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Abstract-The ECP Itbrking Croup on AIDS ha5 el’aluated data on Jeropositi@y to 
LA T’/HTLr’-III supplied ly members in 1 1 IVestern European countries. The period rollered 
i., I M-84. The rise in L;l IYHTLI’ seropositivi9 parallels the incidence of cases of .UDS in 
the different countries. LAV/HTLV now spread5 freely w’thin Europe and spread has become 
lest dependent upon promiscuity. The epidemic is about to enter Eastern Europe. Intravenous 
drug abuJer5 appear to be the risk group experiencing the most rapid spread at present. 
Furthermore, seropositiui!y in males and females outside the traditional risk groups deems on the 
rise, and as in the CS the percentage seronegative in individual~x with PGL is quite high. AIDS 
in rapidly becoming a major cause of cancer in young ad&. A coordinated European prwentive 
ejjort is urgent(g needed. 

INTRODUCTION 
INFECTION with LAV/HTLV-III is rapidly becom- 

ing an important cause of malignancy and fatal 
opportunistic inflammations in Europe (Table l), 
but the prcvalrncc of the LAV/HTLV-III infection 
has not previously been studied in a European 
context. The present report from the European 
Organization for Cooperation in Cancer Prc- 
vcntion Studies (ECP), Working Group on AIDS, 
contains an evaluation of thr present (December 
1984; some months of 1985) situation based on 
data from 11 countries. 

MATERIALS AND METHODS 
Qucstionnaircs werr submitted to selected ccn- 

tcrs of AIDS research, mainly in large European 
cities, asking for information about the total num- 
bcr of subjects testrd for antibodies against LAV/ 
H’rLV-III and the number of seropositivcs for the 
years 1981-1984 in the following groups: healthy 
malt homosexuals, patients with diagnosed 

acquired immunodeficiency syndrome (AIDS) 

and with persistent generalized lymphad- 
rnopathy( PGL), parcnteral drug abusers, hcm- 

4cccpted 22 May 1986. 
Correspondence: P. Ebhrsrn. Institute of Cancer Rrscarch. 
Danish (Ianrcr Sociey. Radiumstationrn, DK-8000 ;\arhus C:. 
D~~~lnark. 

Table 1. Total number of AIDS cases reported in 17 European 
countries and estimated rates per million population 

Country Katrs* 

Austria I 3 1.7 
Belgium 65 6.6 
Czechoslovakia 0 0 
Denmark :4-i 6.6 
Finland 5 I .o 

FIXKC 260 4.8 

German! F.R. I ‘3 3 2.2 
Grrccr ti 0.6 
Iceland 0 0 
I tal) I 4 0.3 
Netherlands i” 2.0 
Norway i I.” 
Poland 0 (I 
Spain 18 0.5 
Sweden I fi I .‘I 
Switzerland bl 6.3 
United Kingdom 108 1 .o 

Total 762 2.0 

*Based on 1983 populations, INED, Paris. 
Printed with the permission of the WHO Collahoratory Cc.ntrc 
I,,, AIDS. 

ophiliacs, and non-risk group mrmbcrs. Infor- 
mation was received from research groups in the 
following countries: Denmark, England, Finland, 
France, Germany, Hungary, Italy, Spain, Swrdcn, 
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Switzerland, and Yugoslavia. Scra from healthy 
male homosexuals were in most cases collected 

at sexually-transmitted disease clinics and most 
control males and fcmalcs were blood bank donors. 
All participating groups have used an enzyme- 
linked immunosorbent assay (ELISA) sometimes 
supplemented with Western blot and/or immu- 

nofluorescence. The total number of cases studied 
was 10301. Their distribution by risk group is 
given in Fig. 1. P-? 

Out of 72 male sexual contacts to members of 
risk groups in France as many as 44 were ser- 
opositive (61%). 

RESULTS 
LAV/HTLV-III seropositivity in one or more 

categories was registered in all participating coun- 

tries except Hungary. As shown in Fig. 2 and 
Table 2 seropositivity varied from 88% among 
AIDS patients to 0% among controls. Ser- 
opositivity in male and female controls was not 

seen bcforc 1982. 
Seropositivity among the healthy homosexuals 

was registered in all participating countries except 
Hungary (1984). The Italian data show a rise from 
1% in 1981 to 3% in 1982, 6% in 1983 and 19% 

in 1984. For the Danish group the figure for 1981 
was 9% and for 1984 26% of seropositivity. 

Data for drug addicts in Italy show an increase 
of values starting with 3% in 1982, 9% in 1983 
and 21% in 1984. A similar trend is reported for 
Switzerland: 0% (1981), 10% (1982), 31% (1983) 

and 46% (1984). 

In a West Berlin prison inmates considered at 
risk for hepatitis B infection due to present or post 
drug abuse were tested in 1984: 66 out of 274 
males (24%) were found positive for anti-HTLV- 

III. The figures for female inmates were 16 posi- 
tive out of 47 tested (34%). 

Data showing the total number of seropositivc 
cases in the reported longitudinal studies of homo- 
sexuals, hemophiliacs, and drug abusers arc shown 
in Fig. 3. 

The prevalence of seropositivity in patients with 
PGL (persistent generalised lymphadenopathy) 
varies widely in different studies: For 1984 Italy 
had 72% (290/402) positivity, Sweden 94% (631 
67), England 87% (133/153) and Germany 57% 
(210/490) Fig. 4. 

