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Abstract:

The EuroSIDA study was founded in 1994, and follows adult people living with HIV (PLHIV) in 100 collaborating clinics
across 35 countries covering all European regions, Israel and Argentina. The study aims to study the long-term
virological, immunological and clinical outcome of PLHIV, and to monitor temporal changes and regional differences in
outcomes across Europe. Annually collected data includes basic demographic characteristics, information on AIDS- and
non-AlDS-related clinical events, details about antiretroviral therapy (ART), hepatitis C treatment and other
medications, in addition to a range of laboratory values. The summer 2016 dataset held data from a total of 23,071
individuals contributing with 174,481 person-years of follow-up, while EuroSIDA’s unique plasma repository held over
160,000 samples. Over the past 25 years, close to 300 articles have been published in peer-reviewed journals (h-index
52), covering a range of scientific focus areas, including monitoring of clinical and virological outcomes, uptake,
efficacy and adverse events to ART, influence of hepatitis coinfection, variation in the quality of HIV care and
management across settings and regions, and biomarker research. Recognizing that there remain unresolved issues in
the clinical care and management of PLHIV in Europe, EuroSIDA was one of the cohorts to found the RESPOND cohort
consortium on infectious diseases in 2017. In celebration of the EuroSIDA study’s 25" anniversary, this article aims to

summarize key scientific findings and outline current and future scientific focus areas.



Introduction

The EuroSIDA study was founded in 1994 with the aims of studying the long-term virological, immunological and clinical
outcomes for HIV-1 infected individuals, and of assessing the impact of antiretroviral drugs on the outcomes of people
living with HIV (PLHIV) across Europe. The past two decades have seen dramatic changes to the HIV epidemic in Europe,
but many issues on the clinical care and management of HIV remain unresolved. EuroSIDA has aimed to stay at the
forefront of answering the questions most meaningful to the clinical care of PLHIV for the past 25 years. This has
demanded a dynamic research agenda within a flexible cohort structure. Thus, while the main objectives of the study
remain the same as in 1994, EuroSIDA has continuously reevaluated the scientific scope of the study, as well as the data
needed to answer key scientific questions, and the objectives of the study have broadened to four major themes:
monitoring the efficacy of antiretroviral therapy (ART), monitoring current or emerging late onset adverse events to
ART, monitoring temporal changes and regional differences in HIV care and management across Europe, and monitoring
the uptake and outcome of hepatitis C (HCV) therapy, particularly direct acting antivirals (DAAs). In celebration of the
EuroSIDA study’s 25" anniversary, this article aims to summarize key scientific findings and outline current and future

scientific focus areas.

Sites and participants

EuroSIDA currently has 100 participating clinics across 35 countries, each clinic headed by a principal investigator. The
principal investigator is responsible for enrolling participants, collecting and reporting data, seeking and maintaining
ethical approval, and for obtaining informed consent from all participants, according to local regulations. Any principal
investigator is also eligible for the EuroSIDA Steering Committee, which is elected by the EuroSIDA study group for a
five-year period. The EuroSIDA Coordinating Center is located at CHIP (Centre of Excellence for Health, Immunity and

Infections) at Rigshospitalet, Copenhagen, Denmark.

As of June 2016 EuroSIDA held data from 23,071 participants contributing with 174,481 person years of follow-up

(PYFU). Characteristics of EuroSIDA participants with ongoing follow-up are given in table 1. Participants are HIV-1



positive individuals aged 16 years or older, who have a planned appointment at the collaborating clinic. The first two
cohorts included only participants with a CD4 cell count of less than 500 cells/uL in the previous 4 months before
enrolment, but this inclusion criterion was dropped with the third cohort due to introduction of combination ART. People
are consented and enrolled consecutively from each clinic during time-limited enrolment waves and thus both people
diagnosed with HIV recently and decades ago may be included. The consecutive enrolment aims to ensure that no

participant is excluded due to concern of irregular follow-up or included based on treatment status.

