106A

assay 1o detect HHV 8 genomas from DNA sxtracted from purified G019+
B lymphocytes from randomly selected US whole blood donors. Blood
specimens were stored at 4C ovemight prior to processing. CD15+ B lym-
phocytes were selected within 24 hours of specimen collection. Celldlar
target for the GAPOH gene was used to quantify cell-equivalent DNA in order
to determine the DNA input into the HHV B PCR reaction. Real-time ' HHV 8
PCR was run in duplicate for each donor specimen along with an HHV 8
genomic copy standard. Five-fold dilution'series of a calibrated HHVS DNA .
provided 200, 40, 8 and 1.6 copies for a standard curve. Two sels of stan-
dard DNA were run with each piate, the 8 copy HHV 8 genome standard
was always delected; the 1.6 copy conlrol was delected at grealer than 50%
of the time, Results: Specimens were obtained from 950 blood donors and
purified DNA from greater than 1 x 10° B cell-equivalents was obtained from
684 donors. DNA of lesser amount was oblained from168 donors. The
remalining 98 specimens did not produce sufficient DNA for HHV 8 PCR.
The quantity of ceflular DNA from each donor was measured with a real-time’
PCR target amplifying ceflular GAPDH target. Cellufar DNA equivalent to
3% 10° B cells {which approximates total B cells trom 1 ml whole blood) was
used as input material for each real-time HHVE PCR feaction. No HHV 8
DNA was detected from any of the blood donor specimens. For the 684
daners from whom sufficient DNA were obtained, HHV 8 genomes wete not
detected in the DNA-equivalent of 3 1o 6 x 10° CD19+ B lymphocyles with
reat ime PCR which has a deteclion limit of 8 copies per PCR reaction (95%
Cl: 0-3/684). Negative results trom the 168 donors were potentially con-
- founded by insufficient input DNA into the PCR reactions, Conclusions:
HHVB genomes were not detected from 684 blood donors using DNA equiv-
alent of 3 to 6 x 10° CD19+ B lymphocyles with a reabtime PCH, which has
a delection limit of 8 copies per PCR reaction. Therefore, the prevalence of
detectable HHVS genomes in heatthy blood donors is very low. .
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identification of a Parvowrus B19 Genotype 3 Isolate in the Unlted
States

M Gray* (Doug.Lee® Talecris.com), L Rinciel’, T Glerman®, D Lee'.
Talecrls Biotherapetdics, Raleigh, NCF.

Background: Parvovirus B19 (B19V) iIs a human pathogen frequehtly -
detected in plasma donations through the detection of nucleic acids. Three’
B19V genolypes have been defined based on Isolales having greater than
- 10% divergence in overall DNA sequence. B19V genolype 3 is a rarely
oceurring genotype that has been detected primarily in Ghana with sporadic
reports In Brazll and France. B19V genotype 3 has not been praviously
reporied in Norih America. Methods: A multi-probe flusrogenic PCR assay
has been developed {0 ensure broad specificity for the delection of B19V.
Adetection prabe specific for genolype 1 contains the DNA sequence of the
B13V Auprototype strain and a second probe contains a DNA consansus

sequence derived from the AG {genotype 2) prototype strain and the Vg and
" 0914 {genolype 3} isalates. The assay was used fp evaluate over 400,000
dlinical samples. Determinations of the B19V virus titer and antibody con-
centration were performed on samples of interest, Results: This evaluation
identified a sedes of 8 plasma donations spanning 28 days from a single
donor in the United States. DNA sequence analysis of nucleic acids isolated
from the index donation indicates significant homology with B18V genotype
3. The B19V titer of this series of donations showed virus titers that peaked
at greater than 10" Intemational Units ([UYmL. The virus titer decreased
significantly over the next several donations coinciding with an increase in
igM levels. The IgG levels also increased but lagged approximately 7 days
after the 1gM levels. Conctfusions: Recent reporis surraunding the incidence
of the B19V genotype 3 Infecfion amang blood and Soutce Plasma donors
indicate thal the prevalence of this genolype is quite low. Our data corrobe-
rate lhese reporls since testing over 400,000 clinical samples yielded only
one denor {hal tested posilive for genotype 3. Analysls of the viral load
through the course of infection for this donor suggests an infection cycle
similar to that associated with B19V genolype 1 infecfion. The 51gn|f' icance
of detecting this rare 819V genotype 3 and its importance to public health
is unclear.
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SP202
Methoxypoly (Ethylene Glycol) Modilleation of Viruses or Host Cells:

. A Broad Spectrum Antiviral Prophylactic

T Sutton’ fmdscott@ interchange.ubc.ca), M Scol. ‘UBC-Canadian Blood
Services, Vancouver, BC, Canada?Canadian Blood Services, Vancouver,
BC, Canada.

