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Introduction
Over the past two decades, the HIV/AIDS epidemic has
had profound and lasting effects on societies in western
Europe, severely affecting some communities and
resulting in major changes in sexual and drug-use
behaviours. By the time the first AIDS cases were
reported in the early 1980s,1–4 HIV had already spread
widely among homosexual and drug-user communities
throughout western Europe. It has been estimated that
HIV incidence peaked around 1983 among homosexual
men and in 1987–88 among injecting drug users, with
120 000 homosexual and bisexual men infected by 1985,
and 144 000 injecting drug users infected by 1989.5

Heterosexually acquired infections increased slowly
during the late 1980s and early 1990s.

Extensive prevention programmes set up in the
1980s had a strong impact in altering behaviours that
put people at risk for HIV infection, particularly
among high-risk communities.6–8 Systematic screening
of blood donations since 1985 virtually eliminated the
risk of HIV transmission through blood transfusion.9-14

In the 1990s, large-scale voluntary HIV testing of
pregnant women followed by antiretroviral treatment
of those found to be seropositive, and other
interventions to reduce the risk of vertical
transmission, were implemented.15–19 The rate of
vertical transmission in Europe fell from 15·5% by
1994 to 2·6% after 1998.20 Although the modality of
pregnancy-related HIV testing can differ from country
to country,15–19 the net result has been a substantial
drop in the number of HIV-infected newborn babies
and a continuing decline in the incidence of vertically
acquired AIDS in infants younger than 1 year, from a
peak of 127 cases in 1993 to 15 cases in 2002
(EuroHIV, unpublished data).

Highly active antiretroviral treatment, widely used in
western Europe since 1996–97, has greatly reduced HIV-
related morbidity and mortality,21 and resulted in
substantial declines in AIDS incidence and deaths that

cannot be fully explained by earlier decreases in HIV
transmission.22–25 Similar declines occurred in all
countries except Portugal, a country with a much later
epidemic primarily associated with drug use, but where
a clear break in the epidemic curve suggests that the
impact of treatment was also strong (figure 1).

At the start of the 21st century, HIV/AIDS
nevertheless remains a communicable disease of major
public health importance in western Europe. An
estimated 520 000–610 000 people have an infection that
remains incurable and needs extensive and costly
treatment.26–28 The potential to infect others is lifelong,
and the stigma of the infection is enduring. Moreover,
large numbers of people remain unaware of their
infection, and can therefore neither benefit from
treatment nor take steps to reduce the risk of passing
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Search strategy and selection criteria
We defined western Europe as the 15 countries of the
European Union (EU) in 2003 (Austria, Belgium, Denmark,
Finland, France, Germany, Greece, Ireland, Italy, Luxembourg,
Netherlands, Portugal, Spain, Sweden, UK) together with
Iceland, Norway, and Switzerland. We used surveillance
databases on HIV/AIDS case reporting and HIV prevalence
maintained by the EU-funded EuroHIV surveillance network
(formerly European Centre for the Epidemiological
Monitoring of AIDS, http://www.eurohiv.org).30 Data on HIV
prevalence among injecting drug users were largely obtained
from the European Centre for Monitoring for Drugs and Drug
Addiction.31 We searched published work through PubMed
with appropriate MeSH terms and the “explode” function.
Searches were not restricted by language. We consulted the
internet websites of the national surveillance centres of all
18 countries. We identified grey literature (government and
other institution reports) and unpublished data through
the EuroHIV network of national HIV/AIDS surveillance 
co-ordinators.
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their infection to others.29 An estimated 30 000–40 000
infections continue to occur every year.26 We review the
recent epidemiology of HIV in western Europe,
highlighting changes in transmission dynamics and
vulnerable populations, and discuss potential reasons
for the emerging trends and their implications for
prevention and control.

Data sources 
Our search strategy and selection criteria are shown in
the panel. In western Europe, as in other
industrialised countries, the reporting of AIDS cases
was the main instrument for monitoring the HIV
epidemic until the mid 1990s. However, since the
widespread use of effective antiretroviral treatment,
the incidence of AIDS has become less representative
of the underlying trends in HIV transmission. To
better monitor these trends, the reporting of HIV
diagnoses, already implemented in some countries,
was instituted at European level in 1999.30 Individual,
anonymous data about cases of AIDS and new HIV
diagnoses are reported every 6 months to EuroHIV in
a standardised format.30 Although HIV reporting is
now widely implemented in the region, coverage

remains incomplete, especially in the most affected
countries (table 1). HIV reporting has started only
recently in Portugal (2000), the Netherlands (2002),
and France (2003), does not exist in all regions in Italy
and Spain, and has not been implemented in
Austria.35–38

