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This document has four parts. The first part presents demographic and epidemiological data including
the estimated burden of viral hepatitis in migrants. The second part summarises the data gathered via a
survey among experts in public health and in health care services involved in viral hepatitis screening
or clinical management. The third part lists guidelines about viral hepatitis available. Finally, an
overview of the health system context and the history of migration is included.

Part 1 : Demographics and epidemiology





Population: 10 million (2009)
Foreign born population: 407,000 (4.1% of total population)
Hepatitis B prevalence: 1.08% (108,000 cases)
Hepatitis C prevalence: 0.6%)

Burden of chronic Hepatitis B (CHB) and C among migrants in Hungary
The baseline anti-HCV prevalence rate in Hungary is estimated
to be around 0.6%. A lower rate among PWID is thought to be
one of the reasons for this low prevalence rate. Most chronic
infections are a result of transfusions before 1992. Thirty to fifty

thousand (30-50,000) irregular migrants, mainly from China and
Vietnam, are estimated to reside in Hungary. Since both China
and Vietnam are high hepatitis B endemicity countries, they
also contribute to the CHB cases.

Estimated number of CHB cases among the five main CHB affected migrant populations in Hungary
Country of Birth of Main
Migrant Populations

FGM Population Size in 2009
(1000s)

Estimated CHB
prevalence

Estimated number of CHB
cases among migrants

Romania

198,229

6.6 - 7.8

13,003 - 15,428

Former Yugoslavia

33,694

1.3 – 6.6

445 – 2237

Former USSR

31,205

2.7 – 4.9

855 – 1532

China

5,632

11.7 - 12.8

658 - 721

Vietnam

2,146

11.5 - 13.5

246 - 290

Liver disease burden and hepatitis care performance
The estimated age-standardised mortality rates of cirrhosis
and liver cancer in Hungary are 103 and 6.4 for men and 32
and 2.1 for women (per 100,000).1
Hepatitis care performance in 30 European countries is com-

pared in the Euro Hepatitis Index and Hungary ranks 27th in
this comparison. Hungary scores relatively low in the sub-discipline prevention.2
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Part 2 : Survey among experts in health care and public health
In this online survey, we explored current practices and envisaged a ‘patient pathway’ from screening and diagnosis,
to counselling and referral, to clinical management and treatment. Data on were collected from 23 experts across
six specialities: public health; antenatal care; general practice; sexual health services; health care for asylum seekers;
and specialist secondary care.

Screening for Hepatitis B and C
We explored how common it is for population/risk groups to be screened for hepatitis B/C. Responses revealed inconsistencies in
screening practices as evident in the table below1.

Population Groups
Pregnant women

Screening for Hepatitis B (HBV)
Very frequently practiced

Screening for Hepatitis C (HCV)
Not practiced according to PHE*; varied
response from ANC

First generation/resident migrants

Varied response from PHE*; very
frequently practiced by GPs*; sporadic
practice among SHS

Varied response

Asylum seekers

Varied response from PHE*, rarely practiced by ASCP

PWID

Varied response from PHE*, very
frequently practiced by GPs*; sporadic
practice among SHS

Sporadic practice according to PHE*
and SHS, very frequently practiced by
GPs*

Sex workers

Very frequently practiced among PHE*,
commonly practiced among SHS, sporadic practice among GPs*

Sporadic practice among PHE* and
GPs*, very frequently practiced among
SHS

MSM

Sporadic practice among GPs* and SHS,
varied response from PHE*

Sporadic practice by all services

HIV positive patients

Very frequently practiced among SHS
and PHE*, sporadic practice among
GPs*

Very frequently practiced among SHS,
sporadic practice among GPs*, varied
response from PHE*

Patients with 2nd abnormal liver function test

Very frequently practiced among GPs*,
varied response from PHE*

Sporadic practice according to PHE*,
very frequently practiced among GPs*

Patients with suggestive clinical symptoms

Very frequently according to PHE* and
GPs*

Varied response from PHE*, very frequently practiced among GPs*

On patient’s request

Very frequently practiced among GPs*,
sporadic practice among SHS

Contacts of hepatitis B/C pos. patients

Very frequently practiced according to
PHE* and GPs*, commonly practiced
among Sp SHS and ASCP

GPs* unsure, sporadic practice among
SHS
Very frequently practiced by GPs*,
commonly practiced by SHS and Sp;
sporadic practice among ASCP, varied
response from PHE*