EuroSIDA began recruiting participants in 1994, and to ensure that EuroSIDA remains representative of the current HIV
population, new cohorts have been enrolled with regular intervals, coming to a total 10 enrolment waves over 23 years
(figure 1). EuroSIDA seeks to include centers from across Europe, ensuring that all European geographic regions are well
represented in the study. The first participants from Central Europe were recruited in 1999 when collaborating sites
from the Czech Republic, Hungary and Poland joined. The network has since expanded to include most countries from
Central Europe and also many countries in the former Soviet Union. The latest enrolment wave included an additional

4,000 HIV/HCV coinfected individuals, and ran from 2014 to 2016.

Data collection

EuroSIDA is a non-interventional study which only collects data from participants’ routine clinic visits. Until 2016,
data was collected at enrolment and thereafter twice annually. To adapt to the clinical reality that many PLHIV now
have less frequent clinic visits than when the study was initiated, data collection was reduced to once annually from

autumn 2016 and onward.

Table 2 outlines data collected in EuroSIDA. This includes basic demographic characteristics, laboratory values,
information on ART, and information about treatment related to cardiovascular diseases. Dates of diagnosis of all
AIDS-defining illnesses are recorded, using the 1993 Centers for Disease Control and Prevention clinical criteria [1].

Since 1998, information about adverse events has been collected, according to the Data Collection on Adverse events



of Anti-HIV Drugs (D:A:D) definitions [2], and detailed information about the cause of death is collected using the
Coding of Death (CoDe) algorithm [3]. EuroSIDA started collecting more detailed data on anti-HCV treatment in the
summer of 2014, and further, an adverse events form is completed for all participants who discontinue an anti-HCV
treatment regimen earlier than scheduled due to toxicity or intolerance. In addition to data, most centers collect

plasma samples twice annually as part of the routine clinical management.

By autumn 2014 EuroSIDA transitioned from collecting data on paper forms to using the electronic case report
system, REDCap [4]. Alternatively, sites may transfer data electronically using the HICDEP format [5,6]. Throughout
the study, the backbone of the EuroSIDA data collection has remained similar to that of the first data collection.
However, the forms undergo regular revision, and questions have been added to or removed from the forms as
specific research questions have arisen; e.g. serum-creatinine was included in the form as concerns of renal toxicity
arose. In addition to the standard data collection, individual surveys have been conducted to address specific

questions (table 2).

With the autumn 2016 data collection, a modular data collection was introduced. The modular data collection means
that a set of core values is collected for all patients in a core module, while other data is collected only for a relevant
subset of patients, allowing sites and participants to opt in or out of specific modules. For example, data related
specifically to HCV (including liver-specific laboratory values, anti-HCV treatment etc.) is only requested for HIV/HCV

co-infected participants.

Quality assurance:

To ensure correct selection of participants and verification of collected data, an extensive quality assurance program
has been in place since EuroSIDA was initiated. Monitoring previously included on-site visits to all participating
centers. However, as the study has evolved, new processes have been formulated to adapt to new requirements of

the study. Thus, since 2017 EuroSIDA has transitioned to centralized monitoring, building on the risk-based



monitoring used in clinical trials [7]. The monitoring includes regular data checks, queries, central validation of
events, and random event monitoring performed by investigators on-site, which ensures that EuroSIDA retains a high
data quality. If a collaborating clinic continuously delivers poor data or continuously does not deliver data, that site
may become inactivated from EuroSIDA, as described in the participation criteria, available online

https://chip.dk/Studies/EuroSIDA/Study-documents. A site may also choose to discontinue its engagement in

EuroSIDA.

Loss to follow-up:

The annual loss-to-follow-up (LTFU) rate (defined as no CD4 cell count measurement, HIV-RNA measurement or clinic
visit for 365 days or more) has been relatively low throughout the study. Analyses performed in 2008 found that the
incidence of LTFU within EuroSIDA was 3.72/100 PYFU, but varied substantially across countries [8]. In an attempt to
minimize LTFU, clinics are queried if a participant has no recorded visit for more than one year, and again after 2 and

5 years.