Sera from many European countries, examined 

retrospectively and prospectively indicate a pro- 
gressive increase in LAVIHTLV seropositivity 
during this decade. This rise parallels the incidence 
of cases of AIDS and PGL and differs in extent 
between different countries. Thus France, West 
Germany and the United Kingdom have higher 
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pig. 1. Cases studied bv the ECP IVorking Group on AIDS. Risk 
controls are persons not belonging to the classical risk group.r, but mainb 

in sexual contact with persons from these groups. 

Fig. 3. Time incidence cuwe for seropositi@g to I>AV/HTLV-III 
found b.v four research groups from different European countries. The 
curues do not give the percentages found positiae in each study and do 

not give the number studied in each group. 
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r;is. 2. Seropositivity to LAV/HTLV-III in different disease and at 
risk groups in Europe. Cumulated data for all participating research 
groups and for the years 1981-1984. AIDS, LAS (!vmphadenopat&); 
HMF (hemophiliacs), DRA (drug abusers); OMX (homosexuals); RSC 

GERMANY 

(at risk controls); NRC (low risk controls). 

Positive 1 279 I 289 

Total 1 490 1 402 

Fig. 4. Seropopositive/total lymphadenopathy (evaluation of the range in 
four selected countries in 1984). 
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Table 2. Selected data on seropositiz$ to LA V/HTLIIIII in six European countries 1981-198~ 

1981 I982 I983 1981 

i.1,. 

drug 
nhuserl 

.2lnlr 

conlrolr 

I~hzlr l&ah 

O/26(0%) 

prcvalencc of antibody in the risk groups than 
countrirs with few AIDS casts such as Yugoslavia 

and Finland. Thcrc is no evidence, at present, of 
LAV/HTLV-III scropositivity or AIDS cases in 
Hungary. The first cases of AIDS had a strong 
link with individuals in the United States or Africa 

and their lifcstylc favourcd infection by exposure 
to multiple sexual partners [ 11. Detailed invcs- 

tigations of rrcent suffcrcrs of AIDS and those who 
arc antibody positive indicate that the virus is now 
bring transmitted freely within Europe and, as the 
prrvalcncc increases, infection is less depcndcnt 
on promiscuity. Study of the increase in antibody 
positivity and in numbers of AIDS cases in those 
countries already involved indicates that in the 
short term, European countries have a problem of 
escalation which is similar to that of the United 
States. If ways of curtailing the epidemic can bc 

achicvcd countries with no apparent problem or a 
IOU incidrncr may bc spared the tragic consc- 
qucnccs of the infection. 

The distribution of scropositivity within the risk 
groups is similar to that seen in the United States 
and the low prcvalrncc in blood donors is rcassur- 
ing. The curiously high scronegativc rate seen in 
individuals with ICI, in the United States is also 
fijund in European countrirs. 

Until rc.ccntly thcrc has been a low lcvcl of 
.41 IX casts rcaportcd among European intravenous 
drug abusers [ 21. K c,crnt data from the majot 
European cities rcvcal an alarming spread of the 

infection in this rccogniscd risk group [ I]. 
Equally disturbing is the rapidly increasing posi- 

tivity in malt and fcmalc prisoners with a histor) 
of drug ahusc in Berlin (Fig. 5). This information. 
togcthcr with cvidcncc of sexual transmission to 
fimalc partners of risk group individuals, high- 
lights the lik&hood of the virus entering the gcn- 
cl-al population. It is becoming increasingly likcll. 
that most European countries will soon start to 
SW the problems associated with LAV/HTLV-III 
infection in pregnancy-i.c. transmission to the 

offspring by transplaccntal spread Lvith the risk of 
infant& AIDS and thr possibilit). of drlctcrious 

effects on the pregnant woman. 
It cannot bc over-cmphasizrd that. serious as 

this problem is, many of the studies arr based on 
highly sclcctcd scra. Antibody. studies arc normally 
conducted in laboratorirs in major cities on indi- 

viduals attending clinics in those city hospitals. 
For this reason antibody prc\-alcncc figures for 
clinic-attendin,g homosexuals in c.g. I,ondon, Paris, 
Komc and Berlin may not accurarrlb, rcflcct the 
prcvalcncc of the infection in homosexuals in other 
regions of those countries. 

12:hat of the’ future? Nobody can predict the 
future of this cpidcmic in tc‘rms of numbers of 
seropositivc individuals or the implications of scr- 
opositivity. Although thcrc has 1~~1 littlc cvidcncc 
that lifcstylc changes, in the highest prcvalcncc 

arcas. have had an impact on thy rise of scr- 
opositivcs: modifications of this t!‘pc (safi. XX trch- 

niqucs. condom usage. etc.) ma! bc particularly 
important in lokvcr prc\,alcncc countries [ 3, 41, 

%’ 
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There is an urgent need for all countries to 
recognise and accept the risk posed by this virus 
to the population. This recognition should be 
accompanied by a rapid introduction of com- 
munity based health education including teaching 
of school children. Counselling services must be 
established for those people in the risk groups and 

those who are found to be infected with the virus. 
Once the virus starts to spread within a risk group 
population this type of health education pro- 
gramme is likely to be less effective. There is also 
a need for a grand scale perspective study of the 
long term fate of seropositive persons. 
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