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Preface 

Love, sickness and death are of all people and every

era. People who make love to each other run risks.

There can be emotional risks: those who become

attached can lose out. But there are also physical

risks: those who make love can become ill. HIV and

other STIs threaten us at moments in which we

expose ourselves: when we are looking for intimacy,

when we are being passionate or head-over-heels in

love.

A lot has been achieved over the past decade in the

Netherlands in terms of HIV and other STIs. Many

people are practicing safe sex. Many STIs are being

quickly detected and treated. Many people with HIV

in the Netherlands can once again make long-term

plans. Practically everyone knows how he or she can

minimize the risk of contracting an STI as much as

possible.

But not everyone does that. And frankly, that isn’t

very surprising: taking risks is part of human nature.

People take risks in the face of HIV or other STIs for

any number of reasons, if a conscious choice is even

involved to begin with. Some reasons are easy to

understand, but others are less so for many people.

Every day, some 550 young people in the Nether-

lands do ‘it’ for the first time.There are indications

that people in the Netherlands have been taking

more risks over the past couple of years. In addition,

we are in close contact with areas in the world

where HIV and other STIs are either already wide-

spread or increasing explosively. As a result of these

developments, one can say there is a delicate balance

in the Netherlands.

STI AIDS Netherlands is publishing this memorandum

at the request of the Ministry of Health,Welfare and

Sport. But we are hardly alone.Whether working as

professionals or as volunteers, countless people and

organizations in the Netherlands are giving their

utmost in the fight against HIV and other STIs. More

than ever, we must continue to carry out our task

with passion. And among other things, our task is to

inform people about how they can make healthy

choices. And to motivate them to take care of them-

selves and others. And to help make sure that their

environment will stimulate them in making healthy

choices.

This memorandum presents the state of affairs of

HIV and other STIs. It describes what is going well

and what is not, what is promising and what gives us

cause for concern.The balance is delicate: love, like

life in general, is not without risks. But who can do

without love? 

Ton Coenen

Director of STI AIDS Netherlands 

December 1, 2004
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Organization

The national government sees to the national infrastructure

and the preconditions.The tasks of the municipal govern-

ments are:

• surveillance

• implementation of the Infectious Diseases Act (IW) /

processing reports of infection

• advising on policy 

• prevention 

• source and contact tracing / screening, research and

partner notification

• overall direction and network

• safety net

• outbreak management

• research

Municipal governments fund the municipal health depart-

ments (GGDs) for the purpose of educating the public, for

prevention, and – together with

the Ministry of Health,Welfare

and Sport – for running STI clin-

ics.The municipal governments

receive money for this from the

Municipalities Fund. However, as

this money is not earmarked, the

municipal authorities can also use

it for other ends.The municipal

health departments carry out

public health care for all inhabi-

tants of the Netherlands on

behalf of the various municipal

governments. GGD Nederland is

the national association of munici-

pal health departments (GGDs)

and looks out for their interests.The regional implementa-

tion of infectious disease control takes place according to a

variety of different regulations; the organization of the easy-

access clinics also varies from place to place. For that rea-

son, there are no nationwide, uniform easy-access STI care

facilities at this time.

It is characteristic of the way the Netherlands approaches

the fight against HIV and other STIs that the government

does not take the lead. Professionals in the field develop

the points of departure for the fight against HIV and other

STIs; the government then formalizes those starting points.

This tradition is being broken at the present time. Since

2004, the Minister of Health, Welfare and Sport has been

assuming more and more of the direction. For example,

he decided to set up a new system of STI clinics and to

establish a Center for Infectious Diseases in 2005.The

tasks of the Center for Infectious Diseases, which will

come under the National Institute for Public Health and

Environmental Protection (RIVM), are: to cluster expertise

on infectious disease control, to communicate on behalf of

the national government, to provide support to profes-

sional practitioners and to provide centralized manage-

ment in the event of threats to public health.

STI AIDS Netherlands is a central player in the fight against

HIV and other STIs.The mission of STI AIDS Netherlands

is to control the spread of HIV and other STIs, to promote

the quality and effectiveness of the national and international

fight against HIV and other STIs, and to support people

with HIV and other STIs. Since 1985, the Aids Fonds has

been mobilizing the Dutch society for the national and

international fight against HIV/AIDS.The objective of the

STI and Sexual Health Platform is to develop a compre-

hensive vision on prevention, coordination with medical

treatment, practice, science, policy and implementation.

Other important organizations are Hiv Vereniging Neder-

land (the national advocacy group of and for people with

HIV), Schorer (the national center of expertise on health

care for gay men and lesbians), the Netherlands Institute

for Health Promotion and Disease Prevention (which

focuses on ethnic minorities and young people), the Rut-

gers Nisso Group (which focuses on young people), the

AFAPAC Foundation (the organization of Africans in the

Netherlands that focuses on prevention and care with

regard to HIV and other STIs), Mainline and the Trimbos

Institute (both of which focus on drug users), and the

National Institute for Public Health and Environmental 

Protection (RIVM) (surveillance).

Epidemiology

New HIV diagnoses are being registered and the preva-

lence of HIV is being studied randomly among higher-risk

groups. Since 2003, the registration of other STIs has been

taking place at five easy-access STI clinics and nine municipal

health departments (GGDs). In this way, epidemiological

developments and potential outbreaks within the popula-

tion at large can be discovered in time.

Since 1995, there has been a rise in the number of detected

infections with HIV and other STIs.That increase became

substantial in 2000, although it seems to have stagnated

somewhat in 2003.There are three reasons for this growth:

there has been more testing, certain tests have been

improved so that they are detecting more and more, and 

– especially in certain sexually active networks – people have

started to practice less safe sex. HIV infections are becoming

more and more common among women in the Netherlands.

