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Ireland – small island in global world 



Overview  

• HIV Infection in Ireland 

 

• HIV Service Delivery 

 

• HIV-related Research 



HIV in 1987 

9000 STD attendances 

HIV identified as significant issue 

 

Homosexuality illegal  

Condoms not widely available  

No sex education in schools  

(RSE programme only introduced in 1995) 

 

 



A Differing Era 



HIV in 1999 
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Celtic Tiger 

 

• Sexual health 

 

• Migration 

 

• Successful treatments 



Paris 
88 cases 
90% MSMs 
50% HIV + 

Peterborough & Nth Cambridge. 
13 cases 

Oslo 
27 cases 
All MSMs 
All primary/secondary 

Antwerp 
51 cases 
7 HIV + 
31 MSMs 

London109 cases 
92 MSMs, all primary/secondary 

Dublin 
790 cases 
554 P,S,EL 
89% MSM 
18% HIV+ 



Immigration 

New 

HIV 

Non-Irish 

HIV 

1996 94 15 

1997 84 19 

1998 83 17 

1999 116 32 

2000 184 74 

2001 198 106 

2002 223 131 

2003 183 100 

2004 170 76 

2005 181 78 
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HIV in 2009 

N=3195  

32%

37%

30%

1%

IVDU Heterosexual MSM Haemophiliacs

1999 

2009 





HIV in Ireland in 2013  

A Chronic Disease 



2012 HPSC Report 

• 341 newly diagnosed……BUT 

 
– Highest number of new cases in MSMs (48.7%) 

• 38% heterosexual; 4% IDUs (4%) 

– 48% presented late (CD4<350) with 24% having 

CD4<200 

– 33 reported AIDS events occurred in newly 

diagnosed patients  

– 9% >50yrs old 

 



General Population – Population Health : Education & Sexual Health 

Unknown Status – HIV Negative – High Risk 
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Patients accessing 

care for HIV in 

Ireland 

Of 3254 identified 

79% on ART 

87%<50cpm (1) 

Estimated that 30% 

HIV positive individuals 

are unaware of their 

diagnosis. 

(1) Patients Accessing Care for HIV in Ireland. Tuite et al. (Unpublished data) 



Data From EMIS re HIV Testing  

and Syphilis Positives 

Region 
37 EMIS 

COUNTRIES 
ROI NI All Ire 

Number Respondents 171,621 2,194 394 2,588 

Number Never Tested for 

HIV  
49,801 (29.2%) 805(36.9%) 171(43.5%) 987(38.0%) 

Number Tested HIV 

Negative 
107,398 (63.0%) 1,248(57.1%) 210(53.4%) 1,458(56.3%) 

Number Tested HIV 

Positive 
13,210 (7.8%) 131(6.0%) 12(3.1%) 143(5.5%) 

% of Positive HIV by 

Those Tested for HIV 
11.0% 9.5% 5.4% 8.9% 

% Syphilis ever 8.7% 7.9% 4.1% 7.3%  

Personal communication: Susan Clarke 



HIV Testing: A Rural Phenomenon 

How would you describe the place you live 
in? 

Have you ever received an HIV test result? 

Never Tested Tested Positive  
Last Test 

Negative 

A very big city or town (a million or 
more people) 

220(26.6%) 62(7.5%) 546(66.0%) 

A big city or town (500,000-999,999 
people) 

114(34.8%) 18(5.5%) 196(59.8%) 

A medium-sized city or town (100,000-
499,999 people) 

147(37.5%) 14(3.6%) 231(58.9%) 

A small city or town (10,000-99,999 
people) 

241 (46.3%) 22(4.2%) 258(49.5%) 

A village or the countryside (less than 
10,000 people) 

237(53.5%) 19(4.2%) 187(42.2%) 

Total 959(38.2%) 135(5.4%) 1418(56.5%) 





Non-Engaged  

– Disparity of Outcome 
  

• IDUs 
– 25% history of IDU 

– 148 had a CD4 count <350 x 
106/L and not on HAART 

 

– 1768 number of missed clinic 
appointments between 
January 2006 & June 2008 

• 1549 (87%) in IVDUs 

 

