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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: 60.2 million (2009)
Migrant population (foreign born): 4.8 million (7.9% of the population)
Chronic hepatitis B prevalence: 2.39% (1,438,605 cases)
Chronic hepatitis C prevalence: 2.4 – 22.4%
(very steep north-to-south gradient)

Burden of chronic Hepatitis B (CHB) and C among migrants in Italy
Italy has an estimated CHB baseline prevalence of 2.39%, the
highest among the six HEPscreen countries, however a large
number of studies used to estimate this prevalence were
conducted before 1990. Irregular migrants in Italy, after
several regularization schemes, were estimated at ~349,000
in 2007.

The baseline anti-HCV prevalence in Italy has a very wide
range, depending on geographical location and age. Prevalence ranges from 2.4-22.4% have been reported in different
studies. It is estimated that ~60% HCV positive cases are
over 65 years of age. There is also a substantial increase in
HCV prevalence, geographically, from north to south.

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

FGM Population Size in 2009
(1000s)

Estimated CHB
prevalence

Estimated number of CHB
cases among migrants

Romania

847,500

7.19

55,596 – 66,190

Albania

482,400

12.39

47,034 – 72,505

Morocco

355,900

3.7

5,374 – 20,963

China

92,500

12.25

10,823 – 11,840

Moldova

108,400

9.61

7,501 – 13,322

Liver disease burden and hepatitis care performance
The estimated age-standardised mortality rates of cirrhosis
and liver cancer in Italy are 12.9 and 10.4 for men and 4.6
and 3.5 for women (per 100,000).1
Hepatitis care performance in 30 European countries is com-

pared in the Euro Hepatitis Index and Italy ranks 6th in this
comparison. Italy performs well on liver transplantations and
scores relatively high in the sub-discipline ‘outcomes’.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 were collected from 60 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)
Commonly practiced according to PHE and
ANC
First generation/resident migrants
Varied response from PHE and GPs, very frequently practiced among SHS*
Asylum seekers
Varied response from PHE, commonly practiced among ASCP
PWID
Commonly practiced by GPs, varied response from PHE; and very frequently practiced by SHS*
Sex workers
Varied response from PHE and GPs, very frequently practiced among SHS*
MSM
Varied response from PHE and GPs, very frequently practiced among SHS*
HIV positive patients
Commonly practiced according to PHE
Commonly practiced among GPs, varied
and GPs, very frequently practiced by
response from PHE, very frequently
SHS*
practiced by SHS*
Patients with 2nd abnormal LFT
Commonly practiced
Commonly practiced among GPs, varied
response from PHE
Patients with suggestive clinical sympVery frequently practiced by GPs, com- Very frequently practiced by GPs, varied
toms
monly practiced according to PHE
response from PHE
On patient’s request
Commonly practiced by GPs, sporadic practice among SHS*
Contacts of hepatitis B/C pos. patients
Very frequently practiced by GPs, SHS* Commonly practiced by GPs and Sp;
and Sp; commonly practiced according sporadic practice among ASCP; varied
response from PHE; and very frequently
to PHE; and sporadic practice among
ASCP
practiced by SHS*
Contacts of hepatitis B pos. pregnant women Commonly practiced
Hepatitis C pos. patients for HBV, and
Commonly practiced according to PHE, Very frequently practiced by Sp and
vice-versa
GPs, ASCP and Sp, very frequently prac- SHS*; commonly practiced by GPs and
ticed by SHS*
ASCP; and varied response from PHE

