the
frequency of cardiovascular disease exists between SLE patients
and controls. In the general population, atherosclerosis is now
recognised as a chronic inflammatory condition, with elevations
of C-reactive protein and IL-6. TNF has a role in the pathogene-
sis of congestive heart failure. These and other inflammatory
cytokines likely play a role in SLE. Furthermore, SLE patients
are hypercoagulable secondary to antiphospholipid antibodies
and other factors. Thus, the pathogenesis of cardiovascular com-
plications in SLE is likely multifactorial, with both SLE and tra-
ditional risk factors playing a role.

Abstract SP0043 Table 1

Variable OR 95% CI p-value

Smoking 1.87 1.1–3.1 0.02

Renal insuff. 2.21 1.1–4.5 0.04

Obesity 2.13 1.3–3.6 0.005

Hypertension 4.19 2.4–7.3 0.0001

Diabetes 3.44 1.6–7.4 0.002

Cholesterol 1.79 1.04–3.1 0.045

Aspirin Use 0.54 0.3–0.96 0.04

Premarin 2.48 1.4–4.5 0.004

Continuous Variables P-value

Weight 0.0005

BP-systolic 0.0001

BP-diastolic 0.019

Age 0.0001

Yrs. Duration of Lupus 0.04

Highest Prednisone Dose 0.04

SP0044 THE EPIDEMIOLOGY OF VASCULAR DISEASE IN
RHEUMATOID ARTHRITIS

1S Wållberg-Jonsson, 2ML Öhman, 1S Rantapää-Dahlqvist. 1Department of Rheumatology,
University Hospital; 2Department of Statistics, University of Umeå, Umeå, Sweden

10.1136/annrheumdis-2001.5

Cardiovascular disease (CVD) is the most common cause of
death in RA as in the general population. According to most epi-
demiological reports, death due to CVD is more frequent in RA
than in the general population with standardised mortality ratios
(SMR:s) ranging from 1.3–2.4. Several of the studies are com-
munity based. The largest increase, SMR 3.64, was reported in
women aged 15–49. Some studies have reported increased death
due to ischaemic heart disease (IHD) while reports on cerebro-
vascular disease are contradictory. In 606 patients with RA fol-
lowed-up after 16 years we found an SMR for CVD of 1.57 and
for IHD 1.54. Cardiovascular morbidity in RA is less investi-
gated. However, current epidemiological data implicate increased
prevalence of cardiovascular (CV) events and increased IHD
morbidity in RA. These findings are supported by physiological
studies. In 39 RA patients with medium-term disease, we found
indications of increased atherosclerosis as measured by intima
media thickness (IMT) of the carotid artery, presence of plaques
and aortic cusp sclerosis compared to controls. Established cardi-
ovascular risk factors do not contribute prominently to CVD in
RA. Recent studies have reported increased prevalence of hyper-
tension and higher blood pressure in RA compared to controls.
Hypertension could also predict CV events and death. The
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prevalence of diabetes mellitus, however, appears to be similar
to the general population. Smoking has been reported to predict
RA per se, but reports on the prevalence of smoking in RA are
contradictory. Several studies have reported decreased lipid levels
in active RA with quantities inversely related to the acute phase
reaction. Lipoprotein (a), was however increased and in patients
with high levels related to inflammatory variables. Concerning
the use of corticosteroids, epidemiological reports have failed to
identify their use as a risk factor for CVD in RA. In a retrospec-
tive cohort study on 211 patients with early RA, followed-up
after 19–21 years, we found the inflammatory activity at disease
onset (ESR, haptoglobin), and during disease progression, to pre-
dict cardiovascular event. In contrast to a report on increased
risk of death due to CVD following the use of methotrexate, we
found DMARDs, and specifically antimalarials, to be protective.
Vasculitis, overt or subclinical, has been suggested to be one
cause of CVD in RA and in a recent report RA per se actually
was shown to predict IHD independently. A population based
study showing that the number of swollen joints could predict
death from CVD further implicated a harmful impact of the
inflammatory activity on the vascular system. The etiopathoge-
netic basis for this harmful effect still has to be elucidated.
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As people with arthritis/rheumatism we recognise that we have a
unique role in pressing for the provision of adequate care, treat-
ment and support for the more than 100 million people with
arthritis/rheumatism throughout Europe.

With this goal in mind, in April 1999, several arthritis/rheu-
matism patient organisations met to discuss how they could
work together to address their mutual concerns, challenges and
aspirations. That gathering, and a number of subsequent com-
mittee and steering group meetings, have led to the development
of the Manifesto for the Third Millennium, by people with
arthritis and rheumatism in Europe.

Prior to this, patient groups in the field of arthritis/rheuma-
tism had not had the opportunity to share these concerns and
articulate them with one strong, united voice across Europe.
There was an abundance of ideas but no resourced system to
develop them and no platform from which they could be
launched.

Whilst by no means an all-compassing document, the Mani-
festo is intended to provide a ‘Call to Action’ on those issues
people with arthritis/rheumatism in Europe believe to be of the
highest priority to them. As the document sets forth, they hope
to establish a productive framework for collaboration between
patient organisations, medical and health professions, policy
makers, and others, throughout Europe: a framework that brings
empowerment to people with arthritis/rheumatism and a com-
mitment to best practice across Europe.

The Declaration is as follows:
As people with arthritis/rheumatism we declare that:
Since at least 103 million European citizens have arthritis/

rheumatism, we comprise the largest part of the population liv-
ing with long-term medical conditions. We share a great concern
about the serious health, social and economic impacts of arthri-
tis/rheumatism because it affects every aspect of life. The pain
and disability have consequences for our families, friends,
employers, government policy, and society generally. Despite
this, many of us do not have the opportunity to get appropriate
treatment and support. Arthritis is not prioritised in the Euro-
pean health agenda, and European governments do not have
effective national strategies to engage effectively. This amounts
to an infringement of the Universal Declaration of Human
Rights. It is important to recognise and utilise the experience of
those of us who have learned to self-manage our arthritis effec-
tively. We believe that our experience and knowledge should be
used as a resource for the benefit of others so that they too can
enjoy a high degree of independence and a good quality of life.

To help us achieve our Manifesto for the Third Millennium
we require the support of European policy makers, service pro-
viders and researchers to:

. Raise public awareness (of the scale and impact of arthritis/
rheumatism. ..)

. Empower people with arthritis/rheumatism by funding user-led
programmes (that draw on the skills of people with arthritis/
rheumatism. ..)

. Involve people with arthritis/rheumatism in policy
development (...)

. Develop and recognise national and international organisations
of people with arthritis/rheumatism (...)

. Provide prompt and good quality health and community
services (...)

. Ensure doctor and health professional awareness of arthritis/
rheumatism (is focused on patterns of therapy, treatment and
support that enhance our independence and autonomy as
individuals with arthritis/rheumatism. ..)

. Involve people with arthritis/rheumatism in helping to
determine relevant medical research priorities and budgets,
(methodologies and the communication of findings, thus
establishing a comprehensive knowledge base for the planning
of services.)

. Expand research into the societal impacts of arthritis/
rheumatism (by involving people with arthritis/rheumatism in
all aspects. ..)

. Strengthen laws and regulations (...)

. Provide fully accessible education/training programmes (...)

The Manifesto is prepared by:
Arthritis and Rheumatism International (ARI) + Standing

Committee of the European League Against Rheumatism
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