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Abstract: Migration is affected by many factors combined of economic, political and social factors: either in the country of destination 

(Attractive factors or in a migrant’s country of origin (Repellent factors)). Verifiably, the relative financial flourishing and political 

steadiness of the EU are thought to have applied an extensive draw impact on migrants , but this huge mass of migration imported the 

new challenge to the health care system to the Europe represented by hepatitis viral infection. 
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1. Immigration to Europe in statistics  
 

Generally, the relative monetary thriving and political 

soundness of the EU are thought to have applied an 

extensive force impact on settlers , yet this colossal mass of 

relocation imported the new impact  to the medicinal 

services framework to the European countries by hepatitis 

viral contamination[1].Most migrants overall start from 

center salary nations (157 million in 2015). In the vicinity of 

2000 and 2015, the quantity of vagrants starting from center 

pay nations expanded more quickly than those from nations 

in some other salary amass. The middle period of global 

vagrants worldwide was 39 years in 2015, a slight increment 

from 38 years in 2000 In 2015, 76 million universal 

transients were dwelling in Europe, contrasted with 75 

million in Asia. 

 

Today, Eastern European nations like Kosovo Albania still 

add to the general stream of haven searchers into the EU, 

Norway and Switzerland, however about portion of outcasts 

in 2015 follow their causes to only three nations:  

Afghanistan, republic of Iraq and Syria. Since 2012, 

Germany has been the essential goal nation for refuge 

searchers in Europe, getting 442,000 shelter applications in 

2015 alone. The Germany, Hungary (174,000 applications) 

and Sweden (156,000) got the most surprising number of 

refuge applications in 2015. In the mean time, France 

(71,000) and the UK (39,000) got generally an 

indistinguishable number of utilizations in 2015 from in 

years only preceding the outcast surge in 2015[2].The 2015 

surge denoted the biggest yearly stream of shelter searchers 

to Europe since 1985. By correlation, the second biggest 

came in 1992, after the fall of the Berlin Wall, when 697 

thousands  linked for refuge to the countries that make up 

current EU nations, Switzerland and Norway [2]. 

 

2. Epidemiology of viral hepatitis in Europe  
 

In the European Center for disease control and prevention 

(ECDC) systemayic evaluation  examine  the prevalence of 

each hepatitis C and B infections at about 1% in my view in 

the countries of the European Union and European 

Economic Area. The prevalence of HCV is decided to be 

around 1.1% and of HBV round 0.9 % in the EU/EEA,  

overall  of 5.6 million  HCV instances and 4.7 million HBV 

instances. Completely, international locations inside the 

eastern and southern part of the EU/EEA were discovered to 

have a higher HCV and HBV predominance than nations in 

the northern and western Europe. The HBV occurrence 

variety  from one percent  in Ireland to 4.4% in Romania, 

whilst the record observed that the prevalence of hostile to 

HCV ranges from 0.1% in Belgium, Ireland and the 

Netherlands, to 5.9% in Italy[3]. 

 

The incidence of hepatitis B surface antigen (HBsAg) within 

the fashionable populace varies extensively between 

European countries with intermediate to excessive HBsAg 

carrier rates  in Turkey (8%) and Romania (6%), 

accompanied by means of Bulgaria (4%), Latvia (2%), and 

Greece (2%).  In the Slovak Republic, Lithuania, Italy, 

Germany Poland, Czech Republic, and Belgium,  the 

HBsAg prevalence became 0.5%-1.5% and within the 

Netherlands, Estonia, Norway, Slovenia, and Hungary   

under 0.5 % (figure 1).The estimates are from exceptional 

years and populations, which makes assessment hard. 

Estonia is, however, taken into consideration to be a 

fantastically endemic country due to the excessive 

occurrence of cases (33/a hundred,000)[4]. 

