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AAddddeenndduumm  iinn  EEnngglliisshh  

hhee present issue of the
Newsletter of SFEE is ded-

icated to the EFPIA Annual
Meetings that were held with
great success in Dublin, May
26-28 2004, organized by EFPIA
and IPHA the Irish Association
of Pharmaceutical Companies.
The Organizing Committee
should be congratulated for
being very inventive and innova-
tive. EFPIA published four
issues with the presentations
made during the Annual Meet-
ings which can be reached at
the EFPIA web site www.efpia.org
The press release issued by
EFPIA on the occasion was
included in the issue No52 of
our Newsletter.

This issue contains a selection of the main presentations as follows:

1. The messages of the President and past-President "Action on
Europe’s Declining Competitiveness" p.18

2. The presentation of Commissioner David Byrne "A patient
Centered  Health Policy in Europe" p.20

3. The presentation of the Deputy Prime Minister of Ireland
"A sound Industrial Policy for Europe - The Irish example" p.23

4. The presentation "Access to important New Medicines" p.24

5. Statistics on the expenditure for Pharmaceutical R&D p.25

6. The summary of the whole event p.26

Sofia Mela
Head of the Editorial Panel

A view of the audience with 
Michael Dempsey, President of 

IPHA and Anne Nolan, 
Chief Executive of IPHA.
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hhee decline in the EU’s
ability to compete for

R&D investment and innova-
tion will have a damaging
effect not only on the pharma-
ceutical industry but also on
the European economy and
society as a whole, said Dr.
Franz Humer, newly elected
president of EFPIA. If we are
sitting here 10 years from now
discussing the same topic, we
will have lost this industry for
Europe, and the prospect fills
me with dread, Dr Humer,
President and CEO of Roche,
told EFPIA’s annual meeting in
Dublin, Ireland. Those outside
Europe will have a greater
power to influence the social
fabric and social policies of
Europe if the decline conti-
nues, he argued. He was also
scathing about the impact on
innovation of consolidation in
the pharmaceutical industry. 

Dr. Humer argued that the phar-
maceutical industry would con-
tinue to be successful wherever
it was based, and it was Europe
itself that was at risk. "Does
Europe really know, what it
wants?" he asked. The phar-
maceutical industry is the most
successful high-tech industry
in Europe, with a positive trade
balance of E40 billion, he
noted. Unfortunately, there are
obvious signs of a structural

weakness in Europe, such as
the 15 years of discussion that
has still not led to the cre-
ation of the single Community
Patent. 

The newly elected EFPIA presi-
dent also noted that the EU
has no integrated strategy for
biomedical research, and there
is chronic under-investment in
technology, training and edu-
cation. This is also being
reflected in the declining out-
put from laboratories, with
eight of the top 10 medicines in
the 1980s being discovered in
Europe compared with only
two today. The poor reward for
innovation is exemplified by
the sales of innovative medi-
cines in 2003 launched during
the last five years: 70% of sales
of these products were in the
US, compared with 18% in
Europe. 

TThhee  MMeessssaaggee  iiss  GGeettttiinngg
HHoommee

Dr. Humer was, however, opti-
mistic that the message about
needing to improve competi-
tiveness is getting home, and
that more politicians are
putting it at the top of their
agendas. The G10 process had
aired many of the issues. The
review of EU pharmaceutical

legislation has covered some
40% of the points which had
been brought up by the G10
talks.

Sir Tom McKillop, past-presi-
dent of EFPIA and Chief
Executive of AstraZeneca, re-
ported that 20 years ago, the
United States and Europe each
spent the equivalent of 2.4% of
gross domestic product (GDP)
on research and development
(R&D). Now, the US spends
around 2.9% of GDP on R&D
and Europe 1.9%. A huge gap of
almost $100 billion has opened
up between what the US
spends annually and the
amount being spent in Europe.
The annual budget for the US
National Institutes of Health,
much of it in basic research, is
$27 billion, whereas that for the
EU Framework programme is
$4.5 billion, a huge difference
that remains even when R&D
spending by individual member
states is added to the total.

