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Abstract
Background: UNAIDS	 proposed	 a	 set	 of	 three	 targets	 that,	 if	 achieved,	 are	
predicted	 to	 end	 the	 AIDS	 epidemic	 by	 2030.	 The	 targets,	 known	 as	 90-90-
90,	 call	 for	90%	of	people	 living	with	HIV	 (PLHIV)	 to	know	 their	 status,	90%	 to	
receive	antiretroviral	therapy	and	90%	uptake	of	HIV	tests.	But	insufficient	data	
are	 reported	 on	 the	 estimated	 PLHIV	 prevalence	 on	 migrants	 and	 vulnerable	
populations	 across	 Europe.	 At	 the	 end	 to	 reduce	 this	 gap	 and	 to	 evaluate	 the	
behavioural	characteristics	of	these	populations,	the	HIV	rapid	test	and	counselling	
were	offered	inside	a	public	health	project.

Methods and findings: During	the	period	December	2012-2013	all	migrants	and	
Italian	 people,	 aged	between	16-70	 years	 old,	 attending	 the	 infectious	 disease	
clinic	of	the	National	Institute	for	Health,	Migration	and	Poverty	(INMP)	in	Rome,	
Italy,	were	 enrolled.	HIV	 rapid	 testing	was	 free	 and	patients	were	 asked	 to	 fill	
in	 a	 questionnaire	 evaluating	 knowledge	 about	 HIV/STIs,	 prevention	methods,	
sexual	 behaviours	 and	 stigma.	 Patients	 with	 sexual	 risk	 behaviours	 or	 with	 a	
recent	diagnosis	of	STIs	were	invited	to	come	back	after	3-6	months	and	a	post-
counselling	questionnaire	was	offered.	Out	of	the	total	sample,	99.2%	accepted	
the	“rapid	test”;	13	participants	resulted	positive	(1.45%;	95%	CI:	0.75-2.53)	with	
10	new	diagnosis	(1.22%;	95%	CI	0.58%-2.22%).	46%	answered	the	questionnaire	
and	18.6%	completed	the	follow-up.

Conclusion: The	 approach	 providing	 HIV	 rapid	 test,	 associated	 to	 other	
instruments,	such	peer	mediators	inside	the	counselling	setting,	could	be	useful	
for	 the	 health	 care	 services	 and	 prevention	 programs	 to	 expanding	 access	 for	
vulnerable	 populations.	 But	 this	 approach	 reiterates	 the	 need	 of	 new	 policies	
toward	marginalized	populations	at	the	aim	to	encouraging	the	access	to	health	
services	and	to	refer	to	preventions	programs.
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Introduction
A	 total	 of	 4.7	million	 people	 immigrated	 to	 one	 of	 the	 EU-28	
Member	States	during	2015,	while	at	 least	2.8	million	migrants	
were	 reported	 to	 have	 left	 an	 EU	Member	 State.	 In	 addition,	
1.9	million	people	previously	 residing	 in	one	EU	Member	State	
migrated	to	another	Member	State	[1].

Migrants	are	more	likely	to	be	exposed	to	social	determinants	of	
ill	health	as	poverty,	social	exclusion,	and	unemployment,	which	
can	result	in	poor	health-seeking	behaviours	[2-5].

Other	 structural	 factors,	 as	 legal	 and	 administrative	 status,	
health	care	and	community-related	barriers,	can	further	prevent	
migrants	from	accessing	health	services,	particularly	HIV	testing	
[6],	access	to	treatment,	and	safer	sex	practices	[7].



2018
Vol. 4 No.1:3

2

Journal of HIV & Retro Virus
ISSN 2471-9676

                                                                                                                                                                                                          This Article is available in: http://hiv.imedpub.com

Previously it had been assumed that most HIV diagnosed among 
migrants in Europe was acquired in the country of origin, 
particularly those born in sub-Saharan Africa. Yet it is unclear 
whether infections are acquired pre- or post-migration [8]. 