 

In a late study the geographical vicinity of Europe as 

described by means of the WHO (i.E. Inclusive of the 

previous USSR republics) has estimated that the prevalence 

of HCV varies between 2.4% for Western and Central 

Europe and 2.9% for Eastern Europe. The worldwide 

population of this area is approximately 740,000,000 people, 

main to an estimation of the HCV infection  pool of greater 

than 19,000,000 men and women[5] figure 2. 
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Figure 1: Rate of reported acute hepatitis B cases per 100 000 population EU/EEA 2014 

 

 
Figure 2: Epidemiology of HCV in Europe (ECDC 2010) 

 

In 2015, 12 527 showed hepatitis A cases had been said to 

the European Surveillance System (TESSy) by way of 30 

EU/EEA international locations, Hepatitis A seroprevalence 

affords a excessive degree of temporal and spatial variability 

across the EU/EEA. There is an general reducing trend 

through the years in maximum countries and an important 

geographical increasing pattern of seroprevalence from 

northern to central, southern and eastern EU/EEA. 

Conversely, the susceptibility to infection among adults 

ranged among low (3 countries) to very high (five countries) 

with a marked south to north geographical susceptibility 

increase pattern[6]. 

 

In Europe, acute HEV infection is identified in5 –15% of 

patients  with acute hepatitis for whom hepatitis A–C have 

been ruled out [7][8].Most patients with acute hepatitis E 

virus are migrants  in endemic regions, or those who have 

gone through transfusions; additionally they commonly 

consume pig meat or drink contaminated water. Over the 

past due ten years, the seroprevalence of anti-HEV IgG has 

been growing in European international locations and 

suggests full-size variability amongst distinct geographical 

areas. The primary research were achieved on the overall 

populace and on blood donors, and the high occurrence of 

HEV-RNA positive  infection and anti-HEV antibody 

prevalence in blood donors amongst 1% and fifty two% 

suggests that HEV is responsible for numerous instances of 

subclinical HEV contamination in Europe[9][10].In 

European international locations, as in other developed  

regions, values of seroprevalence towards HEV are difficult 

to interpret, possibly due to the lack of genotype-unique 

assays and the huge diversity of methods hired to discover 

antibodies in opposition to the virus, which range in 

sensitivity and specificity[11][12].HEV seroprevalence 
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varies among European countries. Some values notified for 

general population are 13% in UK[13], 2.7% in Italy[14], 

1.9% in Netherlands[15], 9.3% in Sweden[16], 16.8% in 

Germany[17], 1.5% in San Marino[18], and 7.3% in 

Spain[19]. Variations also are observed inside countries. 

Worldwide, it's far envisioned that 15–20 million people are 

HDV inflamed, with broadly varying occurrence, relying on 

the location [20].It was long ago established that HDV is 

found throughout the world, with higher prevalence in 

countries with populations of low socioeconomic status in 

Africa and South America, as well as in Turkey, Mongolia, 

southern Italy, and the Soviet Union[21]. HDV antibodies 

were discovered  in up to 30 % of chronic hepatitis B (CHB) 

patients in some of these nations[20].In Europe, in which 

HDV had been notion to be lowering, studies in 2013 

confirmed a trend closer to increasing incidence. The 

majority of HDV-infected patients have been both IV drug 

users and immigrants. In comparison, different European 

nations have been found to have extensively higher 

prevalence in some populations, with coinfection suggested 

in 20.Four % of CHB sufferers in Bucharest, Romania, and 

20.9 % of 1,220 CHB immigrants from Equatorial Guinea 

living in Spain[22][23]. 

 

3. Healthy background of immigrants and 

refugees coming to Europe 
 

Some 6.8% of the population living in the EU in 2015 had 

been born outside of the EU, around 34.3 million people, 

even as the percentage in Russia (8.1%) changed into above 

the proportion inside the EU, in the United States (14.5%) it 

turned into more than twice as excessive as the share inside 

the EU[24].  

