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a b s t r a c t 

Objectives: HIV transmission persists in Europe, with migrants accounting for over two-fifths of new diagnoses. 
Over half of all women in Europe are diagnosed late — particularly migrant women. Therefore, an updated 
understanding of migrant women’s needs is crucial to inform inclusive and relevant HIV research, services, and 
policies. 
Methods: A systematic review relating to factors influencing late HIV diagnoses among migrant women living in 
Europe in 2011–2021 was conducted, based on data from 12 papers relating to 13 European Union (EU) countries 
and three non-EU countries. 
Results: The studies revealed a range of individual, sociocultural, and structural barriers to HIV diagnosis. In- 
dividual barriers included low perceived risk of HIV, lack of knowledge about HIV symptoms and HIV services, 
lack of trust in healthcare systems, and fear of societal implications of an HIV diagnosis. Sociocultural barriers 
included language and communication challenges, stigma, and lack of community testing opportunities. Struc- 
tural factors included poverty, poor living conditions, unclear legal rights, administrative barriers to healthcare 
access, and lack of testing opportunities. 
Conclusions: Barriers varied according to resident country, healthcare system, and country/region of origin. The 
studies highlighted the importance of inclusive research and service design and development, to address the needs 
of migrant women and reduce inequalities, especially given the current climate in Europe and the everchanging 
patterns of migration. 
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Over the past decade there has been a 19% increase in new HIV
iagnoses in Europe, of which heterosexual women account for 24%. In
019, 44% of those newly diagnosed with HIV were migrants, from sub-
aharan Africa (18%), Latin America/Caribbean (9%), Central/Eastern
urope (8%), and Western Europe (3%) (ECDC, 2020a). 

Over half (53%) of women with HIV are diagnosed late in Europe
CD4 < 350 cells/ml or AIDS-defining illness). Late presentation is more
ommon among migrant women, especially those from sub-Saharan
frica (57%), and South/Southeast Asia (54%) [1] . Nevertheless, evi-
ence suggests that migrants face barriers to accessing prevention and
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esting services, and that they are not routinely prioritised in national
uidance and recommendations. 

The ECDC states that action to remove those barriers faced by un-
ocumented migrants it is a priority (ECDC, 2020a). Emerging evidence
ndicates that a significant proportion of migrants, even those originat-
ng from HIV-endemic areas, acquire HIV after arrival in the European
nion (EU)/European Economic Area (EEA), suggesting the need for

argeted HIV prevention and testing programs on and beyond arrival,
ncluding regular HIV testing [2–4] . 

More accessible testing and combined prevention/care services are
eeded for the diverse group of migrants at risk of, or living with,
IV [3] . Identifying and removing structural barriers, such as limited
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ligibility for healthcare due to uncertain residency status, and facil-
tating a non-discriminatory healthcare environment can increase the
ffectiveness of these interventions [1] . Unlike with other key popu-
ations (men who have sex with men (MSM) and people who inject
rugs (PWID)), there is no clear guidance on the key components of
revention that should be available for migrants, or specifically for mi-
rant women, although community-based testing is recommended by
he World Health Organization (WHO) [5] . The European Centre for
isease Prevention and Control (ECDC) 2021 progress report [6] out-

ines HIV testing recommendations as reported within country-specific
uidelines. The progress report states that 90% of the countries that have
ublished national HIV testing guidance have included content specific
o the needs of key populations. While PWID and sex worker popula-
ions were included in 82% and 74% of guidance documents, respec-
ively, the lowest rates were among migrants and transgender people,
ith particularly low rates in Eastern Europe. Similarly, among those

ountries with published recommendations on frequency of testing for
ey populations, migrants and transgender people were the least likely
opulation groups to be mentioned. 

Migrant women have an increased risk of HIV acquisition. There-
ore, any failure to address their rights, needs, and access to healthcare
hreatens broader HIV prevention efforts in Europe. 

im 

Our study involved a systematic review of the available evidence, to
rovide an updated understanding of the reasons for late HIV diagnoses
mong migrant women living in Europe. The specific research question
as: Which factors influence late HIV diagnosis among migrant women

esiding in Europe? 
Our review used the United Nations International Organization for

igration (IOM) definition of migrants — any person crossing an inter-
ational border or within a state away from his/her habitual place of
esidence, regardless of: (1) legal status; (2) voluntary or involuntary
ovement; (3) causes for the movement; or (4) length of the stay. 

ethods 

earch strategy and selection criteria 

Our review included studies published in English, with data gath-
red in the EU, the EEA, Switzerland, or the UK between January 1 and
eptember 1, 2021. 

