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Objectives: In Europe, sub-Saharan African migrants are a key population for HIV
infection. We analyse how social hardships during settlement in France shape sexual
partnerships and HIV risk.

Design: PARCOURS is a life-event survey conducted in 2012-2013 in 74 health-care
facilities in the Paris region, among three groups of sub-Saharan migrants: 926 receiving
HIV care (296 acquired HIV in France), 779 with chronic hepatitis B, and 763 with
neither HIV nor hepatitis B (reference group).

Methods: Hardships (lack of residence permit, economic resources and housing) and
sexual partnerships were documented for each year since arrival in France. For each
sex, reported sexual partnerships were compared by group and their associations with
hardships each year analysed with mixed-effects logistic regression models.

Results: Hardships were frequent: more than 40% had lived a year or longer without a
residence permit, and more than 20% without stable housing. Most of the migrants had
nonstable and concurrent partnerships, more frequent among those who acquired HIV
in France compared with reference group, as were casual partnerships among men
(76.7 vs. 54.2%; P=0.004) and women (52.4 vs. 30.5%; P=0.02), concurrent partner-
ships among men (69.9 vs. 45.8%; P=0.02), and transactional partnerships among
women (8.6 vs. 2.3%; P=0.006). Hardship increased risky behaviours: in women,
lacking a residence permit increased casual and transactional partnerships [resp. odds
ratio (OR) =2.01(1.48-2.72) and OR=6.27(2.25-17.44)]. Same trends were observed
for lacking stable housing [OR=3.71(2.75-5.00) and OR=10.58 (4.68-23.93)].

Conclusion: Hardships faced by migrants increase HIV risks. Women, especially
during the period without stable housing, appear especially vulnerable.
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Introduction

In the European Union, people from sub-Saharan Africa
remain a key population for HIV infection, despite the
recent decreasing trend in the number of new diagnoses
among them [1]. In France, HIV incidence is an estimated
29 times higher among men and 69 times higher among
women of sub-Saharan origin compared with men and
women in the general heterosexual population, respect-
ively [2]. This group ranks second, behind MSM [3-5],
among those most affected by HIV and has a high
prevalence of chronic hepatitis B [6,7].

These rates are due not only to a high prevalence of these
infectious diseases in their countries of origin but also, for
HIV, to infection after arrival in Europe. In the United
Kingdom, for example, the proportion of Africans living
with HIV who acquired it after arriving is estimated at
31% [8]. At least 35% of sub-Saharan Africans living with
HIV in France acquired it in France [9].

These postmigration infections may be attributable to
sexual risk behaviours within intra-African sexual net-
works where HIV prevalence is high [10]. African men in
the United Kingdom report more partners and a higher
frequency of concurrent partnerships than non-African
men. Although African women do not difter from other
women in their sexual behaviour, their higher frequency
of sexually transmitted infections (STIs) suggests they are
subject to sexual risks by their sexual networks [11].

International migration causes occupational and social
disruptions, including residential and conjugal instability,
that may generate such risky behaviours [12]. Increasing
barriers to immigration in the European Union may
reinforce these difficulties upon arrival [13]. Qualitative
studies among migrants have shown that adverse living
conditions lead to sexual harassment or transactional
sexuality in exchange for basic goods, accommodations,
and help in coping with an illegal stay [14,15]. However,
to the best of our knowledge, no quantitative studies have
addressed the extent to which social hardships throughout
the migration process shape sexual partnerships.

National sexual behaviour surveys show that sexual and
preventive behaviours largely depend on social status
[16,17]. They have not, however, investigated migratory
pathways or hardships in detail in France, as the sample
sizes by country of birth have prevented a focus on
migrant-specific issues [16].

Using data from a large life-event survey of people from
sub-Saharan Africa living in France, we aim to investigate
the extent to which social hardships during the migration
trajectory may act as distal factors of HIV infection by
exposing sub-Saharan African migrants to sexual partner-
ships that may be risky for STIs and HIV. In this article,
we describe sexual partnerships after migration in relation

to HIV status and how these postmigration sexual
partnerships are associated with economic, housing and
administrative hardships.