Findings to date

The EuroSIDA study group has published close to 300 articles in peer-reviewed journals (h-index 52) since 1997, on
its own and in collaboration with other cohorts, if larger data sets have been required. A complete list of publications
may be found on the EuroSIDA website: http://www.chip.dk/eurosida. Some major focus areas for publications are

summarized below.

Temporal trends and regional differences in the clinical course of HIV:

EuroSIDA was among the first studies to report on the dramatic declines in mortality following the introduction of
new, potent antiretroviral regimens in the mid-1990’s [9]. Studies published in 2000 and 2003 showed continued
declines in mortality and AIDS-defining ilinesses following the introduction of combination ART [10,11]. EuroSIDA

continues the surveillance of trends in the prognosis for PLHIV, and has published several articles regarding cause-
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specific mortality [12], AIDS and non-AIDS related mortality [13—15], as well as short-term clinical disease progression
[16,17]. In recent years, EuroSIDA has focused on regional differences in outcomes, and has shown significant

variability in mortality rates across regions of Europe, Israel and Argentina [18].

Uptake, efficacy of and adverse events to ART:

Monitoring the usage and efficacy of ART is central to EuroSIDA’s work, alongside surveillance of long-term adverse
events [19]. EuroSIDA started to collect data on adverse events in 1998 and information on non-AIDS events have
been routinely collected since 2001. In 1999, EuroSIDA was a founding partner of the D:A:D study together with nine

other cohorts (http://www.chip.dk/Studies/DAD/About). This cohort collaboration has reported extensively on long-

term adverse events to ART, including in particular cardiovascular disease [20,21]. EuroSIDA was among the first to
demonstrate an increased incidence of chronic kidney disease with increasing exposure to tenofovir disoproxil
fumarate (TDF), and also found an increased risk of chronic kidney disease in association with the use of either
ritonavir-boosted atazanavir or lopinavir or unboosted atazanavir [22]. This work was later carried on in the D:A:D
study with EuroSIDA as an important contributor. A recent study found an increased incidence of bone fractures
among people ever exposed to TDF [23]. Other EuroSIDA work has included assessment of long-term efficacy of ART
and predictors of virological success and failure [24,25], in addition to monitoring resistance across Europe, e.g.
demonstrating geographical and temporal differences in resistance testing strategies and in detected drug resistance

[26].

Surveillance of AIDS and non-AIDS events and opportunistic infections:

With follow-up accumulating since 1994, EuroSIDA has a unique opportunity to monitor trends in AIDS- and non-
AIDS events, including cancers and organ-specific end stage diseases. EuroSIDA contributed evidence to suggest that
pneumocystis pneumonia (PCP) prophylaxis as well as chemoprophylaxis for other common opportunistic infections
could be safely discontinued in persons on ART with a sustained CD4 cell count above 200 cells/uL [27,28]. Further,

EuroSIDA has published a number of articles exploring the influence of viral load and CD4 counts on the development
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of clinical events, suggesting that AIDS, non-AIDS and death rates are strongly influenced by the immunological and
virological status, but vary minimally by ART-regimen for a given CD4 cell count and viral load [15,29,30]. Recent
years have seen an increased focus on non-AlDS-related diseases as the HIV population ages. Two recent studies
showed that the relative importance of factors other than those related to optimal HIV control (e.g. biological age
and smoking), increases with increasing age in the development of non-AIDS-related clinical events, respectively

cancers [31,32].