Studies were eligible for inclusion if: their population included mi-
rant women (cis and trans) and included information specifically based
n migration status/country/region of origin or in which at least 80%
f the study populations were from countries with generalized HIV epi-
emics. The studies were also included if they reported any of the fol-
owing: 

• reasons for late HIV presentation 
• barriers to HIV testing among women diagnosed with HIV 

• facilitators or motivators supporting HIV testing 

Due to the anticipated paucity of relevant data, all study and report
ypes were screened. These included reports, all types of research, sys-
ematic reviews, scoping reviews, and grey literature. 

Three electronic databases (PubMed, EMBASE, and PsychINFO) were
earched between August 19 and September 1, 2021. A detailed search
trategy was used, combining synonyms for “HIV ”, “migrant ”, “Europe ”,
barrier ”, and “facilitator ”, with demonyms for all countries with a gen-
ralised HIV epidemic [7] . 

ligibility and quality assessment 

Screening was performed by a team of reviewers using the successive
pplication of the criteria shown in Figure 1 . Decisions were double-
hecked by a third reviewer to resolve possible discrepancies. 
207 
ata quality appraisal 

To ensure quality in extraction, the authors initially extracted data
imultaneously from four randomly selected studies, using the Critical
ppraisal Skills Programme, to assess the findings for congruence. 

Studies received an overall quality score, incorporating several fac-
ors such as: 

i. Research question — exploring the extent to which the paper was
based on a clearly defined research question, which was clearly dis-
cussed and referenced throughout the paper. 

ii. Internal validity — exploring the extent to which the study de-
sign was appropriate for the research question and stated study ob-
jectives. The reviewers noted how selection bias and confounding
factors were identified and minimized/controlled, and the extent to
which the explanatory variables chosen were based on sound scien-
tific principles. The reviewers also discussed the completeness and
reliability of outcome measures. 

ii. Clarity of results — considering how far the results were well de-
scribed and clear, the appropriateness of analytical methods, and
whether the precision of association given (or that was calculable)
was meaningful. 

v. External validity — the reviewers considered whether the source
population was well described, the eligible population represented
the source population, and whether the selected participants rep-
resented the eligible population. The results were reviewed in the
context of other studies to explore consistency and generalizability
to the source population. 

v. Strength of association and statistical significance — the review-
ers considered (when applicable) whether the study was sufficiently
powered, and whether precise outcomes could be/had been mea-
sured. Where reported, the suitability of the stated confidence in-
tervals and/or p -values was considered. Studies were considered
in the context of their type, and were given an overall quality
score of ‘low’, ‘medium’, or ‘high’. Studies based on surveillance or
cross-sectional data received overall quality scores of ‘medium’ or
‘high’. 

ata extraction, synthesis, and analysis 

The studies were grouped according to the outcomes of interest (rea-
ons for late presentation, barriers, and facilitators) and three reviewers
ere involved in identification and synthesis of the evidence. Given the

nclusivity of study designs, the focus on barriers and facilitators re-
arding HIV testing, and the variation in study designs, statistical meta-
nalysis was not deemed appropriate for this review. 

esults 

Twelve papers were found to have an overall quality score of
medium’ or ‘high’ and were included in the final review. The papers
elated to 13 EU countries Austria [1] , Belgium [3] , Denmark (ECDC
020b), France [4] , Germany [3] , Greece [4] , Italy [3] , Malta [1] , The
etherlands [8] , Poland [1] , Portugal [2] , Spain [8] , Sweden [5] and

hree non-EU countries (The Republic of Ireland [5] , Switzerland [5] ,
nd the UK [9] . Five studies reported data relating to migrants from
ultiple countries, including pan-European cohort studies and surveil-

ance databases [8–10] ; Migrants Working Group on behalf of COHERE
n EuroCoord; [11] . Figure 1 summarises the study selection process and
utcomes at each stage, and Table 1 provides a summary of papers in-
luded in the review, with notes concerning the study type, country/ies,
opulation, methods, sample size, results/outcomes, quality scores, bi-
ses, and limitations. Observations were discussed and were compiled
y two reviewers who read the full texts of all sources included in the
eview. 
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Table 1 

Summary of 12 papers included in the review — characteristics of studies. 