The pharmaceutical manufac-
turers are major contributors
to R&D spending in the
European Union, but, here
again, companies are spending
relatively more in the US than
in Europe, Sir Tom added.
EFPIA estimates that the
pharmaceutical industry spent
S 21 billion on R&D in Europe

Dr Humer,
President
of EFPIA, 
President and 
CEO of Roche
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MESSAGES OF THE PRESIDENT AND PAST-PRESIDENT

AAccttiioonn  oonn  EEuurrooppee’’ss  
DDeecclliinniinngg  CCoommppeettiittiivveenneessss



last year, compared with S 29
billion in the US. Since 1990,
R&D spending has increased
4-fold in the US, but only 2.6-
fold in Europe, he noted.
Apparently, Europe is no
longer the key destination for
R&D spending because of
under-investment in basic
research, poor rewards for
innovation, a patch-work mar-
ket and too much regulation.

TThhee  NNoonn--FFuunnccttiioonniinngg
SSiinnggllee  MMaarrkkeett

One of the underlying issues is
that Europe does not function
as a single market, the respon-
sibility being split between the
EU Commission and the mem-
ber states, which are responsi-
ble for national healthcare.
This inevitably is leading to
distortions, with many nation-
al controls on both the supply
and demand sides and low
prices around Europe. The
industry is being squeezed
between two opposing forces.
Pharmaceuticals are seen as a
cost whereas they should be
viewed as a benefit, and as a
means of improving public
health and creating wealth for
Europe. In some countries,
patients had to wait for up to
two years to gain access to new
therapies following regulatory
approval. There is also over-
regulation in Europe. As exam-
ples, Sir Tom noted the clinical
trials Directive and the REACH
proposals for chemicals. Mean-
while, competitors like China
and India are forging ahead.

Fortunately, it is not all bad
news, according to Sir Tom.
The Lisbon agenda and the
Barcelona targets indicate that
European politicians are now
recognising the central impor-
tance of economic competitive-
ness. The newly elected Euro-
pean Parliament, the forma-
tion of the EU Commission
and the accession of 10 new
countries to the EU mean
change. One example is the
support for an EU Com-
missioner to take responsibility
for competitiveness and pro-
gress, who would lead the
innovation agenda. There are
also suggestions that the Re-
search Framework Programme
should provide greater impetus
to R&D. The issue of competi-
tiveness is being discussed at
the European Roundtable of
Industrialists, and the Trans-
atlantic Business Dialogue has
been resurrected, which could
provide a broader context to
the debate. 

EEFFPPIIAA  PPrriioorriittiieess

EFPIA will continue to press
for changes that will improve
the competitiveness of the
research-based industry. There
are three priorities: strength-
ening the EU science base,
speeding up patient access to
innovative medicines, and
improving the political and
regulatory environment in
which the industry operates.
To help strengthen the science
base, a group of research
directors from major compa-

nies has been formed to come
up with proposals on how the
EU can improve the transla-
tion of basic research into
marketable products. EFPIA
will also press for a change in
approach for the 7th EU
Framework Programme in
2007, in order to find a Euro-
pean equivalent to the US
National Institutes of Health.
The brain drain of researchers
to the US also has to be
reversed, by making Europe a
more attractive location for
research. According to EFPIA’s
figures, nearly half a million
European researchers are
working in North America, and
unlike researchers from China
or India, who eventually would
return to their home country,
they do not return to Europe. 