 

The conflict in Syria is still via some distance the most 

important driver of migration. But the continuing violence in 

Afghanistan and Iraq, abuses in Eritrea, as well as poverty in 

Kosovo, are also main humans to search for new lives some 

place else, and in line with the Eurostat records Afghanistan, 

Syria and Iraq have been the primary institution of 

immigrant with greater than 500 000 immigrants looking for 

new host inside the Europe, observed through Kosovo, 

Albania, Pakistan, Eritrea, Nigeria, Iran, and 

Ukraine[24](fig.3). According to this assessment we listed 

the epidemiology of hepatitis in these countries.  

 

 
Figure 3: Map of migration to the Europe 

 

Limited occurrence statistics for, hepatitis B surface antigen 

(HBsAg), and hepatitis C virus (HCV) exist for Afghanistan. 

A cross-sectional research of  samples of adults injection 

drug customers (IDUs) in Kabul, Afghanistan, from June 

2005 via June 2006, had been found that the prevalences of 

HCV, and HBsAg have been  36.6%  and 6.5% , 

respectively[25].According to WHO 1804 hepatitis cases 

have been diagnosed and pronounced in 2015 – 1343 

hepatitis B and 461 hepatitis C cases. However, the load of 

the disease is in all likelihood to be considerably higher. 

Another observe in Syria turned into found that the Low to 

low–intermediate levels of endemicity of hepatitis B and C 

infections were mentioned at the countrywide degree. 

However, hanging geographic differences and high 

prevalence amongst excessive-risk companies have been 

major[26]. 

 

A study was enrolled in Iraq of 69 915 blood donors, a 

complete of 1625 (2.3%) donors have shown serological 

proof for hepatitis B virus infection; of those donors, 125 

(0.2%) confirmed a superb test result for both anti-HBc and 

HBsAg at the same time as 1475 (2.1%) had wonderful anti-

HBc effects because the only tremendous take a look at for 

HBV infection. The occurrence of anti-HCV changed into 

0.1%[27]. 

 

Another research in Iraq become determined, a total of 

7,576,372 consultations to primary health care facilities have 

been recorded in Baghdad. Among the ones a total of 2,692 

instances (35.5 in step with 100,000 consultations) were 

categorised as acute viral hepatitis instances. A effective 

hepatitis viral marker (A, B, C and E) became found in 

1,332 cases (17.6 in step with one hundred,000 

consultations). More than two fifths (44.8%) of cases had 

been effective for anti-HAV antibodies and every other 

1.6% had advantageous anti-HEV antibodies[28]. 

 

The study in Kosovo determined that the outcomes of sero-

epidemiologic studies imply a high percent of HAV in the 

Kosovar populace, while the prevalence of HEV antibodies 

was low and similar to that of different European 

international locations. The HBV infection appears to be at 

Paper ID: ART20173473 DOI: 10.21275/ART20173473 1676 



International Journal of Science and Research (IJSR) 
ISSN (Online): 2319-7064 

Index Copernicus Value (2015): 78.96 | Impact Factor (2015): 6.391 

Volume 6 Issue 5, May 2017 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

an intermediate degree of endemicity and immunization 

coverage towards HBV contamination, through vaccination 

of all newborns and children earlier than childhood, may be 

advisable. Results of this study suggest that the level of 

endemicity of HCV infection inside the Kosovar population 

is low[29].The research done  in Albania  discovered that the 

results of sero-epidemiologic studies.  Despite the expected -

fold reduction of HBsAg occurrence in the widespread 

populace from about 18%-19% to 9.5%, Albania stays a 

extraordinarily endemic country (i.E.Over 8% of HBsAg 

occurrence rate). According to a study executed through 

Pakistan Medical Research Council in 2007-08, 7.6% 

Pakistani population suffered with hepatitis B and C, with 

round 4.8% with hepatitis C only. According to a few 

studies injecting drug customers have the best prevalence of 

hepatitis B and C in the country [30]. Pakistan is the country 

which has one of the maximum burdens of persistent 

hepatitis B and C and so excessive mortality because of liver 

failure and hepatocellular carcinoma. However, information 

approximately latest countrywide stage occurrence and 

chance elements is not available and one-of-a-kind research 

(clinic based totally and local) present exceptional 

prevalence rate inside the country [31]. 