Study 
reference 

Study type Country/ies Population Methods Sample size Results/outcomes Quality 
scores 

Bias and limitations 

14 Cross-sectional and 
descriptive 
quantitative study 

Sweden Migrants from 

sub-Saharan Africa 
(SSA), Eastern 
Europe and Asia, 
including women, 
aged 18 + diagnosed 
with HIV-1 within 
last 6 months 

Questionnaire 
(English; Swedish) 
interpreters 
available 
Recruitment in 11 
HIV clinics 

285 in total 
111 female (39%) 
190 born outside of 
Sweden (122 SSA; 
36 Eastern Europe, 
32 other) 

• Half of respondents from SSA and 
three-quarters from Eastern 
European/East Asian countries 

• Originating from SSA was found to a 
predictor for reporting a personal 
barrier ( p = 0.045) and a barrier 
concerning confidentiality 
( p = 0.045) 

• Fewer barriers were reported among 
people living in refugee camps and 
with refugee status ( p = 0.011) 

• Compared with SSA- and 
Eastern-born migrants, migrants from 

other countries, had higher odds of 
reporting barriers related to 
socioeconomic consequences than 
those born in Sweden ( p = 0.031) 

++ Majority of population 
studied were men 
The only gender-based data 
were the odds of having per- 
sonal/structural/social/confidentiality 
barriers between men and 
women – no difference was 
observed 

22 Cross-sectional study Belgium, Germany, 
Greece, Italy, 
Netherlands, 
Portugal, Spain, 
Switzerland, UK 

Migrants living with 
HIV, aged 18 + , 
diagnosed with HIV 
within 5 years of 
arrival. 

Questionnaires in 15 
languages 
distributed via 57 
HV clinics 

2093 respondents 
(31% women), from 

152 different 
countries: 35.1% 

Africa; 31.6% Latin 
America and 
Caribbean, and 
23.0% Europe 

32.2% of women had experienced 
difficulties with health services since 
migration, of whom 1/3 cited long 
waiting times in clinics, 22% did not trust 
GP/confidentiality, 19.9% unclear of legal 
rights to access care 

• Of those who visited GP before being 
diagnosed only 11.4% of women 
were offered an HIV test; 
immigration status affecting testing 
— temporary residence less often 
than those with permanent residency 

• Factors most related to history of HIV 
testing (negative) were: 

1. country of residence, age, region of 
birth, years in current country of 
residence, immigration status 

2. antenatal service attendance in the 2 
years prior to diagnosis 

3. number of lifetime sexual partners 
and diagnosed with STI before HIV 
diagnosis 

4. education level 

+++ Convenience sample 
24 transgender people 
excluded 

( continued on next page ) 
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Table 1 ( continued ) 

Study 
reference 

Study type Country/ies Population Methods Sample size Results/outcomes Quality 
scores 

Bias and limitations 

28 Surveillance data 
from The National 
Study of HIV in 
Pregnancy and 
Childhood (NSHPC) 
database 

UK Pregnancy data 
where live or 
stillbirth is recorded 

Statistical analysis of 
Surveillance data 

4289 births among 
migrant women 

Being of African origin was associated 
with late booking of antenatal care, 
including among those newly diagnosed 
with HIV 
Cultural/socioeconomic factors resulted 
in delays in accessing antenatal care and 
HIV testing in antenatal settings; later 
diagnosis outside of London 

++ Women cannot book 
antenatal care until arrival in 
the UK 
Missing data for 9% 

Respondents may report 
different dates from national 
data sets 
Methods section made it 
difficult to ascertain where 
the data sets came from, i.e. 
the survey vs clinical data 
collection 

37 Cross-sectional 
survey 

Netherlands Migrant women Survey and clinical 
data (aMASE) 

