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We analysed trends in new HIV diagnoses and factors 
contributing to late diagnosis among migrants in coun-
tries in the European Union (EU)/European Economic 
Area (EEA) from 2014 to 2023. Of the total reported HIV 
diagnoses, 45.9% were in migrants, with 13.3% born in 
EU/EEA countries and 86.7% in non-EU/EEA countries. 
Late diagnosis was observed in 52.4% of migrants, 
particularly among non-EU/EEA migrants with hetero-
sexual transmission, regardless of sex. Improved HIV 
prevention and testing strategies are essential for at-
risk migrant populations.

Migrants, defined as people born outside of the coun-
try in which they reside, are a key population affected 
by HIV in European Union (EU)/European Economic 
Area (EEA) countries. In 2023, migrants accounted for 
47.9% (11,837/24,731) of all HIV diagnoses in the EU/
EEA [1].

Migrants are a diverse group, with various drivers 
of migration and various HIV risk factors. As the HIV 

epidemic evolves, public health strategies must adapt 
to shifting epidemiological trends, refining approaches 
to prevention, testing, and treatment to achieve the 
Sustainable Development Goals set for 2030. To guide 
these programmes, we aimed to assess trends in new 
HIV diagnoses among migrants in EU/EEA countries 
from 2014 to 2023, focusing on sociodemographic fac-
tors associated with late diagnosis.

HIV diagnoses among migrants in EU/EEA 
countries
Between 2014 and 2023, a total of 247,733 HIV diag-
noses were reported by 30 EU/EEA countries to the 
European Centre for Disease Prevention and Control 
through the European Surveillance System. For this 
analysis, we only included new HIV diagnoses, lead-
ing to the exclusion of 99,909 cases from 12 countries 
unable to classify diagnoses as either new or previ-
ously positive. Consequently, we also excluded all pre-
viously positive diagnoses (n = 24,498) reported by 
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the remaining 19 countries, leaving a total of 123,326 
new HIV diagnoses which could be analysed.

We established two categories related to region. The 
first, ‘region of origin’ defines migrants’ birth region. 
Region of origin was categorised based on UNAIDS 
designation and divided into non-EU/EEA and EU/EEA 
countries. The second category, ‘EU/EEA subregions’, 
defines sub-regions for the reporting countries within 
the EU/EEA. A list of countries by region is appended 
in the Supplement.

Among the diagnosed people with known region of 
origin (n = 103,416, or 83.9% of the study sample), 
45.9% (n = 47,473) were migrants, i.e. born outside 
of the EU/EEA country where they were diagnosed. 
Characteristics of these cases are presented in  Table 
1 and, for purposes of comparison, cases among non-
migrants are also presented. Among migrants in this 
study sample, 13.3% (n = 6,337) were born in another 
EU/EEA country and 86.7% (n = 41,136) in non-EU/
EEA countries. By region, 44.7% (n = 21,232) were 
born in Sub-Saharan Africa, 13.9% (n = 6,601) in Latin 
America and the Caribbean, and 11.2% (n = 5,335) in 
eastern Europe, with smaller proportions in central 
Europe, western Europe, South/South-East Asia and 
other regions. The western EU/EEA subregion reported 
81.0% (n = 5,133) of migrants originating from other 
EU/EEA countries and 72.9% (n = 29,995) of migrants 
originating from non-EU/EEA countries (Table 1).

For those where the respective information was known, 
migrants born in EU/EEA countries were predominantly 
men (83.3%; n = 5,280), aged 30–50 years (58.5%: 
n = 3,710) and with sex between men as the primary 
mode of transmission (52.8%; n = 3,338). Among 
migrants from non-EU/EEA countries there was a higher 
proportion of women (41.3%; n = 16,974), with most 
aged 30–50 years (58.1%; n = 23,898) and heterosex-
ual sex was the most common mode of transmission 
(56.9%; n = 23,395) (Table 1). Overall, migrant women 
tended to be slightly younger than migrant men and 
were most likely to acquire HIV through heterosexual 
transmission (83.4%), while sex between men remains 
the leading mode of transmission for men (59.3%). We 
conducted a descriptive analysis by gender, which is 
appended in Supplementary Table S3.