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 GPs (n=2), SHS (n=2) and ASCP (n=1)
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Conclusions from the survey
Concluding from the survey, universal HBV (HBsAg)
ff
screening exists for pregnant women. In Italy screening
pregnant women for HCV also seems to be common
practice.
Responses to HBV and HCV screening of new and resiff
dent migrants varied widely suggesting that no standard
practice exists.
Screening for HBV and HCV seems to be more commonly
ff
practiced by asylum seeker care providers than thought
by public health experts who gave a highly varied response.
Screening practices for behavioural high risk groups
ff
including PWID, sex workers and MSM, for both HBV
and HCV vary widely according to public health experts.
According to GPs only the screening of PWID for HBV and
HCV seems to be common practice.
Different EU guidelines for the management of HIV/
ff
Aids patients state that HIV positive patients should be
screened for both HBV and HCV. The responses of GPs
suggest that this is commonly done for HBV in Italy. Public health experts too affirm this being common practice
for HBV but give a varied response for HCV.
General practitioners state that patients with a second
ff
(repeated) abnormal liver function test (LFT) or clinical
symptoms would prompt them to recommend HBV and
HCV screening. Public health experts say the same for HBV
screening but give varied responses for HCV screening.
Responses suggest that screening contacts of hepatitis
ff
B and C positive patients seems to be common practice
among GPs and specialists. In addition according to public health experts screening contacts of hepatitis B pos.
patients is common practice but the responses for HCV
screening practice varies.
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 Italy. 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 judgment 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 Italy:
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 enedmic
ff
countries about their significantly higher risk to be infected,
the limited awareness that screening and subsequent
ff
treatment can prevent future complications and
the lack of information about where to go for testing
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 available to GPs and
specialist secondary care providers although a significant
minority of the latter indicated it was not. Training is reported
to be much less available for antenatal care providers, SHS/
GUM specialists and professionals involved in health care for
asylum seekers. Examples of specific training included courses
(including a CME course about STIs) organised by ASLs (Azienda
Sanitaria Locale or Local Health Authorities), refresher training
especially the course ‘infectious diseases in pregnancy’, scientific conferences organised by scientific societies including one
organised by the Italian Society of General Medicine (SIMG) and
compulsory courses in training to become a GP.

Availability of patient information
materials and interpreters
Materials about hepatitis B and C in Italian are mostly variably or
rarely or never available, but especially so in GPs, health services
for asylum seekers and antenatal care. Just under half of specialist
secondary care providers reported patient materials about hepatitis B/C to be very commonly available, with two respondents indicating rarely or never. Materials in languages other than Italian
were much less commonly available in all services but especially
rare in GPs. The majority in all surveys reported that translated
materials about hepatitis B/C were rarely or never available for
patients in their services.
Telephone interpreters are not commonly available any health
service but especially not in GPs, SHS/GUM or secondary care.
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A very small minority of antenatal care providers and experts in
health care for asylum seekers reported them to be variable but
overall this is an exception. Availability of face to face interpreters
was slightly more common overall, although it was by no means
very common is any service for these to be available to patients
as the majority in all surveys indicated these were rarely or never
available. These were especially rare in GPs.

Hepatitis-related nationally
certified centres/centres of
excellence
Just three of nine secondary care specialists indicated that a list
of these centres exists, each of which provided different details
of such a list. One highlighted one highlighted that a list was available from the AISF (Italian Association for the Study of the Liver),
another detailed all clinical infectious diseases hospitals, and the
third that the Italian Society of Infectious and Tropical Diseases
(SIMIT) has recently established list of the qualifying centres.

Counselling quality and provision
Pre-test counselling by GPs is generally good, with some exceptions of excellent or basic quality. GPs often also provide post-test
counselling to positive hepatitis B or C patients, the quality of
which is of comparable quality to the pre-test provision. GPs also
refer patients to infectious diseases specialists or gastroenterologists/hepatologists for counselling too. The quality of pre-test
counselling in specialist secondary care is mixed, with a notable
trend towards good or basic quality ratings.
Antenatal care providers, specifically midwives and gynaecologists/obstetricians, most commonly provide women with information and advice before a test for HBV and the quality of this
pre-test counselling is good on average but as with the GP results,
some excellent and some basic exceptions in provision are also
reported. Antenatal care providers also are involved in post-test
counselling for HBV positive women, who are referred pre-birth
for post-test counselling mostly to gastroenterologists/hepatologists or infectious diseases specialists. Results suggest that
overall responsibility for counselling is probably shared between
antenatal care and secondary care, with little involvement of GPs
or Public Health Services.
According to the only SHS/GUM survey respondent, the quality
of pre- and post-test counselling provided in these services is
excellent. SHS/GUM clinics refer HBV/HCV positive patients for
post-test counselling to gastroenterologists/hepatologists.
Health care for asylum seeker patients seems to be complex.
A range of health services including voluntary sector agencies,
health care services at receiving centres, infectious disease
specialists and Public Health Services are involved in pre-test