In 2015, 29,727 cases of HIV were diagnosed and reported in 
the EU/EEA, resulting in a rate of 6.3 per 100,000 populations. 
The notification rate and the number of new HIV diagnoses 
reported have remained unchanged since 2011, with between 
29,000 and 33,000 new cases reported annually (notification 
rates of between 6.3 and 6.5 per 100,000 populations). Despite 
evidence that HIV diagnosis is occurring earlier post-infection, 
the estimated number of people living with HIV (PLHIV) who 
were unaware of being infected in 2015 was 122,000 or 15% of 
all PLHIV (n=810,000) [9].

Among the 27 countries reporting on new HIV diagnoses and 
transmission consistently between 2005 and 2014, one third 
(37%) of cases were foreign-born [10]. Furthermore some EU 
countries do not provide HIV care for undocumented people [11]. 

Although surveillance data show that people living outside their 
country of birth form a substantial proportion of the population 
affected by the HIV epidemic in Europe, limited data are available 
about migrant populations to inform policy and practice for these 
communities [8,12].

Understanding barriers to accessing HIV care and post migration 
transmission several cross-sectional studies have sampled 
migrant populations, but these were often limited to migrants 
from one region (black Africans) [13] or Central and Eastern 
Europeans [14] or migrants in one country [15].

Within the European Network of HIV/AIDS Cohort Studies to 
Coordinate at European and International Level Clinical Research 
on HIV/AIDS (EuroCoord), the advancing Migrant Access to health 
Services in Europe (aMASE) study whose overall aim is to provide 
the evidence to prevent HIV infection and improve diagnosis 
and prognosis of migrant populations living with HIV in Europe 
in order to support policy development at the European level. 
The results of the study will improve the understanding of post 
migration transmission dynamics and the barriers to health care 
for migrants in Europe [16].

In Italy, in 2015 the proportion of new HIV cases among migrants 
is 28.8%, increased from 15.4% in 2010 to 16.9% in 2014 in men, 
with an incidence of 18.9 compared to 4.3 per 100.000 in Italian-
born people [17]. Further, among 3,059 late HIV presenters, 30.7% 
were immigrants [18]. No national data are reported regarding 
the number of immigrant tested, particularly undocumented, the 
HIV/STIs knowledge and prevention methods. On the bases of new 
scenario of migration flows in EU countries, that could influence 
the HIV/AIDS epidemiology in the coming years and to expand 
the access to HIV test and counselling to vulnerable populations, 
including migrants, we conducted a project that consisted of the 
HIV rapid test associated with multilingual written consensus and 
questionnaires and peer mediators trained inside the pre and 
post-counselling setting.

Methods
The National Institute for Health, Migration, and Poverty (INMP), 
Rome (Italy), is a national public institute providing free access 
to outpatient care, mainly to vulnerable populations including 
migrants (regularly staying and undocumented), homeless and 
Roma.

On February 2012, INMP started a project-funded by the Ministry 
of Health-aimed at promoting access to HIV testing and at 
disseminating knowledge about STIs. 

This project was conducted in different steps: training of health 
care professionals, patients’ enrolment, pre-test counselling, 
offer of HIV rapid test with informed consent and post-test 
counselling.

All subjects aged 16-70 years old, attending the infectious disease 
clinic during the period December 2012-2013 were enrolled. 
Subjects who performed the test in the previous 6 months, 
without any risk referred or with previous HIV diagnosis, were 
excluded from the study.

HIV rapid test (Determine™ HIV-1/2 Ag/Ab Combo-Alere) was 
offered for free [19]. After 20 min results were reported to the 
patient. If the test resulted reactive, a confirmatory venous test 
was performed and the newly diagnosed subject was addressed 
to referral services in order to start treatment. All patients with 
sexual risk behaviours or with a recent diagnosis of STI were 
invited to come back after 3-6 months to repeat HIV test. 

