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it’s a pleasure to discuss a selection of findings from this year’s Stichting HIV Monitoring report. Please browse through the report at your leasure for more details.
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The work that goes into producing the annual monitoring report obviously is a major team effort, for which each of those listed on this slide deserve a special thank you.



Topics 

• Epidemic trends over time 
 

• Cascade of care 
  
• Combination antiretroviral treatment outcomes 
 
• Ageing and co-morbidity 

 
• Hepatitis C 
 
• Conclusions 
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It is impossible to comprehensively review all of the findings in this year’s report in detail. What I’ll do is briefly touch on a selection of pertinent issues in relation to the main topics listed here, ending with a couple of conclusions.



Registered annual new HIV-1 diagnoses in 
adults 

Around 1000 new diagnoses  
in 2014 
 
• 600-650 in MSM 
• 200-300 in heterosexuals 
 
 
 
 
 
MSM 
• ≥45 yrs: 36% (36%) 
• 18-24 yrs: 10% (12%) 
• 25-34 yrs: 27% (29%) 

 
Heterosexuals 
• ≥45 yrs: 40%(38%) 
• 18-24 yrs:  7%(8%) 
• 25-34 yrs:  25% (30%) 

According to transmission risk group 

According to age at time of diagnosis 
MSM Heterosexual men & women 
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The estimated total number of annual new diagnoses continues to stand around 1000 cases. Compared to our previous report the proportion of new cases involving MSM has now increased from 67 to 71% and the proportion of new cases involving heterosexual transmission has declined from 27 to 23%. The trend from earlier years for new cases to increasingly occur in relatively older individuals continues both among MSM and individuals infected through heterosexual transmission.



CD4 cell count at time of HIV diagnosis 
has increased over time 

  
 

430 cells/mm3 MSM 

385 cells/mm3 overall 

300 cells/mm3 women 

225 cells/mm3 men, heterosexual  

…but room for improvement remains across the board, and 
particularly among men & women with heterosexually acquired 
infection… 
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This trend is visulaized in more detail on this slide, where one sees the median CD4 count in newly diagnosed individuals by transmission risk group. Whereas the CD4 count at the time of diagnosis overall has gradually increased to a median of  416 cells, one also sees that this trend is mailnly driven by earlier diagnosis in MSM, but not in women and men who have otherwise become infected.



Diagnosis with recent HIV infection 
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For MSM, but not for those 
with heterosexual 
transmission: 
 
• Earlier diagnosis also 

reflected in an increasing 
proportion diagnosed with 
recent infection 

 
• In 2014: 
18% of newly diagnosed MSM, 
but only 5% of heterosexuals 
had tested negative within last 
6 months 
 

 
 
 
 

Had tested negative at most 6 mos before HIV diagnosis  

18% in 2014 

5% in 2014 

32% in 2014 

7% in 2014 

Had tested negative at most 12 mos before HIV diagnosis  

• Expanded testing a 
prerequisite for further 
improvement in identifying 
people earlier in infection 
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Repeated HIV testing amongst MSM has also improved the rate at which these men are being diagnosed with recent HIV infection. When defined as known to have had a documented negative test within the last 6 months, 19% of newly diagnosed MSM in 2013 had recent infection. When also taking into account other evidence of recent infection for example the presence of symptoms of primary HIV infection, the proportion of MSM diagnosed with recent infection increases to 31% in 2013. This illustrates the importance for both health care professionals and individuals at risk to be aware of the signs and symptoms of primary HIV infecftion.



Late presentation at entry into care 
remains much too common 

Proportion presenting with 
CD4 <350/mm3 or AIDS 

Proportion from 2012 
onward:44% overall 
 
64% heterosexual men 
 
50% heterosexual women 
 
36% MSM 
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Unfortunately, late presentation for care remains much too common, with the overall proportion being the same as last year. Overall over 40 percent of newly diagnosed individuals presented for care with a CD4 count below 350 or AIDS, although the trend for this to improve amongst MSM newly entering care continues, as can be seen in the blue curve.