– 187 HIV positive patients had 
two or more hospital 
admissions 

• 145 (77%) of these were in 
individuals with a history of 
IVDU  

 

Personal communication: Dr Saloni Surah 
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Current HIV Service Delivery – 

Public Hospitals  

Beaumont 

 Hospital 
Prof.Samuel Mc 

Conkey; N=359 

Mater 

Hospital 
Dr. Patrick Mallon; n=~700 

St. James’s  

Hospital 
Prof. Colm Bergin 

Prof. Fiona Mulcahy 

N=2159 

University College 

Hospital Cork 
Prof. Mary Horgan; n=365 

Limerick  

Regional  

Hospital 
Dr. Busi Mooka 

N=77 

University College 

Hospital Galway 
Dr. Catherine Fleming 

N=170 



Patients Accessing Ambulatory 

Care for HIV-infection in Ireland 

(PACHI-1)  
 

• 3254 HIV patients: 50% HS, 25%MSM, 21% IDU 

– 82% Dublin   

– 25% > 45 years old 

– 34% African 

– Transmission drug resistance ~ 5% 

 

• 79% ARV 

– 87%  HIV-RNA value < 50cpm 

– 94% HIV-RNA value < 500cpm 

 
Helen Tuite, IDSI 2012 



Patients Accessing Ambulatory Care 

for HIV-infection in Ireland (PACHI-1) 

Country of origin and PROA
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Not on ART and CD4 counts 

CD4 < 350 350 - 500 >500 

Total 21% (of 19% 

total) 

32% (of 19% 

total) 

47% (of 19% not 

on ARVs) 

Male 21% 31% 48% 

Female 21% 33% 46% 

Irish 25% 27% 48% 

African 16% 42% 42% 

HS 16% 36% 48% 

MSM 13% 31% 56% 

IDU 48% 21% 31% 

Data available on 98% 
Personal communication  

Jane O’Halloran, GUIDe clinic, SJH. 



Data Supporting Enhanced Testing 

County Number % total Population 

2011 census 

data 

(preliminary) 

Crude 

prevalence 

rates 

Total 3254 4,581269 0.0007 

Dublin 1924 62% 1,270,603 0.0015 

Cork 202 7% 518,128 0.0004 

Galway 123 4% 250,541 0.0005 

Kildare 81 3% 209,955 0.0004 

Laois 62 2% 80,458 0.0008 

Limerick 76 3% 191,306 0.0004 

Meath 81 3% 184,034 0.0005 

Louth 77 3% 122,808 0.0005 

(data available on 3098) 

2/1000 



Population HIV testing - M-BRiHT Project 

‘Mater – Bronx Rapid HIV Testing’ Project 
• Collaboration with Jacobi Medical Centre, NYC 

• Rapid testing and risk behaviour assessment 

• >3000 subjects recruited in first 6 months 

• Expanding in 2013 



Expenditure on ARVs  

2005 2006 2007 2008 2009 2010 2011 2012 

Total €7.9M €8.5M €10.0M €13.0M €17.5M €19.4M €21.3M €24.2M 

% increase - 7.6 17.6 30 34.6 10.9 9.8 13.6 

No. of 

attendences 

5022 4882 5159 5447 5375 5936 5446 5860 

No. of Pts 1255 - - - - - - 2129 



Current cost of HIV care 

• Direct costs 

– Resource identification 

• Drug costs 

• Diagnostic, laboratory & 

monitoring costs 

• Staff & infrastructure 

• In-patient care (incl ICU) 

 

• Estimation of costs offset 

by optimising 

engagement in care 

– Indirect costs? 