HIV diagnosis trends among migrant 
populations in EU/EEA countries
The HIV diagnosis trends among migrant populations 
are presented in the  Figure. For purposes of compari-
son, we also present data for non-migrants. Between 
2014 and 2023, HIV diagnoses reported by EU/EEA 
countries in migrants originating from non-EU/EEA 
countries increased by 14.4%, while diagnoses in peo-
ple originating from another EU/EEA country decreased 
by 24.6%. The increase in new HIV diagnoses among 
migrants from non-EU/EEA countries was greater in 
men (16.7%) than in women (8.1%) (Figure, panel A). 
The largest rise in reporting of new HIV diagnoses 

among migrants was seen from 2021 to 2023 in the 
western EU/EEA subregion (32.1%; from 6,456 to 8,531 
diagnoses) followed by the northern (29.0%, from 610 
to 787) and eastern (7.5%, from 591 to 635 diagnoses) 
subregions (Figure, panel B). Since 2014, reported HIV 
diagnoses among migrants from different regions of 
origin have shown distinct trends (Figure, panel C). 
In men from Sub-Saharan Africa, there was a steady 
decline from 2014 to 2019, a sharp drop in 2020, 
probably due to the COVID-19 pandemic, followed by 
an increase in 2021 (Figure, panel D). The pattern in 
women was similar but with a sharper increase begin-
ning in 2022, rising by 59.2% from 2021 to 2023 (Figure, 
panel E). For people from eastern Europe, diagnoses 
rose in 2022 for both men and women, probably due 
to the conflict in Ukraine [2]. Diagnoses in men from 
Latin America and the Caribbean increased from 2014 
to 2019, declined until 2021, followed by an increase 
by 43.8% through 2023 (Figure, panel D). 

Late diagnosis
Late diagnosis is defined as an HIV diagnosis with a 
CD4+ T-cell count below 350 cells/μL or an AIDS-defining 
event; cases diagnosed during the acute stage are not 
classified as late, even when the individual has a low 
CD4+  T-cell count [3]. The percentage of late HIV diag-
noses was 52.4% among all migrants, 43.1% in EU/
EEA-born migrants and 53.8% in non-EU/EEA migrants. 
In comparison, the percentage of late HIV diagnoses 
among non-migrants was 42.6%. The EU/EEA-born 
migrants diagnosed late were predominantly men 
(82.6%; n = 1,394). The main transmission mode in this 
group was sex between men (50.5%; n = 852). Late 
diagnoses in EU/EEA-born migrants were reported pri-
marily by western EU/EEA countries (72.8%; n = 1,229). 
For non-EU/EEA-born migrants, late diagnoses were 
more balanced between men (56.2%; n = 7,944) and 
women (43.8%; n = 6,182), with a median age of 
37 years (range: 30–45). Heterosexual transmission 
was the dominant mode of transmission, responsible 
for 54.4% (n = 10,355) of those diagnosed late. Late 
diagnoses among non-EU/EEA-born cases were also 
mostly reported by western EU/EEA countries (69.3%; 
n = 9,788) (Table 2).