20 Diagnosis in hospital for non-MSM due to 
other health problems 
Difficulties accessing services due to 
migrant status — unsure of rights to 
access healthcare/language barriers 
Lack of knowledge of PEP in migrant 
population 

+++ Small sample of migrant 
women 
No non-migrant women were 
included due to low numbers 
Only corrected for age; no 
other multivariate analyses 
performed, so difficult to 
separate the effects of 
migrant status and 
socioeconomic status 

39 Clinical data 
collection 

Spain (Madrid, 
southeast and 
Canary Islands) 

Migrant women Clinical data 
collection in mobile 
HIV testing unit 

5920 Perception of low risk due to feeling 
healthy/perceived low risk behaviour 
Fear of rejection if testing positive; fear of 
legal issues; affordability of testing in 
migrant community 
Concerns arising from the loss of 
anonymity was the second most reported 
reason for not testing (19%) 

++ Not representative samples 

57 Qualitative/ 
observational 

Amsterdam, 
Netherlands, and 
non-EU (Belarus, 
Moldova, Russia, 
Ukraine) 

Female sex workers 3 phases: 
semi-structured 
interviews with 
stakeholders, 
narrative interviews 
with FSWs, narrative 
interviews with 
stakeholders 

Number of 
interviews: 19 
stakeholders, five 
FSW, 12 
stakeholders 

Six key barriers to testing: 1. migration 
and sex-work policies; 2. stigma; 3. lack of 
trust in healthcare providers; 4. low levels 
of Dutch/English language; 5. negative 
experiences in accessing healthcare; 6. 
low perceived risk 

++ Small number of FSW (5) 

60 Retrospective 
analysis of data from 

four cohorts 

Belgium, Denmark, 
Germany, Italy, 
Netherlands, Poland, 
Sweden, UK, Ireland, 
Spain 

Migrant women who 
delivered a child 
between 2002 and 
2012 

Data from four 
cohorts from 10 
European countries 
Three markers of 
suboptimal PMTCT 
interventions 
compared between 
migrants and natives 

9421 migrant 
women 

Wider access to HIV testing and care 
would give migrant women an 
opportunity to know their HIV-status 
before conceiving 
Particular attention should be given to 
facilitate access to services for migrant 
women with children 
Also reports that other studies have 
highlighted time or financial constraints, 
language and cultural barriers, and living 
and working conditions 

+++ Definition of migrant based 
on the country of birth 
No distinction between 
ethnicity, legal status, time of 
arrival 
Women whose country of 
birth was unknown were 
excluded ( n = 445) 
Data from four different 
cohorts 

( continued on next page ) 
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Table 1 ( continued ) 

Study 
reference 

Study type Country/ies Population Methods Sample size Results/outcomes Quality 
scores 

Bias and limitations 

65 Cross-sectional 
survey 

Belgium, France, 
Germany, Greece, 
Italy, Netherlands, 
Portugal, Spain, UK 

People 18 + living 
outside of their 
country of birth, 
irrespective of HIV 
status, 2014–2015 

Online survey in 14 
languages 

559 migrant women Reasons for not testing: 83.3% low 

perceived risk; among those who had 
never tested for HIV — fear of positive 
test, lack of knowledge about HIV/AIDS; 
information about access to primary care 
— varied between different countries of 
origin; missing appointments/delaying 
medication for financial reasons 

+++ Convenience sample, 
focusing on those at a higher 
risk of HIV (sub-Saharan 
Africans, Latin Americans, 
gay or bisexual men, and 
people who inject drugs) 
Unknown participation rate 
as the survey was freely 
accessible online 

110 Observational cohort 
study 

EU; COHERE 
participants, where 
ethnic and 
geographical origin 
data available 
HIV-positive, 
antiretroviral-naive 
people accessing 
care in western 
Europe from 

COHERE 

Crude and adjusted 
mortality rate ratios 
were calculated by 
use of Poisson 
regression, stratified 
by sex, comparing 
each group with the 
native population 

45 877 migrant 
women 

Results focused on mortality rates; no 
barriers presented in the results section 
Within discussion section, there were 
indications of potential barriers, including 
gender, socioeconomic status, and poor 
living conditions 

