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Introduction, historical overview 
Vulnerable populations are significantly different from the average 
of the majority population in terms of somatic and mental health 
status, behavior and/or socio-economic conditions associated with 
disadvantaged situation. Examples of vulnerable populations are 
impoverished people, unemployed persons, certain ethnic minorities, 
homo- and bisexual males, sex-workers and other groups suffering 
from discrimination and segregation. Their disadvantaged situation 
may lead to negative health consequences and they may face various 
barriers to reaching health care services. 

1. Aims 
This paper summarizes the methods and findings of several 
studies concerning the health behavior of vulnerable popula-
tions in order to improve health education and promotion pro-
grams. Specifically it seeks: 
 
1.1. To study health behavior of vulnerable groups, namely Roma, 
men having sex with men (MSM) and female sex workers consider-
ing their cultural characteristics, using methods of epidemiology, 
sociology and cultural anthropology. 
 
1.2. To establish community based health promotion model pro-
grams for Roma populations aiming at primary prevention of 
HIV/AIDS, cardiovascular and non-infection diseases, in addition to 
secondary prevention of oral cancer. 
 
1.3. To monitor and evaluate the above programs and to suggest 
recommendations for sustainability and extension. 
 
 
 
 
 
 
 



 

 

3. Methods and Study Designs 
3.1. Health behavior surveys in vulnerable populations 
3.1.1. HIV/AIDS related knowledge, attitude and behavior (KAB) 
survey in low class sex workers (1993). 
 
Two hundred self-administered KAB questionnaires were distributed 
to sex workers in the streets of 8th

3.1.2. High-risk HIV/AIDS behavior of MSM in Budapest (2001). 

 district of Budapest by social 
workers. Questionnaires were sent back anonymously (n = 78). Par-
ticipants were asked about their age and education level, HIV/AIDS-
related knowledge, for example, transmission of the virus, first signs 
and symptoms of the disease and possibilities of prevention. Other 
questions in connection with high-risk HIV/AIDS behavior asked 
about drug use and sharing needles, alcohol consumption, numbers 
of clients, frequency of condom use and lubricants. Descriptive ana-
lyses were performed to calculate frequencies, means, and medians. 
Data were compared to qualitative observations (interviews and 
participant observations) made by social workers. 
 

 
Participants of the study (n=469) were men who reported a history 
of sex with other men. They were surveyed in gay community ve-
nues in the city. Descriptive analyses were performed to calculate 
frequencies, means, medians and standard deviations. To explore 
factors related to high-risk behavior, univariate analyses were per-
formed. T-tests were used to compare groups on continuous va-
riables that were normally distributed, Mann-Whitney U-tests for 
variables that had skewed distributions and chi-square tests for di-
chotomous variables. Multivariable logistic regression analysis was 
used to determine the predictors of high-risk behavior, namely hav-
ing engaged in anal intercourse without using a condom. 
 
 
 
 
 
 



 

 

3.1.3. Association between ethnicity and high-risk behavior and 
health status in the Roma population (2004). 
 
Comparative health interview surveys were performed in 2003-2004 
on representative samples of the Hungarian population (n=4121) and 
inhabitants of Roma settlements (n=931). Health status was de-
scribed with self-rated health and functionality while surrogates of 
health behavior were smoking, consumption of fresh fruits and vege-
tables and types of fat used for cooking. Logistic regression models 
were applied to determine whether Roma ethnicity modifies the 
association between socioeconomic status and health (including 
health behavior). Dependent variables in the logistic models were 
self-reported health, functional limitation, smoking habits, consump-
tion of fresh fruits and vegetables, and using only lard as fat for 
cooking and living in Roma settlement as independent variable cor-
rected for age and gender. Next we added income, education and 
employment in each model one by one. Wald-test was applied to test 
the hypotheses of no interaction, p<0.01 was considered statistically 
significant. 
 
3.2. Programs to improve the health status of Roma population – 
a critical overview 
3.2.1.Model program for prevention of HIV/AIDS in a Roma com-
munity (2002). 
 