Assessing the influence of hepatitis co-infection:

An important focus area for EuroSIDA is hepatitis research, with a particular focus on HCV co-infection [33—36]. One
study found that around 1/4 deaths among HCV treatment-naive individuals were attributable to HCV infection [33].
With the introduction of DAAs against HCV, EuroSIDA decided to enroll 4000 HIV/HCV co-infected individuals in 2014-
2016, bringing the total number of HIV/HCV co-infected participants to fourty-six percent (46.3%, n = 5,706) of the
people under active follow-up. Thus, EuroSIDA follows one of the largest cohorts of HIV/HCV co-infected patients in
the world. In total, around a quarter of all HIV/HCV co-infected individuals in EuroSIDA received anti-HCV treatment
between 1998-2010, with an increasing trend over time and marked regional differences in the uptake of anti-HCV
therapy across Europe [37]. Ongoing work aims to establish the continuum of HCV care, to monitor short-term and
long-term uptake, efficacy, and adverse events to DAAs across Europe, and to monitor long-term risk of liver disease

and other clinical outcomes [38,39].

Regional differences in the quality of HIV care and management:

EuroSIDA is the only cohort of PLHIV that includes participants from all European geographical regions, including
countries from the eastern part of Europe (figure 2). Recruitment of participants from this region started in 1999,
and EuroSIDA has been at the forefront of showing the now well-known regional differences in the HIV-epidemic
across Europe, with a continued poorer outcome for individuals in Eastern Europe [18,40,41]. Such findings have led

to an increased focus on benchmarking quality of care [42]. Recent studies explored variation in ART coverage and



virological suppression across countries of Europe, and across risk groups, and demonstrated substantial regional
variation with particularly low levels of ART-coverage and virological suppression in Eastern Europe, and among
people infected by injection drug use [43,44]. Results from a clinic survey showed differences in HIV care and
management across Europe, and it is possible that such differences may contribute to the observed poorer clinical
outcomes in Eastern Europe [45]. Other quality of care work has looked at the optimal frequency of viral load
monitoring [46]. Benchmarking and quality of care research remains a focus area for EuroSIDA, and work is ongoing

to triangulate different data sources and to strengthen the cohort structure in Eastern Europe.

Biomarker research and using the EuroSIDA plasma repository:

EuroSIDA’s large plasma repository contains in excess of 160,000 prospectively collected plasma samples from a
majority of EuroSIDA clinics since the initiation of the study. The potential of this unique biobank is demonstrated by
the diversity of the studies performed using samples from the repository: EuroSIDA investigators were among the
first to show that hyaluronic acid strongly predicted the 5-year risk of liver-related events among people with HIV
and chronic HBV and/or HCV [47]. Another study explored the role of resistance mutations in subsequent risk of
virological failure to first line non-nucleoside reverse transcriptase inhibitor-based ART, identifying a novel
mechanism for nevirapine resistance [48]. Current research draws on the repository to identify biomarkers predictive
of clinical endpoints. Specifically this has yielded publications estimating the optimal cut-off for prostate specific
antigen to predict prostate cancer among PLHIV [49], and exploring the role of B-cell dysfunction in developing
lymphomas [50]. The plasma repository is likely to play an even bigger part in future research, allowing investigators

to explore the natural history of a wide array of diseases and their underlying pathophysiology.

Public health impact
EuroSIDA strives to make clinically relevant research, and several findings have made their way into treatment
guidelines (including interruption of chemoprophylaxis for opportunistic infections). EuroSIDA has provided an up-

to-date picture of clinical practice in HIV clinics across Europe over the past 25 years, which has helped to inform
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public health experts and target programmatic responses. Of particular importance, EuroSIDA has been a pioneer in
establishing HIV research in Central and Eastern Europe and was among the first to show regional disparities and the
burden of HCV- and TB-coinfection in Eastern Europe. Results from EuroSIDA have thus contributed to attracting
political and public attention to the situation in Eastern Europe. Furthermore, strong collaborations with policy
makers such as the European Centre for Disease Prevention and Control (ECDC), have supported research utilization

in health care policy.