 
According to a research  achieved in Eretria for the duration 

of the 1998 discovered  that the  presence of HBsAg, 

indicating a high occurrence of hepatitis B provider repute, 

became highest within the Guerrilla Fighters, accompanied 

by means of the Rashaidas (Participants from a tribe called 

Rashaida) , and lowest in the Female Sex Workers[32]. 

Hepatitis B occurrence is highest in sub-Saharan Africa and 

East Asia, where between 5-10% of the person population is 

chronically infected, whilst with a occurrence of between 5-

9% and an anticipated 32 million humans infected  with the 

hepatitis C virus (HCV), sub-Saharan Africa has the highest 

burden of the disease in the global Ultimately, Eritrea‟s 

vaccination programms  have played an important function 

in decreasing the prevalence  and spread  of hepatitis, and 

current research study estimate that the countrys  incidence 

of hepatitis B is approximately 2.49%, the lowest in Africa 

[33]. 

 

According to a new study performed in Nigeria for the 

duration of the 2015 discovered that the HBV infection is 

hyperendemic in Nigeria and may be the highest in Sub-

Sahara Africa. These outcomes advocate that massive 

numbers of pregnant women and kids have been uncovered 

to HBV from 2000 to 2013[34]. 

 

Hepatitis B virus (HBV) prevalence has decreased 

dramatically in Iranian population during the last decade, 

and now Iran is classified as having low endemicity for 

hepatitis B infection in Iran, the prevalence of hepatitis C 

virus (HCV) contamination is noticeably low steady with the 

populace-based totally epidemiological studies. But a  new 

study  in Iran performed in 2015, discovered  that the 

prevalnce  of HCV infection will boom in close to destiny 

not handiest among excessive-threat corporations but even 

inside the preferred population and blood donors of Iran[36]. 

 

 

 

4. The increasing burden of imported hepatitis 

infection on health care system in Europe  
 

A global burden of disease study estimated that HEV 

genotypes 1 and 2 account for about 20.1 million incident 

HEV infections, 3.4 million instances of symptomatic 

disease, 70,000 deaths, and 3,000 stillbirths [37].In 

developed countries, HEV infection in persons who receive 

immunosuppressive treatment following solid organ 

transplant is associated with risk of progression to chronic 

hepatitis E [38].However, this phenomenon has now not 

been observed in developing countries wherein infections 

are in particular resulting from HEV genotypes 1 and a 

couple of. While hepatitis E reasons high mortality among 

pregnant girls in developing nations, there have been no 

reviews of this phenomenon from developed nations. 

Hepatitis E is uncommon among children in developed 

nations; but, in developing  countries , hepatitis E happens in 

children and, in step with a single record, mortality in very 

young kids may be high [39].Large waterborne outbreaks of 

hepatitis E occur in developing countries where 

contamination of drinking water occurs[40]; Big outbreaks 

have now not been suggested from developed countries . 

However, a few small clusters of hepatitis E related to food 

borne transmission have came about in Europe and Japan 

[41].A study in Russia found that the  considerable amount 

of labor migrants that arrive in Russian Federation have 

anamnestic antibody response to HEV. The range of these 

indexes reflect levels of endemicity of particular country the 

migrants are from. High frequency of anti-HVE IgM 

detection indicates on present or recent infection. This 

allows to imply that there is a high risk of HVE importation 

on the territory of the Russian Federation. The received data 

indicates on necessity of including screening for acute HEV 

infection in to the algorithm of routine examination among 

migrants[42]. 