Aggregate data about HIV prevalence in specific
population groups are compiled in the European HIV
Prevalence Database.14,30 Various systems have been set
up to monitor HIV prevalence among specific sub-
populations in different countries. Important
differences in methods and settings must be taken into
account in interpretation of the data. The most reliable
data come from carefully designed seroprevalence
studies, some of which are based on unlinked
anonymous testing that reduces participation biases.
Self-reported HIV serostatus can provide a useful
indicator of prevalence levels and trends, although not
a measure of true prevalence, since people who are
never tested are excluded, and others may have
seroconverted since their last test. Results from
diagnostic testing are especially difficult to interpret,
since they are likely to be subject to strong
participation biases. 

Recent epidemic trends
Newly diagnosed HIV infections
Data for all newly diagnosed HIV infections since 1995
are available for 12 of the 18 countries, which account
for 51% (198 million) of the total population (table 1).
In these 12 countries, the number of new diagnoses
reported each year increased by 46% between 1997
(7770 cases) and 2002 (11 337), with a substantial rise
in 2002 (28%) compared with 2001 (8871 cases;
figure 2). Between 1997 and 2002, HIV diagnoses
decreased gradually among injecting drug users (16%,
from 623 to 522), but increased greatly in people
infected through heterosexual contact (122%, from
2490 to 5526), largely because of an increase in the
number of cases diagnosed in people originating from
countries with generalised HIV epidemics (179%,
from 1382 to 3861), primarily sub-Saharan Africa
(more than 90% of these people). Among homosexual
and bisexual men, HIV diagnoses increased in 2002
(22%, from 2757 in 2001 to 3371 in 2002) after a slow
decline in the previous years. Along with these
changes in transmission patterns, the proportion of
women among people newly diagnosed with HIV
infection increased from 25% (1955 of 7770) in 1997 to
38% (4269 of 11 337) in 2002.

These trends were largely driven by the UK, which
accounted for 30% of the population and about 40% of
HIV diagnoses reported in the 12 countries during
1997–2002 and where the increase has been especially
pronounced.14,29 However, increasing trends were also
noted recently in most other countries, including
Belgium, Denmark, Germany, Sweden, Switzerland,
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Figure 1: Trends in AIDS incidence, AIDS deaths, and AIDS prevalence in
western Europe
Upper graph: AIDS incidence in selected countries. Data reported at June 30,
2003, adjusted for reporting delays. Lower graph: AIDS diagnoses, deaths
among patients with AIDS, and AIDS prevalence, western Europe (18 countries).
Data reported at June 30, 2003, adjusted for reporting delays. AIDS prevalence
estimated by subtracting the cumulative number of deaths among patients with
AIDS from the cumulative number of AIDS cases.
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and especially Ireland where the rise has been even
more striking than in the UK.14, 39-43

Limited data for countries that have been most
severely affected and where injecting drug users have
played a major part in the spread of HIV suggest
similar shifts in affected populations. In Portugal,
where yearly numbers of new HIV diagnoses have
been available since 2000, rates of new HIV diagnoses
(25·5 per 100 000 population in 2002) are much higher
than elsewhere, and although injecting drug use
remains the largest mode of transmission (46%), it is
now closely followed by heterosexual contact (43%;
table 1, figure 3). In Italy, heterosexual transmission
accounted for most HIV infections diagnosed in 2000
in the five regions or provinces with available data
(home to 21% of the Italian population).38 Similarly, in
Spain, heterosexual transmission was the predom-
inant transmission group (45%) for the 356 HIV
infections diagnosed in 2000–01 in the three regions
with available data (2·5 million population), whereas
homosexual contact and injecting drug use each
accounted for 26% of the cases.44 In one of these
regions, Navarra, the number of new HIV diagnoses
fell steadily between 1991 (134 cases, 25·3 per 100 000)
and 2002 (30 cases, 5·7 per 100 000).45 The decrease
has been substantial among injecting drug users,
whereas numbers of cases in homosexuals and
heterosexuals have remained fairly stable. In France,

preliminary data for 2003 indicate that two-thirds of
new HIV diagnoses were in people infected by
heterosexual contact (Institut de Veille Sanitaire,
unpublished data).