+++ Difficulties in defining 
geographical origin; loss to 
follow up; not all cohorts 
were able to cross-match 
their data with the 
corresponding national death 
registries; could not adjust to 
socioeconomic status 

125 Qualitative 
observational 

UK African migrant 
community 

Focus groups 
(conducted in French 
and Portuguese) 

18 women of the 
following language 
(and origin): French 
(Cameroon), 
Portuguese (Guinea 
Bissau), Bemba 
(Zambia), and Shona 
and Ndebele 
(Zimbabwe) 

• Language barriers, the use of 
traditional medicine, understanding 
of cultural diversity, knowledge of 
HIV services, finding out about 
services and getting information 
about HIV 

• Gender-related cultural preferences of 
health practitioners 

• A lack of black community 
representation among people who 
worked within HIV services, which 
made it very difficult to understand 
differences in culture 

• Feeling discriminated against 
• Understanding of cultural diversity 
• Awareness of how and where to 

access HIV services 
• Getting information about HIV 

+++ Purposive sampling; only 
able to access participants 
that were members of the 
community organisation 
Literature review identified 
few studies in the regional 
area under study 

( continued on next page ) 
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Table 1 ( continued ) 

Study 
reference 

Study type Country/ies Population Methods Sample size Results/outcomes Quality 
scores 

Bias and limitations 

140 Qualitative 
observational 

London, UK Healthcare leads Semi-structured 
interview 

20 Existing screening models are not 
perceived to be widely accessible to the 
new migrant community 
The main barriers that discourage use are 
the disease-related stigma present in their 
own communities, and services being 
perceived as non migrant friendly 
New migrants may be disproportionately 
affected and delays to screening may 
impact on health status 

++ Views expressed by 
participants based on their 
own experiences and may 
not reflect wider community 
No other limitations stated 
No tabulated data specific to 
women 
Focused on healthcare leads 
within organisations 
Did not include any data 
from service users 

152 Qualitative 
observational 

Nottingham, UK Migrant women 
from the African 
community 

Focus groups 
conducted in local 
community venues 
(e.g. mosques, 
churches) 

29 women Lack of knowledge: 

• about HIV itself (in relation to its 
symptomatology and the fact that 
testing was important even in the 
absence of any symptoms) 

• in relation to the HIV testing process 
and services in the UK 

Groups also identified that cultural and 
religious norms around health-seeking 
could act as a barrier to testing, noting 
that there was little tradition within 
African communities of seeking medical 
care unless someone was very 
illParticipants explained that preventive 
health seeking when asymptomatic was 
not common practiceLack of trust in 
healthcare providers and a lack of trust in 
being able to access a supportive 
community contextLanguage and cultural 
differences with healthcare staff

+++ No tabulated data specific to 
women 
The decision to adopt a 
broad-based approach to 
recruitment rather than 
sampling on the basis of 
previous HIV testing 
experience may have 
prevented more nuanced 
insights around testing from 

emerging 
Time and language 
constraints 
Use of HBM has its own 
limitations 
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Figure 1. Identification of studies via PubMed, Embase, and PsycINFO. 
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This narrative synthesis summarised the studies included in this re-
iew and highlighted the barriers to HIV testing reported as affecting
igrant women living with HIV in Europe. The review did not identify

pecific reasons for late HIV diagnosis among migrant women, or the
acilitators of HIV testing specific to this population. 

The main barriers to HIV testing among migrant women related
o structural, sociocultural, and individual factors, which often inter-
wined, as described below. 
212 
tructural barriers 

Several structural factors were reported to prevent HIV testing
mong migrant women, relating to the socioeconomic and legal con-
exts of seeking HIV testing as a migrant. In a cross-sectional survey
n Sweden, 42% of respondents experienced structural barriers to HIV
esting [12] . 

Poverty and/or poor living conditions were reported as preventing
omen from seeking HIV testing [13] . A study from the Netherlands

eported lower incomes among migrant women than among migrant
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eterosexual men, with the former statistically less likely to be in work
14] . 