Table 3  describes the results of a modified Poisson 
model [4] used to assess risk factors for late HIV diag-
nosis, stratified by migration from EU/EEA and non-EU/
EEA countries and by sex. Predictors included age, 
transmission mode, reporting country and year of diag-
nosis (pre-COVID-19 (2014–2019) vs COVID-19/post-
COVID-19 (2020–2023). Age analysis indicated that the 
ratio increased with age among migrant men from both 
EU/EEA and non-EU/EEA countries, and among women 
from non-EU/EEA countries. The prevalence ratio (PR) 
was highest among men older than 50 years born in 
EU/EEA countries (PR = 2.89; 95% confidence interval 
(CI): 1.25–6.69) and non-EU/EEA countries (PR = 1.39; 
95% CI: 1.18–1.64), as well as among women older 50 
years born in non-EU/EEA countries (PR = 1.44; 95% 
CI: 1.22–1.69), compared with people aged 18 years 
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or younger. Regionally, male migrants born in the EU/
EEA diagnosed with HIV in the southern EU/EEA sub-
region had a significantly higher PR of late diagnosis 
than those in the northern subregion, while those in 
the western and eastern EU/EEA subregions had a sig-
nificantly lower PR compared with the northern subre-
gion (Table 3). Migrant men and women from the EU/
EEA had a 6% (PR = 1.06; 95% CI: 1.02–1.10) and 25% 
(PR = 1.25; 95% CI: 1.15–1.36) higher PR, respectively, 
of late HIV diagnosis than non-migrants. This ratio was 
even higher for people born outside the EU/EEA, with 
a PR of 19% in men (PR = 1.19; 95% CI: 1.17–1.22) and 
31% in women (PR = 1.31; 95% CI: 1.26–1.36) compared 
with non-migrants. We applied an extra-Poisson model 
stratified by sex to assess the PR of late diagnosis 
among migrants compared to the non-migrant popula-
tion, as shown in Supplementary Table S4. 

Discussion
Nearly half of all new HIV diagnoses reported by EU/
EEA countries between 2014 and 2023 were among 
migrants, and this proportion increased over time. 
Migration flows within the EU/EEA have remained 
broadly stable at around 2 million per year during 
the past 10 years. Migration from non-EU countries 
has fluctuated but increased overall during the same 
time period [5]. Most migrants diagnosed with HIV in 

our study originated from non-EU/EEA countries, par-
ticularly Sub-Saharan Africa, Latin America and the 
Caribbean, and eastern Europe. Migrants from other 
EU/EEA countries were predominantly men, with HIV 
primarily transmitted through sex between men, 
whereas migrants from non-EU/EEA countries included 
a higher proportion of women, with heterosexual trans-
mission as the most common mode of transmission.

While this study lacked data on whether migrants 
acquired HIV before or after migration, evidence 
suggests that many migrants, including those from 
high-prevalence regions, contract HIV after arriving 
to the EU/EEA [6,7]. An elevated risk of HIV acquisi-
tion among migrants, particularly men who have sex 
with men (MSM), has been described and is likely to 
reflect increased vulnerability after migration [8]. This 
highlights the need for comprehensive sexual health 
services, including condom distribution and access 
to pre-exposure prophylaxis (PrEP) for high-risk, HIV-
negative MSM and migrant populations at high risk 
for HIV [9]. Enhancing surveillance to accurately clas-
sify migrants and record arrival dates is essential for 
determining whether HIV acquisition occurs before or 
after migration. Countries in the EU/EEA should adopt 
evidence-based, long-term prevention strategies 
that include structural, behavioural and biomedical 

Figure 
HIV diagnosis trends among migrant and non-migrant populations, EU/EEA, 2014–2023
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Geographical origin was classified as non-migrant if the reporting country matched the country of birth or nationality. The non-migrant 
population was defined as people whose reported place of birth was the reporting country. Two regional categories were established: 
‘region of origin’, based on UNAIDS designation and divided into non-EU/EEA and EU/EEA countries to define migrants’ birth regions, 
and ‘EU/EEA subregions’ representing reporting countries within the EU/EEA as listed in the appended Supplementary Tables S1 and S2. 
Countries excluded from the analysis were: Bulgaria, Croatia, Finland, Hungary, Italy, Liechtenstein, Lithuania, Malta, Poland, Romania, 
Slovenia and Spain because they were unable to classify diagnoses as either new or previously positive.
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Table 2
Sociodemographic characteristics of migrant and non-migrant populations with late and non-late HIV diagnoses and mode 
of transmission, EU/EEA, 2014–2023 (n = 67,677)