Methods

Study design and participants

The PARCOURS study was conducted to analyse how
health trajectories and social and migratory paths are
interlaced for migrants from sub-Saharan Africa living in
France. This retrospective quantitative life-event survey
was conducted from February 2012 to May 2013 in
health-care facilities in the greater Paris metropolitan area
(Ile-de-France) among three groups of migrants born in
sub-Saharan Africa: one group receiving HIV care, one
group with chronic hepatitis B (and not HIV infected),
and a third group of people visiting primary-care centres.
Recruitment took place at facilities randomly selected
from an exhaustive list of HIV outpatient hospital clinics
(24), hepatitis treatment clinics (20) and general practice
medical centres (30).

Patients were eligible if they were born in sub-Saharan
Africa, aged 18 to 59, diagnosed at least 3 months earlier
with HIV infection or chronic hepatitis B (for those
groups), and not diagnosed with either HIV or hepatitis B
for the primary-care group. Doctors asked all eligible
patients, except those with major cognitive or health
impairments, to participate and collected their written
consent.

A trained interviewer administered a face-to-face
standardized life-event history questionnaire to each
participant. Information collected included socio-demo-
graphic characteristics, conditions of migration and life in
France, relational, sexual, and reproductive history, and
health-care pathways, including HIV and hepatitis B virus
(HBV) testing. Each dimension of interest was docu-
mented year by year from birth until the time of data
collection. Same sex experience was documented by
number of male and female partners over the lifetime
(sex of the partner at each relationship was not available).
Condom use with each partner was documented only for
the last 12-month period.

Clinical and laboratory information was documented
from medical records. All information was anonymously
collected.

Participants received 15€ vouchers. The Advisory
Committee on Data Collection in Health Research
(CCTIRS) and the French Data Protection Authority
(CNIL) both approved this project.

The complete survey protocol is registered on Clinical-
trials.gov (NCT02566148).
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Groups of interest

Based on earlier work [9], we divided the HIV group into
two subgroups according to whether they were estimated
at more than 95% probability to have been infected before
or after arrival in France. The analysis considers four
groups: two groups with HIV infection, one group who
acquired HIV before arrival (HIV-BFR) and one who
acquired HIVafter arrival in France (HIV-FR); one group
with chronic hepatitis B (CHB group), namely with a
chronic sexually communicable disease that is different
from HIV, and the reference group with neither HIV nor
hepatitis B (REF GROUP).

Outcomes and variables of interest

For each year between arrival in France and year of data
collection, four sexual partnership types were investi-
gated: stable, casual, transactional partnerships, and paid
sex. A stable partnership was defined as a partnership that
lasted at least a year, a casual partnership as one lasting less
than a year or reported as short or casual, and a
transactional partnership as one that was accepted, but
unwanted, to obtain housing, clothes, food, papers, or
money. Paid sex was defined as reporting paying someone
to have sex. As we could not detail all the sexual
partnerships within a year, we constructed a proxy for
concurrency: partnerships were considered concurrent if
at least two relationships of any type occurred within the
same year.

For each of the five partnerships (stable, casual, trans-
actional, paid and concurrent), we used two measures:
reported at least once while living in France (yes/no), and
a time-dependent variable; that is, reported each year
from arrival in France to year of data collection (yes/no
for a given year).

The migrants’ living conditions in France were docu-
mented for each year between arrival and year of data
collection through three wvariables: residence permit
(permanent or 10 years, temporary or 1-3 years, or
none), economic resources (from their work, from a
spouse or other family member, state allowance, none)
and housing situation (had their own housing, housed by
family, associations or workers’ hostels, no stable
housing), again treated as time-dependent variables.
We also measured three indicators of experience of legal,
economic and housing hardships: whether the individual
had lived for at least 1 year in France without a residence
permit, without economic resources, and without
stable housing.

Statistical analyses

First, socio-demographic characteristics, main reasons for
coming to France, hardships in France and condom use in
the last year were compared between groups with a
design-based X test to compare proportions and a
quantile regression with a robust variance estimator to
compare medians.

Second, the proportions of having each type of partner-
ship at least once since arriving in France in the HIV-FR,
HIV-BFR and CHB groups were compared to the
reference group using multivariate design-based Poisson
regression models adjusted for age, education level and
ar7rival period in France or, for rare events, a design-based
X test.