 
Hepatitis A virus (HAV) is transmitted via the fecal-oral 

route and infection causes acute inflammation of the liver. In 

developing countries where sanitary conditions are sub 

optimal, the infection is highly endemic and transmission is 

via contaminated food, water or the hands. Most infections 

happen  in childhood, are asymptomatic, and larger than 

90% of the population by age 10 have immunity [43].In 

industrialized, predominantly western nations which might 

be of low endemicity, spread is typically limited to excessive 

risk groups together with migrants  to HAV endemic 

nations, contacts of hepatitis A patients  and men who've sex 

with guys (MSM). The case fatality is highest in older age 

group 2.1% in the ones ≥40 years old[44]. Seroprevalence 

has increased since the mid-1990s due to a burgeoning 

immigrant population and vaccination campaigns targeting 

travelers to high-endemic countries, in place since the 

early1980s[45].Symptomatic HAV infection is notifiable 

and on receipt of a notification, the public health services 

routinely strains and vaccinates all contacts. For a few years, 

after the summer season holiday period, a surge in HAV 

notifications is received in September–October[46]. The 

majority occur in second generation migrant (SGM) children 

<16, who are born in the Netherlands, but who contract the 

infection while on summer holiday in the country of birth of 

their parents (predominantly\ Turkey or Morocco). 
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The endemicity of HBV is low in most developed areas, 

such as North America, Western and Northern Europe and 

Australia[47].The unprecedented rate of migration from high 

to low prevalence countries may elucidate the increasing 

incidence of chronic HBV and HCV infections and mortality 

rates from hepatocellular carcinoma in North America and 

Western European countries[48][49][50].The proportion 

ofall immigrants chronically infected with HBV range 

from3.7% to 9.7% in the different migrant-receiving 

countries[51].Compared with home-grown populations, 

higher rates of chronic viral hepatitis infections, mortality, 

and morbidity from hepatocellular carcinoma have been 

found among ethnic immigrants in the Netherlands[52] 

UK[53][54].In the UK, over 95% of new chronic HBV 

infections occur in immigrant populations[55]. Higher rates 

of chronic HBV infections were found in immigrant women 

attending antenatal screening in England[56].However, 

immigrants and refugees from intermediate and high 

prevalence countries are not routinely monitored for HBV 

and HCV infections, nor is hepatitis B vaccination routinely 

given in most migrant-receiving countries[57].Migrants born 

in intermediate and high HCV prevalence countries who live 

in low HCV prevalence countries are likely to be at 

increased risk for HCV due to exposure in their countries of 

origin[58].Unlike low HCV prevalence countries where the 

primary route of transmissionis through intravenous drug 

use, most infections in intermediate and high HCV endemic 

countries are acquired iatrogenically through contaminated 

needles, medical procedures or receive  of unscreened 

contaminated blood products[59].Most migrants are 

therefore unlikely to be revealed in passing HCV screening 

programs. Furthermore they have not been identified as a 

group that should be targeted for HCV screening with the 

exception of recent UK and Canadian guidelines[58]. This is 

primarily due to the fact that the HCV burden in this 

population has not been adequately quantified. There are 

caveats to the assertion that HDV prevalenceis declining. 

First, developing countries have not always  had the same 

measures of HBV control, and have not shown the same 

improvements in socioeconomic conditions as have 

developed countries[60]. Second, HDV prevalence has not 

decreased in northern Europe. Prevalence in northern Europe 

and the USA was thought to be low and confined to high-

risk groups, such as intravenous drug-users; however, in 

London, UK, HDV prevalence in people with HBV 

increased from 2·6% in the 1980s to 8·5% in 

2005[61][62].In Germany, although the prevalence of anti-

HDV antibody in those with HBV reduced from 18·6% 

in1992 to 6·8% in 1997, from 1999 onwards the rates have 

increased again to between 8% and 14%[20]. HDV remains 

prevalent in France. The common thing in these three 

countries is HDV infection in young people who have 

migrated from regions of excessive prevalence. Even in Italy 

the decline in HDV has now reached a plateau [63]and a 

report has shown a high prevalence of HDV of 17% in non-

EU citizens (mainly those from eastern Europe) who are 

infected with HBV[64] Third, clustered outbreaks of HDV 

super infection continue to be reported, notably in 

Venezuela, Ecuador, Mongolia, and Greenland [65][66] 

which are similar to those recorded in Samara (Russia), 

Okinawa(Japan), Central Africa, and the Amazon Basin in 

the1980s and 1990s[67] Thus, while outbreaks still occur 

and population migration from endemic countries increases, 

the threat of HDV infection remains. 