Chlamydia is the most common STI, with some 60,000 infec-

tions each year. Chlamydia is usually unaccompanied by any

symptoms but can lead to infertility in women in the long

term. Since the number of infections with HIV and other STIs

has increased in the past few years, as has the degree of our

contact with the rest of the world, the rise in the number of

infections detected in the Netherlands is expected to contin-

ue.Within certain population groups, there are networks of

people who practice a lot of risk behavior, particularly among

prostitutes and their customers, ethnic minorities, migrants

and refugees, gay and bisexual men, and young people. HIV

and a few other STIs can also be spread through drug users

who share hypodermic needles, although a majority of drug

users currently uses safely. Unwanted pregnancies are a prob-

lem among young Surinamese, Antillean and Aruban women

in the Netherlands. STIs are more common among these

groups than they are among young Dutch women.The num-

ber of teen pregnancies rose from 1996 through 2001, but

has been dropping since 2002.The percentages are signifi-

cantly higher among young minority women than among

young Dutch women. In the 1990s, the number of abortions

rose very sharply; those performed on young girls more than

doubled between 1992 and 2000. Approximately 60% of the

women who have abortions have an ethnic-minority back-

ground.

In the Western world, HIV infections are for the most part

transmitted through homosexual contact (although transmis-

sion through heterosexual contact is on the rise). In Eastern

Europe and Asia, it mainly occurs through drug use, while

transmission in Africa occurs primarily through heterosexual

contact. Globally, after malnourishment, the lack of adequate

protection during sexual contact is the most important reason

for loss of health. It can lead to HIV and other STIs, to abor-

tion, and to the death of women due to complications occur-

ring during pregnancy or childbirth. Many STIs are left untreat-

ed in developing countries.This plays an important role in the

strong heterosexual spread of HIV in developing countries.

Points of departure for the
control of HIV and STIs

• Respect for the human rights of both those who have HIV,

AIDS or other STIs and those who do not.

That is why HIV testing has not been made obligatory,

for example.

• A pragmatic approach.

The fight against HIV and other STIs is based on epi-

demiological facts. Moralistic thinking plays no role.That

is why safe sex is promoted, rather than abstinence and

monogamy: it is a pragmatic way to prevent the greatest

risks effectively.

• The objective of prevention is safe behavior.

This is particularly because individual choices not only

affect the individual’s health, but also public health.

• Voluntary participation.

Sexual contact ordinarily takes place in a private setting.

That means that the use of force and sanctions is not an

option, since people would then simply go ‘underground’

and no longer be accessible for prevention and treat-

ment, for example.

• A combined approach to the prevention of HIV and other STIs.

It does not go without saying that all parties concerned keep

to these starting points. Some developments and incidents

have run counter to them.
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Behavior-based prevention focuses on the factors that

determine behavior. It is desirable, but also costly and time

consuming, to set up an intervention via scientific research

and to determine its effectiveness. Even if the effectiveness

has been demonstrated, it is not always possible to intro-

duce an intervention on a broad scale. New interventions

are also sometimes developed in professional practice in

response to current developments.

According to statistics, people who take more risks with

multiple sex partners contract HIV or other STIs more

often and of course pass those on to more people as well.

People who already have an STI are more susceptible to

HIV and other STIs. A person who has HIV will contract 

an STI more easily and transmit his or her HIV more easily

as a result.That is why cumulative infections among small

groups form an important consideration in the fight against

HIV and other STIs and why prevention pays considerable

attention to groups that run a higher risk: gay and bisexual

men, young people, ethnic minorities, refugees, prostitutes,

drug users and people with HIV and other STIs. People

working in the field of prevention are intensively following

developments in the area of sexual behavior within these

groups, such as the sexualization of the youth culture and

the increase in the practice of anal sex among gay and

bisexual men.Tailor-made interventions are developed for

each target group. Examples of these include:

• an intervention via the Internet aimed at young gay men

in steady relationships;

• the multicultural teaching package ‘Long Live Love’ that

deals with safe sex, relationships, sexuality, and pregnancy;

• the dialogue with the African and Caribbean communi-

ties;

• a play made for and by refugees;

• the website www.prostitutie.nl;

• needle exchange programs for drug users;

• meetings and discussion groups for people with HIV.

Vaccination can protect people if they come into contact

with a pathogen.This saves individuals from having to bear

the burden of a disease while also preventing its further

spread.Vaccination is the most reliable way to prevent peo-

ple from getting infected, but it is currently only available for

hepatitis A and hepatitis B. Since 2002, the Dutch municipal

health departments (GGDs) have been carrying out a

national hepatitis-B vaccination program among groups that

run a higher risk. A vaccination against hepatitis A is also

available for a fee. Around the world, enormous efforts are

being made to develop a vaccine against HIV. Nevertheless,

a safe and effective preventive vaccine against HIV is not

expected within the coming 10 years.

Testing, screening and PEP

Because HIV has turned out to be treatable in many cases

since 1996, people who have run a risk are actively being

advised to get tested.The number of people who get

themselves tested for HIV and/or other STIs continues to

rise.The increase in the number of tests given has put pres-

sure on the capacity of municipal health departments and

STI clinics in the Netherlands.The site www.soatest.nl was

launched in September 2004: it offers anonymous and

made-to-measure information on the advisability of taking a

test.The rapid test for HIV was introduced in the Nether-

lands by Checkpoint (Hiv Vereniging Nederland’s HIV-testing

site). Since 2004, pregnant women in the Netherlands have

been tested for HIV, providing they do not object, in order

to prevent the transmission of HIV from mother to child.

PEP is a temporary treatment with anti-retroviral drugs

begun shortly after a person has run a risk, for example in

the case of an accident with a hypodermic needle or un-

protected sexual contact.The objective of PEP is to prevent

an HIV infection. A problem with this is that health care

workers, people with HIV and people who belong to higher-

risk groups are apparently not fully aware about PEP.
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Funding

HIV and other STIs are responsible for a modest share of

health care costs: in 1999, HIV and AIDS amounted to 0.04%

and other STIs amounted to 0.07%.This includes all expenses

for collective prevention.These costs are also limited in com-

parison to the cost of other diseases caused by exogenous

risk factors. In 1999, for example, the costs of HIV and other

STIs were equal to 8% of the costs caused by smoking and

29% of the costs caused by insufficient consumption of veg-

etables and/or fruit.The most important Dutch sources of

funding in the fight against HIV and other STIs are:

• The Ministry of Health,Welfare and Sport, which pro-

vides subsidies for institutions and programs.