Third, the associations by year since arrival in France
between each sexual partnership type and residence
permit, economic resources and housing situation were
analysed with mixed-effects logistic regression models.
Multivariate models were adjusted for education level,
age at arrival in France, period of arrival, and main reason
for migration. All models were adjusted for study group
and time.

Data were weighted according to each individual’s
probability of inclusion in the survey, and the weights
applied to all percentages. All analyses were stratified by
SeX.

All analyses were performed in Stata SE 13.1 (Stata
Corporation, College Station, Texas, USA).

Results

Study population and hardship experiences

In the participating services, a total of 1184 (reference
group), 1829 (HIV) and 1169 (CHB) individuals met
the eligibility criteria. Among them, 124, 141 and 25,
respectively, were not offered participation by their
physicians due to health problems. Eventually, we
interviewed 763 migrants in the reference group
(participation rate: 71.9%), 926 migrants with HIV
(participation rate: 54.9%), and 779 migrants with CHB
(participation rate: 68.5%). We excluded 28 people whose
HIV infection could not be dated and five people with
missing data from the analyses, leaving a total of 762 in the
reference group, 296 in the HIV-FR group, 599 in the
HIV-BFR group and 776 in the CHB group.

Women accounted for 57% of the reference group, 53%
of the HIV-FR group, 67% of HIV-BFR and 28% of the
CHB group.

The median age was 41 years in the reference group for
both sexes. Men in the HIV-FR group were older
(50 years, P < 0.01), and women in the CHB group were
younger (37 years, P<0.01) (Table 1). With regard to
education level, 80% of the women and 75% of the men
in the reference group had attended at least some
secondary school; the other groups did not difter. Most of
the migrants (>95%) came from Western and Central
Africa (Table 1). Cote d’Ivoire, Cameroon, Mali, the
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Democratic Republic of the Congo, and Senegal were
the most frequent home countries.

The median duration of residence in France was 13 years
[inter quartile range (IQR): 6—25] for women and
12 years [IQR: 4—24] for men in the reference group; the
median age at arrival in France was 26 years for both sexes.
Those in the HIV-FR group had been in France longer
and had arrived younger. The reported reasons for
migration substantially differed by sex: men most often
reported coming to seek work (40—-50% of the men,
depending on the group), and women left for family
unification (30—50%, depending on the group). Approxi-
mately 40% of women and 20% of men came to France
with or to join a stable partner (Table 1). Hardships after
migration in France were frequent. In the reference
group, 43% of women and 50% of men reported that for
at least 1 year, they had had no residence permit, 22% of
women and 34% of men had no stable housing, and 7% of
women and 11% of men had no economic resources.
These hardships were still more common in the groups
living with HIV or hepatitis B (Table 1).

Sexual partnerships after migration: differences

between HIV, chronic hepatitis B and reference
groups

Most African migrants were sexually active while in
France. Among both sexes, 75-92% reported stable
partnerships after migration, with no significant differ-
ences between groups (Table 2).

Nonstable partnerships followed different patterns in men
and women. Among men in the reference group, 54.2%
reported casual partnerships in France, 45.8% had
concurrent partnerships, 11.9% had paid for sex,
compared with 76.7% (P=0.004), 69.9% (P=0.02)
and 21.2% (P=0.06) of men in the HIV-FR group,
respectively. In the CHB and HIV-BFR groups, however,
none of these partnerships significantly differed from the
reference group. Men reported transactional partnerships
in France rarely, mostly in HIV groups: 1% of the
reference group compared with 6.4% of the HIV-FR
group (P=0.003) and 3.8% of the HIV-BFR group
(P=0.02) (Table 2).

Among women in the reference group, 30.5% reported
casual partnerships, 19.1% concurrent partnerships and
2.3% transactional partnerships. None reported paying
for sex. Casual and transactional partnerships were more
frequent in the groups living with HIV: 52.4% (P=10.02)
and 8.6% (P =0.006), respectively, in the HIV-FR group
and 40.8% (P=0.03) and 5.5% (P=0.04) in the HIV-
BFR group (Table 2). Concurrent partnership rates in the
HIV groups did not differ significantly from those in the
reference group. None of the women’s partnership
indicators differed between the CHB and reference
groups (Table 2).