Participants were asked to fill in an anonymous questionnaire 
self-administered and semi-structured that and included 
sociodemographic information, indicators about knowledge of 
HIV/ STIs, HIV test, condom use , sexual behaviours, perception 
of risk and stigma, based on the ECDC proposed indicators on 
behavioural surveillance for migrants and ethnic minorities 
[11]. The HIV written consent, pre- and post-test counselling 
questionnaires were translated in 15 different languages. 

The pre and post-test counselling involved a staff composed by 
doctor, nurse, cultural mediator and psychologist, previously 
trained on HIV/AIDS issues.

Closed questions were dichotomic (true/false) or based on the 
Likert’s scale (from 1 to 5, established as 1=very low, 2=low, 
3=sufficient, 4=good, 5=excellent).

Migrant status was defined on the basis of citizenship.

Specific pre-test questionnaire items regarding knowledge 
of HIV/STIs, HIV testing, condom use, perception of risk and 
stigma were analysed. Distributions of answers were stratified 
by gender, age group, educational level and immigrant status; 
Wilcoxon Signed Rank tests and Fisher exact χ2 tests were used 
to compare, respectively continuous and categorical data. 

Results
HIV rapid test results
Figure 1 shows the flow-chart of the study. During the study 
period, 832 subjects were enrolled. Out of the total sample, 99.2% 
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(n=825) accepted to undergo the “rapid test”. For 68.7% it was 
the first test: out of them, 71.4% were immigrants. 1,000 tests 
were performed with 1.2 tests/person. Of the 13 HIV positive 
subjects (prevalence 1.45%; 95% CI 0.75%-2.53%), 2 referred 
to be positive after enrolment and 1 refused the confirmatory 
venous test. The number of new diagnoses was 10 (incidence 
1.22%; 95% CI 0.58%-2.22%), with one seroconverted. Out of 
them, 9 were migrants; 5 men who have sex with men (MSM). 
All of them referred not to have been tested before. Two of them 
underwent the test for screening and the others performed it 
because they had an “indicator disease” (such HBV infection, 
genital wart, tuberculosis). The median CD4 cell count was 347 
cell/mmc (range 200-947). Median age was 35.5 (IQR: 27.0-47.0) 
years, 48.1% was between 16 and 34 years. 41.7% of subjects 
had low educational level.

About 90% of migrant participants, 28.0% were from Africa 
(mainly from Nigeria, Egypt, Senegal and Morocco), 26.0% 
from EU countries (Romania and Poland) and 13.6% from Asia 
(Afghanistan, Bangladesh). The median length of stay in Italy was 
0.7 years (IQR: 0.2-1.2).

HIV-positive individuals were more frequently males and younger 
than the HIV-negatives. HIV-positivity was particularly elevated 
among homeless (2.5%), MSM (18.5%) and women with female 
genital cutting (FGC) (25%) (Data not shown).

Pre-test questionnaire results 
Among the 385 (46.8%) participants who filled in the pre-

questionnaire at baseline, 74 made it after August 2013 and thus 
the follow-up was not planned. Of the 311 remaining, most of 
them HIV (81.7%), only 58 (18.6%) completed the follow-up.

Table 1 shows the main results of the pre-test questionnaire 
selected items. 

About HIV/AIDS knowledge, 80% of the total participants knew 
HIV infection/AIDS: knew about HIV infection (79.7%) and AIDS 
(77.9%), with higher proportions among the higher educated 
(HIV: 85.7% vs. 71.4%; AIDS: 83.9% vs. 69.5%) and Italian people 
(HIV: 93.2% vs. 76.6%; AIDS: 93.2% vs. 74.4%). Subjects aged 35+ 
were more likely to know about AIDS (82.1% vs. 74.5%).

Almost all the questions regarding the perception of risk showed 
worse risk behaviours among migrants. The 76.1% correctly stated 
that it is possible to prevent HIV; this proportion significantly 
increased in Italians and higher educated - Only 22.9% would use 
condoms during sexual intercourse (higher for men and younger 
people). Men also reported higher use of condom during not 
stable relationships (data not shown).