Roma groups for the program were selected by participant observa-
tion at community meeting points. Ten social networks were in-
volved altogether with 80 participants. The networks’ structure and 
leaders were identified using the sociometry method suggested by 
Moreno. We surveyed AIDS-related knowledge, attitude and beha-
vior and conducted in-depth interviews. Answers were used to ela-
borate training program for leaders. Leaders were required to trans-
mit AIDS-related knowledge to their peers and influence the atti-
tudes related to high-risk behavior. 
Leaders participated in a training program consisting of six sessions. 
In addition to improving their communication skills, they got appro-
priate information on HIV/AIDS and risk factors. They learned how 



 

 

to change their peers’ high-risk behavior. Three month later changes 
in AIDS-related knowledge, attitude and sexual behavior in the 
group were measured. 
 
3.2.2. Health promotion club (HPC) network for elderly Roma indi-
viduals in three counties of Western-Hungary (2003) 
 
Sixty-six health promotion clubs were established for more than 
2000 elderly Roma people in three counties of Western-Hungary as 
part of a compensation program because of atrocities in the 2nd 

We collaborated with governmental, local governmental and non-
governmental organizations, health care workers and leaders and 
members of Roma communities. We contacted all beneficiaries 
(n=2053) and health care providers (n=400) first through a letter and 
then in person to explain the aim of the program and the importance 
of their participation. Questionnaire survey was administered in 
order to estimate the most important health problems and needs, risk 
factors like blood pressure, smoking, alcohol consumption and unfa-
vorable nutrition. Standardized baseline data collection including 
BMI, blood pressure, testing of respiratory function and health re-
lated knowledge, attitude and behavior were conducted by trained 
Roma field staff. Data were used to improve project performance. 
Basic needs of the target population were also studied. Our elaborate 
incentive system (distributing food-tickets) not only facilitated par-
ticipation but also contributed to covering their basic needs. Roma 
mediators played a central role in assisting Roma people with ele-

World War. The main objective of the project was to improve the 
unfavorable health and social status of the Roma population by pro-
viding medical, lifestyle, social and legal assistance and helping 
them to use health care facilities and social services, in addition to 
improve doctor-patient relationship. Cardiovascular and respiratory 
diseases and cancer are the most important causes of death in Hun-
gary, especially among disadvantaged populations; hence the objec-
tive was the primary prevention and early detection of these diseases 
and their risk factors. Prevention of infectious diseases with improv-
ing environmental and personal hygiene) was also an important tar-
get of the project. 
 



 

 

vated blood pressure, respiratory and other diseases to establish good 
relationship with their family doctor. Individuals who were not able 
to attend the club meetings were visited at home. 

 
3.2.3. Screening for oral cancer – a model program in Roma 
population (2005) 
 
The aim of the project was to set up a model program for early 
diagnosis of oral cancer in a high risk (Roma) population. Col-
laboration among dentists, public health physicians and local 
Roma community were established. The number of partici-
pants was 1200 in four Hungarian towns. Roma individuals 
were informed about the objective, place and time of screening 
with the help of Roma mediators. Participants filled out a ques-
tionnaire about risk factors before an oral examination. Patient 
with oral cancer or suspicious lesions were referred to a spe-
cialist. 
 
4. Results 
4.1. Health behavior surveys in specific vulnerable populations 
4.1.1. HIV/AIDS related knowledge, attitude and behavior 
(KAB) survey of low class female sex workers (1993). 
 
The response rate was 39%. More than three quarter of res-
ponses about HIV transmission were correct, however the role 
of oral and anal intercourse was less known. False knowledge 
occurred like “AIDS is a disease of homosexual males”, “the 
infection can be prevented with oral anti-conceptive or vacci-
nation”. One woman was drug user, 50% of the responders 
consumed alcohol regularly. Sixty-six percent of them had 
been treated for sexually transmitted infections, 27% had been 
tested for HIV, none of them was positive. Although 84 % of 
responders knew that HIV infection can be prevented by using 
condom, condom was used only in 47% of the sexual inter-
courses. If the client did not want to use condom, less than half 



 

 

of prostitutes asked them to use it. According to observations 
of social workers alcohol consumption was more frequent and 
condom use was less frequent than reported in the self-reported 
survey. 
 