Consistent condom use in the last 12 months with casual
partners was reported by 28% of women and 55% of men
in the reference group and was higher in the CHB and
HIV groups. Among men, 5% of the HIV group and less
than 1% of the other groups declared having ever had one
male partner.

Association between sexual partnerships and
housing, residence permit and resources over
time

Among men, compared to men with a 10-year residence
permit, the probabilities of casual relationships and of
paid sex were higher during the years they had no
residence permit [odds ratio; OR =1.62 (1.29-2.03) and
OR =1.79 (1.05-3.04), respectively] or only had a
temporary  status [OR =1.38 (1.15-1.65) and
OR =1.89 (1.19-2.99), respectively]. Conversely, the
probabilities of casual relationships and paid sex were
lower when they had no resources [OR =0.52 (0.31—
0.86) and OR =0.15 (0.03—0.64)]. Housing conditions
were also associated with sexual partnerships: lack of
stable housing was positively associated with casual
partnerships [OR =1.70 (1.31-2.21)] and collective
housing (workers’ hostels) with paid sex [OR =4.30
(2.58-7.16), ref. stable housing) (Table 3).

Among men, the probabilities of both stable and
concurrent partnerships were lower when they had a
temporary residence permit [OR = 0.50 (0.42—-0.60) and
OR =0.74 (0.61-0.90), respectively] or none at all
[OR =0.23 (0.19-0.30) and OR =0.46 (0.36—0.60)]
and no resources [OR =0.36 (0.22—-0.58) and
OR =0.37 (0.20-0.69)]. The probability of stable
partnerships decreased for those without their own
housing [OR = 0.23 (0.19—-0.27) when housed by family
members, OR =0.27 (0.21-0.35) in collective or
associative housing, OR =0.31 (0.24-0.40) with no
stable housing]. After adjustment, all associations
remained significant (Table 3).

Among women, casual and transactional partnerships
were more probable during the years they had no
residence permit [OR=2.01 (1.48-2.72) and
OR =6.27 (2.25-17.44), respectively], were housed
by family members [OR=1.69 (1.35-2.13) and
OR =2.63 (1.19-5.82)] or had no stable housing
[OR=3.71 (2.75-5.00) and OR =10.58 (4.68—
23.93)] (Table 4). The probability of concurrent partner-
ships increased during the years without residence permit
[OR =2.68 (1.76—4.07)], stable housing [OR =2.15
(1.45-3.19)] or when resources came from state
allowances [OR =1.77 (1.12-2.79)].

Casual and concurrent partnerships decreased during
years women depended on their spouse’s resources
[OR =0.50 (0.37-0.69) and OR =0.65 (0.43-0.97),
respectively]. All of these associations remained signifi-
cant after adjustment.
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Among women, being in a stable partnership was
associated with having a residence permit, her own
home, and resources (Table 4).

Discussion

This study shows that hardship affects a large proportion
of sub-Saharan migrants in France during their settlement
process and is associated with an increased risk of casual
and concurrent partnerships, which appear to be related
to HIV acquisition in France. Such findings support our
hypothesis of hardship being a distal factor of HIV
infection for sub-Saharan migrants living in France.

Associations between hardship and sexual partnerships
differed with sex: among men, stable relationships, and
possibly concurrent ones, occur with being settled, with
regard to papers, housing and resources. Casual partner-
ships and paid sex were more frequent in years without
residence permits or stable housing but less frequent in
years without economic resources.

Among women, hardship increased the probability of
casual, transactional and concurrent partnerships. Women
who arrived for family unification, mostly to join a
spouse, and who depended financially on him, were less
likely to engage in nonstable partnerships.

These results underline the gendered organization of
sexuality: men need resources for each type of partner-
ship, whether stable, casual or paid. For women, security
is associated with stable partnerships, and material
hardship with casual and transactional sex. The higher
probability of transactional partnerships for women who
lack stable housing or a residence permit underlies their
particular vulnerability during these insecure situations,
which can last several years: as observed in ethnographic
studies, they may be bound to accept unwanted sex in
exchange for accommodation, to avoid homelessness and
to facilitate the issue of their residence permits [14].
These results are consistent with those of a previous
survey among sub-Saharan Africans in the Paris region
that found concurrent partnerships were twice as likely
among women without their own resources, thereby
suggesting an association between women’s sexual risks
and economic insecurity [18].