In some countries, legal issues, such as unclear/limited legal rights
nd/or administrative barriers to accessing healthcare due to immigra-
ion status, make HIV testing challenging or impossible [8 , 14] . Half of
igrant women in the Netherlands were unsure of their rights to access
ealthcare [14] . Furthermore, women who had been trafficked or in-
olved in sex work faced heightened barriers to healthcare, related to
iving conditions and national sexual health policies [11] . 

World region of birth and immigration status have been found to
nfluence access to care [9] . Studies have reported screening to be in-
ccessible to migrants, with no screening offered on arrival, delays in
roviding screening, and further testing opportunities and referral to
enito-urinary clinics restricted to those were symptomatic [15] . A study
rom the UK found that existing screening models were not perceived as
idely accessible to the new migrant community [4] . A pan-European

ross-sectional survey, including approximately 1000 migrant women,
ound that structural obstacles strongly affected access to HIV testing
mong this population [8] . 

Women miss out on testing opportunities when offered tests exclu-
ively within antenatal services. There are other reports of missed op-
ortunities: only 11.4% of women who visited a GP before HIV diagnosis
ecalled being offered an HIV test, and only 66% recalled being offered
n HIV test at a sexual health clinic [8] . In the same study, migrant
omen were mostly diagnosed in a hospital setting (40.1%), followed
y a general practitioner (GP) setting (17.5%), and a sexual health or
IV testing clinic (12.5%); 14.7% of diagnoses among migrant women
ere made in ‘other’ settings [8] . These data suggest the need for HIV

esting to be offered consistently in a wide range of accessible settings. 
The role of primary care in HIV testing is highlighted in some stud-

es: in a multinational study, 73.3% of migrants had access to primary
are, with the majority having used services within the previous year
9] . Access to primary care among migrant women ranged from 96.8%
n northern Europe to 56.4% in southern Europe [9] . However, only
4.2% had been offered an HIV test by their GP, to which 13.3% agreed.
hese data suggest that expanding HIV testing within general practice is

ntegral to increasing testing numbers among migrant women. Another
tudy exploring clinical and survey data from the Netherlands suggested
hat improved access to HIV testing, through provider-initiated testing,
ay particularly benefit migrant women [14] . 

Although not statistically significant, one survey found that migrant
omen who had spent a longer period in Sweden reported more bar-

iers to testing compared with more recent migrants [12] . This sug-
ests a need to explore windows of optimal opportunity for HIV test-
ng alongside routine arrival and antenatal screening options. This was
lso shown in a recent study by Borchmann et al. (published after our
nalysis and thus not included in our review), which found that migrants
iagnosed with HIV after migration had higher rates of late presentation
up to 68% for specific subgroups) and had been in the host country 3.7
ears by the time of diagnosis [16] . 

ociocultural barriers 

Migrant women in Europe arrive from a variety of countries and so-
ioeconomic backgrounds, and thus have differing cultural approaches
o seeking healthcare. Cultural barriers were cited in two studies as pre-
enting HIV testing [13 , 17] . Cultural, religious, and language norms
ay delay HIV diagnosis. 

African communities tended to seek medical care only when some-
ne was very unwell. This relates to a knowledge gap regarding the im-
ortance of HIV testing even when asymptomatic [17] . However, one
ross-sectional survey showed no statistically significant differences be-
ween migrants from Africa and those from other regions in terms of
ccess to primary care (except for Latin America and Caribbean popula-
ions) [9] . This indicates that wider structural issues affecting migrants
213 
ay play a larger role than sociodemographic characteristics, cultural
ractices, or individual health status [9] . 

One quarter of the review studies reported language as a barrier to
IV testing [11 , 14 , 17] . Two qualitative studies from the UK and the
etherlands reported language as an important mediator, which may
ither support or impede women’s navigation through the local health
ystem, and may help build trust between service users and healthcare
rofessionals [11 , 17] . A qualitative study recommended the integration
f interpretation services within HIV services to help African communi-
ies [18] . Moreover, developing appropriate sociocultural frameworks
ithin HIV services could address challenges and facilitate testing. 