Data for reported HIV diagnoses should be
interpreted with caution because they do not represent
HIV incidence. These data include many individuals
infected in previous years and depend on uptake of
HIV testing and patterns of reporting, both of which
may vary between countries and over time.46 Recent
upward trends in HIV diagnoses could therefore be
due, at least partly, to increases in HIV testing or to
better reporting. In the UK, uptake of voluntary
counselling and testing among people attending sexual
health clinics increased between 1997 and 2002 in
homosexual and bisexual men (from 45% to 62%) and
in heterosexuals (from 25% to 54%),29 and in Denmark
the total number of HIV tests done each year has been
increasing since 1998.47 However, in Belgium,
numbers have decreased, and in the few other
countries where such data are available (Austria,
Finland, Luxembourg, and Norway), no recent changes
have been detected.39,46

New cases of AIDS 
The fall in cases of AIDS noted since 1995 slowed
noticeably after 1998 and has now levelled off in most
countries (figure 1). The majority of people developing
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Total country Year HIV reporting HIV diagnoses in 2002 AIDS diagnoses in 2002 Most recent estimates of people
population in started living with HIV/AIDS
2003 (million) Number Rate Predominant Number Rate Predominant Number Rate Year Source

transmission transmission
group (%)* group (%)*

Country
Austria 8·1 … … … … 70 0·9 HC (57%) 9900 122·8 2001 UNAIDS32

Belgium† 10·3 1986 973 9·5 HC (66%) 187 1·8 HC (81%) 8500 82·6 2001 UNAIDS32

Denmark† 5·4 1990 286 5·4 HC (53%) 41 0·8 HC (53%) 3800 71·0 2001 UNAIDS32

Finland† 5·2 1986 130 2·5 HC (37%) 21 0·4 HC (52%) 1200 23·1 2001 UNAIDS32

France 61·6 2003‡ … … … 2004 3·3 HC (55%) 96 600 156·7 2003 InVS
Germany† 82·0 1993 1866 2·3 HBM (49%) 715 0·9 HBM (63%) 43 000 52·5 2003 RKI33

Greece† 10·6 1999§ 403 3·8 HBM (58%) 91 0·8 HBM (59%) 8800 82·8 2001 UNAIDS32

Iceland† 0·3 1985 7 2·5 HBM (50%) 0 0·0 … 220 77·1 2001 UNAIDS32

Ireland† 3·9 1985 364 9·4 HC (69%) 13 0·3 HC (50%) 2400 61·3 2001 UNAIDS32

Italy 57·4 ¶ … … … 1753 3·1 HC (42%) 120 000 209·2 2001 ISS
Luxembourg† 0·5 1999§ 33 7·4 HBM/HC (42%) 1 0·2 … 360 79·5 2001 UNAIDS32

Netherlands 16·0 2002|| 735 4·6 HBM (53%) 234 1·5 HBM (51%) 17 000 106·3 2001 UNAIDS32

Norway† 4·5 1986 203 4·5 HC (76%) 33 0·7 HC (76%) 1800 39·8 2001 UNAIDS32

Portugal 10·1 2000** 2562 25·5 IDU (46%) 822 8·2 IDU (46%) 27 000 268·3 2001 UNAIDS32

Spain 39·9 ¶ … … … 2356 5·9 IDU (55%) 130 000 325·7 2003 MSC
Sweden† 8·8 1985 286 3·2 HC (59%) 59 0·7 HC (60%) 3300 37·4 2001 UNAIDS32

Switzerland† 7·2 1985 754 10·5 HC (58%) 194 2·7 HC (48%) 19 000 265·2 2001 UNAIDS32

UK† 59·8 1984 6032 10·1 HC (61%) 878 1·5 HC (67%) 49 500 82·8 2002 HPA29

Total†† 391·4 14 634 6·5 HC (52%) 9472 2·4 HC (44%) 542 380 138·6 ··

New HIV diagnoses by year of report; AIDS cases by year of diagnosis adjusted for reporting delays. Source of population data: United Nations Population Division.34 Rates are per 100 000 total population; total rates are
calculated using as denominators countries with available data. HBM=Homosexual and bisexual men; IDU=Injecting drug users; HC=People infected through heterosexual contact. HPA=Health Protection Agency. InVS=Institut
de Veille Sanitaire. ISS=Istituto Superiore di Sanita. MSC=Ministerio de Sanidad y Consumo. RKI=Robert Koch Institute. *Percentage in predominant transmission group calculated after exclusion of cases reported without
transmission group. †Countries for which HIV reporting data are available since 1995 or before and which are included in figure 2. ‡HIV reporting system implemented in 2003, no retrospective reporting of prevalent diagnoses.
§HIV reporting started in 1999 but includes retrospective reporting of cases diagnosed in previous years that have been redistributed to years of diagnosis. ¶No national HIV reporting system but regional systems which started
at different times in some regions. ||HIV reporting system implemented in 2002; HIV data for 2002 presented in this table exclude cases diagnosed in previous years. **Previously existing HIV reporting system completely
redesigned in 2000. ††Totals for HIV diagnoses are not representative of western Europe because data exclude the most affected countries; they cannot be compared with AIDS totals.