counselling, and therefore probably screening. However, this pretest counselling is either of very poor or unknown quality. GPs,
Public Health Services and gastroenterologists/hepatologists are
all identified as those that provide diagnoses to HBV/HCV positive
asylum seeker patients. The main responsibility for post-test
counselling is suggested by one to be the GP but unknown by two
respondents. The quality of this post-test counselling is difficult
to determine; for one, it is good quality, for another it is very poor
and for one it is unknown.

Referral practices
Mostly GP/Primary Care services refer all hepatitis B or C positive
patients to secondary care but a minority use clinical indicators,
mainly viral load but also HBe antigen status, ALT, life expectancy, age and co-morbidities, to define a selection of patients for
referral to secondary care. Some do very commonly but most
specialists do not routinely receive patients from GPs.
Current practices relating to referral of HBV positive pregnant
women are difficult to describe; most antenatal care providers refer all women but a large proportion refer using clinical
indicators, mainly ALT and HBe antigen but also viral load. Most
specialists rarely or never receive patients from antenatal care
providers although for some it is very common and for others it is
not routine practice.
The single SHS survey respondent indicated that these services
directly refer all patients to secondary care.
Referral practices asylum seeker patients seem to be complex.
Many services, including maternity units, public health services,
SHS clinics, GPs and health care services at receiving centres, are
identified as those able to refer these patients to secondary care.
Clinical indicators, mainly ALT and viral load but also stage of liver
disease, are occasionally used or used by some services to define
a subgroup of patients for referral although some indicated all
patients are referred without the use of these clinical indictors.
Most specialists rarely or never receive patients specifically from
health services for asylum seeker services although it was very
common or more variable for a notable minority, suggesting
perhaps that dedicated health services for this group are not
available and that health care is integrated within mainstream
health services.
Most GPs indicated it was very common for patients who do not
qualify for treatment after the initial evaluation to be referred
back to the GP whereas most specialists indicated this was not
routine practice. Similarly, the views of specialists and of GPs differ about the referral back to GPs of those undergoing treatment
and the role of GPs in monitoring ALT, viral load and side effects;
GPs indicated their involvement, especially in monitoring
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ALT and side effects in these patients, as being very common
whereas specialists indicated it was not routine or rare practice. Opinion is also divided and a trend difficult to describe
regarding patients who have achieved a sustained virological
response due to treatment, both between the two groups and
especially among specialists. GPs again indicate it to be much
more common practice that specialists for referral back to GPs
of patients who are non-responders to treatment.

Use of diagnostic tests
ALT, viral load and ultrasound are used in the initial evaluation
of patients. Also commonly used are HBe antigen and other
biochemical markers but slightly less so that the first three.
Genotyping and elastography are quite common but not routine. Liver biopsy was not routine.

Availability of HBV treatment
Restriction to certain hospitals was commonly reported for
all of the antiviral treatment options for chronic hepatitis B.
Duration was a restriction in the use of interferon α. Entecavir
was reported to have limited efficacy in patients resistant to
Lamivudine. Renal failure/kidney disease was mentioned as
a contraindication/side effect of Tenofovir. Lamivudine was
described as a suitable treatment limited for, or as a pre-emptive prophylaxis, in selected immuno-compromised patients.

Telbivudine is described as well tolerated by pregnant women
and a treatment option limited for use in those with a low viral
load due to the associated high risk of resistance. Adefovir had
limited efficacy compared to other treatment options.