4.1.2. High-risk HIV/AIDS behavior of MSM in Budapest 
(2001). 
 
The mean age of men in the sample was 29.2 years, 44% had com-
pleted high school and 40% had completed post-secondary educa-
tion. All men in the sample reported having sex with a man at some 
point in their lives, 75% of respondents described their sexual orien-
tation as homosexual, 24% as bisexual, and 1% as heterosexual. The 
mean number of partners was 39 during the past three months. Half 
of them reported engaging at least once in UAI during the past three 
months; condoms were not used in approximately 50% of AI acts. 
Seventeen percent of participants reported selling sex to get money 
or valuables, and similar proportion of respondents said they were 
buying sex. More than 77% of participants had sex with female part-
ners at some point in their lives. Condom use by bisexual men with 
their female partners was only 23%. Approximately 19% of men in 
the sample reported that they had been treated in the past for STD. 
Seventy-three percent of men said that they had an HIV test in the 
past; 97% of them reported the result as negative. Approximately 
20% of participants reported the use of illicit drugs during the past 
three months, most commonly marijuana. Participants correctly 
answered an average of 75% of the questions assessing practical 
knowledge about HIV risk, however approximately 52% of them did 
not know that condoms should not be lubricated with oil or Vaseline. 
Thirty-seven percent of respondents believed that washing carefully 
after sex helps to protect one from HIV. Twenty-three percent of 
participants believed that one can tell from a person’s appearance if 
he is HIV-positive, and about 31% felt they did not have to follow 
safer sex guidelines if their partners said he was HIV negative. Men 
who engaged in unprotected sex had lower AIDS risk behavior 
knowledge (p=0.05), held weaker intentions to change risk behavior 
(p<0.001), had more negative condom and safer sex attitudes 



 

 

(p<0.001), were less likely to perceived norms as supportive of con-
dom use and safer sex (p<0.001), and were lower in risk reduction 
self-efficacy (p<0.001) than men who refrained from high-risk sex-
ual behavior. Men who had engaged in any UAI had different levels 
of condom access, experience, and perceived importance. Men in the 
high-risk group more often said that they did not have enough mon-
ey to buy condoms (p=0.005), less regularly bought condoms and 
had not them available when they were needed (p<0.001), did not 
like condoms or did not consider them important (p<0.001), and 
knew less about how to use condoms (p=0.01). In addition, men who 
engaged in high-risk behavior were less likely to report having ever 
had an HIV test (p=0.05). 
 
4.1.3. Association between ethnicity and risky health behavior and 
health status in the Roma population. 
 
The odds of reporting very bad or bad health was 2.2 (95% confi-
dence interval (CI: 1.8-2.7) times higher among people who lived in 
Roma settlements than in the general population. This difference 
gradually disappeared after adjustment for income and education. 
The relationship between Roma ethnicity and functional limitation 
was similar the effect almost entirely disappeared after adjustment 
for income. Just like health status, health behavior was also strongly 
related to socioeconomic factors. The odds of daily smoking, con-
suming fresh fruits less than weekly and using only lard as fat for 
cooking were much higher among those who lived in Roma settle-
ments. The odds ratios were reduced, but remained statistically sig-
nificant after adjustment for income, education and employment. We 
found that the associations between socioeconomic factors and 
health were modified by Roma ethnicity. Income had a very strong 
negative association with daily smoking and non-consumption of 
fresh fruits and vegetables among people living in Roma settlements. 
A 40€ increase in the household equivalent monthly income reduced 
the odds of daily smoking by 6% in the general population, and by 
16% among people living in Roma settlements, odds ratio (OR) 0.94 
(95% CI 0.92-0.97) and 0.84 (95% CI 0.76-0.92). Similarly, a 40€ 
increase in the household equivalent monthly income reduced the 

Megjegyzés [IM1]: ez itt tul sok adat, 
egyszeruen omesztve, nem tul elegans 



 

 

odds of consuming fresh fruits or vegetables less than weekly by 5% 
in the general population and by 22% among people living in Roma 
settlements; OR=0.95 (95% CI 0.87-1.03) and 0.78 (95% CI 0.69-
0.88). 
 
4.2. Programs to improve the health status of Roma population – 
a critical overview 
4.2.1. Model program for prevention of HIV/AIDS in a Roma com-
munity (2002) 
 
Social network leaders participated in all training sessions. They 
paid attention to the information on HIV/AIDS. During the training 
their knowledge about prevention of HIV infection increased. Com-
munication training helped them to improve ability for making rela-
tionships. They became able to transfer their knowledge and posi-
tively influence the attitude of their peers. The network leaders re-
ported about their activity by phone and also by writing a diary. 
They spoke with their peers about HIV infection and prevention 1-
2times per week and by phone 2-3 times per week. In-depth inter-
views were conducted in three month. The communication about 
HIV infection and prevention continued for a while, however, less 
frequently. 
 