• Intermediary organizations such as the Council for Med-

ical and Health Research (ZonMw), which provides gov-

ernment funding for innovative projects, research and

implementation.

• Medical insurance companies.

• Municipal governments, which finance the activities of

the municipal health departments (GGDs).

• Citizens who pay taxes and health insurance premiums

and who contribute to the Aids Fonds and STOP AIDS

NOW!

Framework

The policy made in relation to HIV and other STIs is filled

in by professionals, and a variety of frameworks provide

the preconditions for doing so. On a global level, there are

international declarations and

agreements, some of which are

binding and others less so.The

most important of these are the

6th UN Millennium Development

Goal, which calls for a halt to the

spread of HIV/AIDS and malaria,

and the Declaration of Commit-

ment on HIV/AIDS, formulated 

during the UN General Assembly

Special Session on HIV/AIDS

(UNGASS).There are also guide-

lines issued by organizations like

UNAIDS, WHO and ILO.The Dublin Treaty, in which 55

European and Central Asian states declared their intention

to combat HIV and AIDS actively, forms an important

European framework.The Infectious Diseases Act (IW),

the Public Health and Prevention Act (WCPV), and the 

Special Medical Procedures Act (WBMV) form important

legal frameworks on a national level in terms of HIV and

other STIs. Professional organizations such as the Dutch

Association of Physicians in AIDS (NVAB) and the

Netherlands Society for Dermatology and Venerology

(NVDV) formulate treatment guidelines for their mem-

bers.The curative guidelines with regard to STIs and HIV

have been brought up to date in recent years. Finally,

there are standards for the external review of quality

management systems in infectious disease control.

Prevention 

A combination of instruments is being employed to control

HIV and other STIs as well as the consequences of these

diseases.These instruments can be divided into three cate-

gories:

• Primary prevention: preventing new infections with HIV

or another STI;

• Secondary prevention: early detection of infections with

HIV of other STIs;

• Tertiary prevention: preventing avoidable suffering for

people who are ill as a result of HIV or another STI.

What are the leads in terms of the prevention of new

infections with HIV and other STIs? 

• The chance of transmission;

This is determined by the characteristics of the pathogen

and by human behavior : how safely does one practice

sex and what kind of sex does one have?

• The number of sexual partners and contacts;

• The length of the period of infectiousness;

• A number of STIs are no longer infectious once the STI

has been effectively treated. Sc
ho
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nation against people with HIV are nevertheless always ‘just

around the corner’.That is why public opinion regarding (peo-

ple with) HIV and AIDS has been gauged regularly since 1986.

Especially older people and those with a lower education are

more apt to stigmatize people with HIV and AIDS.Women

and young people feel more connected with them. One study

showed that 17% of the HIV-positive respondents who were

not members of the Hiv Vereniging had not told a single fami-

lymember about his or her HIV.Twelve percent had not told a

single friend about his or her HIV.

Hiv Vereniging Nederland, the advocacy group run by and

for people with HIV in the Netherlands, has 1,500 mem-

bers.That amounts to 15% of the people in the Nether-

lands who know they have HIV.The Hiv Vereniging aims at

advocacy, providing information and organizing opportuni-

ties for mutual contact and support. It also offers innovative

services such as the introduction of the rapid test for HIV

in the Netherlands.

Issues deserving attention in terms of the social position of

people with HIV are:

• Financial position

Seven to fifteen percent of HIV-positive persons have

financial problems. A drop in income (especially as a

result of not working or working less) and increasing

costs (especially medical costs that are not compensat-

ed) lead to a loss of purchasing power for this group,

amounting to one-third of the original income.

• Insurance

People with HIV encounter restrictions in terms of

health insurance, life insurance, disability insurance and

insurance policies in connection with the Surviving

Dependants Act.The active testing policy and the (limit-

ed) standard package in the new basic insurance scheme

make the problems involving insurance urgent.

• Employment

Working or returning to the workforce as an HIV-posi-

tive person presents another set of difficulties.The Hiv

Vereniging offers projects to help one retain his or her

work or to reintegrate into the workforce.

• Criminal prosecution

The Public Prosecutor has prosecuted a number of HIV-

positive persons because they had unsafe sex without

having divulged their HIV status although they were in

fact aware of being HIV positive. A committee of
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Health, treatment and care 

The situation of those persons who began a treatment con-

sisting of just one or two anti-retroviral drugs before 1996

is currently often unfavorable. Sickness and death is very

common among them.The combination therapy against

HIV has been around since 1996. New anti-retroviral drugs

are approved and reimbursed more quickly than many

other medicines, because a new anti-retroviral drug could

be the last chance for HIV-positive persons who have

already had nearly all of the other available anti-retroviral

drugs. After a while, the HIV virus can become resistant to

one or more drugs, at which point it will begin to replicate

itself again. Some twenty different anti-retroviral drugs in

four different categories are currently available in the

Netherlands. For anti-retroviral drugs, it is crucial that the

correct dosage be taken at specified times, and the number

of times that someone can switch over to a different com-

bination is limited.The success of the treatment is great

among those people who had not already begun a treat-

ment involving just one or two anti-retroviral drugs before

1996. In one study, 89% of the HIV-positive persons rated

his or her health as satisfactory. 87% of the respondents

indicated that HIV plays a major role in their lives. 63% find

it difficult to live with HIV.

Common physical complaints are reduced energy and gas-

tro-intestinal problems.The treatment of HIV also involves a

number of significant hazards for one’s health in the longer

term: an increased risk of cardio-vascular diseases and the

risk of pancreatitis, lipodystrophy (including a sunken face),

neuropathy (a disease of the nervous system) and lactate

acidosis (the accumulation of lactic acid).

