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In Europe, 94 million 
International Migrants in 
mid-2024; 52% Female 
migrants 





Malta is a small island,  the southernmost European Regional State, in the heart of the Mediterranean Sea. Accordingto Eurostat 
asof 1 January2024,there wereabout132,700TCNs,representing23.6%of the population, andanother41.000EUcitizens(7.3
%)livingin Malta at the time.

1 in 3 are 

foreigners
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ÅAntimicrobial resistance: a slow pandemic 



EU member states are urged to update their national strategies, remove barriers to testing, 
and strengthen surveillance data on STIs to better target and improve prevention efforts

Newly arrived migrants and refugees do not represent a threat 

to Europe with respect to communicable diseases 

Higher prevalence of Hep B and syphilis, based on country of 

origin (sub-Saharan Africa)

Risk of STIs/HIV due to vulnerabilities and a high-risk sexual 

network 





Barriers to Healthcare Access for Migrant Populations

Legal Status Challenges
Legal entitlement may limit access to essential healthcare 
services

Language Barriers
Languagedifferences create difficulties in communicating 
health needs and understanding medical information.
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Cultural Differences
Cultural misunderstandings can prevent migrants from seeking 
or receiving appropriate healthcare services



16 ς18 April 2024  I  Valetta, Malta

Knowledge, Attitude and 
Practice survey on a sample 
of 243 migrants from third 

countries 

Project SSKAPP (PPRC-2020-15) 





Forms of SGBV in patients attending the GU Clinic in 
Malta, 2021-24

Å220 cases of violence in the GUC 
database (2021-24); 82% girls

Å54% Migrants, of these 60% from 
LMICs

ÅMost common forms of violence 
were gang rape, assault enroute, and 
intimate partner violence 

Å28% migrant women were victims of 
FGM 
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Migration-Related Factors Increasing STI Transmission

Limited Preventive Access

Limited access to preventive measures like 
condoms and healthcare services increases STI 
risks during migration

Separation from Partners
Migration often leads to separation from 
regular partners, increasing vulnerability to new 
sexual relationships and STI risks

High-Risk Sexual Networks
Engagement in high-risk sexual networks during 
migration heightens the chances of STI 
transmission



Å 32-year-old bisexual African man, presenting with acute uveitis and 
skin rash ςpalmoplantar involvement was noticed. 

Å Tests results: VDRL >1:256 , Hep B + and HIV +

Secondarysyphilis,neurosyphilisin hepatitisB, and HIVco-
infection



HIV incidence by continental regions, Malta, GUC 
2020-24

Region No (n,%) Yes (n,%) Row Total (n,%)

Africa 768 (99.0%) 8 (1.0%) 776 (5.4%)

Asia 439 (99.1%) 4 (0.9%) 443 (3.1%)

Australia 38 (100.0%) 0 (0.0%) 38 (0.3%)

Europe 3821 (99.3%) 26 (0.7%) 3847 (26.7%)

Maltese 7859 (99.7%) 27 (0.3%) 7886 (54.8%)

North America 89 (100.0%) 0 (0.0%) 89 (0.6%)

South America 828 (97.8%) 19 (2.2%) 847 (5.9%)

South Asia 467 (98.9%) 5 (1.1%) 472 (3.3%)

Column Total 14309 89 14398 (100%)



Bacterial STIs (Gc, Ct, syphilis) incidence in migrants by 
continental regions (GUC data 2020-24)

Region No (n,%) Yes (n,%) Row Total (n,%)

Africa 628 (80.9%) 148 (19.1%) 776 (5.4%)

Asia 328 (74.0%) 115 (26.0%) 443 (3.1%)

Australia 33 (86.8%) 5 (13.2%) 38 (0.3%)

Europe 3211 (83.5%) 636 (16.5%) 3847 (26.7%)

Maltese 6812 (86.4%) 1074 (13.6%) 7886 (54.8%)

North America 75 (84.3%) 14 (15.7%) 89 (0.6%)

South America 620 (73.2%) 227 (26.8%) 847 (5.9%)

South Asia 400 (84.7%) 72 (15.3%) 472 (3.3%)

Total 12107 2291 14398 (100%)



22-year-old migrant from Nepal, MSW,
In Malta for the last 2 months, c/o non-healing 
ulcer of the penis for 1 month, painful, the 
patient applied Tridermcream. Last sexual 
contact 3 months earlier in Nepal, unprotected.
At examination, a 4 cm deep ulceration on the 
shaft of the penis and right inguinal 
lymphadenopathy were noticed. The ulcer was 
indurated and the lymph nodes were firm and 
hard at palpation, mimicking penile cancer 

Betamethasone + Clotrimazole + 
Gentamycin sulphate

VDRL 1: 32, T. pallidum detected by PCR, HIV neg



A 44-year-old West-African migrant, MSW, 

presented with penile swelling of 2 months 

duration. 