EFPIA also noted that the last
formal meeting under the G10
process had a busy agenda.
One of the proposals expected
to be discussed later on with
member states is the launch of
products at a marketprice set
by the manufacturer immedi-
ately upon approval. This
would mean that patients
could access them as private
citizens, or wait until reim-
bursement prices and dis-
counts for healthcare systems
had been negotiated. This
approach could reduce trade
distortions caused by the EU
states’ diverse pricing and
reimbursement systems.
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COMMISSIONER DAVID BYRNE IN DUBLIN

AA  PPaattiieenntt  CCeennttrreedd  
HHeeaalltthh  PPoolliiccyy  iinn  EEuurrooppee

n his speech entitled "A
Patient Centred Health

Policy in Europe", David Byrne,
European Commissioner for
Health and Consumer Pro-
tection, addressed the Euro-
pean Federation of Pharma-
ceutical Industries (EFPIA)
Public Conference on 27 May
2004.

The Commissioner started in
saying that to be competitive,
you need to be quick to adapt
to change. One needs to antici-
pate it wherever possible. For
the pharmaceutical industry,
the rise of patient power is just
such a key challenge in the
health policy environment. The
transformation of the patient
from a passive recipient of
treatment, to an increasingly
active mobile seeker of quality
services is a driver of change in
European healthcare provision.
In recent years, debate about
European health issues from
pharmaceuticals to e-health,
has confirmed that the patient
has moved to the centre of pol-
icymaking.

The Commissioner empha-
sised that the primary respon-
sibility for the organisation
and financing of health ser-
vices and medical care clearly
lies with the Member States.
That said – it should also be
clear that all have much to
learn from each other. The dif-
ferent practices we follow, the

variations in outcomes, illus-
trate the potential for sharing
best practice to the benefit of
all. This is also the primary
role of action at European
level – to facilitate co-opera-
tion and sharing of knowl-
edge, as health systems and
health policies across the EU
are becoming more intercon-
nected than ever before. This
is driven by factors such as
movement of patients and pro-
fessionals; rulings from the
European Court of Justice
applying free movement rules
to the health sector; an in-
creasingly shared culture
across Europe creating com-
mon expectations; the impact
of new medical technologies
and techniques; and, of course,
the enlargement of the Union. 

DDiiffffeerreenntt  sscceennaarriiooss

Different scenarios have been
raised about the possible
future impact of "Europe" on
health systems. Some see
greater freedom of movement
as a threat to the viability of
healthcare systems. This is
predictable given the limits his-
torically placed on patient
mobility as necessary to help
control costs and to enable
effective planning. Others en-
visage a more positive in-
fluence both through greater
choice and access for patients,
and through greater collabora-

Commissioner 
David Byrne

II



tion and interaction allowing
the sharing of resources and
adoption of best practices.

To properly debate and explore
these questions, a high level
reflection process has been
convened on patient mobility
and healthcare developments
in the European Union.
Ministers from 24 of the cur-
rent Member States took part.
They were joined by represen-
tatives of patients, medical
professions, purchasers and
providers of healthcare, and
the European Parliament. The
key result of the reflection
process was the recognition of
the potential value of Euro-
pean co-operation towards
helping Member States to
achieve their health objectives.
The participants did indeed
find that they shared common
values and objectives for
health and health systems,
and that they faced common
challenges. The report makes
nineteen recommendations
across five main areas.

TThhee  CCoommmmiissssiioonn’’ss  rreessppoonnssee  ttoo
tthhee  rreeppoorrtt  iiss  ssttrruuccttuurreedd  aarroouunndd
ffoouurr  mmaaiinn  hheeaaddiinnggss::

(i) European co-operation to
enable better use of re-
sources. This covers issues
such as developing a better
understanding of the rights
and duties of patients;
sharing spare capacity and

trans-national care; issues
relating to health profes-
sionals; identifying and net-
working European centres
of reference; and greater
collaboration on assessing
new health technologies; 

(ii) information for patients,
professionals and pro-
viders. This covers issues
including a strategic frame-
work for information con-
cerning health systems;
improving understanding of
what care people seek in
other Member States and
why; applying data protec-
tion rules to the health sec-
tor; and "e-health", using
information and communi-
cation technology in the
service of health;

(iii) the European contribution
to health objectives, cover-
ing issues such as improv-
ing integration of health
objectives into all Euro-
pean policies and activities;
and establishing a new
High Level Group to sup-
port cooperation on health
services and medical care; 

(iv) responding to enlargement
through investment in health
and health infrastructure,
in particular by making in-
vestment in health, health
infrastructure development
and skills development pri-
ority areas for funding

under Community financial
instruments. 