Topics 

• Epidemic trends over time 
 

• Cascade of care 
  
• Combination antiretroviral treatment outcomes 
 
• Aging and co-morbidity 
 
• Conclusions 
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Now let’slook at the Cascade of HIV care in the Netherlands



Cascade of care: adults diagnosed,  
linked to care, retained in care,  
on cART, and suppressed 

Abs 8, Ard van Sighem 

http://ecdc.europa.eu/en/healthtopics/aids/Pages/hiv-modelling-tool.aspx 
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Taking the UNAIDS estimate of 25.000 individuals living with HIV in the Netherlands as the basis for these calculations, about one quarter remains unknown to have been diagnosed with HIV and linked to care. 71% of the 25.000 is currently known to be in care, 64 % is known to be on treatment, and 58% of the estimated 25.000 has suppressed viraemia. Last year’s figures are shown  for comparison in brackets.



Cascade of care: adults diagnosed,  
linked to care, retained in care,  
on cART, and suppressed 

87% 
92% 90-90-90  by 2020 

73% 
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Taking the UNAIDS estimate of 25.000 individuals living with HIV in the Netherlands as the basis for these calculations, about one quarter remains unknown to have been diagnosed with HIV and linked to care. 71% of the 25.000 is currently known to be in care, 64 % is known to be on treatment, and 58% of the estimated 25.000 has suppressed viraemia. Last year’s figures are shown  for comparison in brackets.



Topics 

• Epidemic trends over time 
 

• Cascade of care 
  
• Combination antiretroviral treatment and its outcomes 
 
• Aging and co-morbidity 
 
• Conclusions 
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A few comments on antiretroviral treatment and  its outcomes.



Following HIV diagnosis, starting cART at 
higher CD4 count is becoming far more 
common 

Proportion starting cART ≤ 6mos after HIV diagnosis 

• 2014:  
– 87% of those diagnosed with a CD4 count of 350-500 cells/mm3 

had started cART within the next 6 months ( 63% in 2013) 
 
– 68% of those diagnosed with a CD4 count ≥ 500 cells/mm3  
     had started cART within the next 6 months ( 41% in 2013) 

 
 

87%  

68%  
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Looking at the issue of startting treatment in a bit more detail, one can see that with time treatment is generally  being initiated at earlier stages of infection, although there clearly remains room for further improvement.  A promising trend is that, whereas last year only 29 percent of persons diagnosed with a CD4 count over 500 had begun treatment within the next 6 months, this proportion in 2013 had risen to 41 percent.  



 Proportion of patients started on cART 
 within 12 months after entering into care 
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Abs 54, Colette Smit 
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Another important comorbiditiy is liver disease related to viral hepatitis co-infection. Concerning hepatitis C, we can see that the uptake of treatment for hepatitis C, including treatment with first generation direct acting antivirals, in the HIV-infected population in care has clearly increased over time. Nonetheless, currently just over 900 patients with HIV in care remain in need of curative treatment for their HCV infection. These findings will be discussed in more detail by Colette Smit, later this morning.




Patients who manage to use cART 
continuously achieve high rates of 
sustained viral suppression* 

*11,794 patients starting cART from naive and monitored by an assay with LLD of ≤50 copies/ml 
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Treatment responses remain generally excellent. These figures show the short- and longterm treatment responses in individuals who initiated combination ART 
 without prior treatment experience, whose viral load was measured with an assay with a lower limit of detection of 50 copies or less, and who continue to remain on treatment. As can be seen in the top graph, close to 90% of these patients in recent years manage toachieve viral suppression at one year, and of the ones who continue on treatment, more than 90% sustain suppression out to 13.5 years of follow-up. 



Viral suppression rates on cART are high across 
the 27 Netherlands treatment centers 

15 
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Another important comorbiditiy is liver disease related to viral hepatitis co-infection. Concerning hepatitis C, we can see that the uptake of treatment for hepatitis C, including treatment with first generation direct acting antivirals, in the HIV-infected population in care has clearly increased over time. Nonetheless, currently just over 900 patients with HIV in care remain in need of curative treatment for their HCV infection. These findings will be discussed in more detail by Colette Smit, later this morning.