Fear was a reported barrier to testing. This was related to HIV as a
erious infection, but also to the possible social consequences of living
ith HIV, because of the enduring social and self-applied stigmatization

12 , 17 , 19] . Both social and self-applied stigmatization were reported as
arriers to HIV testing in two of the papers in the review [16 , 11] . Half of
he studies reported the fear of social consequences as a major barrier to
IV testing. The fear of discrimination and rejection from their commu-
ities, and concerns over a lack of community support, were powerful in
reventing women from seeking HIV testing [9 , 17 , 19] . Among migrants
rom Latin America, fear over losing social status was also reported [19] .

One qualitative study reported that fear of discrimination may be a
arrier to accessing services for black African community members, and
hat women may feel too uncomfortable discussing intimate problems
ith male practitioners [18] . Other reviewed studies indicated that poor
ccess to services and strained relationships with healthcare providers,
ue to cultural and language differences, led many Africans in the UK
o present late for HIV care, and that this was supported by previous
tudies [20 , 21] . 

The role of community projects incorporating HIV testing was sug-
ested in one study from the Netherlands, with 70% of migrant women
n the studied population attending a religious service at least annually
14] . Several studies highlighted the benefits of including communities
n their research, and the potential benefits of doing so in policy mak-
ng (migrant women, sex workers) and education of healthcare work-
rs (particularly GPs/junior physicians, who are often the first contact)
14 , 17] . 

ndividual barriers 

Several studies reported that low risk perception was a key barrier
o HIV testing among migrant women [9 , 11 , 16 , 17 , 19] . 

A qualitative study of female sex workers found that low perceived
isk presented a barrier to HIV testing, and was linked with low educa-
ional levels [11] . Pregnancy and childbirth have been found to increase
 woman’s self-perceived risk, resulting in improved healthcare-seeking
ehaviour and thus increased opportunities for HIV testing [11] . This
as consistent with findings from previous studies [9 , 22–27] . A UK-
ased qualitative study reported that HIV risk perception was largely
ormed by previous personal experiences, which for many had been in
frica. HIV risks were associated with life in Africa rather than the new
ost country [17] . There was a perception that people within the com-
unity were protected from HIV — for example, because their religious

eliefs may prevent risky behaviours [13] . In a study conducted in the
etherlands, female sex workers (FSWs) working online were less likely

o perceive themselves as ‘sex workers’ [9] . 
Lack of knowledge was reported to prevent migrant women from

eeking HIV testing. This pertained to a lack of clarity regarding mi-
rant women’s legal rights to access care in the host country, and a lack
f knowledge about HIV/AIDS symptoms and about the importance of
symptomatic testing [8 , 9 , 14 , 17–19] . The knowledge gap regarding the
erceived risk of infection and the need for asymptomatic testing was
ignificant in migrant women aged below 20 and over 60 years [25] . In
ne study, one in ten women lacked basic HIV knowledge, with 48.8%
ot knowing where to access free condoms [9] . Many studies reported
ack of awareness of available services and access information as other
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arriers to HIV testing [9 , 18] . This was consistent with other studies,
nd highlighted a continued need to raise awareness about HIV preven-
ion, testing, post-exposure prophylaxis (PEP), and pre-exposure pro-
hylaxis (PrEP) among migrant women [14] . 

Other studies reported a lack of trust in the consulting physician
11 , 17] . In one study, 22% of women reported that they did not trust
heir GP [8] . Another described non-welcoming or unfriendly services
s a barrier to seeking HIV testing [16] . A UK-based study reported con-
erns about being stereotyped and not being treated as an individual,
hus highlighting trust and communication barriers [11 , 17] . 

Fear of not only societal implcations, but also medical consequences
f HIV diagnosis was a major and commonly reported barrier to HIV
esting among migrant women. Fear was related to the physical conse-
uences of HIV, illness and morbidity, and impact on sexual life, which
ay also indirectly point to a lack of knowledge about U = U (unde-

ectable = untransmittable) [12] . 

trengths and limitations of this review 

This review brought together existing evidence regarding fac-
ors relating to late HIV diagnosis among migrant women in
U/EEA/Switzerland/UK, and identified the barriers and possible fa-
ilitators regarding HIV testing among this population. The paucity of
ublished literature (12 papers covering information from 16 countries,
ve of which were pan-European studies) made it difficult to gain a
uanced understanding of the factors that affected women specifically
cross all studies. Some studies provided evidence indicating the need
or HIV testing facilitators, but this was not always documented explic-
tly in relation to migrant women. The heterogeneity of the data made it
hallenging to recommend definitive actions for addressing structural,
ocial, and individual barriers to HIV testing among this population. 

