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Eliminating viral hepatitis B and C in times of war
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The extent of the hepatitis B and C epidemic and its conse-
quences were not recorded for a long time. Viral hepatitis
was, and to some extent still is, overshadowed by HIV,
even though hepatitis B and C cause more deaths annually
than HIV [1]. It was not until 2016 that the first global
strategy to combat hepatitis B and C was launched by the
WHO [2]. This strategy aims to eliminate viral hepatitis as
a public health threat by 2030. Unsurprisingly, today most
countries in the world are not on track to achieve this goal
[3].

Migrants and people affected by conflict and civil unrest
are defined as a priority population in the Global health
sector strategies on HIV, viral hepatitis and sexually trans-
mitted infections for the period 2022-2030 [4]. In addition,
the prevalence of hepatitis B and C is highest in many low-
and middle-income countries, which, together with the of-
ten-accompanying poor supply situation, means that the
burden of disease in these countries is very high.

The highest hepatitis C prevalences were in Egypt (6.7%
HCV-RNA- prevalence), Gabon (7%), Mongolia (6.4%),
Pakistan (4.3%), Uzbekistan (4.3%), Georgia (4.2%), Rus-
sia (3.3%), and Syria (3%) [5]. For Hepatitis B it is Zim-
babwe (25% HBsAg-prevalence), Mali (15.5%), Burkina
Faso (14.5%), Senegal (13.8%), Nigeria (13.6%), Albania
(9%) and China (7.2%) [6].

At the same time, migration and displacement from these
countries and regions mean that in rich countries the epi-
demiology of these chronic infectious diseases is dominat-
ed by migratory movements [7]. In the past 50 years, the
number of migrants worldwide has increased by 300% [8,
9]. Moreover, in 2022 globally, the number of forced dis-
placements exceeded 100 million for the first time since
World War 2 [9, 10].

Despite this, many of these rich countries do not have spe-
cific measures in place to address viral hepatitis in mi-
grants that are adapted to their needs. And inadequate ac-
cess to health care and prevention measures puts people
with a migrant background in those countries at increased
risk of contracting blood-borne and sexually transmitted
diseases after migration. Well-functioning hepatitis care
for people with an immigrant background and displaced
persons is thus essential to eliminate viral hepatitis. The
provision of viral hepatitis care for this key population of-
fers an opportunity to support the health status in their

countries of origin if these people have the chance to return
home one day.

The biggest hurdles to adequate hepatitis care are struc-
tural, but also financial and societal. Insufficient access
to health care (especially for undocumented migrants and
asylum seekers), lack of funding for health care services,
but also stigmatization and xenophobia, as well as fear of
arrest and deportation are cited as the main reasons why
many people with a migration background are not tested,
treated or vaccinated [7]. Further barriers include language
and lack of knowledge among health care providers and
which migrants should be screened [9].

Specific need-adapted and culturally sensitive services for
people with migration backgrounds are required to reach
these populations with elevated prevalence being at risk
of falling through the existing hepatitis-care-network [7].
Lessons can be learned from research on hepatitis care
among people who use drugs for improved prevention,
diagnosis, and treatment of migrants [11]. Hepatitis care
must be brought to these populations to the extent possible,
rather than trying to steer these groups to existing, often
high-threshold, care settings. This lowers the threshold of
access.

The current possibilities in the diagnosis and treatment of
hepatitis allow decentralized, comparatively simple care
with only a few consultations. A point-of-care diagnosis
and, if the infection is detected, immediate initiation of
therapy during one consultation is feasible in a decentral-
ized setting for hepatitis C [12]. Such a simplification of
the care pathway provides the basis for bringing care clos-
er to vulnerable populations.

Engaging and training linguistically and culturally
matched health system navigators as well as integrating
care into community structures, have the potential to in-
crease the reach of medical services for migrants. Different
migrant populations have different needs, services and
measures must be adapted to each target-population. Ide-
ally, such offerings combine a broad range of medical ser-
vices, in line with a patient-centered, integrated approach
to care as outlined in the new WHO strategy [4]. Because
of the similar routes of infection, hepatitis services should
always at least cover HIV and sexually transmitted infec-
tions as well, and vice-versa.
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Figure 1: Notices in Ukrainian and Russian for the federal asylum centers and refugee shelters.

For viral hepatitis, the European Centre for Disease Pre-
vention and Control (ECDC) recommends the use of a
screening strategy in populations where the prevalence is
2% or more. For HIV, screening is recommended in
refugee populations from countries where the prevalence is
1% or more [13].

The Russian war of aggression on Ukraine and the subse-
quent large refugee flows exemplify how quickly adequate
hepatitis and HIV care had to be provided for these flee-
ing people. HCV-RNA-prevalence in Ukraine is estimated
at 3%, and HIV and HBsAg-prevalence at about 1%. Both
HIV and hepatitis carry a significant stigma in Ukraine. In
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Switzerland, the Ukrainian refugees received the so-called
"protection status S", which, among other things, comes
with free health insurance.

As a first measure, NGOs from the HIV and hepatitis field
created notices in Ukrainian and Russian for the federal
asylum centers and refugee shelters. With a QR code on
these posters, which can be scanned discreetly, Ukraini-
ans were directed to a website that provided them with ad-
dresses of testing and treatment centers as well as patient
navigators, among others, in their language (fig. 1).

At the same time, the professional societies involved pub-
lished a screening recommendation for HIV, hepatitis B
and C among refugees from Ukraine [14]. These immedi-
ate measures helped numerous affected Ukrainians to con-
tinue their ongoing therapies or to start a therapy. Lan-
guage barriers were overcome with translators or
translation apps. As the war continues, further measures
are needed, especially community-integrated services, to
ensure adequate hepatitis care for these people.

In the case of the Ukraine refugees, measures were and are
facilitated by the great solidarity with the refugees among
the Swiss population. Unfortunately, this is not the case for
all people with a migration background. And yet, if we are
to eliminate hepatitis B and C, we must also succeed in
offering these migrant populations care that is adapted to
their needs and cultural backgrounds.
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