• Societal 

• Transmission 

• Productivity “presenteeism” 

Undertake multi-HTAs - J.Kieran, S. Surah, A. O’Reilly 



Involve  

Service Users 

Shape 

Care Pathways 
Set Quality Standards 

DoH, HIQA, NCPE, IDSI, SSSTDI, NGOs, NVRL, Pharma,  

ICGP, RCPI/HSE (QCCD), HPSC, Patients 

Leadership in Partnership  

 
•Decrease HIV Incidence 

•Increase access to care & optimise outcomes 

•Decrease HIV-related health disparities 



St. James’s Hospital 



 
 

- established in 1971 
 

- the largest acute general 
hospital 

  

- 1,020 inpatient beds 
 

- 4,500 staff 
 

- 63-acre site undergoing 
development  
 

 

 

In 2011, we treated: 

25,159  Inpatients 

223,183 Outpatients 

94,322  Day care patients 

46,084 Emergency patients 

 

We are an academic teaching hospital, 

linked to Trinity College Dublin 

 





As one of the main 

problems with the 

existing building is 

the lack of identity 

and absence of an 

entrance condition 

the new structure 

should establish a 

strong front entrance 

to act as a landmark  

SKETCH PERSPECTIVE SHOWING NEW HOSPITAL FIVE IN CONTEXT OF 

NEIGHBOURING UNITS. NEW DEVELOPMENT MUST ADDRESS AND DEFINE NEW 

PUBLIC SQUARE 



% new HIV diagnoses >50yrs: 

2002-2010 
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18% of patients attending     are >50 years 



Successful Ageing 

• Exercise 

• Smoking 

• Moderate alcohol 

consumption 

• Healthy diet 

• Socialisation 

 

• Interventions to decrease 

ageing, fraility, dementia 

at an earlier time point 

 
www.healthmap.ie 



“AIDS-free generation”  

• Enhanced testing needed 
– Reduce stigma and “normalise” testing 

– Test & treat being advocated 

  

• Retention in care 

 

• Equity of access to care 

  

• Behavioural interventions 

 

• Immunological interventions 
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HIV Research in Ireland 

• Clinician-delivered, 
multidisciplinary 
– HIV Molecular Research 

Group (HMRG) 

 

– HIV Clinical Therapeutic Trials  

 

– HIV and Cardiovascular 
Disease  

– HIV and Vaccine Work  

– HIV Epidemiology (Clinical 
and Molecular) 

– HIV and Bone Health 

– HIV and Renal Disease 

– HIV Oncology 

– HIV and Liver Disease 

– HIV and Syphilis  

– HIV and Pregnancy 

– HIV and Cognitive Function 

Agein
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vascula
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HIV 



 

 
Late Gadolinium Enhancement & Subclinical 

Cardiac Dysfunction on Cardiac MRI in 

Asymptomatic HIV Positive Men 

 
 

• 131 asymptomatic VL<50 HIV + men on ART compare to 33 
matched controls 

 

• HIV positive men on ART had significantly more early functional 
cardiac changes detected with CMR than matched controls.  

 

• The prevalence of previously undetected MI was 1.5% and the 
prevalence of previously undiagnosed myocarditis was 3%. 

 
• Traditional cardiovascular risk factors eg framingham risk did not 

predict early cardiovascular disease. 

 

• Impact of these early subtle changes on cardiovascular outcome as 
yet unknown 
 



An Evaluation Of Outcomes, Interventions 

And Behaviour Modifications Following A 

Cardiovascular MRI In HIV Infected Patients 

• 8% decreased weekly alcohol 

intake 

• 30% increased exercise 

• 18% reduced COH snacks 

• 15% decreased red meat 

• 13% increased oily fish 

• 24% increased fruit/veg intake 

• 13% of patients self reported 

weight loss 
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HIV UPBEAT –  
Understanding the Pathology of Bone Disease in HIV 

 

*Z-score ≤ -2.0 in those aged <40 years or 

T-score of ≤ -1.0 in those aged  ≥ 40 years 

Low BMD by site 

* 

HIV+  

(N=210) 

HIV- 

(N=264) 

n (%) n (%) P 

Femoral Neck 50 (23.8) 31 (11.7) 0.001 

Lumbar Spine 51 (24.3) 33 (12.5) 0.001 

Femoral neck (FN) between group *P=0.003 

Lumbar spine (LS) between group ** P=0.001 

FN 

LS 

Cotter AG et al. 20th CROI 2013. Abstract 817 

• Largest prospective controlled 

study in bone internationally 

• HIV as an independent risk 

factor for low BMD 

• Analysis of bone biomarkers 

ongoing 



Vaccine Group Research 



Vaccination Strategies 



Hepatitis B Infection  



Varicella Infection  



Pnuemococcal Disease 



HPV Infection 



Hepatitis C 









Neuro-cognitive Impairment 





Deep Phenotyping of Patients with 

Cognitive Impairment in HIV Infection 

• Title   
– Inflammatory Degenerative Continuum in HIV Related 

Cognitive Impairment  

 