The associations observed between casual, transactional
and concurrent partnerships and the acquisition of HIV
while in France may reveal behavioural determinants of
HIV acquisition after migration in both sexes and
insufficient protection of sexual intercourse in these
types of partnerships. It was not possible to collect
information on condom use for each year since arrival in
France due to possible recall bias, but the level of condom
use in the last year confirmed a level of condom use too

low to prevent STIs, even in cases of nonstable
relationships, and particularly among women. The low
condom use often described in Africa [19] thus appears to
continue after migration [5].

As a consequence, by increasing casual, transactional and
concurrent partnerships, poor social conditions facilitate
HIV acquisition. The association between poverty and
HIV risk through transactional relationships have already
been shown among young women in South Africa [20].
Women engaged in transactional — thus unequal —
partnerships are not in a position to ask for protected
sexual relations and are more often HIV infected. Here,
we show the same association in France for the first time.
Social hardships appear to favour risky sexual behaviour,
especially among women, and might be thus viewed as an
indirect risk factor for female HIV acquisition. Casual and
transactional partnerships were also more frequent among
the women who acquired HIV before migration, perhaps
because stable partnerships are more difficult when living
with HIV [21].

Among men, HIV acquisition in France was associated
with casual and concurrent relationships, as well as paid
sex. Paid sex among men was strongly associated with
collective housing (e.g. workers” hostels), which reveals
the difficulty and often the prohibition of having sex in
this setting. Male casual sex appeared to be related to
housing and residence permit insecurity. Conversely,
male concurrent partnerships appeared to be related to
social stability (remunerated activity, long-term residence
permit) and were frequent, as observed previously in the
United Kingdom [11] and France [10]. Among men,
HIV contamination in France may therefore concern
men settled as well as men facing hardship.

The sexual situation of African migrants in the CHB
group did not difter from that of the reference group. This
finding is consistent with what is known about the
epidemiology of chronic hepatitis B: chronicity is much
more frequent when HBV transmission occurs in early
childhood [7] and therefore is not necessarily associated
with sexual risk behaviours.

This survey has some limitations: PARCOURS was
conducted only in the greater Paris metropolitan region,
but this region contains 60% of the sub-Saharan migrants
living in France [22]. Only migrants attending healthcare
facilities were recruited. Nonetheless, in France, migrants
can access social security coverage and receive healthcare
free-of-charge after 3 months of residence, regardless of
legal status. The similarity of the distribution by sex and
age of our reference group to that of the sub-Saharan
migrant population in the region might limit any such
bias [22]. The HIV and hepatitis B groups are
representative of the migrants followed up for these
infections because their follow-up takes place mainly in
hospitals in France [23]. Self-reported data may be subject
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to reporting biases, especially when reporting sexual
activity [24]. The life-event method of data collection,
which facilitates recall of events and their order in time,
substantially reduces this bias [25,26]. Yearly information
allows a detailed analysis of the concurrence between
sexual partnerships and living arrangements. We distin-
guished transactional and casual partnerships, as the latter
do not necessarily involve asymmetric power relation-
ships. Nonetheless, the transactional nature of casual
partnerships might have been underreported or not
perceived as such [27], and these two types of situations
overlap somewhat. Moreover, our definition of con-
current partnerships does not capture the difference
between concurrency and rapid serial monogamy.

Some of the stable partnerships reported by migrants
might be transnational, either contracted before
migration or during return to the country of origin. It
is therefore possible that we are slightly overestimating the
proportion of concurrent partnerships that involve sexual
relations in France. Nonetheless, only 6% of the women
and 15% of the men reported leaving a stable partner
behind in Africa when they came to France, thus
transnational partnerships may result in sexual risk
behaviour on return visits.

Lastly, our sample was not large enough to investigate
hardship and sexual risks among sub-Saharan MSM while
they might be at high risk due to higher stigma [28].