. Background: NMosocomial viral infections (both transfusion and non-transfu-
sion asseciated) pose a risk to patients. Previously, we have demonstrated

that covalent grafiing of methoxypoly (ethylene glycol) (mPEG; pegylation)
to the surface of ABC and WBC prevented cell-cell interaction, allorecogri-
tion, and cell activation. Thus, as a novel means of viral inactivation, we
evaluated the efficacy of mPEG-modification of respiratory syncytial virus
(ASV) or its host cells as a model system. Methods: Four mPEG Hnker
chemistries {cyanuric chloride mPEG (CmPEG), benzeotriazole carbonate

* MPEG (BTCmPEG), succinitidyl propionate mPEG {SPAMPEG) and suc-

cinimidy! carbonate mPEG (SCmPEG)) were tested. These mPEGs were
assessed via syncylia formation and immunostaining using two polymer
sizes (2 and 5 kDa) and at concentrations ranging from 0-15'mM mPEG.
For direct viral modification, —120 syncylia forming units of RSV were mod-
ilied with mPEG, overlald on Vero cells, and examined over 5 days. For
host cell modification, Vero cells were similarly modified with mPEG, chal
lenged with unmodified-RSV and followed for 5 days. Results: For all finker
chemistiies examined direct modification of RSV significantly reduced the
number of syncylia. For example, modification with 15 mM, 5 kDa SCmPEG
sigrlficantly reduced the number of syncytia from 12612 to 145 (p <0.001}
per well (1.9 cm). Furthermora, at the same concentration, modification with
2 kDa SCmPEG showed complete inhibition of viral infection. For host cell
modification, 5 kDa CmPEG and 2 kDa SCmPEG grafting also inhivited |
infection, resulting in a 33 and 45% reduction In the_Aumber of syncylia,
respectively (p < 0.001). Immunostaining over 96 haurs further demon-
siraled the eflicacy of pegylating either the virus or host cells. Pegylation of
RSV with 15 mM SCmPEG (2 kDa) resulted in a >85% reduction in RSV
infection at 24 hours (p < 0.001). Canelusions: Qur. findings. deronstrate
that mPEG modification of RSV or its host cell can effectively Emit or prevent
vira! invasion. Application of this technology to blood products could prove
to be a valuable method for inactivating known ‘and unknown.blood-borme
viruses. Furthermore, addiionat studies demonstrale that pegylation of )
viruses, or their host cells provide, a broad spectrum anti-viral prophylaxis

effective against both enveloped and non-enveloped viruses, o
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Prevalence of Transfusfon Transmitled infections in Brazitfan Blood
Donars as Determined by a Dual EIA Strategy :

£ Sabino' (sabinoec@ usp.br), Anna Carneiro-Proiett?, S Leao?,

F Praietti‘, Thelma T Goncalez®, J E Ferrelra®, A Mendrane”, B Custer®,
G Schreiber®, Il International Retrovirus Epidemiology Donor Study*®
'Fundacao Pro Sangue, 530 Paulo, Brazil*Hemominas Foundation, Bela
Horizonte, Brazil;’Recife, Brazil;Bela Horizonte, Brazil*Blood Systems
Research Institute, San Francisco, CAUniversily of Sao Paulo, Sao
Paulo, Brazit? Sac Patlo, Brazil?Blood Systems Research Institute, San
Francisco*Westal, MD;**NHLB!, Rockvifle, MD.