4.2.2.Health promotion club (HPC) network for elderly Roma 
people in three counties of Western-Hungary (2003) 
 
Three interactive lectures were presented in club meetings on cardi-
ovascular diseases, malignances, musculoskeletal disorders and risk 
factors like smoking, nutrition and alcohol consumption. Family 
doctors were the lecturers so these meetings improved doctor-patient 
relationship. Physicians received specific training before the lec-
tures. Participants received an illustrated information booklet. An 
overwhelming majority of invited Roma people (altogether about 
2,000 people in 66 setting) participated in these meetings. Social and 
legal issues, such as marital problems, divorce, child protection, 
violence in the family, social security, social support and tax prob-
lems and compensation for atrocities against Roma people in the 2nd 



 

 

World War also emerged frequently. Assistance was provided in 
matters related to administrative difficulties. We tried to help partic-
ipants deal with problems caused by discrimination and segregation. 
Distribution of food vouchers motivated Roma individuals to partic-
ipate in the meetings and improved their nutrition. Roma mediators 
secured temporary jobs and could use their experience in similar 
projects. Qualitative analysis of mediator’s reports showed that par-
ticipants enjoyed the lectures and they were active. They met fre-
quently after the meetings, so social support increased. Roma people 
visited family doctors regularly. A focus group was organized one 
year later for Roma mediators, formal and informal leaders. Their 
opinion was favorable on the program. Doctor-patient relationship 
generally improved. The group hoped to continue the program. 
 
4.2.3. Screening for oral cancer – a model program in the Roma 
population 
 
Oral cancer screening was performed in four sites for 1146 persons. 
Mean age of the participants as 40 years, 75% had 8 or less years of 
schooling. Half of them did not brush their teeth regularly, 75% 
were smokers, and 45% consumed alcohol regularly. Accordingly, 
they had high baseline risk. Eighty-four percent had oral or dental 
complaints. 
Oral lesions were found in 18 or 1,6% of the respondents, leukopla-
kia in 15 or 1,6% while 12 or 1% have lesions which appeared ma-
lignant. Half of the participants did not attend dentist regularly, this 
rate was 93% in people screened for any kind of lesions. 

5. Discussion 
Health and health care problems can be interpreted and solved only 
in connection with social, economic, political, biological, genetic 
and environmental factors. The epidemiological approach to ex-
amine cause and therapy of an illness (especially in vulnerable popu-
lations) is disease-oriented, while the cultural context frequently has 
not been taken into consideration. There are limitations in methodol-
ogy e.g. sampling problems, involving subjects and assuring conti-
nuous participation in the study. Medical anthropology with holistic-



 

 

humanistic approach focuses on cultural and social contexts of the 
diseases in prevention and curing them. The number of participants 
in anthropological studies is usually low, the results are mainly qua-
litative. Studies based on methods of epidemiology or cultural anth-
ropology alone can not give a full picture about risk factors and 
health status of disadvantaged population. Each by itself is not suita-
ble for planning, accomplishing and evaluating health promotion 
programs. Hence both methodology of epidemiology and cultural 
anthropology was used in our studies. Data can be used for program 
planning, monitoring and evaluation. Analysis of relationship be-
tween health and ethnicity helps to elaborate health promotion pro-
grams for Roma communities. 
 
Based on our research we demonstrated the well-known fact that 
health status and health behavior of vulnerable populations are unfa-
vorable and access to health care services is difficult. Primary and 
secondary prevention programs are cost-effective in vulnerable pop-
ulations since the burden of diseases is great. Before organizing 
health promotion programs, health behavior and health status sur-
veys should be conducted in order to estimate needs. Survey subjects 
should be convinced that the study has not only scientific importance 
but can also improve their health status in short run. Participation 
can be motivated with financial means . In order to establish health 
promotion programs in line with needs and wish of the given popu-
lation health behavior and health status should be surveyed. Surveys 
provide data for monitoring and evaluation of the programs. Ex-
amining the influence of ethnicity on health behavior and health 
status helps to plan Roma health programs. Accordingly, health sur-
veys should be followed by health promotion programs and health 
promotion programs should be evaluated using the same health sur-
veys. 
 