Sexual history unremarkable.

At examination, a marked penile lymphedema, 

bilateral painless inguinal lymphadenopathy and 

annular plaques with small erosions on the distal 

penile shaft extending to the glans. No other 

findings; examination of the abdomen and other 

lymph node stations was normal.

Differential diagnosis: malignancy, lymphatic 
filariasis, streptococcal infection, granulomatous 
disorders and trauma   

Penile lymphedema is a rare manifestation of syphilis and likely results from inflammatory obstruction of the genital 
lymphatics 

VDRL 1: 32, T. pallidum detected by PCR, HIV neg



ÅA 24-year-old MSM from the French Caribbean,PLWH, on

ART fully suppressed,presentedwith a four-month history of

worseningasymptomaticplaqueoverthechest.

ÅAt examination,a well-demarcated,solitary erythematousscaly

plaquewith surroundingsatellitepapularlesionsmeasuring17 x

9 cm wasnoticedon thelateralaspectof theleft chestwall

Å Four months earlier, during a regular check-up, he tested 

positive for Neisseria gonorrhoea and was treated with 

Ceftriaxone 1g IM stat dose. History of treated syphilis with 

negative VDRL

Å The rash was present at his first clinic visit, but he did not mention it to the clinician, assuming it was related to the gonococcal infection. 

After receiving ceftriaxone, the patient noticed an immediate reduction in the rash, which continued to improve and eventually 

disappeared. 

Å However, a few weeks later, during a subsequent trip to the Caribbean, the rash recurred and began to expand.



ÅCutaneous leishmaniasis

ÅCutaneous TB

ÅJessnerKanof or cutaneous 

pseudolymphoma

ÅSyphilis?

ÅSkin biopsy 

ÅSTI screening (VDRL,  hepatitis, 
Triple NAATs testing )

ÅPCR swab for Treponema pallidum 
and herpes simplex virus 1,2 from the 
plaque after removal of the central 
crust 

ÅAny other test?

Differential diagnosis Planned investigations



Tests results 

ÅVDRL 1:16 from negative 3 
months prior 

ÅPCR swab from lesion detected 
T. pallidum 

ÅSkin biopsy not performed 

ÅWhat is your diagnosis?

ÅHow do you explain the negative VDRL 
titer 3 months prior? 

ÅWhat about treatment?

The negative VDRL result during the initial presentation can be interpreted as the result of a prozone phenomenon 
which occurs when there are high antibody titres in the serum, interfering with the clumping of antigen-antibody 
complexes. This phenomenon is described more commonly in case of HIV coinfection 



Dramatic improvement of the skin rash and a 

complete resolution one month after IM injection 

of BPG, and VDRL negative at 3months 

Corymbiform Syphilis: A Rare Dermatological Presentation 

ÅCorymbose syphilis, a form of secondary syphilis, 

characterised by a central plaque surrounded by discrete 

papules along the periphery, giving an appearance similar to 

an explosion or a cluster of fruit or flowers 

ÅThe corymbiform arrangement can manifest as either a 

single lesion or multiple lesions scattered across the body. 

ÅSecondary syphilis presenting as a single lesion is very 

rarely reported in the literature, and some authors have 

suggested that corymbose syphilis may be a sign of 

reinfection 

Corymbiform syphilis: A rare dermatological presentation
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A 29-year-old Tunisian MSW,  presenting with 
multiple infiltrated ulcers on the penile shaft and 
scrotum, extremely painful and easily bleeding at 
touch; severe bilateral and painful inguinal 
lymphadenopathy. He had a regular female partner
from Spain,who fell sick when on holiday in 
France. The medical report from a French 
gynaecologist described multiple painful ulcers and 
excessive bleeding. The gynaecologist treatedher 
with valacyclovirfor herpes primary infection. 

Started on Acyclovir for 7 days, with no 
improvement. 

T. pallidum, Mpox and HSV1,2 negative. VDRL, 
TPHA andHIV test negative. Syphilis tests were 
repeated after 7 days and resulted in negative 
again. Urine NAATs detected N. Gonorrhoea. 

Ceftriaxone 1 g IM single dose led to improvement 
of ulcers in a few days and resolution after 2 
weeks. 



The diagnosis ofchancroidis based on the CDC 'probable diagnosis' criteria.
The following four criteria are necessary:
V The presence of one or more painful genital ulcers
V Exclusion ofsyphilisby darkfieldmicroscopy, apolymerase chain reaction(PCR) test of the exudate, 

or serologyat least 7 days after the appearance of the ulcer
V Exclusion ofherpes simplex infection
V A clinical presentation that is typical of chancroid(ulcer(s) andlymphadenopathy).