Non-late 
diagnosis among 

non-migrants

Late diagnosis 
among 

non-migrants

Non-late 
diagnosis 

among 
migrants born 

in EU/EEA

Late diagnosis 
among 

migrants born 
in EU/EEA

Non-late 
diagnosis 

among 
migrants born 

outside the EU/
EEA

Late diagnosis 
among 

migrants born 
outside the EU/

EEA

Number 21,510 15,985 2,225 1,688 12,143 14,126
Gender
Women 2,720 12.6 2,340 14.6 256 11.5 294 17.4 4,754 39.2 6,182 43.8
Men 18,790 87.4 13,645 85.4 1,969 88.5 1,394 82.6 7,389 60.8 7,944 56.2
Male:female ratioa 6.9 5.8 7.7 4.7 1.6 1.3
Median age in years (IQR) 35 (27–46) 44 (34–54) 33 (27–41) 38 (31–47) 33 (27–41) 37 (30–45)
Age group in years
≤ 18 281 1.3 50 0.3 22 1.0 5 0.3 237 2.0 188 1.3
19–29 6,908 32.1 2,321 14.5 768 34.5 346 20.5 4,074 33.6 3,085 21.8
30–50 10,862 50.5 8,414 52.6 1,235 55.5 1,055 62.5 6,679 55.0 8,742 61.9
> 50 3,459 16.1 5,200 32.5 200 9.0 282 16.7 1,153 9.5 2,111 14.9
Mode of transmission
Sex between men 15,299 71.1 8,770 54.9 1,615 72.6 852 50.5 4,718 38.9 3,177 22.5
Heterosexual transmission (men) 2,817 13.1 4,146 25.9 236 10.6 392 23.2 2,388 19.7 4,315 30.5
Heterosexual transmission 
(women) 2,467 11.5 2,165 13.5 228 10.2 274 16.2 4,641 38.2 6,040 42.8

Injecting drug use 911 4.2 883 5.5 142 6.4 157 9.3 306 2.5 454 3.2
Mother to child transmission 3 0.0 5 0.0 2 0.1 3 0.2 42 0.3 53 0.4
Other routes 13 0.1 16 0.1 2 0.1 10 0.6 48 0.4 87 0.6
Median CD4+ T-cell count/μL (IQR) 524 (414–687) 160 (55–264) 540 (423–703) 175 (57–277) 511 (409–659) 171 (65–267)
CD4+ T-cell count category at HIV diagnosis
< 200 CD4+ T-cell count/μLb 556 2.6 8,727 54.6 54 2.4 889 52.7 320 2.6 7,678 54.4
200 to < 350 CD4+ T-cell count/μLb 1,370 6.4 5,660 35.4 117 5.3 627 37.1 608 5.0 5,340 37.8
350 to < 500 CD4+ T-cell count/μL 7,631 35.5 195 1.2 764 34.3 36 2.1 4,784 39.4 206 1.5
≥ 500 CD4+ T-cell count/μL 11,927 55.4 283 1.8 1,282 57.6 46 2.7 6,423 52.9 195 1.4
Unknown 26 0.1 1,120 7.0 8 0.4 90 5.3 8 0.1 707 5.0
AIDS at HIV diagnosis 132 0.6 6,160 38.5 17 0.8 625 37.0 58 0.5 4,489 31.8
Reporting EU/EEA region
Eastern EU/EEA countries 1,612 7.5 1,444 9.0 128 5.8 65 3.9 202 1.7 245 1.7
Southern EU/EEA countries 4,265 19.8 4,776 29.9 139 6.2 197 11.7 1,982 16.3 2,724 19.3
Western EU/EEA countries 14,602 67.9 8,829 55.2 1,749 78.6 1,229 72.8 8,941 73.6 9,788 69.3
Northern EU/EEA countries 1,031 4.8 936 5.9 209 9.4 197 11.7 1,018 8.4 1,369 9.7