One key recommendation was
to establish a ‘permanent
mechanism’ to support Euro-
pean co-operation in the field of
health care. The Commission
has responded to this through
a Decision establishing a High
Level Group on health services
and medical care. The new
High Level Group will begin its
work shortly, working towards
the development of practical
proposals on how European co-
operation can develop in the
interests of patients. It will be a
major force for change.

TThhee  cceennttrraall  ppllaaccee  ooff
hheeaalltthh  ssyysstteemmss

Two simple facts illustrate the
central place of health sys-
tems. First, direct spending on
health amounts to almost 10%
of GDP across Europe. Second,
health services employ almost
10% of the EU work force. But
the key point is to recognise
that expenditure on health
should not be seen just as an
economic cost, but as a posi-
tive, forward-looking invest-
ment. Health should be recog-
nised as a productive factor in
a competitive economy. Poor
health undermines individual
wellbeing and productivity.
The cost of ill-health cannot be
reduced to the direct costs of
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sickness payments and expen-
sive premature health. Calcu-
lating the real indirect costs to
the economy of premature
sickness and death, affects
everything from education, to
lost productivity. At a macro
level, health is crucial to rais-
ing the activity level of the
population. Chronic illness
affects about 15% of the work-
ing age population in the
European Union. This repre-
sents a burden not just for
sufferers but for those who
care for them – about 15 mil-
lion people in the former EU of
fifteen need the assistance of a
third person to cope with the
basic functions of everyday
life.

The future economic growth
and sustainable development
of the entire Union therefore
depends on investment in
health – investment that will
be doubly important for the
new Member States to reduce
the gap with the rest of the
Union. In essence, the mes-
sage is that it is not that the
costs of health are high, it is
rather that the costs of illness
and disease are high – to indi-
vidual citizens; to their fami-
lies; and to society as a whole.
In all of this, the pharmaceuti-
cal industry will have a vital
role to play in the debate
ahead that links health tech-
nology with improving eco-
nomic wealth. We need to be

able to measure not just the
financial cost, but the eco-
nomic benefits of specific
innovations.

European citizens are taking
an increasing interest in their
health and well-being. People
expect to be well-informed
about health issues that con-
cern them and their families.
This is even more pertinent
when people fall ill. They want
to have full information about
their situation and access to
the care they need. Patients
groups play a key role in pro-
viding such information and
support. Health is one of the
most sought-after topics on the
internet, showing that people
have a need, and indeed a
strong desire, for high-quality,
accessible information. One of
the main areas of work under
the EU Public Health Pro-
gramme concerns health infor-
mation.

IInnffoorrmmaattiioonn  ttoo  ppaattiieennttss

Information on pharmaceuti-
cals is one particular area
where patients are demanding
more objective information
directly relevant to their needs.
The recent review of the
European pharmaceutical leg-
islation led to difficult and con-
troversial discussions, leaving
some questions unanswered.
Information to patients has

also been a key area in the so-
called "G10 Medicines" pro-
cess, which brought together
the competitiveness and public
health aspects of pharmaceuti-
cals and demonstrated the
need to reconcile those objec-
tives. Against this background,
the Commission intends to
develop a public-private part-
nership on patient information
on pharmaceuticals.

This exercise could cover such
area as looking at the quality of
existing information to pati-
ents and how high quality
information can be accessed
through the Internet, as well as
focusing on information to
users on treatment options. 