The study of health behavior of vulnerable populations is associated 
with methodological problems. Special characteristics of these 
groups should be taken into consideration when compiling and edit-
ing questionnaires and in communications with them avoiding the 
use of difficult to understand style and unusual words. Cultural 
adaptation of questionnaires is important, Representative sampling 



 

 

usually is not possible mainly because the exact size and structure of 
these populations are not known. To categorize certain individuals 
into certain groups is problematic too, as definitions are not accurate 
and group members frequently hide their identity. Even experts of 
this topic have not reached a consensus about classification of Roma 
people. Self-identification is not always acceptable, and identifica-
tion by others can cause ethical and legal problems. The surveys are 
typically conducted in sites like Roma colonies, remote neighbor-
hoods or in pubs and other venues frequently visited by disadvan-
taged groups. Consequently the assistance of peers and intermedia-
ries of studied population is needed. Street prostitutes are not ready 
to answer questions even for well trained interviewers if the inter-
viewers are not known or trusted. Survey in gay bars could not been 
conducted without the help of gay organizations. The assistance of 
Roma mediators was necessary for surveying Roma health and high-
risk behavior and organizing health promotion programs. 
 
The results of questionnaire surveys should be analyzed with cau-
tion, especially in the case of questions about sexual behavior and 
alcohol or drug consumption as the responders want to be in line 
with social norms and expectations. In certain cases honest res-
ponses and identification of the respondents may have criminal con-
sequences (e.g. drug-use, illegal prostitution). These difficulties can 
be decreased with appropriate preparation, knowing the specific 
population well, maintaining strict confidentiality or anonymity, and 
using methods of epidemiology, sociology and anthropology in inte-
grated way. 
 
Basic condition of success of these prevention programs is the colla-
boration with the community which can form after a long-term rela-
tionship. Many health promotion programs were organized on the 
same site before the HIV prevention model experiment and the oral 
screening program. The health club program started with mediator 
training (establishing good working relationship) with formal and 
informal leaders of the local Roma community before beginning the 
study. 
Based on our experiences we emphasize again the importance of 
collaboration of epidemiology, sociology, cultural anthropology, 



 

 

psychology for improving of health status of vulnerable populations. 
Health promotion programs should be elaborated with cooperation 
of the given population using the results of former projects.  
 
Usually the deprived socio-economic conditions contribute to the 
unfavorable health status of vulnerable groups. A program should 
follow the hierarchy of needs beginning with basic biological needs 
before improving complex psychological motivations. The later ones 
become important only if basic needs are satisfied. Standard of liv-
ing, quality of life and health status should be improved step by step. 
Education and health care without discrimination can interrupt the 
development the disadvantaged situation. Health status and accessi-
bility to health care system should be improved even if the socioe-
conomic status does not change in short run. 
 
Equality in the society and in the health care connects with each 
other closely. To achieve equality in health status and health care it 
is not enough to improve the financial situation, but skills to solve 
conflict and to communicate efficiently also need to develop. The 
role of continuous learning should be emphasized moreover it is 
important to reduce dependency, helplessness and chronic stress. 
Community-based health promotion projects, especially programs 
involving community opinion leaders, should be a priority. Social 
support is protective, therefore it should be strengthened too. Empa-
thy is fundamental, as Spinoza said:”Do not weep. Do not wax in-
dignant. Understand” 
 
 
 
 
 
 
 



 

 

Publications 
Publications connected to the thesis 

1. Csépe P, Bolváry K. (1993) AIDS-related knowledge, atti-
tude and behavior of Hungarian prostitutes. Népegészségü-
gy, 4: 151-152. In Hungarian. 

2. Csépe P. (1993) Role of community-based organizations in 
AIDS prevention. Egészségnevelés, 4: 170-171. In Hunga-
rian. 

3. Csépe P. Sex workers: a high risk group for HIV infection? 
In: AIDS in Europe - The Behavioral Aspect. Friedrich D, 
Heckmann W. (eds.) Berlin. 1995. 

4. Csépe P, Amirkhanian YA, Kelly JA, McAuliffe TL, Moc-
sonoki L, Forrai J. (2001) HIV Risk Behavior among Gay 
and Bisexual Men in Budapest, Hungary. Szenvedélybe-
tegségek, 6: 406-417. In Hungarian. 