Limitations of our review methodology may have led to a failure
o obtain more relevant information. No papers were retrieved that ex-
lusively discussed reasons for late HIV diagnosis or facilitators of HIV
esting among migrant women. Few papers were retrieved based on data
rom Central and Eastern Europe, where especially non-EU countries
ave significantly different structures, economic characteristics, rules,
nd regulations. Moreover, the barriers to HIV testing in those coun-
ries and for migrants of different origins (including those not only from
frican or Latin American countries, but also from the Middle East, with
ompletely different cultural and social characteristics) may be signifi-
antly different from those in the EU/EEA or Western European coun-
ries. Thus, the results of this study may not be generalized for all of
urope. It is noteworthy that our review did not include data concern-
ng populations affected by the current migration from Eastern Euro-
ean war zones. It is also possible that publication bias and imprecision
ithin the review affected the outcomes reported. 

uggestions for further research 

High rates of late HIV diagnosis and, among cases, poor reported
xperiences with HIV care systems and physicians, highlight migrant
omen as being a key population in need of better access to HIV test-

ng, treatment, and care. More extended and focused studies and inter-
entions are urgently needed to explore and address the issues faced
y these populations in Europe, especially in light of the continually
hanging migration situation. 

This review highlights the need for more research, more culturally
ppropriate policies and programmes, and more culturally competent
ractices, in order to address the following: 

• Structural and policy changes affecting access to HIV testing, treat-
ment, and care services. 

• Testing opportunities for women outside of sexual health and ante-
natal/pregnancy settings. 

• Different approaches towards different subpopulations, including re-
gions of origin and residence, as well as family and work status. 
214 
• Attitudes of healthcare professionals towards HIV testing in commu-
nity settings, stressing the importance of broader testing opportuni-
ties. 

• Recruitment and training needs (e.g. cultural competence, increased
diversity, language skills) for healthcare professionals. 

• Sociocultural changes and community education over time, which
impact social stigma and fears. 

• Access to translation and interpreter services. 
• Easier and more accessible repeated testing opportunities post mi-

gration. 
• Improved access to information about HIV, STIs, and sexual health. 
• Information about available healthcare services in the host country,

in terms of eligibility and accessibility, including any financial sup-
port available. 

onclusion 

Both HIV transmission and the migration situation in Europe are
uid and unpredictable. Migrant women are a key population for HIV
cquisition. However, few data have been reported over the past decade,
pecifically relating to the barriers and facilitators of HIV testing among
his group in Europe. Further research to review factors that delay or
acilitate HIV diagnosis among these populations is needed. 

Many studies have reported on individual behavioural choices that
ave led to delayed HIV testing. This model places the emphasis on
he individual’s responsibility for their own health rather than examin-
ng the sociocultural and structural factors impacting migrant health-
eeking and community experiences, and subsequent outcomes related
o late HIV diagnosis. Our review included studies reporting on the struc-
ural barriers presented by national healthcare policies and migrant pop-
lation access to care being as significant as barriers to HIV testing and
are. Therefore, interventions that address structural barriers, and sup-
ort early and frequent HIV testing, may be more effective. 

This review has highlighted the distinct lack of available data on a
usceptible, diverse, and growing population in Europe. Focused inter-
entions and extended research are needed to address the inequalities
n healthcare experienced by migrant women. The removal of barri-
rs to accessing HIV testing, minimizing individual and social stigma,
nd a focus on early testing and diagnosis are urgently needed. This
ill require support from non-governmental organisations and immi-
ration authorities, in addition to ongoing education and upskilling of
ealthcare workers who provide care for socially marginalised groups,
ncluding migrant women. Changes to wider health policies and prac-
ice are likely to influence structural barriers to HIV testing — for exam-
le, rights to healthcare for documented versus undocumented migrants
3] . Importantly, taking an inclusive approach to research and service
esign and development may ensure that the experiences, perceptions,
nd needs of migrant women are embedded from the outset. 
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