Contacts of hepatitis B pos. pregnant women Commonly practiced
Hepatitis C pos. patients for Hepatitis B
and vice versa

-

Very frequently practiced according to
Very frequently practiced by GPs*, comPHE* and GPs*, commonly practiced by monly practiced by Sp, varied response
SHS and Sp, varied response from ASCP from PHE*, SHS and ASCP

Legend
Labelled as:
Very frequently practiced
Commonly practiced
Not practiced
Rarely practiced
Sporadic practice
Mostly unsure
Varied response

Corresponds to…% in questionnaire survey
>= 85% - Yes/Very common/on a regular basis
60% - 84.9% - Yes/Very common/on a regular basis
>= 85% - No/rarely or never
60% - 84.9% - No/rarely or never
>= 60% sporadic/irregular practice
>= 60% Unsure
< 60% in all categories

Abbreviations
GPs - General Practitioners; SHS - Sexual Health Services; ASCP - Asylum Seeker Care Providers; Sp. - Specialist secondary care; PHE - Public Health Experts; -ANC - Antenatal Care Providers.
*Cautious interpretation due to few respondents among PHE (2) and GPs (1)
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Conclusions from the survey
Concluding from the survey, universal HBV (HBsAg)
ff
screening exists for pregnant women, however HCV
screening is not regularly offered.
Responses to HBV/HCV screening of migrants (including
ff
new and resident migrants) varied widely.
Most asylum seeker care respondents stated that both
ff
HBV and HCV screening is generally not carried out and
also that no regional differences exist in this practice
within the country. This signifies that although both
infections are prevalent in the countries of origin of many
asylum seekers, screening is commonly not practiced. In
addition access to health care is subject to legal restrictions in Hungary which implies that asylum seekers are
only entitled to emergency-care.
Responses to HBV and HCV screening of behavioural
ff
high risk groups (including PWID, Sex workers and MSM)
varied. Sexual health service providers only screen sex
workers commonly for HBV and HCV and MSM are not
routinely screened.
The ‘European AIDS Clinical Society’ (EACS) guidelines
ff
recommend screening HIV positive patients for HBV and
HCV which is only reflected in the responses of the sexual
health service providers. Surprisingly it doesn’t seem to
be common practice among GPs.
In Hungary patients with a second (repeated) abnorff
mal liver function test (LFT) or clinical symptoms would
prompt the GP to recommend HBV and HCV screening.
Public health experts varied in their opinion between
common and sporadic.
GPs would only screen patients for HBV if they request
ff
for a test on account of fear of having been exposed but
are unsure about HCV. Sexual health services would only
screen sporadically on a patients request.
Responses suggest that screening contacts of hepatitis
ff
B pos. patients seems to be common practice. While
screening contacts of hepatitis C pos. patients also seems
to be common practice among specialists, sexual health
service providers and GPs, isn’t commonly practiced
among public health experts and asylum seeker care
providers.
The survey responses brought to light the diversity in current
HBV and HCV screening practices both among members of the
same professional group as well as among different professional groups in Hungary. The decision to offer a hepatitis
B/C screening to migrants and other at risk groups lies within
the discretion of the health care professionals with whom
they have their initial contact. This is highly subjective and
dependent on the knowledge, personal judgement and past
experience of the health care provider as well as the health

systems context within which the service is to be provided.
This highlights the risk of many chronic hepatitis B and C cases
being lost on account of the current situation of inconsistent
screening and signifies the urgent need for establishing clear
guidelines and responsibilities and uniform policies.

Barriers to Hepatitis B/C
screening
The surveyed experts considered the following as major barriers to the uptake of screening among first generation migrants
in Hungary:
limited awareness about Hepatitis B and C in general and
ff
about its long term consequences,
the subjective feeling of being healthy,
ff
the unawareness of first generation migrants from enedff
mic countries about their significantly higher risk to be
infected,
the limited awareness that screening and subsequent
ff
treatment can prevent future complications
the lack of information about where to go for testing and
ff
language barriers
ff
In addition the lack of availabilty of translated materials about
Hepatitis B/C and interpreter services was stated as a major
barrier for why migrants are not being screened at the first
point of contact with primary health care services e.g. general
practitioners.