In August 2004, there were 9,732 HIV-positive people in

care at one of the Netherlands’s 22 HIV-treatment centers

that have to meet the demands referred to in the Special

Medical Procedures Act (WBMV). Each center has predeter-

mined minimum numbers of (new) patients. A study done

by Hiv Vereniging Nederland shows that patients are gener-

ally very satisfied about the treatment they receive at the

hospital.The treatment guideline for internists states that

people who are using anti-retroviral drugs must have blood

tests taken every three months. In fact, however, many HIV

treatment centers do not do this in practice. Many people

with a non-Western, ethnic minority background only come

to an HIV treatment center at a late stage in their disease.

Making health care more intercultural is currently an impor-

tant consideration for HIV treatment centers. People who

do not have a residence permit and the uninsured all

receive the same medically necessary care as any other per-

son in the Netherlands, and all care in relation to HIV, AIDS

and other STIs is considered medically necessary. Problems

encountered in terms of the psychosocial care and social

services available to HIV-positive persons are the fact that

the problems of people with HIV sometimes only become

visible at a late stage and that there are sometimes long

waiting lists.Throughout the Netherlands, ‘buddies’ provide

support to more than 400 HIV-positive clients.

People with a different kind of STI receive curative care

from general practitioners, dermatologists and venerologists.

In addition, there are six government-funded STI clinics in

the four main Dutch cities well as STI clinics at municipal

health departments (GGDs) that are funded by municipali-

ties and by the Ministry of Health,Welfare and Sport.

Together, the current clinics offer a total of 43,000 consulta-

tions each year, of which more than 19,000 take place in

Amsterdam. In response to the problems that the Minister

of Health,Welfare and Sport sees, he is planning to set up a

new system for STI clinics in 2005: eight uniform organiza-

tions, spread throughout the Netherlands, which will be

organized by the municipal health departments and can

provide at least 55,000 consultations on an annual basis.

People with HIV in Dutch
society

In contrast to the situation in other countries, the advent of

AIDS did not lead to any substantial fear, indignation or moral-

istic reactions among the general public in the Netherlands.

Due to a variety of factors, the stigmatization of and discrimi-
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How do you prevent a sexually transmitted infec-
tion? By using a condom during sex, according to
the biology book Nectar. By remaining faithful to
your partner, according to the same book in a 
version adapted for the Dutch Reformed Church
audience. (…) Likewise, the phrase ‘if you are
infected with HIV or the AIDS virus…’ has been
replaced by ‘if people are infected with HIV or the
AIDS virus…’. ‘The original book assumes that
young people are already having sexual inter-
course at a young age’, says director Vermeulen of
the Reformed Schools Services Foundation (DGS)
in explanation of this more detached formulation.
‘We make no such assumption.’ (…) A cheerful
drawing of a young woman gazing upon her naked
body with fascination was removed and replaced
at the request of the Reformed schools. Likewise,
a passage about orgasm and masturbation was
also left out in that version.
Two Versions of the Same Book,Trouw (daily newspaper),

October 8, 2004, by journalist Gonnie ten Haaft
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experts concluded that these criminal cases have far-

reaching consequences for the control of HIV and could

contribute to an increase in HIV infections.

• Restrictions on the right of entry

People with HIV and AIDS encounter restrictions in 101

countries in terms of residence and work permits. Seven

countries (including the United States) currently refuse

entry altogether to tourists with HIV.

Research

The Netherlands has an extensive infrastructure of knowl-

edge supporting research on HIV and AIDS. Much less

structural research is conducted on other STIs, however.

Universities play an important role in terms of research.

Research in the field of HIV and AIDS ranges from clinical

trials that focus on the course of the disease, the treatment

and any side effects, and accompanying infections, to behav-

ioral-science studies.The achievements of this research are

excellent: the Royal Netherlands Academy of Arts and Sci-

ences (KNAW) concluded for example that AIDS research

is the best example of how research findings can lead to

applications in practical situations in a very short period and

to a dramatic decrease in disease and mortality.The studies

conducted in the Netherlands are not limited to things that

are only relevant to the Netherlands but also focus on (the

consequences of) the global AIDS epidemic. Public Health

research focuses on public health care issues.This type of

research is not yet being done much in the Netherlands,

because most of the municipal health departments (GGDs)

do not have a research culture.The most important funders

of research are the Ministry of Education, Cultural Affairs

and Science (OCW), the Ministry of Health,Welfare and

Sport (VWS), the Aids Fonds, European and international

funds and pharmaceutical companies. Research aimed at

practical applicability is a Dutch tradition.The Amsterdam

Cohort Studies, the National Institute for Public Health and

Environmental Protection (RIVM), the National Aids Therapy

Evaluation Center (NATEC) and the HIV Monitoring Foun-

dation play an important role in practice-oriented research.

International cooperation

In the fight against HIV and other STIs, the Dutch exchange

experiences with other countries and join forces with others

wherever that is possible and useful.The Netherlands has

been inspired by foreign examples in a number of concrete

areas, and other countries have likewise adopted Dutch ini-

tiatives. In the Dutch contribution to the global fight against

AIDS, the Ministry of Foreign Affairs plays an important

role, especially in sub-Saharan Africa.This Ministry will be

doubling its financial contributions in the coming years.

There are several international networks that are of great

significance for the global fight against HIV and other STIs, and

a number of these were initiated by Dutch organizations.
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1.1 In the Netherlands

Following a sharp decline in the 1980s, an increase in the

number of detected infections with HIV and other STIs

became evident in 1995 (Figures 1 and 2).That growth

would turn out to be even more substantial after 2000

(Figure 3), although it seems to have stagnated somewhat in

2003 (National Institute for Public Health and Environmen-

tal Protection [RIVM], Fact Sheet on STIs and HIV, State of

Affairs, 2004).There are different reasons for this growth in

the number of detected infections:

• Since more people are being tested, it follows that more

infections are being detected;

• Certain tests are continually being improved and are

thus detecting more and more cases (Bergen, 1998);

• Especially in certain sexually active networks, people

have started to practice less safe sex (Laar, 2004).

The first two points are advantageous and contribute to an

effective control of HIV and other STIs.The third point is a

cause for concern.