In conclusion, hardships faced by African migrants after
arrival in Europe shape their sexual behaviours and
partnerships and indirectly increase their sexual and HIV
risk, though in different ways among men and women.
We previously estimated that at least 35% of sub-Saharan
migrants living with HIV in France might have acquired
HIV after migration [9]. It is therefore crucial to question
structural barriers due to immigration policy and to
improve HIV prevention. Moreover, prevention strategy
must address men and women differently because gender
shapes the living conditions and correlates to sexual life
over the immigration trajectory. An effective policy of
sexual risk prevention for men must specifically target
concurrent partnerships. Protecting migrant women
from a lack of personal accommodation might prevent
them from being bound to accept risky partnerships. This
concept is especially important given the recent political
context in Europe, which has tightened immigration
requirements and likely increased the risks of insecurity at
a time when women account for an increasingly high
proportion of African migration to Europe [29].
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Robert Ballanger, service de Médecine Interne et
Maladies Infectieuses (JL Delassus, MA Bouldouyre, V
Favret); Hopital Intercommunal André Grégoire, service
de Médecine Interne (C Winter); CHU La Pitié-
Salpetriere, services de Médecine Interne 1 et de Maladies
Infectieuses et Tropicales (S Pelletier, MC Samba, S
Herson, A Simon, M Bonmarchand, N Amirat, N Smail,
S Seang, H Stitou, L Schneider, R Tubiana, L Epelboin,
MA Valantin, C Katlama, S Ben Abdallah, P Bourse, Y
Dudoit, C Blanc); Centre Médical Institut Pasteur,
consultations spécialisées (C Charlier-Woerther, O
Lortholary, PH Consigny, A Gergely, M Shoai-Tehrani,
G Cessot, C Duvivier, F Touam, K Benhadj); CMC de
Bligny, service de Maladies Infectieuses et VIH (H Ait
Mohand, E Klement, P Chardon).

Chronic Hepatitis B group: Hopital Beaujon, service
d’Hépatologie (A Pumpo, T Asselah, N Guilly, N Boyer,
F Mouri, C Castelnaud, M Pouteau); Hopital Pitié-
Salpétriere, service d’Hépato-Gastroentérologie et de
Médecine Interne (T Poynard, Y Benhamou, G Bonyhay,
P Lebray, ] Massard, ] Moussali, V Ratziu, M Rudler, D
Thabut, R Pais, E Luckina, A Simon, MC Samba, S
Pelletier, N Smail); Hopital Paul Brousse, Centre Hépato-
Biliaire (JC Duclos Vallée, D Samuel, A Coilly); CHU
Henri Mondor, service d’Hépatologie (F Roudot-
Thoraval, C Hezode, E Lopes); Hopital Jean Verdier,
service d’Hépato-Gastroentérologie (V Bourcier, N
Ganne, P Nahon, J Cohelo, JC Trinchet, G Gnkontchou,
V Grando, S Brulé); Hopital Cochin, unité d’Hépatologie
(P Sogni, H Fontaine, V Mallet, S Tripon, A Vallet
Pichard, S Pol, M Corouge, M Benazra, A Noble, L
Bousquet); Hopital Saint-Antoine, service d’Hépato-
Gastroentérologie (D Mohand, L Serfaty, N Carbonell, C
Corpechot, M Lequoy, H Mathiex-Fortunet, A Pascale,
O Rosmorduc, O Chazouilleres, S Mezhoud, T
Andreani, H Regnault, A Poujol-Robert, F Benjelloun);

Hopital Gouin, service d’Hépato-Gastroentérologie (S
Levy); Hopital Avicenne, services de Médecine Interne et
de Maladies Infectieuses (D Roulot, U Warzocha, C
Cambonie, O Bouchaud, F Mechai, M Goussef, N
Vignier, T Kandel, P Honore); CH de Lagny Marne La
Vallée, service de Gastroentérologie (F Harnois, G
Macaigne, K Fernandes); Hopital Lariboisiére, services
de Médecine Interne et d’Hépato-Gastroentérologie (JF
Bergmann, P Sellier, M Bendenoun, JD Magnier, V
Ozenne); Hopital Tenon, services d’Hépato-Gastroen-
térologie et de Maladies Infectieuses (D Ancel, I Popa-
Gregoriou, F Amiot, A Garioud, JD Grangé, D Chaslin-
Ferbus, S Gil-Diez, P Bonnard, MG Lebrette, H Cordel,
FX Lescure, JP Vincensini, A Adda Lievin, P Thibault, N
Velazquez); Centre Hospitalier Intercommunal de Cré-
teil, service d’Hépato-Gastroentérologie (S Barge, I
Rosa, L Costes, L Richier); Réseau ARES 92 (A Seif,
C Chandemerle, M Lalande, T Mazars); Réseau Paris
Nord (JP Aubert, O Taulera); Centre de santé du Comede
(I Alix, F Fleury, O Lefebvre, P Revault, M Petruzzi, C
Menard).