Training available to health care
professionals
Training about chronic hepatitis B or C is most available to secondary care specialists. Availability seems less routine among
GPs, antenatal care experts and health care professionals involved in health care for asylum seekers. All SHS/GUM respondents indicated that training was not available for professionals
in their field. Examples of specific training available included
e-learning materials and courses, refresher training/CME, scientific conferences organised 2-3 times a year, annual international conferences including EASL, AASLD and the Asian Hepatitis
Forum, and annual meeting of the professional consensus
protocol update.

Availability of patient information
materials and interpreters
Materials about hepatitis B and C in Hungarian were most
commonly available in specialist secondary care and antenatal care although there was no survey where all respondents
indicated it was very common. The mixed response among ex-
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perts in health care for asylum seekers suggests that these are
quite commonly available whereas these materials are rarely
or never available in SHS/GUM services. Materials in languages other than Hungarian were only commonly available in
secondary care, although only among a minority. Translated
materials about hepatitis B/C were rarely or never available in
antenatal care, GPs and SHS/GUM. Experts in health care for
asylum seekers were mostly uncertain.
Telephone interpreters are not commonly available in any
service but especially rare in GPs, SHS/GUM services and
antenatal care. Availability of telephone interpreters was also
rare in specialist secondary care, although a minority reported
availability as variable. Face to face interpreters were more
common than telephone-based, especially in antenatal care,
care for asylum seekers and specialist secondary care. However, these services were by no means widespread or standard
and many still reported rare availability, including all SHS/
GUM respondents and some antenatal care and secondary
care specialists. Face to face interpreters in health services for
asylum seekers were most common.

Hepatitis-related nationally
certified centres/centres of
excellence
Most secondary care specialists indicated that a list of these
centres exists in Hungary that it is updated annually by the
National Health Insurance Fund Administration (Országos
Egészségbiztosítási Pénztár), sent to all GPs and includes details of between 25-35 hepatitis centres of excellence.

Counselling quality and provision
The single GP survey respondent indicated that GPs often provide post-test counselling to patients testing positive for HBV/
HCV, of which the quality is good, and refer to Public Health
Services for counselling. The quality of pre-test counselling is
also good.
Antenatal care providers, specifically midwives and gynaecologists, and GPs provide pregnant women with pre-test
counselling. Some professionals provide excellent quality
pre-test counselling but the quality provided by others is only
basic or poor. For pregnant women testing positive, pre-birth
referral for counselling to gastroenterologists/hepatologists
seems to be current common practice. Gastroenterologists/
hepatologists are mostly responsible for counselling, yet some
respondents indicated that Public Health Services or gynaecologists/obstetricians have the main responsibility for post-test
counselling. Nevertheless, the quality of post-test counselling
provided by antenatal care providers is excellent or good.

Health care centres at receiving centres seem to play a central
role in the care for asylum seeker patients. Along with Public
Health Services, these services are identified as those who
provide asylum seekers with information and advice before a
test however the quality of this pre-test counselling is poor or
none-existent. Health services at receiving centres/national border controls are also identified as having the main responsibility
for providing post-test counselling, which is more comprehensive than pre-test counselling and rated excellent quality.
The quality of pre-test counselling provided by SHS/GUM clinics is mixed, varying from excellent to good or basic. SHS/GUM
clinics are less involved in post-test counselling for HBV and/or
HCV positive patients and the post-test counselling provided
generally of basic or poor quality. SHS/GUM clinics identify
gastroenterologists/hepatologists or infectious disease specialists as the professionals responsible.
Secondary care specialists, although identified as having the
main responsibility for post-test counselling by most services,
provide mixed quality counselling; some provide excellent
whereas some provide basic quality post-test counselling.

Referral practices
No clinical indicators are used to define a selection of patients
for referral to specialist care from neither GPs, antenatal care
nor SHS/GUM, that latter of which refer either directly or via
GPs. Most specialists however reported rarely receiving patients from SHS/GUM services which suggests most patients
probably are referred via the GP. GPs were the most common
service that specialists receive patients from, although for
some this was not routine. Patients were in general rarely or
never received by specialists from antenatal care providers.
There seem to be varied patterns of referral for asylum seeker
patients. One respondent suggested that the right to health
care for asylum seeker patients, including onward referral,
was related to the medical necessity/urgency. Most specialists report rarely or never receiving patients from health care
services at receiving centres, despite the apparent central role
of these services in care for asylum seeker patients.
It is not clear from the results whether patients who do not
qualify for treatment after the initial evaluation are referred
back to the GP; specialist survey results are diverse and
suggest this is not routine or rarely or never current practice
yet the single GP survey response was very common. Patients
undergoing antiviral treatment are rarely or never referred
back to GPs and GPs are generally rarely or never involved
in monitoring ALT, viral load or side effects in these patients.
Current practice relating to referral of patients who have had
a sustained virological response to treatment back to the GP
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is also difficult to ascertain as specialists are split between the
very common and rarely or never. Non responders to treatment
are usually rarely or not routinely referred back to their GPs.

for Tenofovir. Adefovir and Lamivudine were described as not
a first line drug choices.