 

5. Documentation of  healthy case of 

immigrants 
 

Yet in many, if not most, European Union (EU) countries, 

information on the healthof migrants is lacking[68];[69], 

limiting the possibilities for monitoring and improving 

migrant health, and for conducting comparative studies on 

inequalities in health and access to healthcare[70].There are 

a number of causes for this situation, including the loss of 

any system for routine gathering of data on the health of 

migrants. on the other hand to the situation in Australia, 

Canada, New Zealand and the United States, most countries 

in Europe do not routinely collect health data by migrant 

status. While the Netherlands and the United Kingdom have 

significant experience in conducting population-based 

surveys that also contain information on migration status or 

ethnicity, countries such as Belgium, Germany and Spain 

have only recently started to include such variables in health 

surveys. There are conceptual and methodological 

challenges in collecting data on migrant health, such as 

different definitions or understandings of who Constitutes a 

migrant – and how many migrants, however defined, there 

are in a given country[71].Health care utilization data can be 

an important source of information on migrant health. 

However, utilization levels cannot be normalize with health 

needs, as migrants may face barriers in accessing care. In 

addition, the utilization of health services may not always be 

properly monitored and recorded, in particular where there 

are multiple providers spanning the private and public 

sectors and social project  organizations[72];[73].In 2008–

09, registry data on health care utilization that allowed for 

some identification of migrants at national or regional levels 

were available in only 11 of the 27 EU member states: 

Austria, Belgium, Denmark, Finland, Greece, Italy, 

Luxembourg, the Netherlands, Poland, Slovenia and 

Sweden[74]. In all 11 countries, utilization data were 

available for hospital care (although with varying detail), 

while only a few countries collected data on care in 

outpatient settings. We noticed, most EU countries do not 

collect routine data on morbidity and health care utilization 

by migrants, and those that do use different categorizations 

and definitions, so that data are not comparable across 

countries. It is also important to define better those 

indicators of health directly related to the migration process 

and to conduct cost–benefit analyses of interventions to 

improve migrant health. The EU has funded several projects 

for improving data collection on migrant health, but there is 

substantial scope for developing migrant health research 

further, including through increased collaboration at the 

European level. An overall European vision on the 

collection of migrant health data, agreed with other major 

stakeholders such as the IOM and WHO, would help to 

ensure a more coherent approach to improving the 

monitoring of migrant health in Europe. 
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6. Strategies followed by European countries 

against hepatitis in newly arrived 

immigrants 
 

There is a study referred to the high incidence of HAV 

infection in children from developing countries, HAV 

screening (HAV-IgM) could be indicated on arrival of the 

migrant pediatric community to low endemic  areas and 

vaccinations should be administered to all susceptible 

children and assistant nursing staff[75];[76]. 

 

In low HBV prevalence immigrant-receiving countries, 

international migrants from intermediate and high HBV 

prevalence countries are a large unrecognized risk group for 

chronic hepatitis B. On July 28th, 2011, the world celebrated 

the first WHO sponsored World Hepatitis Day. The 

objective of creating this day was to focus attention on the 

global health threat of hepatitis and to promote actions to 

confront it [77].The benefit of screening for chronic HBV in 

immigrants is that it identifies individuals with 

asymptomatic chronic HBV infection acquired in their 

countries of origin, who, if left undetected are at increased 

risk of progression to HBV-related sequelae, such as liver 

cirrhosis and HCC. With the timely identification and 

treatment of infected individuals the risk of developing these 

long-term sequelae can be reduced[78].This study[79] 

suggest that targeted screening of immigrants for chronic 

HBV infection, followed by appropriately timed antiviral 

therapy is the most cost-effective option to decrease HBV-

associated morbidity and mortality in immigrants. 