About HIV test knowledge 75.1% said that a negative result 
means “not infected”, significantly immigrants (p=0.041) and 
females (p=0.005). Males (p=0.055) and Italians (p=0.001) know 
that it could be anonymous and, if negative, could be repeated 
(p=0.02 and p=0.001, respectively).

Specific items were dedicated to the 90 pregnant women. Out 
of them, 90 pregnant women, 58.8% reported “missing test ” to 
have “missed the test” due to lack of knowledge (55%), lack of 
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Figure 1 Biochemical markers and tenofovir dosing over time.
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request by the gynaecologists (26.0%), previous testing (32%), 
lack of money to pay the test (13%) (Data not shown).

About condom knowledge and use, only 22.9% use it and 
4.7% and 2.3% affirmed that it can be useful for prevention, 
respectively against HIV and STIs. They are males (p=0.010) and 
younger (p=0.037) without difference between migrants and 
Italians. Among people not using condom, 21.8% affirmed that 
they did’ not like it, 18.2% that it reduces sexual pleasure and 
15.3% said it is not accepted by the partner. Inside the females 
group, almost none know that condom prevent infections and 
pregnancy.

The proportion of those who answered correctly decreases 
dramatically investigating STIs knowledge: only 10.9% affirmed 
that STIs may cause cancer, and 11.4% infertility. 

When we analysed the perception of risk, only the 32.2% use 
condom in presence of an STI and answered that also the partner 
should be tested. Particularly, females and higher educated talk 
with partners (p=0.05 and p=0.027, respectively). However, if 
in doubt about their STI status, younger search information on 
internet (p=0.002), the 74.5% would talk with a doctor, but only 
40.8% would go to the hospital, most of them Italians. As regards 
stigma, the 10.9% of respondents affirmed that only MSMs and 
8.3% that only drug addicts can be HIV+, with higher proportions 
among migrants (p=0.002). Only 47.0% was willing to share his/
her house/school/office with an HIV+ person, most of them males 
(p=0.007), Italians (p=0.001) and higher educated (p=0.005).

Discussion
Despite the decline of the HIV epidemic in Italy, our results confirm 
the high probability of late presentation among migrants [18,20] 
never tested before, the largest subgroup inside our vulnerable 
populations, that still show an high level of acceptability of the 
rapid test.

Although no cost-effectiveness studies have been performed on 
the rapid tests, but there have been studies on the evaluation of 
the effectiveness of the HIV testing as screening [21].

We support the idea that the availability of this kind of testing 
with high sensibility and specify [22], low costs and high 
acceptability for specific groups (migrants, homeless, Roma) and 
at the moment of delivery, should be encouraged at the end 
to increase access to diagnosis and treatment In fact, all new 
diagnosed were in-cared. 

As in previous studies [23-25], we found poor knowledge about 
where to get tested for HIV, anonymously and free of charge, and 
particularly among women. The perception of risk showed some 
worse behaviour among immigrants.

As reported in a USA study [26], we observed gender differences: 
in fact males reported condom use more commonly than women 
during sexual intercourse. The predominant causes of non-
use were attributed to religious believes on lower educated 
(p=0.014) and cultural believers on higher educated (p=0.039), 
to pleasure reduction for males (p=0.001) and negotiation for 
women (p=0.029).

The evaluation of the presence of peer mediators inside the 
setting was not considered as one of outcomes of the study, 
because the “health team” consisting of physicians, nurses and 
specialists is the specific health care approach of the Health, 
Migration, and Poverty Institute (INMP).