• Hypothesis  
– Inflammatory process early in the disease which 

leads to neuro-degeneration  

 

• Rationale  
– Pathophysiology still poorly understood 

– Clinical need to address issue of cognitive impairment  

– Need to understand the neurological profile/pattern 

– Need to understand the pathophysiology to develop 
therapeutic targets  



Prevalence Study   

• Prospective, cross-sectional 
study  

 

• Conducted at HIV Clinics in 
SJH  

 

• Inclusion Criteria 

– HIV positive 

– Over the age of 18 

– Capable of giving consent  

– Sufficient English to participate  

– Willing to participate voluntarily 

 

• BNCS and HADS  

 

• 601 patients  

 

• 80% male  

 

• 71% Irish  

 

• Median length of diagnosis 8 
years (6 months to 30 years)  

 

• 84% on HAART, 89% virally 
suppressed  

 

• Positive screen in 51.8%  

 



Prevalence Cohort 

• Symptoms – 56.3% vs 47.8% p=0.039 

 

• Female gender – 68.3% vs 46.7% p<0.001 

 

• Country of birth – 86% Africans vs 44% Irish 
p<0.001 

 

• English language – 74.3% vs 44.4% 
p<0.001 

 

• Hep C – 60.5% vs 48.7% p=0.02 

 

• Methadone – 74.3% vs 48.2% p<0.001 

 

• Unemployment – 65.1% vs 41.6% p<0.001  

 

• Positive screen for depression 70.4% vs 
49% p=0.003 

 

• Positive screen for anxiety 58.8% vs 48% 
p=0.035 

 



Logistic Regression  
• Significant factors  

– African country of birth p = 0.007 OR 5.64 (1.5-19.9) 

– English as a 2nd language p = 0.04 OR 3.14 (1.04 – 

9.5) 

– Unemployment p = 0.027 OR 1.93 (1.08 – 3.4) 

 

• Conclusions 

– 51.8% had a positive screen. 

– Potential risk factors identified. 

– Effect of mood and mood disturbance may represent 

part of the spectrum of HAND  

– Screening and identifying patients with cognitive 

impairment is important and necessary  

 

 

 



Detailed Neuropsychological Study  

• Male 78 (82.1%), 
Female 17 (17.9%)  

 

• English as a 1st 
language 81 (85.2%)  

 

• Median age 41 (21-69)  

 

• Median length of 
diagnosis 7 yrs (6 
months – 28 yrs) 

Country of 

Birth  

N % 

Ireland  74 77.9% 

Europe 6 6.3% 

Africa  14 14.7% 

South America 1 1.1% 

Mode of 

Transmission 

N % 

MSM 47 49.5% 

Heterosexual 30 31.6% 

IVDU 15 15.8% 

Other 3 3.1% 

101 pts. with CI on screening, 95 presented 



Results  

• 55/95 (57.9%) met criteria for dx 
of HAND 

– ANI 30 (31.6%) 

– MND 23 (24.2%) 

– HAD 2 (2.1%)  

 

• 11/95 (11.6%) entirely normal 
testing  

 

• 2/95 (2.1%) – confounding 
conditions 

 

• 27/95 (28.4%) abnormalities in 1 
domain on RBANS +/- 
abnormalities on ACE-R or MOCA 



Conclusions  

• Amnestic features as well as retrieval and 
encoding issues  

 

• Evidence of involvement of parietal-occipital cortex   

 

• More widespread than just dysexecutive  

 

• Functional impairment  

 

• Patients who did not meet criteria for HAND but 
had symptoms and neuropsych abnormalities may 
represent an earlier stage of the same process  

 

 



Future Directions  
• Longitudinal follow up is required  

1. Neurodegenerative ? Progressive ? 

2. Do patients with abnormalities in only one 

domain represent an earlier form of the 

same condition ? 

 

 

CID 2013; 56:1004-1017 
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