1.1.1 Detected infections
People who want to consult a doctor about HIV or another

STI can go to their general practitioner, the municipal health

department or an STI clinic.Two-thirds of those who want

a consultation about an STI other than HIV go to their 

general practitioner (Bergen, 2003); higher-risk groups 

– including gay and bisexual men, ethnic minorities, immi-

grants, refugees, people who work as prostitutes, and the

customers of prostitutes – go more often to the municipal

health department or to an STI clinic. In terms of the num-

ber of infections detected by general practitioners, the

increased mentioned is much less prominent (NIVEL, 2004;

Bartelds, 2004).This is an indication that the number of

infections is growing primarily among those groups that run

a higher risk. HIV infections are becoming increasingly more

common among women in the Netherlands: from 1992 to

2003, their relative share in the HIV-positive population rose

from 15% to more than 30% (HIV Monitoring Foundation,

2004).The situation in the Netherlands corresponds to that

elsewhere in the world.The mobility between HIV-endemic
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Figure 3 • Trend in the number of consultations and the number of cases of HIV and a few other STIs at the STI clinic compared to the num-

bers in 2000. Source: National Institute for Public Health and Environmental Protection (RIVM), STI registration, Annual Report 2002, 2003.

This graph was published earlier in Bijblijven, vol. 20, no.3 / Sexually Transmitted Infections (BSL, Houten).
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Figure 2 • Number of cases of gonorrhea, chlamydia and syphilis at the Amsterdam STI clinic. Source: Annual reports of the STI clinic 

of the GG&GD in Amsterdam.This graph was published earlier in Bijblijven, vol. 20, no.3 / Sexually Transmitted Infections (BSL, Houten).



areas and the Netherlands is increasing, whether through

migration, through migrants traveling back to their country

of origin, through tourism or through a growing mobility in

connection with work and social contacts:

• Of the people with HIV who are being treated in the

Netherlands, 54% of the women and 18% of the men

were born in an HIV-endemic area (HIV Monitoring

Foundation, 2003);

• 50% of the prostitutes who work in the Netherlands

come from another country (Mens, 1999); since the

1990s, the presence of young Eastern Europeans defines

Amsterdam’s male-prostitution subculture (on the

streets and in bars) (www.amoc.nl, October 10, 2004);

• 20% of the hepatitis-B infections are contracted during a

trip abroad (Laar, 2004).

Since not only the number of infections with HIV and other

STIs in the Netherlands has been on the rise in recent

years, but also the contact with the rest of the world, the

increase in the number of detected infections in the

Netherlands is expected to continue.

Chlamydia
Chlamydia is the most commonly occurring STI. Based on a

national screening study completed in 2004, the number of

new infections annually is estimated at 60,000.The preva-

lence among 15 to 29-year-olds in major cities is 3.2%,

while in sparsely populated areas it is 0.6%. Chlamydia is

usually unaccompanied by any symptoms, but in the longer

term it can lead to infertility in women (STI AIDS Nether-

lands, Fact Sheet Pilot Ct., 2004). Some 2,000 chlamydia

infections were identified at the STI clinic in Amsterdam in

2003 (Bovée, 2004).

HIV
There are nearly 9,800 HIV-positive persons currently in care. In

2003, 735 new HIV infections were registered.The total number

of HIV-infected people in the Netherlands (including those who

have not been tested) is estimated to be somewhere between

16,500 and 23,000 (HIV Monitoring Foundation, 2003).

Genital herpes 
There are no reliable figures on the number of new infections

with the viral STI herpes genitalis, since it is not clear from the

registrations whether they concern a new, first-time infection

or a recurring one. In 2001, some 7,000 people with genital

herpes went to their general practitioner for that reason

(Linden, 2004). At the STI clinic in Amsterdam some 300

cases were registered in 2003 (Bovée, 2004) and a compara-

ble number of cases was entered into the STI registry of the

municipal health departments (GGDs) in 2002 (Laar, 2003).

Genital warts 
The number of new cases of genital warts is likewise unknown.

Many infections progress without symptoms.The registry of

cases does not distinguish between new warts or recurring

warts. In 2001, some 10,000 people with genital warts went to

their general practitioner for that reason (Linden, 2004).The

Amsterdam STI clinic registered 600 cases in 2003, and nearly

1,000 cases were entered into the STI registry of the municipal

health departments (GGDs) in 2002 (Bovée, 2004; Laar, 2003).

Hepatitis B and C
There are 1,900 registered new cases of hepatitis B each

year (National Institute for Public Health and Environmental

Protection [RIVM] / Dutch Health Care Inspectorate [IGZ],

2004). It is estimated that 0.5% of the Dutch population 

is a carrier (National Hepatitis Center). For hepatitis C,

0.1% – 0.4% of the population is estimated to be a carrier

(Hattum, 2002). General practitioners diagnosed viral hepa-

titis in some 6,000 cases in 2001 (Linden, 2004).

Gonorrhea
In 2003, the number of new infections with gonorrhea detect-

ed at the Amsterdam STI clinic was 800 (Bovée, 2004).The

municipal health departments (GGDs) registered the diagno-

sis of gonorrhea 660 times in 2002 (Laar, 2003). It is unknown

how many gonorrhea infections general practitioners treat in

their practices, partly because men who are experiencing dis-

charge are rather frequently treated with a broadly effective

antibiotic without the pathogen’s having been identified.

Syphilis
Syphilis was identified 240 times at the Amsterdam STI 

clinic in 2003 and entered 250 times in the municipal health

departments’ registration for 2002 (Bovée, 2004). Syphilis is

not found in the registration of cases by general practition-

ers.

1.1.2 Risk behavior
Sexual behavior that carries the risk of contracting and trans-

mitting HIV and other STIs is sexual intercourse without a

condom – with anal sex being a higher risk than vaginal sex

– and, to a lesser extent, oral sex without a condom. Con-

dom use drastically reduces the chance of transmission.

Little is known about the developments in terms of risk

behavior among the adult population in general: the existing

research on this is out of date (Zessen, 1991), while up-to-

date information is only expected in 2005 or 2006. On the

other hand, it is well known from numerous studies that

among certain population groups there are networks in

which a lot of risk behavior occurs.These include prosti-

tutes and their customers, ethnic minorities, migrants and

refugees, gay and bisexual men and young people.