In his conclusion, the Com-
missioner stated that competi-
tiveness needs the genius of
innovation. Competitiveness
will define the future economic
health of our new Europe.
Enlightened health policy at
European level will in turn play
a decisive role in facilitating
competitiveness. Like con-
sumers before them, patients
will make it happen if they are
placed at the centre.



vveerr the last decade or
so, the economic perfor-

mance of Ireland has been
spectacular and today, Ireland
still enjoys one of the best GNP
growth rates in Europe and is,
consequently, the focus of much
international attention. But it
wasn’t always so! In the first few
decades after Independence, the
Irish economy was one of the
most heavily protected in the
world. Agriculture was the dom-
inant employer (43% in 1949)
and employment in industries
producing food, drink and tex-
tiles almost exclusively for the
home market, was relatively
small. Throughout that period,
the economy was one of the
worst performing in the OECD.

Already in the late 1950s there
was a shift in policy and a deci-
sion was taken to achieve eco-
nomic expansion by disman-
tling the protectionist regime
and stimulating export based
industrial expansion. Most of
the employment in the indus-
tries that grew up under pro-
tectionism did not survive long
under free trade. In 1965, the
Anglo Irish Free Trade Area
Agreement came into operation
and tariffs were rapidly done
away with, first for Britain and
then for the rest of Europe after
the Irish entry to the EEC in
1973. Simultaneously, restrict-
ions on direct foreign invest-
ment in Ireland were replaced
by tax incentives and grants.

The new firms that came to
Ireland to avail of these incen-
tives and to locate in a rela-
tively low cost environment in
the EEC, came mainly from
the pharmaceutical, electronic
and engineering sectors. The
Single market provided the
primary source of demand and
to underpin the success of the
strategy, the governments em-
barked on a programme of
improving infrastructure, edu-
cation and training.

Turning specifically to the
pharmaceutical industry, the
development of this sector over
the last 30 years is a true suc-
cess story. In 1972, medicines
and fine chemicals exports
were less than S100 million; in
2001, they exceeded S32 bil-
lion. In 1980, the pharmaceu-
tical industry employed rough-
ly 3.000 people; in 2004, that
figure is some 20.000. Thus,
the pharmaceutical industry in
Ireland is, in historical terms,
essentially a new one, with
most of the companies having
here set up since the 1960s,
with strong encouragement
from both Government and the
Industrial Development Agency.

Most of the multinationals now
have plants here supplying fin-
ishing plants elsewhere in Eu-
rope. The modern nature of the
sector also gives it a fresh per-

spective in its views and con-
duct; with the level of environ-
mental emissions being small
and state-of-the art modern tech-
nology and excellent compliance
with GMP standards being key
features of operations. From a
very low base in 1970, the sector
now accounts for about 29% of
Ireland's manufactured exports;
putting Ireland among the top ten
exporters of pharmaceuticals.

The Government, the Depart-
ment of Enterprise, and Em-
ployment, the Industrial Deve-
lopmental Agency and other
industrial promotion agencies
regulatory agencies and local
authorities are actively assist-
ing the pharmaceutical indus-
try to ensure this continued
success. The range of incen-
tives on offer from the Irish
Government include an attrac-
tive corporation tax regime
and grants for set up and
training, and these together
with the ready availability of
a skilled, well educated work-
force, competitive labour costs,
membership of the EU/EURO
and a stable, responsive gov-
ernment over a period of 40
years or so, were undoubtedly
instrumental in attracting such
a vast number of pharmaceu-
tical firms to Ireland.
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TThhee  IIrriisshh  EExxaammppllee

√√
The T¿n·iste, 

Mary Harney TD
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THE PATIENTS W.A.I.T.* FACTOR

AAcccceessss  TToo  IImmppoorrttaanntt
NNeeww  MMeeddiicciinneess

oosstt people in EU coun-
tries have no idea how

long it takes for new medicines
to begin being used by patients
after they have been approved.
According to the results of re-
search conducted in 1998 and
1999 by a UK consultancy firm,
people in many EU countries
faced average delays of over two
years before gaining access to a
new drug after it had been first
licensed in the EU. Such delays
have harmful consequences for
patients, who are denied the
benefits of medical advances.

