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while also participating in monitoring the prevalence of
HIV infection. Studies produced by these centers are based
on people who presumably present higher-risk sexual
practices than the general population and confirm the
growing trends in serious bacterial STDs, especially
infectious syphilis, which, above all, affects gay men and is
associated with coinfection with HIV in 40% of cases.5-7

This situation has also been the case for many European
and North American cities since the late 1990s. The trend
is attributed to changes in risk behavior within this group,
due as much to the success of antiretroviral therapy as to
the ease of meeting new sexual contacts over the Internet.8,9

Against this backdrop, although again lagging behind
other countries, Spain has seen the mass arrival of
immigrants since the early 1990s, such that in January 2007
they already constituted 9.68% of the census population
and numbers exceeded 12% in some communities.10

Although the immigrant population is very heterogeneous,
there has recently been a predominance of new arrivals from
developing countries where the prevalence of STDs in the
general population is very high. Given the lack of notification
systems in these countries, evidence is provided by the
prevalence of syphilis serology in pregnant women: rates
in Spain range from 0 to 3.38 per 1000,11,12 while in South
America and the Caribbean they are at least 10 to 20 times
higher—oscillating from 1% in Peru to 6.1% in Paraguay—
with incidences of congenital syphilis of up to 12 per 1000
per year in Honduras.13 In sub-Saharan Africa prevalence
varies from 2.4 to 17.4%.1,14 Furthermore, the conditions
which cause migration, like human trafficking, or simply
social, economic, and emotional instability, mean that once
in Spain some groups of immigrants may be more vulnerable
to STDs, and preventive action should be focused on these
groups.

Attempts to identify at-risk groups could be based on a)

analysis of samples from the general population, b) studies
from STD and HIV centers, and c) extrapolation from data
on the sexual transmission of HIV infection.

Very few studies have been carried out in the general
population but those that have confirm that the prevalence
of STDs is far higher amongst certain groups of persons
of foreign origin than among Spaniards: in 1999 in
Ceuta—where most of the immigrants come from
Africa—rates of syphilis amongst the autochtonous
population were 4.1 per 100 000 as compared to 1081
per 100 000 among immigrants.15 A similar situation
can be seen in Melilla, which, according to the Spanish

Sexually transmitted diseases (STD) are a high priority
problem on a global scale, with more than 330 million cases
reported each year.1 This is due both to their impact on the
physical and mental health of sufferers, and to their
repercussions on fertility, neoplasia, and transmission of
the human immunodeficiency virus (HIV). Since the middle
of the 1990s, the European Union (EU) has experienced
a significant and sustained increase in STDs, especially
acute bacterial STDs, with increases focused among the
youth population, ethnic minorities, and gay men.2 But we
find monitoring systems are highly heterogeneous and in
general deficient when attempting to compare trends in
the distribution of STD between countries.3 Only the United
Kingdom has a national network of STD centers whose
statistics are integrated into national monitoring programs.
In other EU countries, including Spain, information is
based on a mixture of sentinel surveillance and compulsory
notifications from clinics or laboratories without even a
standard definition of cases.

In Spain, epidemiological surveillance of STDs is
undertaken nationally on a weekly basis with contributions
from the autonomous communities under the system of
diseases requiring obligatory declaration. This has estimated
coverage of 50% of all cases diagnosed and uses most up to
date microbiological information system to process data
from 46 laboratories in 12 autonomous communities
covering 25% of the population.3 Despite underreporting,
these systems have remained stable over time, and they are
therefore sensitive to change. Thus, data collected in recent
years show a clear increase in rates of notifiable STDs
(though with a slight delay in relation to other EU countries),
above all syphilis, which has shown an increase since 2003
(Figure 1).4 However, as no population data is supplied,
these systems do not allow for the identification of risk
groups.

Other valuable information is obtained through a network
of free voluntary attendance STD centers, which provide
more extensive information on STDs and associated
syndromes (viral STDs, urethritis, cervicitis), as well as
sociodemographic data and information on sexual behavior,
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weekly epidemiological bulletin, had the highest level of
syphilis in Spain: 24.39 per 100 000 compared with an
overall rate of 3.39 per 100 000. In another study
produced by a family planning center in Alicante, the
prevalence of infection with high-risk human
papillomavirus in women from South America was 3
times that of Spanish women, following adjustment for
age, number of partners, and reason for consultation.17

Data contributed by STD centers show a notable increase
in the number of immigrants treated and revealed that
most female sex workers were of foreign origin, as were,
to a lesser extent, their male counterparts. In 2000, 31.7%
of all people consulting for an HIV test in 18 STD centers
were immigrants,18 compared with 19% in 1988.19 Two
years later, at the STD centre in Barcelona, 48% of all

