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Thanks you for your introduction.
Ladies and gentlemen, after having heard from prof. Van Vlierberghe about gastroenterology, I would like to use the next 15 minutes to discuss recent developments in the epidemiology of HIV.
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According to the European Centre for Disease Prevention and Control (ECDC) in Stockholm, there were 1115 new HIV diagnoses in Belgium in 2013 , 53 in Luxemburg, and 1025 in the Netherlands.
As you can see on this map, the number of new HIV diagnoses is pretty much in line with what is observed in other countries in Europe, although the rate per 100000 population is higher in Belgium than in the surrounding countries.
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About half of the new HIV diagnoses in 2013 in Belgium and Luxemburg were found in men who have sex with men.
In the Netherlands, MSM accounted for three quarters of all diagnoses.
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Meanwhile, the population of HIV patients in care is ageing.
Currently 39 percent of patients in the Netherlands is older than 50 years, and 13 percent is already older than 60. 
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As a result of aging we see an increase in the incidence of age-related comorbidities.
In a recent study by Mikaela Smit and colleagues, both the number and the proportion of HIV patients with one or more comorbidities is expected to increase in the coming years.
In 2030, we predict that 84% of HIV patients will have at least one comorbidity compared to 29% in 2010.


CART: short- and long-term results
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One of the reasons that the HIV population is getting older is that patients are successfully treated with combination treatment.
The figure on the top shows that after 12 months of combination antiretroviral treatment, or cART, approximately 90% of the patients HIV RNA levels <100 copies/ml, which is considered successful suppression of the virus.
The lower plot illustrates that more than 90% of patients who continue to use treatment sustain their viral suppression for more than a decade at least.
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There is an ongoing debate on when treatment should be started.
The moment of initiation of treatment is a trade off between the level of immunodeficiency, expected difficulties in adhering to treatment regimens, and potential drug-related toxicities.
Nowadays, treatment options often involve only one single pill once a day and side effects are considerably let’s say 10, 15 years ago.
And treatment guidelines have changed over time as to start treatment at increasingly higher levels of CD4 counts.
The START trial compared starting treatment immediately at high CD4 counts (above 500) or waiting till CD4 counts had decreased to 350.
This summer results were presented showing that immediate treatment clearly resulted in less morbidity than deferring treatment.


Proportion on cART within 6 months
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Already before START published their results, treatment was started increasingly earlier after diagnosis as illustrated in this figure showing data from the Dutch ATHENA cohort. 
Whereas around 2005, less than 20% of patients diagnosed with CD4 counts above 350 had started treatment within 6 months,
this proportion had increased to 63% in 2014 for those diagnosed with CD4 counts between 350 and 500.
And to 41% for those diagnosed with CD4 counts above 500.
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Although it is clear that treatment early in the infection is beneficial, the problem is to that many HIV-positive individuals are diagnosed late in their infection.
40 to 50% of patients diagnosed in 2013 already had CD4 counts below 350
and 20 to 30% of patients were diagnosed with advanced HIV infection with CD4 counts less than 200.
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An important paradigm in recent years is that treatment is  not only beneficial for HIV-positive patients, but also helps in preventing new HIV infections.
Patients with suppressed HIV RNA have an almost zero probability of transmitting HIV to uninfected sex partners.
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This was nicely illustrates in the HPTN 052 trial which showed that early treatment of  the HIV-positive partner in serodiscordant couples decreased the likelihood of transmitting HIV by 96% compared to delayed treatment.
In total there were 39 infections, of which 28 could be linked to the HIV-positive partner.
The other 11 were from partners outside the relation.
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Another recent development in the epidemiology of HIV is the so-called continuum of HIV care, shown here for the Netherlands.
According to UNAIDS there were 25.000 people living with HIV in the Netherlands.
Of those, 76% were diagnosed and linked to care, 71% were still in care, 64% were on combination treatment, and 58% had a suprressed viral load.
In other words, a quarter of HIV-positive indiviuals has not yet been diagnosed and is unaware of their infection and 42% of the total population can still transmit HIV.
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Let’s now try to put these proportions into perspective against the recently published ambitious  new UNAIDS targets of what should be strived for globally by the year 2020.
The UNAIDS goals indicate that 90% of all people living with HIV know their HIV status by 2020, that 90% of all people diagnosed with HIV are on ART, and that 90% of all people receiving ART have durable suppression of infection.
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According to these 90 targets, 73% of all HIV-positive patients should have a suppressed viral load (90% of 90% of 90%).
This slide illustrates that this target is not yet reached by many countries.
Countries in Europe are between 50 and 60% compared to 35% in BC, 29% in SSA, and only 25% in the US.


Cities are hotspots
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Last year, UNAIDS and IAPAC  launched the so-called Fast-Track cities initiative.
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Just before joining the FTC initiative, Amsterdam had formed to so-called H-TEAM which stand for HIV Transmission Elimination Amsterdam.
The H-TEAM realised that the AIDS epidemic can only be ended if everyone in the city works together.
H-TEAM is therefore a city-wide collaboration of hospitals, public health services, general practitioners and NGOs.


Aim of the H-TEAM

Reduction of the HIV incidence in Amsterdam

Improvement of prognosis of HIV-infected individuals by early
diagnosis and earlier treatment

How to achieve this?

prevention of HIV in high risk populations

Increasing awareness of HIV at health care providers

Increasing awareness for acute infections among MSM
perceptions and barriers for cART among physicians and patients

cohort study on cure after immediate treatment in acute
infection
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More specifically, the aims of the H-TEAM are
a reduction of the HIV incidenc in Amsterdam
improvement of the prognosis of HIV-infected patients

We try to achieve this by different interventions including
prevention of HIV in high risk populations
increase HIV awareness among health care providers with a more proactive provider-initiated testing based on indicator diseases
but also increase the awareness for acutef infections among MSM 
one of the work packages aims to study perceptions and barriers for early treatment among both physicians and patients
and we also set up a cohort study to study the possibiltiy of curing HIV+ patients after immediate treatment in acute infection
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Pre-exposure prophylaxis (PrEP)
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The work package on prevention of HIV focusses on the implementation of pre-exposure prophylaxis, or PrEP.
PrEP is a pill containing anti-HIV medication which is used by individuals who are not infected with HIV but are at a high risk of getting infected
e.g. because they have difficulties with consistent use of condoms or have many sex partners.
This years, two studies presented results on the efficacy of PrEP and both studies (PROUD  in the UK and IPERAY in France and Quebec) found a 86% reduction in new HIV infections in MSM on prep compared to those not on prep.
PROUD looked at daily taking such a PrEP pill wherease IPERGAY looked at intermittent prep where prep was taken 2 to 24 hours before expected sex for instance on Friday afternoon and then taking prep during the weekend plus 2 doses after the last sexual contact
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The Amprep study wihtin H-TEam carried out by the Public health service in Amsterdam will compare these to prep scenarios.
AmPRep started this summer when potentially interested candidates could register themselved.
There was quite some attention by the media as illustrated here by one article in a national newspaper.
in August, screening of candidates started and if there risk profile was according to the criteria they can be enrolled and choose between daily or itnermittent prep.
follow-up is every 3 months to have an hiv-test and check kidney function and participants are allowed to switch
aim is not to demonstrate efficacay, but to study how best to implement prep in amsterdam or the netherlands.
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There are many more things that I could tell about epi of HIV but time is running out.
I would like to thank...
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