Availability of HCV treatment

Use of diagnostic tests
HBe antigen, ALT, other biochemical markers, viral load and
ultrasound are the most commonly reported diagnostic tools
used in initial patient evaluations. Genotyping, liver biopsy
and elastography were not routinely used, the first two much
less than the latter.

Availability of HBV treatment
Complete restrictions were only reported in the use of Telbivudine. For the majority, there are no restrictions in the use
of interferon α, Entecavir/Tenofovir, Lamivudine or Adefovir.
Duration and contraindications such as ALT and genotype
were reported for interferon α. Restriction to selected hospitals was reported for interferon α, Entecavir/Tenofovir, Adefovir and Lamivudine. Resistance to other drugs was reported

Few reported restrictions in the use of interferon α and Ribavirin
for the treatment of chronic hepatitis C infection, and among
those who did duration and selection hospitals were mentioned.
Most respondents indicated that the use of the two new protease inhibitors are completely restricted/cannot be prescribed.

Treatment limitations among
patient/population groups
Antiviral treatment for chronic hepatitis B and/or C is completely
or significantly restricted for undocumented migrants, asylum
seekers, patients with no insurance, patients abusing alcohol and
patients who inject illicit drugs. No or few restrictions were reported for patients with state insurance only, although a minority
indicated significant restrictions are in place.

Part 3 : Guidelines
About viral hepatitis available in Hungary using systematic literature search methods alongside the survey among experts.
#

Produced by

Date

Title and URL

Identified
Via survey
(specify)

Szakmai protokollja a C hepatitis antivirális kezelésérő
(Eü. Közlöny LXI. évf. 7. szám) (Professional protocol for
addressing the viral hepatitis C (Medical Journal 2011.
Vol. LXI No. 7 pg. 1393)
http://www.kozlonyok.hu/kozlonyok/Kozlonyok/6/
PDF/2011/7.pdf

PHE, ASCP

Országos
Közegészségügyi
Intézet (jogutódja
OEK) (National
Institute of Public
Health)

Tájékoztató A HBsAg pozitív terhes nőknek (Memorandum for HBsAg positive pregnant women)

PHE

3

Orvosi Hetilap (OH) 2010
(Journal of the
Hungarian Medical
Association) 2010,
151; 24-28

Protokol a B‐és D hepatitis antivirális kezelésére (Protocol ASCP
B and hepatitis C antiviral treatment)
http://www.akademiai.com/content/n66183h7266q7845
/?p=fb7999b84fbc4a32bc7faebf18c4067b&pi=6

4

OH (Journal of the 2012
Hungarian Medical
Association) 2012,
153: 375-394

Ajánlás a B-, a C- és a D- vírus hepatitisek diagnosztikájára PHE, Sp.
és kezelésére (Recommendations for the diagnosis and
treatment of viral hepatitis B, C &D)
http://www.akademiai.com/content/6263070941l24553/
?p=120c87be9dea4e8b83c94c95e128144c&pi=1

1

A Nemzeti
Erőforrás
Minisztérium
(The Ministry
of National
Resources)

2

2011

Via lit.
search
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5

The national speUpdated
cialist conference
annually
organised by
- Magyar Gasztroenterológiai
Társaság (MGT)
(Hungarian Society
for Gastroenterology)
- Magyar Infektológiai és Klinikai
Mikrobiológiai Társaság (Hungarian
Society of Clinical
Microbiology and
Infectious Diseases)

6

Hepatológiai
szekció, Országos
Egészségbiztosítási
Pénztár (OEP) (Hepatology Section,
National Health
Insurance Fund)

7

2010

Lege Artis
2006
Medicinae Journal.
2006, 16(11)

Ajánlása, évente frissítve a szakorvosokkal együtt
rendezett országos konszenzus konferencián alapulva
(Annual update of recommendations from the national
consensus conference organized by specialists)

Sp., ASCP,
ANC

Krónikus B‐virus hepatitis kezelése (Treatment of chronic
hepatitis B virus)
http://www.oep.hu/pls/portal/docs/
PAGE/SZAKMA/OEPHUSZAK_EUSZOLG/
FINANSZ%C3%8DROZ%C3%81SI%20PROTOKOLL/
ARCH%C3%8DVUM/FINANSZ%C3%8DROZ%C3%81SI%20
PROTOKOLLOK%20-%20ARCH%C3%8DVUM%20
2010.%20J%C3%9ANIUS/9.PDF

Sp.