5. Csépe P, Amirkhanian YA, Kelly JA, McAuliffe TL, Moc-
sonoki, L. (2002) HIV Risk Behavior among Gay and Bi-
sexual Men in Budapest, Hungary. Int J STD AIDS, 13: 
192-200. 

6. Ambrus P, Csépe P, Forrai J. (eds.) Minorities, communica-
tion, health. Medicello Bt. - Soros Alapítvány, Budapest. 
2002. In Hungarian. 

7. Kelly JA, Amirkhanian YA, Kabakchieva E, Csépe P. 
(2004) Gender roles and HIV sexual risk vulnerability of 
Roma (Gypsies) men and women in Bulgaria and Hungary: 
an ethno-graphic study. AIDS Care, 2: 231-245. 

8. Csépe P, Forrai J, Solymosy J, Lökkös A. (2004) Health 
programs in three Western-Hungarian counties for Roma 
communities. Egészségmegőrzés, 6: 3-7. In Hungarian. 

9. Csépe P, Bánóczy J, Dombi Cs, Forrai J, Gyenes M, 
Döbrőssy L. (2007) Model program for screening oral 
cancers in the Roma population. Magy Onkol, 51, 2, 95-
101. In Hungarian. 

 



 

 

10. Forrai J, Solymosy J, Csépe P. Giving assistance for Roma 
omen to utilize sexual and reproductive health care services. 
In: Forrai J. (edt.) Education, labor market, health. Élet-
hosszig Tartó Művelődésért Alapítvány, Budapest, 2008: 
68-73. In Hungarian. 

11. Csépe P, Gyukits Gy, Karádi O, Lázár I, Solymosy J, 
Forrai J. Model program for HIV prevention in Roma 
comminities. In: Education, labor market, health. Forrai J. 
(edt.) Élethosszig Tartó Művelődésért Alapítvány. Bu-
dapest, 2008: 73-79. 

12. Vokó Z, Csépe P, Németh R, Kósa K, Kósa Zs, Széles Gy, 
Ádány R. (2009) How is Roma ethnicity related to health in 
Hungary? J Epidemiol Community Health, 63: 455-460. 
 

Other publications 

13. Csépe P. (1987) Significance of a psychosomatic approach 
and the continuing information of patient in treating minori-
ty patients. Egészségnevelés, 4: 162-163. In Hungarian. 

14. Csépe P, Tarján P, Simon T. (1988) Knowledge of health 
professionals about AIDS, and their opinion about patient 
care as well as their own safety. Orv Hetil, 49: 2629-2630. 
In Hungarian. 

15. Csépe P. (1990) HIV screening and counseling in the USA. 
Egészségnevelés, 4: 183. In Hungarian  

16. Simon T, Csépe P. (1991) Changes in knowledge and atti-
tude to AIDS of health care personnel between 1988 and 
1990. Orv Hetil, 22: 1193-1197. In Hungarian. 

17. Csépe P. (1990) Pastoral care in a post-communist country. 
Lege Artis Med, 1: 38-39. In Hungarian  

18. Csépe P. (1992) Measuring the quality of life of breast can-
cer patients. Lege Artis Med, 7: 654-657. In Hungarian. 

19. McKie M, al-Bashir M, Anagnostopoulou M, Csépe P. 
(1993) Defining and assessing risky behaviors. J Adv Nurs, 
18: 1911-1916. 



 

 

20. Csépe P, Simon T. (1996) The importance of quality of life 
assessment after cardiac surgery. Quality of Life Newsletter, 
14: 11. 

21. Boján F, Csépe P. (1997) „School of Public Health” - a 
World Bank Project. Népegészségügy, 78: 3-5. In Hunga-
rian. 

22. Csépe P, Simon T. (1998) Knowledge and attitude of health 
professionals about HIV/AIDS. Magyar Venerol Arch, 2: 
25-27. In Hungarian. 

23. Gercsák M, Csukás M, Ruda M, Csépe P, Harsányi L. 
(2000) Analysis of baseline and follow-up survey in the 
"Heart Healthy Nutrition” project. Népegészségügy, 3: 22-
33. In Hungarian. 

24. Csépe P, Lázár I. (2001) Workplaces health education and 
health promotion. Egészségnevelés, 42: 65-69. In Hunga-
rian. 