Strengths and limitations

The size and geographical distribution of the EuroSIDA study are among its major strengths, and EuroSIDA is the
only cohort of PLHIV that includes participants from all European geographical regions, including Eastern Europe.
Thus, EuroSIDA has a unique opportunity of analyzing the HIV epidemic in this region. The standardized data
collection allows for comparing high quality data from collaborating sites in 35 countries, and the consistent
collection of core data throughout the study’s existence allows for monitoring temporal trends.

A limitation of the study is that data collected by nature is limited and reflects the availability of data as well as the
steering committee expert opinion on which variables are most essential to collect. On the other hand, the clinical
experts ensure a clinically driven research agenda, and the flexibility of the data collection allows that emerging
questions may be addressed promptly. Clinics in EuroSIDA are not selected at random, and participating sites are
primarily urban clinics, many of which are university-affiliated [45]. Also, while being instrumental to addressing
questions related to coinfection with viral hepatitis, the decision to include only HIV/HCV coinfected people in the
latest enrolment wave may affect the generalizability of our findings to the whole HIV-positive population. On the
other hand, this makes the cohort fit to address questions about one of the largest health threats affecting PLHIV
today.

Lessons learned

11



While some of EuroSIDA’s limitations (e.g. the risk of selection bias, missing data, unmeasured confounding) are
inherent to cohort research and cannot completely be avoided, some lessons for a strong cohort design have been

learned.

Firstly, an international research collaboration of clinicians allows for combining clinical hypothesis-driven research
with experience on the various public health challenges across Europe and facilitates a quick dissemination of
knowledge into clinical practice. EuroSIDA’s continuous expansion into new countries highlights the value of
international knowledge sharing in addressing public health issues and establishing best practices. While EuroSIDA
thus keeps a clinically driven research agenda, patient-centeredness and patient-involvement rightly plays a bigger
part in health-care and research today than when EuroSIDA was founded, and it is evident that co-creation and a

close involvement of patients should be central in any future cohort study.

In order to address the representativeness of the cohort, future studies may benefit from collecting information such
as a typology of the participating clinics in addition to the size and demographic characteristics of cohort participants
relative to all PLHIV followed at each clinic. Information about the number of people approached and reasons for
accepting or refusing to participate would further help to address representativeness and describe the cohort
population. The fact that EuroSIDA participants may be included at different stages of their HIV infection may be a
strength in that it allows inclusion of a representative sample of people followed at each participating clinic, but may
also be a limitation in that differences in disease stages may affect clinical outcomes, treatment and management.
This highlights the importance of considering the effects of inclusion and exclusion criteria. Further, future cohorts
may wish to make additional efforts to ensure adequate representation of marginalized groups that may not access
testing and care. Finally, the transition to electronic data collection allowed us to introduce data entry rules that have
made it possible to discriminate incomplete reporting from missing data due to other reasons. This previously was

not possible and has helped to minimize missing data.

12



EuroSIDA: The next 25 years?

EuroSIDA’s diverse research agenda over the past 25 years illustrates the ability of cohorts to provide real-life data
that may be used by decision-makers and generate new hypotheses, as well as providing a significant contribution
to clinical treatment guidelines. Cohort studies can provide long-term follow-up and clinical outcomes of a sample of
the affected population, rather than the laboratory endpoints and short term outcomes that are often used in clinical
trials. As the clinical treatment and management of HIV has improved, the relative importance of such long-term
data has increased. Questions related to the prevention among those at risk of acquiring HIV, monitoring the safety
and efficacy of pre exposure prophylaxis (PrEP), assessing the role of coinfections and comorbidities, and identifying
drivers of inequalities in health are examples of questions not readily addressed in clinical trials, but which may be
addressed in cohort studies. Recognizing that HIV remains a significant public health problem, EuroSIDA entered
RESPOND as a founding partner. RESPOND, the International Cohort Consortium of Infectious Diseases
(https://www.chip.dk/Studies/RESPOND), strives to continue 25 years of academic collaboration in HIV cohort
studies and which includes many of the cohorts previously contributing to collaborations such as the D:A:D study,
ART-CC and COHERE. The aim of RESPOND is to build an innovative, flexible and dynamic cohort consortium for the
study of infectious diseases, including HIV and people at risk for HIV, as a generic structure for facilitating multi
stakeholder involvement. Within RESPOND, EuroSIDA will continue to address unmet, innovative research questions
that can only be met within a multi-cohort structure. There is a wide portfolio of research questions ongoing in
research under three core themes: public health, outcomes with ART, and hepatitis. The modular data collection in