EEA: European Economic Area; EU: European Union; IQR: interquartile range.
a Male-to-female ratio indicates the proportion of male to female in the population, expressed as a ratio.
b CD4+ T-cell cell count < 350 cells/μL among people with non-late diagnoses is likely to indicate diagnosis during the acute phase of HIV 

infection. Acute HIV infection was defined as a primary HIV infection in the initial stage following HIV acquisition, marked by high levels 
of HIV RNA or p24 antigen in the blood before detectable antibodies developed. This phase typically occurs 2–4 weeks after exposure 
and may present with low CD4+ T-cell cell count [3]. Geographical origin was classified as non-migrant if the reporting country matched 
the country of birth or nationality. The non-migrant population was defined as people whose reported place of birth was the reporting 
country. Two regional categories were established: ‘region of origin’, based on UNAIDS designation and divided into non-EU/EEA and EU/
EEA countries to define migrants‘ birth regions, and ‘EU/EEA subregions‘ representing reporting countries within the EU/EEA as listed in 
the appended Supplementary Tables S1 and S2. Countries excluded from the analyses were: Bulgaria, Croatia, Finland, Hungary, Italy, 
Liechtenstein, Lithuania, Malta, Poland, Romania, Slovenia and Spain because they were unable to classify diagnoses as either new or 
previously positive.

Cases with gender marked as Transgender or Unknown, cases lacking age information, cases with age ≤ 15 years, cases with unknown 
migration status or mode of transmission and cases without AIDS diagnosis and unknown CD4+ T-cell count were excluded from this 
analysis.
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interventions tailored to high-prevalence migrant 
groups and MSM.

Late HIV diagnosis is an important and escalating 
concern in the EU/EEA region which reached a peak 
of 52.7% in 2023 [1]. Our findings describe high rates 
of late HIV diagnosis in both migrant and non-migrant 
populations. Among migrants, the risk was higher in 
non-EU/EEA men and women older than 50 years, pri-
marily infected through heterosexual transmission, and 
late diagnoses tended to be reported more frequently in 
the southern EU/EEA subregion. Late diagnosis leads to 
higher morbidity and mortality and increases the likeli-
hood of onward HIV transmission [10]. Migrants from 
high-prevalence countries often arrive in host coun-
tries with advanced HIV infection and thus preventing 
advanced HIV infection by early diagnosis is challeng-
ing [11]. However, increased awareness among health-
care providers is vital, as late diagnosis occurs more 
commonly in heterosexual migrants, possibly related 
to misconceptions about HIV risk in heterosexuals [12].

Given the high and increasing proportion of HIV diag-
noses and late diagnosis among migrants in the last 
year, it is essential to develop, implement and expand 

migrant-targeted strategies that enhance access to HIV 
testing and linkage to care in host countries. Barriers 
to HIV testing for this group include limited health-
care access, insufficient information on available ser-
vices, low perceived HIV risk, unclear policies on HIV 
and sexual transmitted infections testing at sexual 
health centres and missed testing opportunities in 
general practice [12]. According to monitoring data on 
the HIV response, self-testing and community-based 
testing are still not universally provided to migrant 
populations across the EU/EEA [13] and need to be 
scaled up. To effectively reach this group, prevention 
programmes should prioritise regular, accessible HIV 
testing with immediate linkage to care. Scaling up 
testing for indicator conditions, testing in emergency 
department, community-based testing, reminders for 
clinicians, peer support to help migrants navigate the 
health system, and self-testing options may enhance 
testing uptake among migrants [14]. Several EU/EEA 
countries report implementation of migrant-sensitive 
approaches. Sharing these experiences may support 
countries facing similar issues.

Incorporating HIV prevention and treatment into a 
broader health delivery approach can reduce issues 

Table 3
Risk factors for late HIV diagnosis among EU/EEA and non-EU/EEA migrants: modified Poisson model, EU/EEA, 2014–
2023 (n = 30,182)