Table 1: Cases of HIV infection and AIDS diagnosed in 2002, and most recent estimates of people living with HIV/AIDS in western Europe
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AIDS today are unaware that they are HIV-infected, and
hence have had no opportunity to benefit from
antiretroviral treatment. AIDS surveillance has thus
become essentially a measure of diagnostic or treatment
failure.48 Furthermore, reporting of AIDS may have
become less complete, since clinicians might now attach
less importance to clinical AIDS than to laboratory
markers. Among 8916 individuals who had a known
date of first HIV-positive test and who were diagnosed
with AIDS in western Europe in 2002, 55% (4872)
discovered their seropositivity only 6 months or less
before developing AIDS (EuroHIV, unpublished data).
This proportion varied from 22% (545 of 2487) among
injecting drug users to 58% (1065 of 1825) among
homosexual and bisexual men and 72% (2621 of 3665)
among heterosexually infected people. Among
9238 people diagnosed with AIDS in western Europe in
2002 (excluding the Netherlands, where data on AIDS
indicative disease were not available for 2002),
2260 (25%) had Pneumocystis carinii pneumonia and
2085 (23%) had tuberculosis as initial AIDS indicative

disease, both of which can be prevented by antiretroviral
therapy.

Since access to health care is almost universal in
western Europe, most HIV-infected people who are
aware of their serostatus are eligible for free
treatment.49 In the UK and in Spain more than three-
quarters of the patients seen for care in 2002 and
eligible for antiretroviral therapy were receiving
treatment.29,50 Some findings suggest, however, that
access to treatment differs according to sociodemo-
graphic characteristics, and that injecting drug users
are less likely than others to receive and benefit from
antiretroviral treatment.51–53 Similar concerns can be
raised for illegal immigrants, although data in this
group are very scarce.54

People living with HIV/AIDS 
Recent nationally-produced estimates of total HIV
prevalence are available in France, Germany, Italy,
Spain, and the UK (table 1). In Germany, among the
43 000 individuals estimated to be living with HIV at
the end of 2003, 50% were infected through
homosexual contact, 41% through heterosexual contact
(of whom 60% are from countries with generalised
HIV epidemics), and 9% by injecting drug use.33 In the
UK, an estimated 49 500 people were living with HIV
at the end of 2002, a 20% increase over the previous
year.29 Among infected people, 49% are heterosexual
men and women (of whom 63% are African), 46%
homosexual or bisexual men, and 3% injecting drug
users. UNAIDS and WHO have published country-
specific estimates for 2001, and estimated that
520 000–680 000 people were living with HIV in
western Europe by the end of 2003.26,32 Many of those
were infected many years ago, and about a fifth have
reached the stage of AIDS (see below). Reduced HIV-
related mortality together with possibly rising rates of
sexual transmission of HIV has certainly resulted in
increased prevalence in recent years.

By the end of June, 2003, a cumulative total of 259 000
people with AIDS had been diagnosed, of whom
152 000 were known to have died, leaving an estimated
107 000 people alive who had experienced an AIDS-
defining illness (figure 1). Their characteristics are
largely similar to those noted in past epidemics. Half
were diagnosed with AIDS in or before 1996 (EuroHIV,
unpublished data). Their median age (by mid 2003) was
41 years and 22% were female. Overall, 40% were
infected through sharing drug injecting equipment,
28% through homosexual contact, and 27% through
heterosexual contact.

Vulnerable populations and areas for concern
Homosexual and bisexual men
Currently, the prevalence of HIV among homosexual
and bisexual men is 10–20% in most western European
countries; prevalence is usually higher in large cities
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Figure 2: Trends in new HIV diagnoses in 12 countries of western Europe
Upper graph: New HIV diagnoses in the main transmission groups by year of
report in the 12 countries of western Europe where data are available for the
entire period 1995–2002: Belgium, Denmark, Finland, Germany, Greece,
Iceland, Ireland, Luxembourg, Norway, Sweden, Switzerland, UK.
HBM=Homosexual and bisexual men. IDU=Injecting drug users; HC=People
infected through heterosexual contact. HC CGE=HC originating from countries
with generalised HIV epidemics. HC other=HC not reported to originate from
countries with generalised epidemics (HC CGE and HC other are sub sets of HC).
Lower graph: new HIV diagnoses in selected countries.
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than elsewhere (table 2).55 Since the late 1990s, striking
increases in rates of syphilis and gonorrhoea and rises
in HIV-related risk behaviours have occurred among
homosexual and bisexual men in western Europe as well
as in other parts of the industrialised world.29,56,63–76