Inside an Italian project conducted on 2010 the care manager 
figure was added to the others health professionals, serving as 
a bridge between physicians, specialists, and patients [26]. The 
central aim of this study was to empower people living with 
chronic diseases (cardiovascular disease, diabetes, heart failure, 
and/or at risk of cardiovascular disease) to take a more active 
role in their health. The “care manager” nurses were trained 
and they worked directly with individual patients, helping them 
to make lifestyle changes, monitoring their conditions and 
providing the necessary information and advice to promote 
patient empowerment, enhance self-management skills, and 
achieve better compliance with care recommendations in their 
self-management skills. The authors reported a positive impact 
on patient health and self-management and attributed the 
outcomes to the strong “partnership” between the care manager 
and the patient and the collaboration between the physician and 
the care manager. Future studies are needed to be able to assess 
effectiveness of this method inside the primary health care 
services for migrant and vulnerable populations. 

Limitations of the Study
The questionnaires data are useful to evaluate the target 
prevention and treatment service as “data to action”, indicated 
by ECDC. In our study most of participants refused it at the entry 
of the project and this result could be considered a limitation of 
the study.

We had similar obstacles in using this instrument as other 
studies on HIV prevention strategies in the same populations 
demonstrated to take information about sexual behaviours [27] 
and to a longitudinal evaluation of counselling effectiveness 
[28,29].

At the end to understand why half of subjects refused to fill 
in the questionnaire, we compared both groups by general 
characteristics. We observed that those who filled in the entry 
questionnaire were significantly more likely to be Italian, to be 
younger (median age: 33 vs. 38 years.) and to be highly educated 
than those who did not fill in the questionnaire. At medical 
examination those who filled in the entry questionnaire had 
increased odds of co-infections (OR: 2.31; 95% CI: 1.44-3.69) and 
were more likely to have been exposed to STIs (OR: 1.91; 95% 
CI: 1.14-3.21). Compared to Italians, the odds for immigrants 
of Northern African origin, Sub-Saharan Africa, Asia, other EU 
countries and other/not specified origin were respectively 
61%, 71%, 74%, 61% and 76% lower. Among immigrants, a year 
increase in the length of stay in Italy was significantly associated 
with an increase in the OR by 0.9%. 

These results strengthen, as already reported, that education 
level, social inclusion and the state of health at the time of access 
to the health services, affect the participation of vulnerable 
populations, including migrants, in public health projects.
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Project timing represented another important study limit, 
resulting in very low participation to follow-up testing and 
post-test questionnaire aimed at evaluating changes in sexual 
behaviours. Low follow-up participation could be related to low 
perception of risk, maybe associated to the first negative result. 
Moreover, due to the elusive nature of the target population, 
some patients moved or forgot the follow up examination despite 
medical recommendations.

Conclusion
To obtain targets 90-90-90, is fundamental to increase the access 
to health care services and prevention programs for migrants 
and vulnerable populations, unwires of HIV serostatus. One 
strategy could be the use of HIV rapid test inside the health care 
services and prevention programs. In fact we observed a high 
acceptability of HIV rapid test, as another study described [30]. 
For this reason, we propose also the availability of rapid HIV 
testing at the moment of delivery or for example, in Emergency 
Departments in presence of “indicators diseases. 

The approach providing rapid test, that could useful without 

lab and timing barriers, associated to other instruments that 
reduce the language cultural barriers -such as the presence of 
trained peer mediators inside the counselling pre and post-
test and translation in own languages of written consensus 
and questionnaires-, could be useful to encourage vulnerable 
populations to refer to HIV prevention services.

For these reasons, we consider the “rapid test and counselling 
with a an health team trained “model a new important tool in 
the framework of the global strategy against AIDS to discover 
unaware PLHIV, but we agreed with the systematic review of 
Elwy et al. [31] that compared different interventions for the 
prevention of HIV/STI: no single intervention could be identified 
as being more effective than others to change behaviour, increase 
knowledge or measure an intention to change. 

In conclusion, we confirmed that to be migrants and to have low 
educational level are predictive negative conditions to access to 
prevention programmes, for which a composite policy can be 
identified as being more effective to encouraging the marginalised 
groups to refer to preventions and treatments services.
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