Availability of HCV treatment
There were minor restrictions in the use of the recommended
treatment for chronic hepatitis C. Duration and restriction to
certain hospitals was reported for all treatment options for
chronic hepatitis C. Restrictions for interferon include co-morbidities, especially psychiatric disorder. Cardiac disease, anaemia and
renal impairment were mentioned as contra-indications for use/
stoppage of Ribavirin. Side effects such as anaemia and allergic
reactions were highlighted for Boceprevir and Telaprevir.

Treatment limitations among
patient/population groups
There were no or few restrictions for treatment of the patient/
population groups including undocumented migrants, asylum
seekers, those without insurance, those with state insurance
only, patients injecting illicit drugs and patients abusing alcohol.
Complete restriction was only reported by a small minority of
respondents, mostly among those without insurance, patients
infecting illicit drugs and patients abusing alcohol.

Part 3 : Guidelines
We identified guidelines available in Italy about viral hepatitis via systematic literature search methods and the survey
among experts.
#

Produced by

Date

Title and URL

Identified
Via survey
(specify)

1

Ministero della
Salute, ISS,
CeVEAS

2011

National GL for the management of the physiological
pregnancy
(Linea guida sulla gravidanza fisiologica)

ANC

2

Ministry of Health

2012-14

National Prevention Plan (Piano Nazionale della
Prevenzione)

ANC

3

Ministry of Health

1991, 2000

Ministerial Decrees 0/10/1991 and 20/11/2000 (HBV
vaccination for at-risk categories) (Decreto ministeriale
3 ottobre 1991 and Decreto ministeriale20 novembre
2000)

ANC

Via lit.
search
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4

AISF (Italian
2011
Association for
the Study of
the Liver) SIMIT
(Italian Society
of Infectious and
Tropical Diseases)
FederSerD (Italian
Federation
Department’s
Operators and
Addiction Services
Italian Prison
Medicine and
Healthcare Society
(S.I.M.S.Pe.)

Recommendations for the prevention, diagnosis,
and treatment of chronic hepatitis B and C in special
population groups (migrants, intravenous drug users and
prison inmates)
http://www.ncbi.nlm.nih.gov/pubmed/21256097

ANC,
Specialist

5

AISF, SIMIT,
SIMAST
(Italian Society
for the Study
of Sexually
Transmitted
Diseases)

2010

Practice guidelines for the treatment of hepatitis C:
recommendations from an AISF/SIMIT/SIMAST Expert
Opinion Meeting
http://www.ncbi.nlm.nih.gov/pubmed/19748329

GP, SHS,
Specialist

6

2006
SNLG- Istituto
Superiore di
Sanità (National
guidelines system
- National Institute
of Health)

Lo screening per infezione da virus dell’epatite C negli
adulti in Italia (Screening for hepatitis C infections in
adults)
http://www.snlg-iss.it/cms/files/CC_epatite_C.pdf

ANC, GP

7

Emilia‐ Romagna
Region

Treatment of adults with chronic hepatitis B (Trattamento ANC
della epatite cronica B nell’adulto)
http://www.saluter.it/documentazione/ptr/
elaborati/103-linee-guida-epatite-cronica-b

8

2010
Società
Interdisciplinare
per lo Studio
delle Malattie
Sessualmente
Trasmissibili
Società Italiana di
Gastroenterologia,
Associazione
Pazienti Epac
Onlus,
Associazione
Italiana per lo
Studio del Fegato
Società Italiana di
Medicina Generale

2010

X

Epatiti: un’emergenza sommersa
http://www.sosfegato.it/camo/onlus/es/Documento_
indirizzo.pdf