RESPOND allows additional research modules to be added, as new research questions arise.

Collaboration

More information about the study is available on EuroSIDA’s website: http://www.chip.dk/Ongoing-

Studies/EuroSIDA/About. Any investigator or external collaborator may submit a research proposal, which goes

through feasibility checks and is reviewed by the steering committee before it may be carried out. Investigators must
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seek their own funding for specific research projects. Information on how to submit a research proposal is available

online: http://www.chip.dk/Studies/EuroSIDA/Submit-research-concept.

Conclusions and future perspectives

For the past 25 years, the EuroSIDA study has been instrumental in providing knowledge about HIV and AIDS in
Europe. EuroSIDA strives to continue generating science to improve outcomes for PLHIV. Current focus areas roughly
fall into the following categories: i) hepatitis co-infection, ii) tuberculosis co-infection, iii) biomarkers of cancer and
clinical outcomes, and iv) quality of care and public health issues. In addition, EuroSIDA continues to have a specific
focus on the HIV-epidemic in the eastern part of Europe and in expanding the network into countries with poor or
no existing HIV surveillance. With the key role in the cohort collaboration, RESPOND, EuroSIDA aims to continue to

be at the forefront of HIV observational research in the coming years.
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Norway: (DH Reikvam), A Maeland, J Bruun, Oslo University Hospital, Ullevaal

Poland: (B Knysz), J Gasiorowski, M Inglot, Medical University, Wroclaw; E Bakowska, Centrum Diagnostyki i Terapii
AIDS, Warsaw; R Flisiak, A Grzeszczuk, Medical University, Bialystok; M Parczewski, K Maciejewska, B Aksak-Was,
Medical Univesity, Szczecin; M Beniowski, E Mularska, Osrodek Diagnostyki i Terapii AIDS, Chorzow; T Smiatacz, M
Gensing, Medical University, Gdansk; E Jablonowska, J Kamerys, K Wojcik, Wojewodzki Szpital Specjalistyczny, Lodz;
| Mozer-Lisewska, B Rozplochowski, Poznan University of Medical Sciences, Poznan.

Portugal: (L Caldeira), Hospital Santa Maria, Lisbon; K Mansinho, Hospital de Egas Moniz, Lisbon; F Maltez, Hospital
Curry Cabral, Lisbon.

Romania: (R Radoi), C Oprea, Carol Davila University of Medicine and Pharmacy Bucharest, Victor Babes Clinical
Hospital for Infectious and Tropical Diseases, Bucharest

Russia: (A Panteleev), O Panteleev, St Petersburg AIDS Centre, St Peterburg; A Yakovlev, Medical Academy Botkin
Hospital, St Petersburg; T Trofimora, Novgorod Centre for AIDS, Novgorod, | Khromova, Centre for HIV/AIDS & and

Infectious Diseases, Kaliningrad; E Kuzovatova, Nizhny Novgorod Scientific and Research Institute of Epidemiology
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and Microbiology named after Academician I.N. Blokhina, Nizhny Novogrod; E Borodulina, E Vdoushkina, Samara
State Medical University, Samara.

Serbia: (D Jevtovic), The Institute for Infectious and Tropical Diseases, Belgrade.

Slovenia: (J Tomazic), University Clinical Centre Ljubljana, Ljubljana.