Besides through sexual contact, HIV and a few other STIs

can also be spread through drug users who share hypoder-

mic needles, although a majority of drug users now use

safely. (Boer, 2004). Blood products form another non-sexu-

al risk: in the early 1980s, many hemophiliacs became infect-

ed with HIV through blood products that were infected.

Since 1984, the screening has been improved to such an

extent that this is now ruled out; that was already the case

for other infections that are transmitted through blood.

Finally, diseases can be transmitted through incidents involv-

ing needle pricks and biting.

Higher-risk groups deserve extra attention 
People who take more risks with more and different sex

partners statistically contract HIV or other STIs more often,

but also transmit them to more people. People who already

have an STI are more susceptible to HIV and other STIs

because of damage to their mucous membrane. Someone

who has HIV can contract another STI more easily due to a

weakened immune system and can transmit his or her HIV

more easily to others as a result of that STI.That is why the

cumulative infections among small groups form an impor-

tant consideration in the control of HIV and other STIs

(Fleming, 1999; Bergen, 1998).

1.1.3 Unwanted pregnancies 
and teen pregnancies
Besides leading to HIV and other STIs, sexual contact with-

out a condom can also result in unwanted pregnancies.

Among young Surinamese, Antillean and Aruban women in

the Netherlands, unwanted pregnancy is a problem.These

groups also have a higher prevalence of STIs than young

Dutch women.The same holds for teen pregnancies.While

the latter are obviously not always unwanted, the health

prognosis for the newborns is not favorable (Vogels, 2002).

Teen pregnancies
The number of pregnancies among teens in the Nether-

lands rose during the period from 1996 to 2001, but has

been decreasing since 2002 (Figure 4).

The percentages are substantially higher among ethnic-

minority girls than among Dutch girls (Figure 5).

Abortion
The number of abortions rose drastically in the 1990s;

among young girls, the number more than doubled

between 1992 and 2000 (Figure 6). In 2003, the number of

abortions among teens decreased by 7% (Garssen, 2004).
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Figure 4 • Live births according to the age of the mother.

Source: Garssen, 2004

x 1000

Number of pregnancies per 1,000 teen-age girls

Dutch girls: 3.2

Turkish girls: 14.3

Moroccan girls: 11.1

Antillean and Aruban girls: 29.7

Surinamese girls: 16.8

Figure 5 • (Source:Vogel, 2002)
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In the autumn of 2004, StiSAN (the Dutch umbrella organiza-

tion of abortion clinics) discussed preliminary figures that are

once again showing a slight increase (Volkskrant, 25 September

2004).Approximately 60% of the clients at abortion clinics are

from ethnic minorities. Especially among Antillean and Aruban

women, the abortion figures are very high (Figure 7). Condom

use among the ethnic-minority women who have abortions is

considerably lower than among the Dutch clients and has

decreased even further over the past three years (Wijsen,

2004). It is unclear to what extent the removal of birth-control

pills from the package of services covered by medical insur-

ance has had an effect on the number of abortions since 2004.

1.1.4 Surveillance
HIV surveillance
New HIV diagnoses are registered and the HIV prevalence

is randomly studied among higher-risk groups.That way, the

general public can be informed in time about epidemiologi-

cal developments and possible outbreaks.The current sys-

tem consists of (www.rivm.nl; October 12, 2004):

• the use of (anonymous) data from the HIV Monitoring

Foundation’s national registration of persons newly 

diagnosed with an HIV infection;

• (anonymous) data about the HIV prevalence and risk

behavior among groups that run a higher risk and among

clients of STI clinics in Amsterdam and Rotterdam;

• HIV screening for pregnant women and blood donors.

STI survey system
From 1984 through 2002, 42 testing centers at municipal

health departments (GGDs) and STI clinics monitored HIV

and other STIs. As the Amsterdam STI clinic had its own

registration system, its figures were not easily comparable.

Since January 2003, the registration of STIs in the Nether-

lands has been taking place through the STI survey system,

which consists of five easy-access STI clinics and nine

municipal health departments (GGDs), including the one 

in Amsterdam (www.rivm.nl; October 12, 2004).

1.2 Globally

Around the world, HIV and other STIs form an extraordi-

narily serious problem. After malnourishment, the lack of

adequate protection during sexual contact constitutes the

most important cause of the loss of health on a global scale

(Ezzati, 2002). It can lead to HIV and other STIs, as well as

to abortions and pregnancy-related deaths of women. In

2003, 2.9 million people died from the consequences of

AIDS, and there were 4.8 million new HIV infections

(UNAIDS, 2004). But also STIs that are considered ‘normal’

in the West, such as chlamydia, are often left untreated in

developing countries, leading to complications and often to

death. Untreated STIs also play an important role in the

strong spread of HIV among heterosexuals in developing

countries.
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Source: UNAIDS, 2004
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Age 1992 2000

15-19 4.2 8.6

20-24 7.4 13.0

25-29 7.2 10.1

30-34 6.6 8.4

35-39 5.0 6.2

40-44 1.9 2.9

total 5.5 8.0

Figure 6 • Number of abortions per 1,000 women.

Source: Rademakers, 2003

Country of origin 1992 2000

Average 5.5 8.0

Surinam 31.5 39.2

Neth. Antilles and Aruba 34.5 86.8

Turkey 17.4 21.8

Morocco 13.7 24.5

Figure 7 • Estimated number of abortions per 1,000 women 

(15-44 years old). Source: Rademakers, 2003



Central Europe
So far, the situation in Central Europe is relatively favorable

in terms of HIV infections.There are two exceptions, how-

ever: in Poland many intravenous drug users are infected,

while in Rumania thousands of children became infected

through unsafe medical practices in the 1980s and ’90s.

The rapid rise of hepatitis C among intravenous drug users

in the other countries indicates the frequent sharing of used

needles.The HIV epidemic evidently has not yet gotten

through to these groups, however (AIDS Action Europe,

2003).