 

Immigrants explained the prevention of HBV and HCV in 

various ways Survey studies showed that between 54% and 

96% of participants knew that HBV could be prevented 

through vaccination with no significant difference among 

the ethnic groups, or wide intra-ethnic variation between 

studies[80];[81];[82].One Italian study showed that 

immigrants were significantly less likely than Italian-born 

patients to receive HBV antiviral therapy[83] 

 

Arguably the most important input contributing to the HCV 

viraemic pool in many resource-rich countries is provided by 

HCV-infected immigrants coming from countries 

traditionally characterized by a high endemicity rate. The 

proportion of anti-HCV-positive persons among the total 

infected population in a given country can be as high as one 

quarter and one third of the total, such as in the case of The 

Netherlands and Germany, respectively[57].The arrival of 

potent antivirals, administered in short courses of treatment, 

without major side effects or contraindications has opened a 

new era in the management of HCV world wide. The next 

greatest challenge will be the identification of patients who 

are unaware of their infection before serious liver-related or 

extrahepatic complications develop. Thus, more effective 

screening strategies should be adopted, as was the case 

recently for the US, with the proposal of a birth cohort 

screening policy[84].The necessity to adapt this approach to 

the realities of each single European country, where the 

patients‟ age distribution may vary, has been discussed 

recently and is beyond the scope of this short review. 

However, birth cohort screening seems cost-

effective[85].Identification of barriers to treatment is critical 

since studies show that improving sustained virological 

response (SVR) rates is not enough to improve HCV 

eradication rates without a concurrent increase in treatment 

uptake[86].In response to these barriers, various outreach 

programs havebeen developed in order to educate, screen, 

vaccinate and offer treatment to migrants at risk for viral 

hepatitis[87];[88].Targeted screening is indicated for 

children who have had medical interventions or who have 

received blood products in countries where screening of 

blood is not carried out routinely or where medical 

equipment is inadequately sterilized. The most important 

challenge is expensive of HCV treatment. Prices range from 

US$ 2 000 in Egypt for 48-weeksof PEG/IFN RBV to as 

much as US$84 000 in the US for a single 12-week course 

of sofosbuvir. At these prices, these treatments will remain 

unaffordable for most persons who need treatment. A 

concerted effort is needed to reduce the price of HCV 

medicines[89]. 

 

In some countries children of asylum seekers are eligible for 

HBV vaccination, and in others adult asylum seekers are 

also eligible[90];but again, the policies vary considerably 

and are often so rigid with respect to the legal conditions 

that have to be met that the right to coverage is not clear to 

health care providers or potential beneficiaries[91].In other 

situations regulations concerning refugees as opposed to 

asylumseekers appear to make it impossible for the latter to 

benefit from viral hepatitisinitiatives [92]. 

 

In  a one  study in Italy  , immigrants are particularly at risk 

to develop acute hepatitis E after visiting the country of 

origin and this risk appears to increase with the length of 

stay in Italy, suggesting a loss of previously acquired 

immunity[93]. 

 

7. Conclusion 
 

Viral hepatitis is a common and growing public health 

problem worldwide. Liver cirrhosis and HCC caused by 

chronic HBV and HCV infection are responsible for more 

than one million deaths annually. Many immigrants have 

inadequate knowledge of HBV and HCV infections. These 

findings have implications for public health interventions 

aimed at stemming the rise in prevalence of HBV and HCV 

but also that of liver cancer through screening and treatment. 

That way we conclude that there is a high demand for 

hepatitis infection screening, detecting , preventing and 

treating. 
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