Chancroid 

Therapy:
First line ςCeftriaxone as a single intramuscular injection of 250 mg (Ib, A) or  Azithromycin, as a single 1 g oral 
dose, (Ib, A)  The response is generally good although failures, especially in HIV-positive individuals, have been 
reported. . Second line ςCiprofloxacin 500 mg orally twice a day for three days (Ib, B), or  Erythromycin orally 500 
mg four times a day for seven days (Ib, B)

2017 European guideline for the management of chancroid 
S Lautenschlager , et al.



Å 32-year-old MSM, Colombian, admitted to ID 
for high fever, 39C, lethargy, myalgia, rigour, 
lymphadenopathy.

Å Skin rash: multiple papulo-pustules on lips,  
right eyelid, trunk, arms, not itchy and slightly 
painful

Å Sore throat and anal pain with anal discharge 

Å Last sexual contact 7 days earlier, unprotected 
with a casual male partner

Reason for referral: to exclude 
disseminated gonococcal 
infection before starting 
treatment with Ceftriaxone 2g IV





POCT Throat and Rectal GC/CT negative 
HIV and syphilis negative
PCR swab from skin MPOX DETECTED   



Å A 37-year-old female, 
Filipino, presents with a rash 
in the genital area for the last 
4 weeks; pain and swelling 
caused difficulties walking.

Å No response to amoxicillin 

ÅMedical history: Multiple 
Sclerosis on prednisolone 
40mg daily for the last 18 
months, Methyl fumarate, 
and Azathioprine 

Å Sexual history: not sexually 
active for the last 12 months

At examination, an erythematous plaque with pustules on the external genitalia, swollen labia, and pain 
at vaginal examination



Differential diagnosis?

Å Impetigo, vulvovaginal candidiasis 

Å Inflammatory skin condition, i.e., contact dermatitis, psoriasis, suppurative hidradenitis 

ÅOthers?

ÅGu profile including blood work out

Å Culture and sensitivity for fungi and bacteria

Å Skin biopsy?

Which tests?



ÅGU screening negative 

ÅTrichophyton mentagrophytes cultivated

ÅStarted on Fluconazole 200 mg daily x 
15 days and consulted with neurologist 
to reduce Prednisolone from 40 mg to 
10 mg daily 

ÅFollow up after 2 weeks, reduced 
inflammation 

Tests results & treatment 



ÅSkin infections of the face, body, groin, and genitals caused by Trichophyton 
mentagrophytes genotype VII (TMVII), a dermatophyte fungus, are increasingly being 
reported across Europe.

ÅTMVII is largely sexually transmitted amongst GBMSM. Due to the highly 
inflammatory, pustular nature of infections, clinicians may not suspect a fungal 
infection; thus, accurate diagnosis and treatment may be delayed.

ÅThe evolution of antifungal resistance must be monitored, as this is a significant issue 
in the recently emerged dermatophyte relative T. indotineae(TMVIII)

Sexually Transmitted Fungal Infection (TMVII)



Genitourinary clinic 

1 PHC community clinics Mellihea  

2 PHC community clinics Marsaxlokk

3 PHC community clinics Gozo 

REACH-OUT mobile clinic  

The decentralisedSHS provision in Malta and STI POCT 



Project REACH OUT -Integrated community health care for hard - to - reach populations 

Å Aims to improve global health outcomes 

for migrants, SW, PHID, and 

disadvantaged local population groups in 

Italy, Malta, and Greece

Å Prevention, early detection, and access 

to care for STIs, hepatitis, and 

tuberculosis via mobile clinics and POCT



Reach out project: integrated STIs testing into community 
healthcare for hard-to-reach populations



HIV, Syphilis, Hepatitis B, C  point-of-care testing for community outreach activities. Tests were first validated at MDH Gu clinic 

and Pathology Department. External Quality Control has been performed monthly to assess tests performance with positive 

and negative tests control.  

STI Point of Care Testing 



Partnering with NGOs and other government institutions

Sexual Health Malta (MHA) 

Genito-urinary Clinic (MHA) 

Checkpoint NGO

Maltese Medical Student 
Association (MMSA)

Correctional facilities 

Migrant Detention and 
Reception Centers

FSWS- Foundation  for Social 
Welfare Services ςDar Rosea, 
SMOPU





Increased Awareness, Community 
engagement, and testing 

Culturally Sensitive and Accessible Health 
Services
Outreach and community clinics providing free 
tests at the point of care and linkage to care

Promoting Safer Practices, HIV prevention
Condom distribution, free PrEP & PEP for all

Reducing Stigma
Education /information sessions help diminish 
stigma, encouraging open dialogue and support 
among migrant populations and other vulnerable 
groups 