Background: Representative data on prevalence of infection markers -
among Brazilian blood donors are scarce due to the lack of comman infor--
mationat systems infrastructure and because confinmatory assays are not-
routinety performed on reaclive samples at the time of screening. Here we

describe infectious marker prévalence results obtained in Brazl during the .

first year of the study. Methads: Donation data including supplemental
testing results were collected and compiled from 3 Braziian blocd centers .
located in states of Sdo Paulo, Minas Gerais and Pemambuco for 2007,
Donation samples that tesled EIA repeat reaclive were lested with alterna-
tive EIA assays to confirm infection. Prevalence of transfusion fransmissible .
infections (TT1) were calculated using the number of donars reactive on the
confirmatory EIA at ‘leir index donation divided by the total number of
donors screened for that disease in 2007. Results: There were 307,085
blood donations collected from 245,445 dontors at (hese three blood centers.
Thirty-five percent were first time {FT) donars {n = 85,854). HIV prevalence
was 2x higher in FT compared to repeat danors. Wheteas for the other
markers prevalence was 10x or more highsr in FT donors. Stratified preva-
tence in FT dornors is reported in the fower porion of .the table. Strong dif-
fetences were noted by demographic characteristics for all agents. Far

. example HIV prevalence in FT donors in Pernambuco is over 2x that of Sao

Paulo. Patterns of the epidemic for each agent were dramatically different
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'HIV/AIDS SURVEILLANCE IN EUROPE: UPDATE 2007

‘M 3 van de Laar (marita.van.de.laar@ecdc.europa.eu)t, 6.Likataviciust, A R Stengaard?, M C Donoghoe?
1.European Centre for Disease Prevention and Control {ECOC), Stockholm, Sweden
2.World Health Organization Regional Office for-Eurape, Capenhagen, Denmark

Human immunadeficiency virus (HIY) infection remains of major
-+ public health importance i Europe, with evidence of increasing
‘transmisston of HIV in several countries. This article provides an

verview of IV and acauired immunodeficiency syndrame (AIDS)
surveillance data, and indicates that since 2000 the rele of newly

reported cases of Hi¥ per million population has almost doubled

in.Europe. In 2007, a total of 48,692 cases of HI¥ infection-were
rnported from 49 of 53 couniries in the Region, with the highest
rates in Estonig, Ukrame, Pcrtugal and'the Republic of Moldova.
In the Eurgpedn Uhicn (EV) and European Free Trade Association
{EFTA) countries, the predominant mode of transmission for HIV
infection is sex beiween men followed by -heterosexual confact.
Injecting drug use is still the main mode of transmission in the
sastern part of the WHO Eurapean region, while in the ceniral part

heterpsexua! contact is ihe predominant mode of transmission. in.

2007, the reported number of AIDS cases diagnosed decreased in
ilie Repion overall, except in the eastern patt. HIV/AIDS surveillance
data are vital to monitor the irends of the HIV ﬂgldemlc and evaluate
public hoalth responses. -

Introduction .
. Since January 2008, the European Centre for Disease Preventmn
and Centrol (ECDC) and the World Health' Organization Regional
Office for Europe have been jointly carrying out the. HIV/AIDS

suiveillance in Europe [11. This article presents the main fi ndings .
for the whole WHO European Region, the three geographical regions.

of the WHO European Region (West, Centre and East)* and the
European Union (EV) and European Free Trade Assomahon (EFTA)-
countries.

TABLE 1

| Number of HIV cases

Age 15-29 years . . 28%
Female . 31%

‘| Transmission mode*™ ’ .
Heterosexual®** 29%
Men who have sex with men 39%
Infecting drug users 9%

HIV case repnrts in WHO European Region

In 2007, 48,892 newly diagnosed HIV cases (76 per million
population} were reported from 49 of the 53 countries in the
WHO European Region (no data.from Austria, Italy, Monaco and
the Russian Federation). in the three parts of the WHO European
Region, the rate of newly reported cases of HIV per million
population was highest in the East (Table 1); whereas among

_ individual countries, the highest rates were reported.in: Estonia

{472 per mitlion), tUkraine (285 per million), Portugal (217 per
million) and the Republic of Moldova (204 per million). Between

TABLE 2z

Characteristics of newly dm%nosed cases of HIV infection reported
in the EUiEFTA countm:s 0 .

0/

" EUZEFTA Counteiest

* Missing data: Italy, Austria.
** Transmission group unknown is excluded in the percentages.
*** Excludes persons originating from countries with generalised
epidemics (4422 in total).

Characteristics of newly diagnosed cases of HIV infection reported in the WHO European Region and by geographical area, 2007

WHO Eusopean Region’

Number of HIV cases 458892.