25. Csépe P, Amirkhanian YA, Kelly JA, McAuliffe TL, Mo-
csonoki L. (2002) HIV Risk Behavior among Gay and Bi-
sexual Men in Budapest, Hungary. Magyar Venerol Arch, 3: 
145-155. In Hungarian. 

26. Csépe P, Forrai J, Solymosy J, Lökkös A. Health programs 
in three Western-Hungarian counties for Roma communi-
ties. In: Egyenlőség, egészség és a roma/cigány közösség. 
Fundación Secretariado Gitano, Madrid, 2007: 77-81. In 
Hungarian. 

27. Forrai J, Solymosy J, Csépe P. Community development and 
health education program for Roma communities. In: 
Egyenlőség, egészség és a roma/cigány közösség. Fundación 
Secretariado Gitano, Madrid, 2007: 84-88. In Hungarian. 

28. Nöstlinger C, Gordillo V, Borms R, Murphy C, Bogner J, 
Csépe P, Colebunders R. (2008) Differences in perceptions 
on sexual and reproductive health between service providers 
and people living with HIV: A qualitative elicitation study. 
Psychol Health Med, 13: 516-528. 

29. Csépe P. Introduction to demography. In: Tompa A. (edt.) 
Basics in Public Health. Semmelweis Kiadó, Budapest, 
2008: 29-35. In Hungarian. 



 

 

30. Csépe P. Introduction to demography. In: Tompa A. (edt.) 
Basic Principles of Public Health. Semmelweis Publisher. 
Budapest. 2008: 21-27. 

31. Csépe P. Cultural epidemiology and social map of health. 
In: Pikó B, Lázár I. (eds.) Hungarian Textbook of Medical 
Anthropology. Medicina, Budapest. Under review. 2010.   
In Hungarian. 

 
Lectures and posters 

32. Csépe P, Tarján P, Simon T. (1988) Potential victims of vic-
tims of AIDS. 6th

33. Csépe P. (1990) The role of community based organizations 
in health promotion. 2

 International Symposium on Victimology. 
Jerusalem, Israel. 

nd

34. Csépe P. (1994) AIDS knowledge and risk behaviors among 
different groups of prostitutes in Hungary. 9

 European Conference on Health 
Education. Warsaw, Poland. 

th

35. Csépe P. (1994) Evaluation of HIV prevention programs. 1

 World Con-
gress on AIDS and STDs. Berlin, Germany. 

st

36. Csépe P, Bolváry K. (1994) Risk of AIDS among sex work-
ers in Hungary. 10

 
Conference on AIDS. Budapest, Hungary. In Hungarian. 

th

37. Csépe P. (1998) Evaluation of a peer-education drug preven-
tion program. 12

 International Conference on AIDS and 
STDs. Yokohama, Japan. 

th

38. Csépe P, Forrai J. (1998) Evaluation of HIV/AIDS peer 
education prevention programs. 6

 International Conference on AIDS and 
STDs. Geneva, Switzerland. 

th

39. Csépe P. (2002) HIV risk behavior among male sex workers 
in Budapest, Hungary. 13

 Assembly of NETT. 
Pécs, Hungary. In Hungarian. 

th

40. Forrai J, Csépe P, Solymosy J. (2006) Health promotion 
clubs for elderly Roma people in three western counties in 
Hungary. 7

 International Conference on 
AIDS and STDs. Barcelona, Spain. 

th IUHPE Conference. Budapest, Hungary. 



 

 

41. Csépe P, Forrai J. (2006) Difficulties in data connection in 
the Roma population. SASTIPEN Conference. Budapest, 
Hungary. In Hungarian. 

42. Csépe P, Dombi Cs, Döbrőssy L, Forrai J, Oláh Z. (2006) 
Screening for oral cancers and their risk factors in the Roma 
population. 11th

43. Csépe P, Antmann K, Oszlár J, Sima Á. (2006) New possi-
bility in smoking prevention: “Smoke free classes”. 12

 Conference of EADPH. Prague, Czech Re-
public. 

th

44. Csépe P. (2008) Demography and poverty. 14

 
Primer Prevenciós Fórum. Budapest. Hungary. In Hunga-
rian. 

th Primer 
Prevenciós Fórum. Budapest, Hungary. In Hungarian. 


	Introduction, historical overview
	Aims
	Discussion
	Publications