Eastern Europe
Nowhere else in the world is the number of HIV infections

rising so quickly as in Eastern Europe.Through widespread

intravenous drug use, HIV-positive inmates returning to

society, and prostitutes and their customers, the epidemic

occurring among higher-risk groups is threatening to spread

to the general public. According to optimistic forecasts,

Russia will have 1.2 million people infected with HIV in

2005 (World Bank, 2003).This situation becomes that 

much more likely when one considers that the number 

of syphilis infections in Russia rose by a factor of 43 to 277

per 100,000 inhabitants between 1989 and 1997 (Borisenko,

1999).

US, Canada and Australia
The same developments can be observed here among gay

and bisexual men as in Western Europe (Adam, 2004).

Caribbean 
With an HIV prevalence of 2.3% among adults, this is the

most heavily afflicted area in the world, after Africa.

Africa
There is essentially an uncontrolled epidemic of HIV in

Africa south of the Sahara, and it is affecting women to an

ever-increasing degree: 60% of the people with HIV there is

female. In some parts of Africa, more than 30% of the preg-

nant women turn out to be HIV positive.This high preva-

lence can be considered a consequence of poverty, illiteracy,

shortcomings in medical care in general and in STI care and

HIV treatment in particular, the subordinate position of

women, natural disasters and war.There are a few excep-

tions, however. In Uganda, the fight against the HIV epidemic

is beginning to pay off and the number of new infections is

clearly decreasing. Senegal has succeeded in keeping the

number of HIV infections low: the prevalence there is less

than 1% (UNAIDS, 2004).
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Tackling AIDS is the world’s greatest challenge
in the field of medicine.The World Health
Organization (WHO) wrote this yesterday in
its annual report on the global health situa-
tion.According to the organization, the world
has reached a turning point.While still
unknown just a quarter of a century ago,
AIDS is now the most important cause of
death for adults. Rich countries need to give
more to poor countries, the report says, so
that medication will become available to
many more people. Of the six million people
in developing countries who need treatment,
just 400,000 people received it last year. More
than 90 percent of those who are inflicted live
in just 34 countries.
WHO: HIV and AIDS Spearhead Approach,

Spits (daily newspaper), May 12, 2004

<

>

The various regions of the world and the most important

problems in controlling HIV and other STIs are discussed

below. In the Western world, HIV infections are transmitted

primarily through homosexual contact (although transmis-

sion through heterosexual contact is increasing). In Eastern

Europe and in Asia, transmission occurs mainly through drug

use, while in Africa, heterosexual contact is the primary

route of transmission.

Western Europe
Since the early 1990s there has been a strong increase

among gay men in the number of sex partners and in anal

sex. More unprotected sex is taking place among gay men,

as studies carried out in Switzerland (1994), France (1995)

and Great Britain (1996) have shown. Little research has

been done on the risk behavior among other groups. Some

countries have no registration system whatsoever, have only

just begun with one, or have one that is not linked to the

European AIDS surveillance institution, EuroHIV (Adam,

2004). Heterosexual transmission is increasing, partly influ-

enced by migration from HIV-endemic areas.
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Figure 10 •Estimation of the number of new cases of treatable STIs among adults in 1999.Total 340 million

Source:WHO, 2003

The European Commission, the executive com-
mission of the EU, is sounding the alarm over the
sharp increase in the number of HIV infections in
Europe. (…) European Commissioner for Public
Health Telicka blames the sharp rise primarily on
the increasing use of dirty needles for injecting
drugs and on a certain laxness about HIV, since
better and better medicines are appearing to call
a halt to the outbreak of symptoms of AIDS.‘In
Europe it has otherwise pretty much remained a
disease of the 1980s’, according to the Czech 
EU Commissioner. ‘People sometimes think the
disease hardly exists anymore, if at all.’
Sharp Rise in HIV Infections in Europe,

De Telegraaf (daily newspaper), September 8, 2004

<

>
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2Leads and points 
of departure

Asia
In Asia, a development comparable to the one in Africa 

is threatening to take place.The average prevalence has

remained relatively low so far, but the figure is rising quickly

and because of the large numbers of inhabitants, even low

prevalence figures already stand for enormous groups of

people with HIV. Furthermore, the prevalence in some

areas is now already very high: in Cambodia, 3% of the

population is HIV positive (UNAIDS, 2004).
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Prevalence of HIV among adults in percentages,

late 2003 (UNAIDS 2004).

Sub-Saharan Africa 7.5

North Africa / Middle East 0.2

Southern and Southeast Asia: 0.6

East Asia: 0.1

Latin America: 0.6

Caribbean: 2.3

Eastern Europe and Central Asia: 0.6

Western Europe: 0.3

North America 0.6

Oceania: 0.2

Problem areas in controlling HIV and other STIs 

in high-income countries are (UNAIDS, 2003):

• The prevention policy seems to be losing ground in

terms of its forcefulness and visibility;

• The HIV epidemic is shifting to poorer and marginal

groups;

• The transmission of HIV in high-income countries is

strongly related to HIV-endemic regions (via migration

and tourism);

• The heterosexual transmission of HIV is increasing

sharply.

Figure 11
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2.3 Points of departure

Respect for the human rights of all people,
regardless of whether or not they have HIV,
AIDS or other STIs
��� �������	
����
��
������������������


�����
��
�����������
The social and public repercussions of HIV and other STIs

are great.The stigmatization of and discrimination against

people with HIV or another STI are constantly just around

the corner: ‘Venereal diseases are caused by reckless people

who just keep messing around’ (editorial commentary in

NRC Handelsblad, July 31, 2001). According to Dutch policy,

respecting the rights of people – regardless of whether they

have HIV or other STIs – is important.The prevention and

the counteracting of the potentially negative social conse-

quences of HIV and STIs form a component of that policy.

Since the early 1980s, nearly every expert has advised

against a more repressive approach, which for example

could include obligatory HIV testing for certain groups.The

involuntary or obligatory testing of individuals or groups (e.g.

refugees, patients, job applicants) is therefore not something

that happens in the Netherlands.The obligatory testing of

international travelers was already rejected by a group of

WHO experts in 1987 as being ineffective.The Council of

Public Health Ministers of what in those days was still known

as the European Community unanimously accepted this

advice (Dees, 1987).The most important reasons for not

introducing obligatory HIV testing are (Kollen, 2002):

• People who have run a substantial risk would then 

go underground and be unreachable for prevention

workers; in that case, they would form a much greater

danger to public health.