At least in theory, governments
too would wish patients to have
access to useful new medi-
cines as soon as practicable.
Achieving reasonably short
delays between the first launch
in the EU and products being
available throughout should
therefore be a common goal.
What causes the long waits?
Individual countries currently
have their own methods and
timetables for deciding whether
new treatments are safe and effi-
cient. Similarly, deciding how
much to charge for a new drug
takes longer in some places than
in others according to the type of
health system involved.

In this context, EFPIA has
tasked the company IMS with
the preparation of a database
that can be used to analyse
delays in market access for

pharmaceuticals in Europe. The
database will be used to mea-
sure total time delays from mar-
ket authorisation to patient
availability in Europe and will
be updated every six-months.
The result is an independent
indication of how patients wait
for access to innovative treat-
ments in Europe. The study cov-
ers the 25 EU members, Norway,
Switzerland and the USA. For
an interim analysis, which was
presented by IMS on May 21st,
2004, analyses of data captured
in the IMS database have been
done for the following countries:
France, Germany, Ireland, Italy,
the Netherlands, Spain, Sweden,
Switzerland, the UK and the
USA are analysed in full; Austria,
Belgium, Denmark, Finland and
Portugal have EMEA approvals
analysed.

For each deliverable IMS will
analyse a four year study period
and record the status of all
products approved in the study
period on a specific reference
date. The first study period
which has been investigated is
30 June 1999 to 30 June 2003.
Products which achieved mar-
keting authorisation in this
study period will have their sta-
tus recorded on the reference
date 31 December 2003. The
study records average delay
between approval and availabil-
ity for each country and the
rate of availability measured by
the numbers of approved prod-
ucts which are available.

For subsequent reports the
study period and reference date
will roll forward by six months
allowing the results to be moni-

ªª

* Wait to Access Innovative Therapies

IInntteerriimm  ddeelliivveerraabbllee  ooff  MMaayy  2211sstt,,  22000044
AAvveerraaggee  ttiimmee  ddeellaayy  bbeettwweeeenn  aapppprroovvaall  aanndd  ffiirrsstt  ssaalleess

Heads of Europe & Associations 31.08.04  

EMEA approvals
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STATISTICS

EExxppeennddiittuurree  ffoorr
PPhhaarrmmaacceeuuttiiccaall  RR&&DD

PPhhaarrmmaacceeuuttiiccaall  RR&&DD  eexxppeennddiittuurree  iinn  EEuurrooppee,,  UUSSAA
aanndd  JJaappaann

((SS mmiilllliioonn,,  aatt  22000022  ccoonnssttaanntt  eexxcchhaannggee  rraatteess)),,  
((ee))::  eessttiimmaattee
Source: EFPIA member associations, PhRMA, JPMA

tored over time. For major prod-
ucts registered in the study
period, the following parame-
ters will be recorded: (1) date of
marketing authorisation in each
country; (2) date of first market
approval in the EU; (3) date of
price approval; (4) date of reim-
bursement approval; (5) publi-
cation dates; (6) date of launch
by manufacturer; (7) level of
price/reimbursement approval;
(8) date first sales recorded;
(9) date of any subsequent
change to price or reimburse-
ment status; (10) date of effec-
tive market access; and (11) sta-
tus of product in each country
on a given reference date. The
two illustrations show samples
of the charts that will be pro-
duced by interrogating the final
database every six months.

While this study is being car-
ried out, some of the worst
offenders have pledged to speed
up. However, rapid and equal
access for Europe’s patients to
new medical treatments and
technologies may not be possi-
ble until the tensions between
national control of price and
reimbursement, intellectual pro-
perty rights, and free trade
within the EU have been satis-
factorily resolved, tensions that
the recent EU enlargement can
only increase. 

hhee United States is increasingly the dominant player
in the pharmaceutical sector. This is reflected in sev-

eral ways but the difference is nowhere bigger than in
R&D investments. Whereas R&D investments in Europe
grew by 2.6 times between 1990 and 2003, the corre-
sponding increase in the U.S. is more than fourfold. The
competitiveness report released by the European
Commission in November 2000 notes that this develop-
ment is "worrying because Europe risks to be relegated into
the fringe of the industry, surviving and even thriving
through imitation, i.e. generics, marketing, but giving up a
large share of the value added and becoming dependent on
the USA for the development of new products."