Spain: (JM Gatell), JM Mird, J. Mallolas, E. Martinez, F. Garcia, JL Blanco, M. Laguno and M. Martinez-Rebollar,
Hospital Clinic — IDIBAPS. University of Barcelona, Barcelona; S Moreno, JM Rodriguez, Hospital Ramon y Cajal,
Madrid; B Clotet, A Jou, R Paredes, C Tural, J Puig, | Bravo, Infectious Diseases Unit & IrsiCaixa AIDS Research Institute,
Hospital germans Trias | Pujol, Badalona; P Domingo, M Gutierrez, G Mateo, MA Sambeat, Hospital Sant Pau,
Barcelona; JM Laporte, Hospital Universitario de Alava, Vitoria-Gasteiz.

Sweden: (K Falconer), A Thalme, A Sonnerborg, Karolinska University Hospital, Stockholm; CJ Treutiger, Venhélsan-
Sodersjukhuset, Stockholm; L Flamholc, Malmo6 University Hospital, Malmo.

Switzerland: (A Scherrer), R Weber, University Hospital Zurich; M Cavassini, University Hospital Lausanne; A Calmy,
University Hospital Geneva; H Furrer, University Hospital Bern; M Battegay, University Hospital Basel; P Schmid,
Cantonal Hospital St. Gallen.

Ukraine: A Kuznetsova, Kharkov State Medical University, Kharkov; G Kyselyova, Crimean Republican AIDS centre,
Simferopol; M Sluzhynska, Lviv Regional HIV/AIDS Prevention and Control CTR, Lviv.

United Kingdom: (B Gazzard), St. Stephen's Clinic, Chelsea and Westminster Hospital, London; AM Johnson, E Simons,
S Edwards, Mortimer Market Centre, London; A Phillips, MA Johnson, A Mocroft, Royal Free and University College
Medical School, London (Royal Free Campus); C Orkin, Royal London Hospital, London; J Weber, G Scullard, Imperial
College School of Medicine at St. Mary's, London; A Clarke, Royal Sussex County Hospital, Brighton; C Leen, Western
General Hospital, Edinburgh.

The following centers have previously contributed data to EuroSIDA:

Infectious Diseases Hospital, Sofia, Bulgaria

Hopital de la Croix Rousse, Lyon, France

Hopital de la Pitié-Salpétiere, Paris, France
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Unité INSERM, Bordeaux, France

Hopital Edouard Herriot, Lyon, France

Bernhard Nocht Institut flr Tropenmedizin, Hamburg, Germany

1st I.LK.A Hospital of Athens, Athens, Greece

Ospedale Riuniti, Divisione Malattie Infettive, Bergamo, Italy

Ospedale di Bolzano, Divisione Malattie Infettive, Bolzano, Italy

Ospedale Cotugno, Il Divisione Malattie Infettive, Napoli, Italy

Dérer Hospital, Bratislava, Slovakia

Hospital Carlos Ill, Departamento de Enfermedades Infecciosas, Madrid, Spain

Kiev Centre for AIDS, Kiev, Ukraine

Luhansk State Medical University, Luhansk, Ukraine

Odessa Region AIDS Center, Odessa, Ukraine

EuroSIDA Steering Committee: | Aho, J Begovac, N Chkhartishvili, G Guaraldi, | Karpov, JD Kowalska, M Losso, J
Lundgren, R Matulionyte, JM Mird, C Oprea, R Paredes (co-chair), C Pradier, LD Rasmussen, J Rockstroh, V Svedhem,
G Wandeler (chair).

EuroSIDA staff:: O Kirk, L Peters, A Bojesen, D Raben, D Kristensen, K Laut, JF Larsen, D Podlekareva, B Nykjeer, EV

Hansen. Statistical Staff: A Mocroft, A Phillips, A Cozzi-Lepri, L Shepherd, S Amele, A Pelchen-Matthews
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