• The false sense of security: By assuming that HIV-positive

people would no longer be participating in social or 

sexual intercourse, those who do not have HIV would

thus continue to have unsafe sex, including with untested

but nevertheless infected people.

• Since HIV is incurable, one would have to deal with

restrictions for the rest of his or her life.

As a consequence of this policy being carried out, a climate

has been created in Dutch society in which people can

speak relatively openly about living with HIV and the risks

of contracting HIV and other STIs. Structural forms of

stigmatization and discrimination are avoided.This openness

is having a positive effect on the opportunities for providing

adequate care and on both the position in society and the

individual welfare of people with HIV and other STIs.

Pragmatic approach
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The control of HIV and other STIs is based on epidemio-

logical facts. Moralistic thinking plays no role. If one practices

safe sex, the chance of contracting or transmitting HIV or

another STI is not guaranteed to be nil: a condom can

break, and some STIs can be transmitted even with con-

dom use. Only abstinence and monogamy can provide

guaranteed safety. For pragmatic reasons, the Netherlands

has opted not to develop any interventions aimed at limit-

ing the number of partners or the amount of sex people

have.The assumption is that that kind of prevention mes-

sage would encroach so deeply upon people’s sexual life

that they would simply ignore what they hear and consider

it too much of a sacrifice. For that reason, the goal is to get

people to protect themselves against the greatest risks in

the most effective way.That way, they can retain as much as

possible of the sexual life they want for themselves.

The objective of prevention is safe behavior
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The objective of prevention activities is to bring about safe

behavior. In the 1980s, this objective was obvious to every-

one. AIDS was a deadly disease.There was no sign that

medicines would come, and people feared an enormous

epidemic in the Netherlands.The policy was successful:

masses of people started having safe sex, and a major 

epidemic was prevented as a result.These days, it is more

difficult to maintain safe sex as a behavioral standard for

everyone. HIV is no longer a deadly disease, and the disease

itself is less visible.The objective of organizations involved in

prevention nevertheless remains the promotion of safe sex,

since individual choices affect not only individual health but

also public health; the burden of sickness that people with

an infection have to bear is sometimes quite heavy, and the

costs to society of an infection are – certainly in the case of

HIV – considerable.

Voluntary cooperation 
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In contrast to the efforts involved in preventing drunk driv-

ing, for example, the prevention of HIV and other STIs is

about influencing behavior that normally takes place in pri-

vacy: sexual contact and the intravenous use of drugs.The

use of force and sanctions is therefore not an option,

27

2.1 Three categories 
of instruments

A combination of instruments is being employed to control

HIV and other STIs as well as the consequences of these

diseases.These instruments can be divided into three cate-

gories:

• primary prevention: preventing new infections with HIV

or another STI;

• secondary prevention: early detection of infections with

HIV of other STIs;

• tertiary prevention: preventing avoidable suffering for

people who are ill through HIV or another STI.

The following must be kept in mind in connection with this

division into categories:

Secondary prevention is often simultaneously 
primary prevention 
Many forms of secondary prevention also prevent new

infections and are thus forms of primary prevention at the

same time. An example is the policy that encourages getting

tested after a risk-filled incident.This will ensure that one

will know earlier whether he or she has HIV or another

STI, that one can get treated if necessary, and that the infec-

tiousness will then be reduced or disappear.

Secondary prevention can also have a negative
effect on primary prevention 
Preventing people with HIV or another STI from becoming

ill can also have a negative effect on the prevention of new

infections.Two examples:

• Thanks to the substantially improved health and life

expectancy of people with HIV, they are more apt to

have a (lasting) sex life than before the advent of the

combination therapy.The more sexual contacts they

have, the greater the chance that HIV will be transmit-

ted.

• The improved treatment of HIV has diminished the 

fear of HIV and AIDS in society. Many believe that this

reduced fear of HIV is leading to more unsafe sex. In this

light, secondary prevention (e.g. timely treatment of HIV)

can form an obstacle for primary prevention (the pro-

motion of safe sex).

2.2 Leads

What are the leads in the prevention of new infections with

HIV and other STIs? In other words: which factors deter-

mine whether HIV and other STIs will be transmitted? 

Chance of transmission
The first factor that determines whether HIV and other

STIs will be transmitted is the chance of transmission of the

pathogen that causes HIV or another STI.This is influenced

on one hand by the pathogen’s properties. Gonorrhea, for

example, is extremely contagious: much more so than HIV.

On the other hand, the chance of transmission is also influ-

enced by people’s behavior : how safely does one have sex?

What kind of sex does one have? Many prevention activities

focus on this factor : influencing behavior through education,

for example.

Number of sexual partners and contacts
The second factor that determines the extent to which HIV

and other STIs will be transmitted is the number of sexual

partners one has and the frequency with which one has

sexual contact with them.The more often one has unsafe

sex and the more sex partners one has, the greater the

chance of transmission. People in the Netherlands are not

advised to limit the number of partners or the number of

sexual contacts they have.

Length of the period of infectiousness
The final factor that determines the extent to which HIV

and other STIs will be transmitted is the length of the peri-

od of infectiousness. A number of STIs are no longer infec-

tious once the STI has been effectively treated. In contrast,

HIV, chronic hepatitis, herpes and genital warts are chronic

illnesses.The infectiousness of someone with HIV, chronic

hepatitis or herpes does drop sharply the moment he or

she is effectively treated, however.The shorter the period 

of infectiousness is, the smaller the chance of transmission.

An example of a prevention activity that seizes upon this is

encouraging people who have run risk to go get tested.

There is still much to be done in the Netherlands in this

regard: it is estimated that half the people with HIV are not

aware that they are HIV positive. Many people who have an

STI have no clear symptoms and do not get tested.

Approximately ten percent of the people who have symp-

toms of an STI do nothing about it.
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