Since then, three and a half years have gone by without a
change of the general situation.

TT
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MARK YOUR AGENDAS!

AAnnnnuuaall  MMeeeettiinnggss  
iinn  BBrruusssseellss  --  11--33  JJuunnee  22000055

nntthhuussiiaassmm about the
Dublin meetings was

expressed in the numerous
messages that reached EFPIA
after the May Annuals Meet-
ings. It appears that we have
put the bar very high, and some
warned that it might be difficult
to do better next year…

Nothing to be worried about:
EFPIA can surpass its past
successes! Just look at the
record: in our yearly football
match against EMEA, also this
year our team repeated previ-
ous victories – EFPIA’s team
won by 1-0. (A Euro 2004
score, isn’t it!)

Back to core business! As indi-
cated in the Dublin Conference
title “Restoring Industry Com-
petitiveness – A Key to a
Healthy Europe”, avoiding fur-
ther decline of industry’s com-
petitiveness in Europe indeed
remains our main focus for the
coming year(s). Industry lead-
ers have indicated the need for
urgent action, and Commis-
sioner Byrne supported indus-
try striving for a strengthening
of its activities in Europe. 

“It is not that the costs of health
are high, it is rather that the
costs of illness and disease are
high – to individual citizens, to
their families, and to society as
a whole”, said Commissioner
Byrne.

At the General Assembly,
EFPIA members prioritised
objectives and gave clear orien-
tation and direction for actions
that will be taken forward by
the EFPIA team, with the sup-
port of its member companies
and member associations, and
with the help of their experts in
the working groups. Focused
activities will be developed to
progress the issues identified.
Interaction with renewed EU
institutions will be organised
with a view to optimising EU
policies towards strengthening
the competitiveness of R&D
pharmaceutical operations in
Europe. The Annual Meetings
2005 will for sure offer a new
opportunity to take stock of
progress made, and to identify
the remaining hurdles to a
harmonious development of
pharmaceutical industry in
Europe, which announced to
become the most competitive
and innovative trade block by
2010. Let’s take up the chal-
lenge!

Given the importance of collab-
oration and interaction with
European institutions, includ-
ing the Commission and the

European Parliament, it has
been considered appropriate to
hold the 2005 Annual Meet-
ings in Brussels. With new
mandates of the European
Parliament (June 2004) and
the Commission (1 November
2004), meeting in Brussels will
make it easier to involve the
institutions in the Annual Meet-
ings discussions, and hence
provide a unique opportunity to
input the new legislature at an
early stage of its term.

We would like to thank our
colleagues of the Czech Re-
public, who had already made
initial arrangements to wel-
come EFPIA’s Annual Meetings
in Prague, in June 2005. With
their agreement, it was decided
that EFPIA would postpone its
visit to Prague to 2006 (dates
to be confirmed).

Let me express appreciation to
the Steering Group and the
Organising Committee of the
Annual Meetings for their con-
tribution, which was essential
to the success of the Dublin
meetings. I would also like to
express my gratitude to the
IPHA team, under the genius
leadership of Anne Nolan. Last
but not least, work behind the
scenes led by EFPIA’s “Admin-
istrative and Conference”
Department and the General
Management secretariat de-
serves special recognition for
their efficiency.