Men Women
Migrants born outside of the 

EU/EEA
Migrants born in the 

EU/EEA
Migrants born outside of 

the EU/EEA
Migrants born in the 

EU/EEA
PR 95% CI PR 95% CI PR 95% CI PR 95% CI

Time period of diagnosisa

Pre-COVID Reference
Post-COVID 1.00 0.97–1.03 1.03 0.95–1.11 0.98 0.94–1.01 0.88 0.75–1.05
Age group in years
≤ 18 Reference
19–29 1.02 0.86–1.20 1.67 0.72–3.87 1.12 0.96–1.31 3.09 0.53–18.12
30–50 1.25 1.06–1.47 2.31 1.00–5.34 1.37 1.17–1.60 4.25 0.73–24.75
> 50 1.39 1.18–1.64 2.89 1.25–6.69 1.44 1.22–1.69 4.54 0.78–26.56
Reporting EU/EEA region
Northern EU/EEA countries Reference
Western EU/EEA countries 0.89 0.85–0.94 0.86 0.77–0.97 0.88 0.83–1.92 0.84 0.67–1.06
Eastern EU/EEA countries 0.87 0.77–0.98 0.73 0.58–0.92 0.98 0.86–1.11 0.81 0.45–1.45
Southern EU/EEA countries 1.00 0.95–1.06 1.22 1.05–1.41 0.96 0.90–1.02 1.02 0.76–1.36
Mode of transmission
Heterosexual transmission Reference
Injecting drug use 0.93 0.87–0.99 0.91 0.80–1.04 0.96 0.81–1.14 0.78 0.56–1.09
Sex between men 0.66 0.64–0.69 0.61 0.56–0.67 NA
Mother to child transmission 1.29 1.02–1.62 2.74 2.01–3.74 1.02 0.74–1.40 ND
Other routes 1.17 0.97–1.41 1.27 0.93–1.71 1.05 0.89–1.23 ND

CI: confidence interval; EEA: European Economic Area; EU: European Union; NA: not applicable; ND: not determined due to low number of 
reported HIV diagnoses; PR: prevalence ratio.

a The years 2014–2019 are here defined as pre-COVID-19, the years 2020–2023 as post-COVID-19.
For each stratum, the model estimates report the PR, obtained by exponentiating the β coefficients from the robust Poisson model estimation, 

along with the corresponding 95% CIs. Countries excluded from the analyses were: Bulgaria, Croatia, Finland, Hungary, Italy, Liechtenstein, 
Lithuania, Malta, Poland, Romania, Slovenia and Spain because were unable to classify diagnoses as either new or previously positive.
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of stigma as well as financial barriers for migrants. 
Integrating links between HIV support and other ser-
vices such as social services is often necessary to 
address patient needs and is particularly important for 
undocumented migrants where barriers to accessing 
services may be substantial in some EU/EEA countries 
[13]. To effectively reach migrant populations, inclusive 
research and service design of community-based, cul-
ture- and language-tailored efforts including peer-to-
peer involvement are essential to increase uptake of 
services.

Our analysis has several limitations. Firstly, the 
absence of data on the time from migration to diagno-
sis restricts our understanding of missed opportunities 
for earlier HIV diagnosis in the EU/EEA. In addition, late 
diagnosis rates may be slightly overestimated if acute 
infections are misclassified as delayed diagnoses 
rather than recent infections. Also, relevant changes 
in HIV reporting systems during the study period have 
not been taken in consideration and might affect the 
results of this analysis, leading to possible biased 
trends in the number of HIV-positive migrants reported. 
It is important to note that the analysis excluded previ-
ous positive diagnoses, as this falls outside the scope 
of this analysis. The focus was specifically on new diag-
noses to provide evidence for shaping targeted testing 
policies. Lastly, as 12 EU/EEA countries contributing to 
HIV surveillance were not included in the analysis, the 
presented results might not reflect the situation in the 
whole EU/EEA. Enhancing surveillance by incorporating 
the diagnosis status variable would improve character-
isation of new diagnoses across countries.

Conclusion
Migrant populations in the EU/EEA are diverse and are 
disproportionately affected by HIV. Late diagnosis in 
migrant populations is high generally and particularly 
high in some migrant sub-groups. Enhanced efforts are 
required to effectively address HIV prevention and test-
ing needs in the diverse population of migrants who 
are at risk for or living with HIV in EU/EEA countries.
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