Increases in risky sexual behaviour in a population in
which HIV is already highly prevalent, coupled with
increases in sexually transmitted infections that
enhance the risk of HIV transmission, have the
potential to lead to an expansion of HIV transmission
among homosexual and bisexual men.76–79 On the other
hand, antiretroviral treatment, which lowers the viral
load, may reduce the likelihood that an HIV infected
person infect a partner during unprotected sexual
intercourse.80–82 Mathematical modelling suggests that
the effect of antiretroviral treatment on lowering
transmission at the population level could be offset by
an increase, even modest, in risk behaviour, and the net
effect of these opposing forces on HIV incidence has
been much debated.76,78,79,83

The chief difficulty is to measure HIV incidence. The
recent increases in numbers of new HIV diagnoses in
homosexual and bisexual men in several countries,
although relatively small, suggest possible recent
increases in HIV incidence. In Germany, although
earlier (1996–98) rises in newly diagnosed HIV
infections were probably due to increased willingness to
seek testing following improvements in treatment, a
more recent increase (from 642 HIV diagnoses in 2000
to 742 in 2002) might indicate a true rise in numbers of
new infections.41, 84 In the UK, however, a rising trend in
the median CD4 lymphocyte count at diagnosis in
recent years suggests that homosexual and bisexual men

infected with HIV are now being detected earlier in the
course of infection,29 and hence that the recent rise in
new HIV diagnoses results, at least partly, from
increases in HIV testing.

Few incidence data are available. In Madrid, in a study
among homosexual and bisexual men who repeatedly
attended voluntary HIV testing centres, HIV incidence
decreased from 4·7 per 100 person-years in 1988 to 1·1
in 1995, but then increased to 2·2 in 2000.85 More
recently, incidence studies based on the serological
testing algorithm for recent HIV seroconversion
(STARHS) have been done among homosexual and
bisexual men attending sexually transmitted infection
clinics in the Netherlands and the UK.86–88 In
Amsterdam, an overall incidence of 3·0 infections per
100 person-years during 1991–2001 was noted, with a
significant increase over time.87 The increase was
evident in men older than 34 years but not in younger
men. In the UK, the overall annual incidence was 2·4%
(3·1% in London, 1·0% elsewhere) with no significant
trends in HIV incidence during 1995–2001.88 However,
more recent data showed an increasing trend to 3·5% in
2002, although this change was not statistically
significant.29

Injecting drug users
In most western European countries, steady declines
in unsafe injecting practices and in HIV prevalence
among injecting drug users occurred throughout the
1990s, reflecting success in past prevention
interventions.31,89–93 However, HIV prevalence among
drug injectors (see table 2) varies greatly between, as
well as within, countries, and in some countries and
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Figure 3: Rates of new HIV diagnoses, AIDS diagnoses, and AIDS deaths per 100 000 population, 2002
No national data available for countries in white. 
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regions has remained very high (greater than 25%)
since the mid-1990s and might be increasing in some
regions or cities in several countries including Italy,
the Netherlands, and Spain.31 Prevention efforts
remain important to prevent further infections among
injecting drug users, including through sexual
intercourse, particularly in southern European
countries.

Migrants
Migrants from countries with generalised HIV
epidemics, particularly sub-Saharan Africa, account for
a disproportionate and increasing share of HIV
infections in western Europe. In the 12 countries with

available information, two-thirds (14 077 of 21 273) of
all heterosexually acquired HIV infections diagnosed
during 1997–2002 were in people from countries with
generalised HIV epidemics (figure 2). This
information reflects the worsening of the HIV
epidemic in Africa during the 1990s and changing
world migration patterns. In view of the status of the
global pandemic, it is not surprising that migrants
from countries with generalised HIV epidemics,
particularly those from sub-Saharan Africa, which
accounts for 24–28 million of the 40–46 million people
infected worldwide, have an increased probability of
being HIV-infected.26 Furthermore, migration often
places these same people at heightened vulnerability to

88 www.thelancet.com Vol 364   July 3, 2004 

Country Homosexual and bisexual men Injecting drug users Heterosexual STI patients
Coverage Year Setting Method HIV prevalence Coverage Year Setting Method HIV prevalence Coverage Year Setting Method HIV prevalence