Rate per million population

22793

Age 15-29 years ’ 3%

26% 41% 40%

female ) 3 33% % 4% . 36%
Transmission mode** ’
Heterosexual™*™ . 3b6% 29% 53% 42%
Men wha have sex with men 20% 40% 30% “0.4%
Injecting drug users - 3z2%

* Missing data: Austria, [taly, Monace, Russian Federation.
** Transmission group unknown is excluded frem the percentages.

8% 13% 51%

*** Excludes persens originating from couniries with generalised epidemics (4555 in tata‘l 4540 in West).

EURDSURVEILLANEE ¥ol. 13 : issue 2[}8 11 December 2008 - www. gurgsurveillance.org




2000 and 2007, the annual rate of newly reported cases of HIV
per million population has increased from 39 to 75 per-miilion
(90% increase} among the 44 countries that have consistently
reported.

HIV case reports in the EU/EFTA

In 28 of the 30 EU/EFTA countries, 26,279 cases of HIV
infection (64 per million) were reported in 2007 (Table 2), with the
highest rates reported in Estonia (472 per miltion), Portugal (217
per million) and Latvia (149 per million). The predominant mode
of transmission is sexual contact between men (39%), followed
by heterosexual contact (25%), when persons ‘originating from
countries with generalised epidemics are excluded. Injecting drug

use accounted for 9% of newly reported infections. Among the’

countries that have consistently reported, the rate has increased
from 44 per million in 2000 to 58 per million in 2007. Rates of
reported HIV infection have doubled in Bulgaria, Czech Republic,
Hungary, the Netherlands, Slovakia, Slovenia, Sweden and the
United Kingdom.

The number of HIV reports among men who have-sex with men
{MSM} has increased by 39% between 2003 and 2007 (Figure 1).
The number of heterosexually acquired cases has remained fairly
stable at around 6,000 cases (although higher numbers were
reparted in 2004-2006). Further, the number of cases- ongmatmg
from countries with generalised epidemics amongst heterosexually
acquired cases varied between 5,000 in 2005 and 4,400 in 2007.

“The number of HIV reports among injecting drug users (IDUs) has
declined by 30% between 2003 and 2007.

HIV case repcﬂs by geageaphical area -

The HIV epidemics across the three geograpmca! areas show :

remarkable dlfferences {Figure 2).

The data suggest that the HIV gpiderhic in the western part
of the WHO European Region is characterised by a continuing

, F1IGURE 1

increase }n sexual transmission of HIV infection. The distribution ’

of transmission modes largely mirrors that described for the EUf
EFTA countries. In 2007, 24,202 new cases of HIV infec—tion (77/
million} were reparted from 20 countries (Table 1).

The HIV epidemic in the centrai part of the WHO European
Region remains at low and stable levels (1,897 cases; 10 per
millien), although there is evidence of increasing sexual (both
heterosexual and homosexual) transmission in many countries

" {Table 1). Heterosexual transmissfon accounted for 53% of all

reported cases, followed by 30% cases reported among MSM and

13% cases among IDUs, data on transmission mode were missing

for 33% of cases.

In the eastern part of the WHO European Region, in 2007, 14

. countries reported 22,793 new HIV cases (165 oer million), of which

58% were from Ukraing. The predominant mode of trans-mission
in this region is through [DUs, accounting for 57% of the reported
cases. Between 2000 and 2007, the rate of newly reported HIV
infections has in—creased from 54 per mitlion to 160 per miltion.

However, the numbers in this region are greatly underestimated as

.no data were reported from the Russian Federation.

‘AlDS diagnoses

In 2007, 5,244 AIDS cases were reported as being diagnosed
in 48 of the 53 countries (9 per million) in the WHO Europedn
Region (no data from ltaly, Kazakhstan, Monaco, Russian

Federation and Ukraine). Due:to incomplete reporting and no-

adjustment for reporting delays the total number of AIDS cases

‘is underestlmated

Trends in AIDS diagnoses per million population (Figure 3)
have continued to decrease in the WHO Eurapean Region overall,
from 16 per million in'2000 to 9 per million in 2007, mainly
due to decrease in western and ceniral regions probably due to
a combination of reporting delay and the effect of highly active

Ficeure 2

Number of 1cported HIV infeétions by transmission mode, origia
and year of notification, EU/ETTA, 2003-2007

10000 —
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~~ Heteresexual eantact —— Injecting drug- user

—Fg-~ Men who have sex with men -1 - Mother-to-child

—M— Origin in country with

. ) ~-8% - Otherfundetermined
generalized épidemic : .