X
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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
Italy’s health care system is a regionally based national health
service (Servizio Sanitario Nazionale (SSN)) that provides
universal coverage free of charge at the point of service. The
national level is responsible for ensuring the general objectives and fundamental principles of the national health care
system. Regional governments, through the regional health
departments, are responsible for ensuring the delivery of
a benefits package through a network of population-based
health management organizations (azienda sanitaria locale,
‘local health enterprises’ (ASLs)) and public and private accredited hospitals.
The catalogue of SSN benefits, (the livelli essenziali di assistenza (LEAs)), is defined in terms of a positive and negative list.
The positive list contains the services that the SSN is required
to provide uniformly in all regions. Regions are free to provide
non-LEA services to their residents but must finance these
with own source revenues, and some actually do so. The
negative list excludes categories of defined services based on
various criteria, including proven clinical ineffectiveness. The
SSN also has a positive and a negative drug list in the National
Pharmaceutical Formulary, outlining which medicines will be
reimbursed by the SSN and which need to be paid for in full by
patients, respectively.

History of migration
Historically a country of emigration, Italy has only relatively
recently experienced large-scale immigration. Migration to Italy began in the early 1970s but rapidly so from the mid-1980s
following the fall of the Soviet Union and the break up of Yugoslavia. Since the turn of the 21st century, waves of migration
flowed from Albania and China. The number of migrants from
China, almost exclusively from the south eastern province of
Zhejiang, have grown rapidly over the last 20 years. Italy also
grants asylum to a comparatively large proportion of those
seeking asylum. For example, in 2010, Italy also granted refuge
to 38% of asylum seeker applications.

Migrant health policy
The constitution of Italy recognizes the right to health of
everyone living on their territories and Italy is one of just
eleven European countries (one of which is outside the EU) to
have so far adopted specific policies on migrant health. The
policy objectives are mostly focused on equity in access to

health care, rather than specifically related to the health of
migrants. The more immigrant-specific aspects include sexual
and reproductive health and communicable diseases.
In a 2007 survey by Niessen et al. into the quality of access
to long-term residence among migrants across the EU, Italy
scored 67 on a quality scale (from 1-100). This study investigated how well member states incorporate migrants and
based on 140 indicators, including the rights of migrants in the
workplace, opportunities for permanent settlement, family
reunification policy and the enactment and enforcement of
domestic laws to combat racism and prejudice, they found
Italy to perform best among the five countries with the largest
migrant populations - France, Germany, Italy, Spain and the
United Kingdom.
Country of birth and citizenship are the only two migration-related data categories collected in national statistics.

Access to health care
Foreigners have the obligation to register with the SSN, after
which they are granted equal treatment and have the same
rights and duties as any Italian citizen. Health assistance is also
granted to dependent minors living in Italy, regardless of legal
status. Children of foreigners registered with the SSN are entitled from birth to the same treatment conferred on any minor
of Italian nationality. Immigrants usually access the health
care system through specific immigrant health offices created
inside ASLs and through some voluntary centres delivering
health services specifically for immigrants.
Italy is one of few EU countries to offer undocumented migrants access to health services beyond emergency care, such
as primary care, preventive care and treatment for communicable diseases, although the range of entitlement is different
to that of Italian nationals. Undocumented migrants are entitled to urgent outpatient and hospital treatment or any other
basic urgent treatments, even including long hospitalizations
and preventive medicine. Preventive, necessary and urgent
treatments are expressly defined by law. Undocumented pregnant women are granted full access to the health system until
six months after childbirth.
Adaptation to other languages, the social and cultural characteristics of the immigrant population, and detecting access
barriers to prevention and treatment services are all fairly
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undeveloped policy objectives, although cultural mediators
are available in some health services.

Health care use
Registry data on health care utilization allows for some
identification of migrants at national or regional levels in Italy
and period surveys at the national and regional level have
been carried out. However, the European Committee on
Social Rights has described an overall racist and xenophobic
discourse in Italy that had resulted in unlawful campaigns
leading to social isolation including access to health care, disproportionately targeting Roma and Sinti migrants (European
Committee of Social Rights 2010).
migrant populations is higher than the Spanish average, especially among non-EU migrants, which in part explains higher
usage of related services.
One study has shown that immigrants without residence
permits use health services significantly less than documented
migrants whereas another did not find significant differences
in the utilization of health services between legal and illegal
Equatorial migrants.
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