Primary care group: Centre municipal de santé Gentilly (JJ
Bourcart); PASS Hopital Saint-Louis (C Georges, M
Andlauer, Y Girardeau, F Tapié de Celeyran, P Bordon,
N Dardel, D Levy, O Taulera, ML Pintir Rageau, S
Dehaudt); PASS Hopital Lariboisiere (C Aparicio, U
Loeung, C Toussaint); PASS Hopital Saint-Antoine (V
Vasseur, A Andel, O Cha, P Xu, V Sivalingam, I Hiesse, S
Ouaret, L Zahzam, E Bui); PASS hopital La Pitié-
Salpétriere (E Baut, MA Temple, A Gillet, C Leata, J
Legoff); Centre médical et dentaire Henri Barbusse-
Gagny (F Jardin, E Jean Baptiste); Centre d’Accueil de
Soins et d’Orientation (E Corp, J] Nau, B Chatelin, P
Weeger, N Hervier, L Lacroze); Centre municipal de
santé Colombes (L Ballonard, A.Seif); Centre médico-
sociall COMEDE (I Alix, F Fleury, O Lefebvre, P
Revault, M Petruzzi, C Menard); Centre médico-social
Fresnes (Y Chahan, J Prost); Centre médico-social Livry-
Gargan (D Spindler, L Rodin Zita, Nguyen, K
Dambielle); Centre médico-social Ambroise Croizat
Franconville (P Bourlier, P Zaidi); Centre médico-social
Mai-Politzer Arcueil (F Block); Centre de santé Francoise
Dolto Tremblay-en-France (N Bessah); Centre médico-
social Fontenay aux roses (G Barbier, G Pilorget, N
Touazi); Centre Polyvalent de Santé Aimé Césaire
Bobigny (F Rouges, C Chalal); Centre médical Pierre
Rouques Villejuif (L Cavanna, A Sabah, M C
Charansonnet, G Ibanez); Centre de santé C.PA.M.
Choisy-le-Roi (M Lesourd); Centre municipal de santé
Issy-les-Moulineaux (M Orbach-Rouliére, JP Vilanova);
Centre médical Elio Habib - Paris (M Smadja, E
Rozenkier); Centre de santé Pierre Rouques Le Blanc-
Mesnil (C Vincent, V Bontemps, A Ngaleu, F
Bensidhoum); Centre de santé Centre médico-social
JA Dolidier Pierrefitte (M Gharmaoui, B Hubert-
Andreani, V Vingon, K Royer, S Vernerey-Martin, C
Meunier, S Djouhri, V Ngadjeu); Centre médico-social
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Maurice Ténine Champigny-sur-Marne (F Villebrun, D
Soletchnik, M Deroche, S Henry, M Geminel, C Tison,
M Dupuy, E Balgone); Centre municipal de santé
Nanterre (M Esteve, C Terra, Charles, L Rossignol, C
Bismuth, G Gillemot, M Vanbana); Centre de santé
Henri Barbusse Saint-Ouen (M Djouab, G Lyon, F
Ogier, J.Gelly); Centres de santé Savattero Montreuil (P
Vidigal, A Gibier, A Simonnet-Richard, C Alvarez-
Malgras); Dispensaire C.R.E Boulogne Billancourt (C
Dufresne, B Huault, I Cornuche); Centre municipal de
Santé Louis-Fernet Sevran (H Touitou, S D’Epiro, F
Michard, N Guesnier, F Siecat); Centre médico-social
Haxo Paris (N Pinard, H Gaborieau); Centre médico-
social Pierre Rouques Vitry-sur-Seine (A Beaupin, G
Albouy, C Besacier, A Soares, ] Le Breton).
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