∂∂

Brian Ager, 
Director General
of EFPIA
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TToo  ¢¢..™™..  ÙÙÔÔ˘̆  ™™ºº∂∂∂∂  //  TThhee  BBooaarrdd  ooff  SSFFEEEE

PPrreessiiddeenntt:: G. Sykianakis (Menarini) 

SSeeccrreettaarryy  GGeenneerraall:: A. Kyriakou (Organon Hellas)

TTrreeaassuurreerr:: V. Niadas (Cana)

VViiccee  PPrreessiiddeennttss:: C. Bantzis (UCB Pharma), D. Filiotis (Farmaserv - Lilly),
N. Manassakis (GlaxoSmithKline), F. Sakellaridis (Janssen- Cilag),
S. Stefanidis (Boehringer Ingelheim), S. Varthalis (Novartis Hellas)

MMeemmbbeerrss:: P. Apostolides (Abbott Laboratories), P. Boscopoulos (Pfizer), 
K. Euripides (Genesis Pharma), P. Gerolymatos (P.N. Gerolymatos), 
M. Katsikas (Faran), A. Voyatzis (Sanofi Synthelabo)

1.   ABBOTT LABORATORIES S.A.
2.   ADELCO S.A.
3.   ALCON LABORATORIES S.A.
4.   ALVIA S.A.
5.   AMERSHAM Health S.A.
6.   ASTRAZENECA S.A.
7.   AVENTIS Pharma S.A.
8.   BAXTER HELLAS Ltd
9.   BAYER HELLAS A.G.

10.   BOEHRINGER INGELHEIM S.A.
11.   BRISTOL MYERS SQUIBB S.A.
12.   CANA S.A.
13.   CHIESI Hellas S.A.
14.   ELPEN S.A.
15.   FAMAR S.A.
16.   FARAN S.A.
17.   FARMASERV-LILLY S.A.
18.   FARMEX S.A.
19.   FOURNIER Hellas S.A.
20.   FRESENIUS KABI Hellas S.A.
21.   GALDERMA Hellas S.A.
22.   GALENICA S.A.
23.   GENESIS Pharma S.A.
24.   GILEAD SCIENCES ∂ÏÏ¿˜ ª.∂.¶.∂.
25.   P.N. GEROLYMATOS S.A.
26.   GLAXO SMITH KLINE S.A.
27.   HELP S.A.
28.   I.T.F. Hellas S.A.
29.   JANSSEN CILAG
0000PHARMACEUTICAL S.A.C.I.
30.   LAPAPHARM INC.
31.   LAVIPHARM S.A.

32.   LEO Pharmaceuticals 
HELLAS LTD

33.   LUNDBECK HELLAS S.A.
34.   MEAD JOHNSON S.A.
35. MENARINI Hellas  S.A.
36. MINERVA  S.A.
37. NEOFARAN
38. V. NIADAS & SONS S.A.
39. NOVARTIS HELLAS S.A.
40. NOVEXAL ∏ELLAS Ltd
41. NOVO NORDISK HELLAS LTD
42. NYCOMED  HELLAS S.A.
43. OCTAPHARMA HELLAS S.A.
44. OMEGA Pharma Hellas S.A.
45. ORGANON  HELLAS  S.A.
46. PIERRE FABRE S.A.
47. PFIZER  HELLAS  S.A.
48. PHARMA FABRE S.A.
49. PHARMANEL Pharmaceuticals S.A.
50. REMEK  S.A.
51. ROCHE HELLAS  S.A.
52. SANOFI  SYNTHELABO  S.A.
53. SCHERING Hellas S.A.
54. SCHERING  PLOUGH  S.A.
55. SERVIER  LTD
56. SERONO Hellas S.A.
57. SOLVAY PHARMA  S.A.
58. U.C.B. PHARMA  S.A.
59. VIAN S.A.
60. VIOSER  S.A.
61. WYETH  HELLAS  S.A.
62.   ZLB BEHRING ∂ÏÏ¿˜ ª.∂.¶.∂.

∂∂ÙÙ··ÈÈÚÚ››ÂÂ˜̃  --  ªª¤¤ÏÏËË  ÙÙÔÔ˘̆  ™™ºº∂∂∂∂
MMeemmbbeerr  CCoommppaanniieess
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