Austria
·· ·· ·· ·· ·· National 2001 OD DT 6%31 ·· ·· ·· ·· ··

Vienna 2000–01 NEP DT 1–3%31

Belgium
National 2000 VCT DT 2%55 2 regions 2000–01 DTC DT, SR 1–3%31 ·· ·· ·· ·· ··

Antwerp 2001 DTC,NEP SP 6%31

Denmark
National 2000–01 Gay venues SR 10–15%55 ·· ·· ·· ·· ·· ·· ·· ·· ·· ··

Finland
·· ·· ·· ·· ·· National 2000–01 Prisons DT 1–2%31 ·· ·· ·· ·· ··

Helsinki 2001–02 NEP DT, SP 1–2%31

France
National 2000 Gay press SR 14%56 National 2002 NEP SR 10%57 ·· ·· ·· ·· ··

Marseille 2002 DTC,NEP SP 20%58

Germany
National 1999 Gay press SR 15%55 National 2000–01 DTC SR 3–4%31 National 2002 STI,VCT,GP SR 2%14

Greece
·· ·· ·· ·· ·· National 1999 DTC DT/SR 0–2%31 ·· ·· ·· ·· ··

Ireland
National 2000 Gay venues SR 5%55 National 1999 Prisons SP 6%31 ·· ·· ·· ·· ··

Eastern region 1999 DTC DT 9%31

Italy
·· ·· ·· ·· ·· National 2001 DTC DT 15%31 National 2002 STI * SP 7%14

21 regions 2001 DTC DT 2–34%31

Luxembourg
·· ·· ·· ·· ·· National 2001 DTC SR 3%31 ·· ·· ·· ·· ··

Netherlands
Amsterdam 2002 STI SP 20%59 5 regions/cities 1999–02 DTC SP 2–22%31,59 National 2002 STI * DT 0·5%14

Amsterdam2002 STI DT 4%59

Norway
·· ·· ·· ·· ·· 2 regions/cities 2001 DTC SP 3–15%31 ·· ·· ·· ·· ··

Portugal
·· ·· ·· ·· ·· National 2001 DTC DT 14–18%31 ·· ·· ·· ·· ··

Lisbon 2001 DTC DT 20%31

Spain
National 2002 VCT DT 5%44 National 2002 VCT DT 10%44 National 2002 STI * SP 0·3%14

Catalonia 2002 Gay venues SP 18%44 National 2001 DTC DT 35%31

Catalonia 2001 DTC DT 38%48,60

Switzerland
National 2000 Gay press SR 11%55 National 2002 VCT DT 3%43 National 2002 STI * SP 4%14

UK
National 2002 STI SP 18%61 England, Wales 2002 DTC,NEP SP 1%62 National 2002 STI SP 0·7%14

London 2002 STI SP 26%61 London 2002 DTC,NEP SP 4%62

Scotland 2002 VCT DT 0·4%62

Most recent data available were from 2002.*IDU excluded. VCT=Voluntary HIV counselling and testing centres. STI=STI clinics. OD=People with overdoses. DTC=Drug treatment centres. GP=General practitioners. NEP=Needle
exchange programmes. SP=HIV seroprevalence studies. DT=HIV diagnostic testing. SR=self-reported HIV serostatus (see text).

Table 2: HIV prevalence among injecting drug users, homosexual and bisexual men, and heterosexuals with sexually transmitted infections, western Europe, 1999–2002
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HIV and its complications.94,95 The effect of the African
epidemic on national HIV situations differs between
European countries. The implications have been
especially great in the UK, due to this country’s close
links with countries of southern and eastern Africa,
the most severely affected region in the world.96

Surveillance data show that most HIV infections
diagnosed in migrants were probably acquired in their
country of origin. In the UK, three-quarters of
heterosexual infections diagnosed in 2002 were
probably acquired in Africa.29 In Germany, the number
of new HIV diagnoses increased in 2002 among
heterosexuals originating from countries with
generalised HIV epidemics, most of whom were
believed to have been infected in their countries of
origin.41,84 In Sweden, more than 80% of reported 
HIV infections acquired through heterosexual contact
were probably acquired abroad.97 In Denmark,
immigrants accounted for 37% (105 of 281) of all HIV
infections diagnosed in 2002 and for 59% (78 of 132)
of those in people infected through heterosexual
contact; most seropositive immigrants had been
infected abroad.47 In Belgium, 73% (4016 of 5515) of
HIV infections ever diagnosed in heterosexually
infected people were in non-Belgian individuals—
mostly African people.98