Increasing proportions of patients on cART 
are living with higher CD4 counts 
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Treatment responses remain generally excellent. These figures show the short- and longterm treatment responses in individuals who initiated combination ART 
 without prior treatment experience, whose viral load was measured with an assay with a lower limit of detection of 50 copies or less, and who continue to remain on treatment. As can be seen in the top graph, close to 90% of these patients in recent years manage toachieve viral suppression at one year, and of the ones who continue on treatment, more than 90% sustain suppression out to 13.5 years of follow-up. 



Shifts in first-line cART regimens 2009-
2014 

Figure 2.10: Trends in initial combination antiretroviral therapy (cART) regimens. 
Eviplera®, Stribild®, and Triumeq® were added to the Netherlands drug reimbursement 
system in June 2012, December 2013, and November 2014, respectively. 

ABC/3TC/DTG 

TDF/FTC/DTG 

TDF/FTC/EVG/c 
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Treatment responses remain generally excellent. These figures show the short- and longterm treatment responses in individuals who initiated combination ART 
 without prior treatment experience, whose viral load was measured with an assay with a lower limit of detection of 50 copies or less, and who continue to remain on treatment. As can be seen in the top graph, close to 90% of these patients in recent years manage toachieve viral suppression at one year, and of the ones who continue on treatment, more than 90% sustain suppression out to 13.5 years of follow-up. 



Reasons for changing one or more components of 
five commonly used TDF/FTC-based regimens 
within first 12 months (2009-2014) 

*5,555 Rx-naive patients starting one of five TDF/FTC-based cART from 2009 onward 
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Treatment responses remain generally excellent. These figures show the short- and longterm treatment responses in individuals who initiated combination ART 
 without prior treatment experience, whose viral load was measured with an assay with a lower limit of detection of 50 copies or less, and who continue to remain on treatment. As can be seen in the top graph, close to 90% of these patients in recent years manage toachieve viral suppression at one year, and of the ones who continue on treatment, more than 90% sustain suppression out to 13.5 years of follow-up. 



Topics 

• Epidemic trends over time 
 

• Cascade of care 
  
• Combination antiretroviral treatment and its outcomes 
 
• Ageing and co-morbidity 
 
• Conclusions 



Increasing age of patients in care 

20 

• Median age of patients in care = 48 years 
• 50 years or older 

– 1996: 9% 
– 2015: 42% (39% in 2014) 
          14% ≥60 years 

• Increase in age-related comorbidities 
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The population of patients with HIV in care fortunately has aged a bit further. Currently 39 percent of patients is older than 50, 13 percent is already older than 60. As a result of aging we see an increase in the incidence of aging-related comorbidities.



Hypertension in patients in care in the Netherlands  
not known to be receiving antihypertensive Rx 
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SP140-159 and/or DP 90-99 
SP 160-179 and/or DP 100-109 
SP ≥ 180 and/or DP ≥ 110 

2014 
•24% (n=1,687) of patients with a recorded BP and not known to be 
receiving anti-hypertensive treatment had grade 1-3 hypertension (ESH & 
ESC criteria) 
 

•For 1,345 of these patients, the 5-yr CVD risk (D:A:D) could be 
calculated and 7 percent had a CVD risk ≥ 10% 
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Against this background and the fact that our population of patients in care is aging, it is not surprising that the use of statins for example  has increased over time. 



Secondary prophylaxis in patients with 
known prior myocardial infarction 

22 

74% 
77% 

67% 
45% 

** anti-hypertensives: ACE-inh’s or ARB’s or beta-blockers 
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Against this background and the fact that our population of patients in care is aging, it is not surprising that the use of statins for example  has increased over time. 