STDs diagnosed was in people of foreign origin.5 These
immigrants come above all from Latin America (74%),
followed by sub-Saharan Africa (10%) and Eastern Europe
(10%).Compared with Spaniards attending these centers,
in the immigrant population there is a higher proportion
of heterosexuals (86% vs 71%) and women (61% vs 36%),
and of the women, 47% of immigrants in that group were
sex workers compared with 6% of the Spanish women.
The prevalence of syphilis in the immigrant population is
similar to that in their countries of origin (3.1%, compared
with 1.1% in Spaniards), while HIV infection is no different
to the rate in Spaniards (1.8% vs 1.7%) as most of the
immigrants come from countries where rates are lower
than in Spain, the exception being sub-Saharan Africans
(8%).18,19

Concentrating on samples of female sex workers attending
STD-HIV centers, the proportion of those of foreign origin
has gone from 46% in 1988 to 83.3% in 200120-22 (Figure
2). Most of these (89% to 96%) are from Latin America,
followed by Eastern Europe and sub-Saharan Africa, and
become sex workers in clubs, brothels, or saunas on arrival
in Spain. As they do not take intravenous drugs, prevalence
of HIV infection is low (0.2% to 0.4%), except among sub-
Saharan Africans, where it reaches 9%. Most use condoms
with clients but not in their private lives, hence the number
of voluntary terminations of pregnancy amongst them is
very high (38%), as is infection with the human
papillomavirus (39%). The incidence of other STDs (above
all nongonococcal cervicitis) stands at between 11% and
18% and is related to the number of sexual partners other
than clients. As for male sex workers, in a study carried out
in 18 HIV testing clinics, 67% were of foreign origin, mostly
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Latin American.23 However, this type of study may be
limited by the lack of access in the most vulnerable
immigrants—those in street prostitution, threatened with
extradition, unable to speak Spanish, or facing sociocultural
barriers preventing them from consulting the health services.
Such people very probably present different risks in terms
of exposure to drugs, STDs, and HIV infection.24 In Spain
there is very little information on people working in street
prostitution. In 1998, 44% of transvestites and transsexuals
picked up on the streets of Madrid were of foreign origin,
mostly Ecuadorian, and 21% of them were infected with
HIV.25 This group plays an important role in the sexual
transmission of HIV, especially among gay men as they
have a high frequency of unprotected sexual practices and
drug consumption.

There is no national register of HIV infection, but where
data is available for autonomous communities (the Basque
Country, the Canary Islands, Catalonia, Ceuta, Madrid,
Navarre, and Rioja) there has been a reduction of 70% in
new diagnoses since the 1990s,26 such that Spain has gone
from having the highest national level of AIDS in Europe
to a mid to low level in terms of new HIV infections (rates
of 50 to 65 per million). This is mainly due to a fall in HIV
transmission among intravenous drug users and, to a lesser
extent, amongst gay men, whereby heterosexual transmission
has become the leading mode of infection, responsible for
46% to 49% of new infections26,27 (Figure 3).

In this context, according to figures from 4 autonomous
communities, the proportion of infections with HIV
amongst people from other countries increased from 25%
per year in 2001 to 37% in 2004.26 Nonetheless, the number
of new diagnoses of HIV infection among people of foreign
origin was maintained with barely any change for this period,
and at levels below those of the autochthonous population.
As stated, HIV prevalence among immigrants is similar to

that of Spaniards in the same risk group, except among
those of sub-Saharan African origin and in Latin American
males, both heterosexual and homosexual.18 A study from
a network of HIV test centers in 18 cities in Spain showed
that at least 33% of immigrants became infected in Spain
and, as is the case in other European countries, most Latin
American males were infected by homosexual transmission
and southern Africans by heterosexual transmission.28

The same study indicated that the risk of seroconversion
in Spain is now 8 times higher in sub-Saharan Africans
and 2.7 times higher in Eastern Europeans compared with
that of the Spanish population and those of other origins
with the same degree of exposure.29

Other EU nations are experiencing an increase in
diagnosis of HIV infection due to sexual transmission in
immigrants.30 The percentage of immigrants is higher in
these countries than in Spain and with a far higher
proportion of southern Africans. It seems logical to think
that this situation will not occur in Spain in the short term,
as immigration is currently dominated by Latin Americans
and North Africans, where HIV prevalence is even lower
than in Spain. But what is very clear is that the proportion
of immigrants at risk of acquiring STDs is higher than that
of the Spanish population and that, unlike other countries,31

there is no clear definition here of the groups that are most
vulnerable to STDs or HIV infection. Therefore, it is
essential that we extend and improve STD reporting
nationally to include data that can be used to identify risk
groups. As dermatologists we have no excuse but to do this
and thus to provide an appropriate basis for real
understanding of the situation and the development of
pertinent preventive measures.
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