To determine when, where, and how HIV
transmission has occurred is often difficult and further
hindered where language or cultural barriers exist.
Most HIV infected migrants are unaware of their HIV
status and are diagnosed only when they become
symptomatic or during pregnancy. Their reason for
migrating to western Europe is therefore not connected
with seeking HIV treatment, although this may
sometimes happen. In France, in a study among 
280 HIV-infected African people seen in the hospitals
of the Paris area, health care was the reason for
migrating to France for 27% of those who migrated
since 1999, compared with 2% of those who arrived
earlier.99

Prostitutes
Data on HIV prevalence among prostitutes are fairly
sparse and often based on small sample sizes. This
scarcity of information probably indicates the difficulty
in reaching this population, but might also be due in
part to earlier findings in western Europe, where
prevalence remained low among non-injecting drug
user female prostitutes and prostitution appeared to
have had little effect on the spread of the epidemic.100

The limited more recent data tend to confirm that 
in western Europe, HIV infection among female
prostitutes remains highly associated with injecting
drug use. Prevalence is generally less than 2%, except
in settings where most HIV-infected prostitutes seem
to be injecting drug users.46 Other subgroups of
prostitutes at increased risk for HIV include male,

transvestite, and migrant prostitutes.46,101–105 Increasing
numbers of prostitutes in western Europe have come
from eastern Europe where HIV has spread rapidly
since 1996.106 The few available data on HIV among
prostitutes in eastern Europe suggest that prevalence
levels are currently relatively low (below 2%) except in
some Russian cities, where levels around 15% were
found among both drug using and non-drug-using
prostitutes.46

Other heterosexuals at high risk
Heterosexual transmission of HIV has remained
largely concentrated in specific subgroups of the
population and HIV has not spread into the general
population as may have been feared at the beginning of
the epidemic. This probably results from wide-ranging
information and prevention campaigns but also from
prevailing patterns of sexual networks in western
Europe. From a public health perspective, the difficulty
is to define and reach the subgroups of high-risk
heterosexuals, including sexual partners of people
belonging to the traditional risk groups, young people,
people with multiple sex partners, and people with
sexually transmitted infections. These people may not
perceive their risk for HIV, and those infected with
HIV are often diagnosed very late.

In the 12 countries with available information,
during 1997–2002, a total of 7196 heterosexually
acquired HIV infections were diagnosed in people who
were not from countries with generalised HIV
epidemics, with a 34% increase between 1997 (1068
cases) and 2002 (1434 cases, figure 2). Among the
7196 cases, 3273 (45%) were acquired through hetero-
sexual contact with a bisexual man (217 cases), an
injecting drug user (476), a recipient of blood or blood
products (65), a person originating from a country with
a generalised HIV epidemic (1798), or a partner known
to be HIV infected but not belonging to the previous
categories (717). In the remaining 3923 (55%) cases,
information on the sex partner was not available
(EuroHIV, unpublished data). Numbers were too few
for meaningful analyses by country. In the UK, there
has been a steady increase in diagnoses of HIV
infection in persons infected within the UK (from 147
in 1998 to 275 in 2002), but most of these individuals
were probably infected through partners who acquired
their infection outside Europe.29 

Because heterosexual men and women with sexually
transmitted infections other than HIV are at increased
risk of HIV infection, monitoring HIV prevalence
among patients attending sexual health clinics might
provide an early indication of the spread of HIV into a
wider heterosexual population. A recent review of HIV
prevalence data among such patients indicates that, in
western Europe, among heterosexual men and women
who are not injecting drug users, the highest reported
rates of HIV are among patients in Italy, where
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prevalence appears to have increased from a stable
level of around 2% in 1990–1996 to 3–7% in
1997–2002, and in Switzerland (2–4% in some years,
with signs of a possible recent increase; table 2).14

However, an analysis in the early years of the 
Swiss study showed that heterosexual people with
fewer sex partners were more likely than those 
with more partners to refuse HIV testing, suggesting
that prevalence among heterosexuals might be
overestimated.107 In Spain, overall prevalence was 2·5%
in 1998, but decreased thereafter. Elsewhere,
prevalence was less than 2% (mostly less than 1%),
with no clear trends. In the UK, levels were higher in
London than in the rest of the country, but were still
less than 1% in most years.