Primary CVD prophylaxis in patients without known 
prior MI, stroke, or cardiovascular procedure, eligible 
for prophylaxis according to EACS guidelines* 
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*http://www.eacsociety.org/guidelines/eacs-guidelines/eacs-guidelines.html 

DM type 2 or 5-yr CVD risk≥5%  

SBP ≥140 and/or DBP ≥90 
& 5-yr CVD risk ≥5%  

Age ≥ 50 & 
5-yr CVD risk ≥ 10%  
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Against this background and the fact that our population of patients in care is aging, it is not surprising that the use of statins for example  has increased over time. 



Estimated GFR* of patients in care in NL 
according to age 

24 

• Approximately 40% with an eGFR < 60 ml/min 
 
* Cockcroft-Gault equation 
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Against this background and the fact that our population of patients in care is aging, it is not surprising that the use of statins for example  has increased over time. 



 Treatment for HCV co-infection over time 
 Rapid uptake of new direct-acting antivirals 
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Another important comorbiditiy is liver disease related to viral hepatitis co-infection. Concerning hepatitis C, we can see that the uptake of treatment for hepatitis C, including treatment with first generation direct acting antivirals, in the HIV-infected population in care has clearly increased over time. Nonetheless, currently just over 900 patients with HIV in care remain in need of curative treatment for their HCV infection. These findings will be discussed in more detail by Colette Smit, later this morning.




 HCV co-infection continuum of care 
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Impact of new direct-acting antivirals comparing  
2014 and 2015 
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Another important comorbiditiy is liver disease related to viral hepatitis co-infection. Concerning hepatitis C, we can see that the uptake of treatment for hepatitis C, including treatment with first generation direct acting antivirals, in the HIV-infected population in care has clearly increased over time. Nonetheless, currently just over 900 patients with HIV in care remain in need of curative treatment for their HCV infection. These findings will be discussed in more detail by Colette Smit, later this morning.




Conclusions 

• The annual number of newly diagnosed patients seems to 
show somewhat of a decline, but not nearly fast enough 

  
• Rates of late presentation remain far too high. These are 

unlikely to improve without expanding HIV testing and a 
continued fight against stigma 

 
• The Netherlands is close to reaching all three UNAIDS 90-90-

90 treatment targets for 2020, but we should already be 
aiming higher 

 
• Treatment is increasingly being started at higher CD4 counts 

and efficacy is high across treatment centres 
 
• There’s a shift towards use of integrase inhibitors as part of 

first-line treatment, which is expected to continue 

Epidemic trends, cascade of care and antiretroviral treatment 
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In summary…….



Conclusions 

• Co-morbidities will continue to increase as the population with 
HIV in care ages further and will increasingly affect health 
outcomes and clinical management 

 
• Data suggest that management of hypertension and use of 

both primary and secondary prevention for cardiovascular 
disease can be improved further 

 
• There is increased uptake of novel combinations of direct 

acting antivirals against HCV, and we are seeing the start of a 
reduction in the number of co-infected individuals who remain 
in need of effective HCV treatment 

 
• When combined with other preventative interventions, this 

could mark the beginning of eliminating HCV co-infection from 
the population with HIV in care in the Netherlands 

Ageing and comorbidities 

Abs 4, Sebastiaan Hullegie 
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Read slide….



For further information 

• Fully searchable PDF,  
    with appendix figures and tables included 

 
• All figures available separately as 
    powerpoint file at www.hiv-monitoring.nl 

 
• Summary and Recommendations      

on website & in print (see NCHIV bag) 
 

Please visit our website (www.hiv-monitoring.nl) 
and read or download the new digital  
HIV Monitoring Report. 
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Read slide….

http://www.hiv-monitoring.nl/
http://www.hiv-monitoring.nl/
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and all patients who allow us to collect and analyse data 
on the course and outcome of their infection   
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And in particular the work of those who are  involved in collecting the data, ensuring its quality, making sure it becomes accessible for analysis and ultimately turned into relevant and reportable results. Finally, I’ld like to of course thank all the patients for their trust in allowing us to collect and analyse their data.
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