Hepatitis C – Tények és dilemmák
(Hepatitis C - Facts and dilemmas)
http://www.elitmed.hu/kiadvanyaink/lam_lege_artis_
medicin/hepatitis_c_tenyek_es_dilemmak-528/

ASCP

X

Part 4 : Health system context and the history of migration in Italy
This section is based a literature search of sources and scientific evidence.

Overview

The Hungarian constitution recognizes the right to health of
everyone living on their territory. Entitlement to health care is
based mainly on (compulsory) participation in the social insurance scheme, introduced in 1990, and for a few services it is
based on citizenship. Responsibility for arranging the provision
of primary health care services lies with local governments.
Responsibility for providing specialist health care lies with
county governments. New performance-based provider payment methods were introduced later (capitation in primary
care, fee-for-service for out patient specialist ser vices, and
diagnosis-related groups (DRGs) in the acute inpatient care
sector) together with cost-containment mechanisms to ensure
that the preset budgets were not exceeded.

History of migration

The recent history of migration to Hungary shares similarities with western Europe during its guest-worker phase of
the 1960s and early 1970s. The number of foreign workers
migrating from further east has been are growing since the
early 1990s. These people are working (often illegally) in the
agriculture and construction industries and in the low-skilled
and low-paid service sector. Often, they are replacing the Hungarian nationals who have moved to work in western Europe.

Migrant health policy
Most research articles published about health care policies
for migrant populations in Hungary are focused on the Roma
population, reflecting the concentration of this population in
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the central and eastern European FSU region. Many relevant
articles are written in Hungarian although a search of medical
and academic literature has revealed some English language
publications.
In the framework of Hungary’s National Public Health Programme, funding has been dedicated to research into the
health and social problems of the Roma population as well as
to various training activities to improve the attitude of health
and social care workers toward this minority. Information on
country of birth, citizenship, religion, nationality or ethnicity
and language are collected in official statistics in Hungary
(adapted from Simon, 2007 in the EURO Observatory Report).

Access to health care
With the exception of stateless persons, undocumented
migrants are not entitled to benefits of the Hungarian health
insurance scheme and do not have access to any publicly
subsidized health care in Hungary aside from emergency care,
which is always free of charge. As for access to other medical
services, as with any other person without a national health
insurance identification card, undocumented migrants must
pay the conventional fees established for each category of services. In the absence of a clear-cut definition of “emergency
care”, it falls to health providers to interpret what constitutes
an “emergency”. There are many differences of interpretation
among hospitals although research suggests that hospital
staff have the tendency to interpret this concept quite widely,
especially if the patient is an ethnic Hungarian or speaks the
language. In general however, undocumented migrants are
considered by previous studies to have minimal entitlement
rights. In a study into the quality of access of migrants to
long-term residence in EU countries, Niessen et al. rated Hungary, on a scale of 1-100, at 50 or ‘halfway to best practice’.
Nørredam et al found that legal restrictions in place in access
to health care for asylum seekers mean that these groups are
also only entitled to emergency care.
In addition to their high burden of ill health, Kóza et al. found
that Roma people face barriers in accessing health services,
particularly preventive interventions and specialist care, which
consistent with extensive evidence of such barriers to care
reported in qualitative studies. This partly reflects poorer
access because Roma settlements are often underserved by
essential services and, where they exist, are often difficult to
staff. However, a further important factor is the high frequency with which Roma respondents described experiencing
direct discrimination when seeking care, again consistent with
existing qualitative studies.

Health care use
As alluded to above, there is a lack of medical personnel in
Hungary, especially in small villages and rural areas where
people are obliged to travel to see a doctor. Research suggests
that very few undocumented migrants seek health care in
Hungarian public hospitals and, most probably, use their own
informal networks and may even use health insurance cards
from family members or friends, making it very difficult for
hospitals to know their real administrative status.
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