Emerging features and challenges
As the epidemic has matured, patterns of HIV
transmission have changed and new populations have
become affected, with an increasing proportion of
people infected through unprotected heterosexual
intercourse. At the same time, migration of HIV-
infected people from sub-Saharan Africa is having an
increasing effect on the HIV situation in western
Europe.14 After a long period of falling incidence, HIV
transmission, may now be increasing among homo-
sexual and bisexual men. The public health challenges
are to provide early and effective treatment and care to
all HIV-infected people, to prevent further
transmission, and to reduce the repercussions of HIV.
To meet these challenges, it is essential to ensure
effective surveillance to monitor the epidemiological
situation, and to direct and improve public health
interventions.

Reporting of new HIV diagnoses, now implemented
in most countries, will increasingly become a key
indicator to monitor the HIV situation in western
Europe. At the same time, biological surveillance
should be complemented by behavioural surveillance,
which is essential to provide early warning signs of
potential spread of HIV and to monitor behavioural
interventions.108 Incidence studies based on STARHS
or other assays that can identify recent infections
should be promoted in Europe and, where feasible,
integrated into surveillance systems.86,109–111 In France,
blood specimens from all people with newly diagnosed
HIV infections (if informed consent is given) are now
tested to assess whether the infection is recent and to
estimate nationwide HIV incidence.37 As treatment
becomes more widespread, transmission of HIV
strains resistant to antiretroviral drugs might increase.
Available data show prevalences of drug resistance
among newly HIV-infected individuals ranging from
5% to 15% in Europe.112 However, methodological
heterogeneity and problems in study design make it
difficult to compare results between different surveys
and to draw firm conclusions.112 Improved surveillance

will be needed to assess and to monitor the prevalence
of resistant strains among new infections. The
challenge in implementing such surveillance schemes
will be to obtain biological samples that are
representative of the new HIV infections, beyond those
that are diagnosed in the centres of excellence. Long-
term side-effects of highly active antiretroviral
treatment, and the occurrence of cancers among
patients receiving treatment, also need to be monitored
through studies with long-term follow-up and
population-based surveillance.113–115

Renewed safer sex campaigns targeting homosexual
and bisexual men are urgently needed. At the same
time, it is crucial to assess whether—and to what
extent—HIV incidence is actually increasing in this
community, and to determine the reasons for any
resurgence. Various factors that might affect HIV
transmission at the population level include behaviour,
demographics, and two biological factors working in
opposite directions—sexually transmitted infections
and antiretroviral treatment.77,81 Men who are not
infected with HIV might be less concerned about
acquiring a disease that could now be perceived as
chronic, manageable, and survivable, and HIV-infected
men might be less concerned about transmitting such
a disease.56,73,74,116 People infected with HIV who believe
that low viral load renders them non-infectious might
stop using condoms.74,117 Furthermore, people at risk of
infection might increasingly turn to prophylactic
treatment after possible sexual exposures to the
virus.118 Additionally, as treatment options enable
people to live longer and feel healthier, they might
become more sexually active. Although the number of
sexually active homosexual and bisexual men infected
with HIV is probably rising because of decreasing
morbidity and mortality, the number who are
uninfected—and thus susceptible to infection—might
also be increasing as a result of a new generation of
young men, who did not experience the initial AIDS
epidemic, growing up.119

Migrants are frequently affected by strong barriers 
to HIV prevention and care, including cultural, 
socioeconomic, linguistic, and administrative or legal
barriers—and, more generally, they might have to 
face stigmatisation and social hostility. HIV/AIDS
prevention, treatment, and care programmes should be
adapted to reach migrant populations. The fight
against HIV/AIDS should be global and include the
provision of antiretroviral treatments to poor nations.120

Surveillance and research among migrant populations
should be improved, and collaborative partnerships
with local communities should be created. The first
challenge is to better define the migrant populations at
increased risk of HIV. Migrant is a broad term that
relates to many different situations regarding the
resident or legal status, the length of stay, the reason
for migration, and the place of origin. Publication of
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data will give greater visibility to the HIV problem
among at-risk migrant communities and will help to set
up public health interventions. But it might also
promote xenophobia and further stigmatisation, and
avoiding this problem is part of the challenge.

More than ever, in the era of highly effective
antiretroviral treatment, early diagnosis and treatment
of  infected individuals is essential to HIV prevention,
care, and control. A large proportion of people infected
with HIV remain unaware of their infection—31% 
is the estimate for the UK. These people will not benefit
from effective treatment and will continue,
unknowingly, to transmit HIV to others. Furthermore,
recently infected people have high viral loads, which
increase the risk of transmission. People who are
known to be seropositive are encouraged to behave in
ways that reduce the likelihood of transmitting the
virus and to be accountable for their actions, but
prevention efforts should also aim to provide the social
conditions that encourage and reinforce safe
behaviour.116
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