Da%a were not availahle for: Austma Estonia [except fur IDU), Italy and
Malta.

HIV cases per million po ulamm in geographic areas af the WHO
European egion (West, Centre, Bast) by year of notification,
2360-200 .
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Data not included from: West: Andorea, Austria, France, Italy. Malta,
Monacu, Spain; Centre: Serbia: East: Russian Federation.
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antiretroviral therapy (HAART) [2]. However, during the same
period, the rate increased in 21 {mainly eastern) countries, with
the targest increases in Belarus and the Republic of Moldova.

Discussion and conclusion

HIV infection remains of major pubhc health importance in
Europe with a continued increase in the number of HIV cases
reported [1,3]. In contrast, the number of AlDS cases diagnosed
{not adjusted for reporting delays) has continued to decline, except
in the eastern part of the WHO European Region. The data suggest
evidence of increased transmission of HlY in many countries.
However, the predominant transmission group varies by country
and geographical area.and the data illustrate the wide dwer5|ty in
the epldemlology of HIV in Europe.

In 2007, in the EU/EFTA countries, also reflecfing the western

part of the WHO European Region, the highest propertion.of HIV

cases was reported among MSM. National prevention programmes

aimed at reducing HIV transmission within Europe should have
a strong focus on.MSM [4]. Migrant popuiations shouid alse be
targeted In national prevention programmes and access to treatment
and care services should be ensured. Although there seems to be a
decline in the number of new diagnoses among '1DUs, this is still
the predominant transmission group in the Baltic States. i the
_central part of the WHO European Region, levels of HIV remain
low and stable, al-though there is evidence of increasing sexual
transmission in many countries. In thie eastern part, the number
of HIV cases has increased substantially, mainly driven by an

increase In cases acquired through IDU but also by an increase in

. heterosextially-acquired cases. |nterventions to control HIV ameng
1DUs shoutd be the cornerstone of HIV prevention strategies’in the

- eastern part but measures shouid also be strengthened fo prevent’

heterosexual transmission, especially targeted at those with high-
risk partners.

Frounre 3

Number of diagnosed AIDS cases per million p evcpuhuon in the
- geagraphic arcas of WHO European Region {West, Cenire, East) by
year o dlagnmﬂ, 2000-2007
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Data not included fram: West: Andnrra. Italy. Manacu. East: Kazakhstan,
Russ1an Federation, Ukraine -

in intecpreting the presented data, it should be taken into
account that data are incomplete due to non-reporting from a few
large countries. Therefore the findings and conclusions are limited’
to the surveitlance data reported by these 49 countries. Had all
data from all countries been availabie, the total number of re‘ported
HIV infections could have doubled to almost 100,000 cases in
2007.

Surveillance of HIV/AIDS is essential to monitor the epidemic
and evaluate the public health response to control the trarismission
of infections. Countries in Europe need to ensure that surveiliance.

" data is of high quality by implementing case-based reporting

systems for HIV and AiDS cases and ensuring its completeness,

especially regarding the probable mode of transmission. Achieving =

full coverage of reporting frorn ali countries in Europe is of utmost
importance.

“The Wi European Region comprises:

The West, 23 countries; Andarra, Austria (EU) Belgium {EU), ‘Denthark (EU), Finkand (EV),
France {EV), Germany {EVU), Greece (EU), Iceland {EFTA), Iréland {EV), Tsrael, Ialy (EU);

" Luxembourg {€U},. Malta (EU), Manace, the'Netherlands {EU), Norway (EFTA}, Portugal (EV),

San Marino, Spain (EU), Sweden (EU]. Switzerland (EFTA), United Kingdom (EU).

Thie Centre, 16 countries: Albania, Bosnta and Herzegovina, Bulgaria (EU), Croatia, Cyprits
{EU), Czech Repubilic (EU). Hungary (FU). the Former Yugoslav Republic of ‘Macedonia,
Mantenegro, Paland (EU), Romania [EU). Sertria, Slovakia {EV), Sloverda (EU]. Tarkey,

The East, 15.countries: Armenia, Azerbai an, @elariss, Estoria {EU), Geargla, Kazakhstan, -
Xyrgyzstan, Latvia (EU), Lithuania (EU), Republic. of Maldova, Russian, Federation,
Tajikistan, Tyrkmenistan, Ukraine, Uzbekistan,
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