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1 | INTRODUCTION

Hepatitis B is a highly transmissible viral infection with global distri-
bution. Epidemiological studies show that a third of the world'’s pop-

ulation currently has, or has had, hepatitis B infection. The infection
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Summary

Migrant Chinese populations in Western countries have a high prevalence of chronic
hepatitis B but often experience poor access to health care and late diagnosis. This
systematic review aimed to identify obstacles and supports to timely and appropriate
health service use among these populations. Systematic searches resulted in 48 rele-
vant studies published between 1996 and 2015. Data extraction and synthesis were
informed by models of healthcare access that highlight the interplay of patient, pro-
vider and health system factors. There was strong consistent evidence of low levels of
knowledge among patients and community members; but interventions that were pri-
marily focused on increasing knowledge had only modest positive effects on testing
and/or vaccination. There was strong consistent evidence that Chinese migrants tend
to misunderstand the need for health care for hepatitis B and have low satisfaction
with services. Stigma was consistently associated with hepatitis B, and there was weak
but consistent evidence of stigma acting as a barrier to care. However, available evi-
dence on the effects of providing culturally appropriate services for hepatitis B on in-
creasing uptake is limited. There was strong consistent evidence that health
professionals miss opportunities for testing and vaccination. Practitioner education
interventions may be important, but evidence of effectiveness is limited. A simple
prompt in patient records for primary care physicians improved the uptake of testing,
and a dedicated service increased targeted vaccination coverage for newborns.
Further development and more rigorous evaluation of more holistic approaches that

address patient, provider and system obstacles are needed.
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is particularly prevalent in areas of East Asia such as China, Taiwan,
Singapore, Malaysia and South-East Asia such as Korea, Vietnam,
Cambodia and Laos.! In recent decades, there has been a consider-
able increase in global migration including movement of persons of

Chinese ethnicity from East Asia to countries with low prevalence

Abbreviations: CAM, complementary and alternative medicine; CDC, US Centres for Disease
Control and Prevention; ESL, English as a Second Language; OR, odds ratio.

for the disease, such as North America, Europe and Australia. Groups

of migrants from these countries where hepatitis B is endemic have
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similar prevalence to their country of origin.2* There is evidence that
Chinese persons in the UK experience greater mortality rate than the
background population from liver cancer 5 and that they endure re-
duced access to healthcare services for chronic hepatitis B (CHB).®
This is a growing public health issue for receiving countries, and there
is need for better disease surveillance and testing of high-risk migrant
groups as well as effective follow-up to ensure infected persons ac-
cess appropriate health care and their close contacts are appropriately
protected, an issue recognized in national policies.c”’10

Poor access to healthcare services among migrant and other mar-
ginalized groups is increasingly recognized as a complex, multifaceted
issue. Recent frameworks usefully emphasize the interactive and re-
cursive nature of healthcare access, highlighting the need to under-
stand the interplay between patients, providers and the services on
offer.*'2 To date, these perspectives have not been used to synthe-
size the growing body of research that examines hepatitis B among
migrant Chinese populations. Several past reviews have addressed
particular populations or interventions, but none have employed sys-
tematic methods nor provided a comprehensive synthesis that can
be applicable in different contexts.***> The current study adds to our
understanding of the barriers and enablers of access to hepatitis B test-
ing and healthcare access for Chinese migrants in Western societies

through a systematic and theory-informed evidence synthesis.

2 | MATERIALS AND METHODS

2.1 | A systematic mixed method review

This review adopted a systematic mixed methods approach to identify and
integrate relevant evidence from the widest range of primary studies.®

2.2 | Search strategy

We used a search strategy that aimed to be inclusive by using ex-
panded search terms and by searching both in biomedical databases
(Medline, Embase, CINAHL, PsycINFO) and in social sciences data-
bases (ASSIA, Web of Science). We adopted this broad approach to
ensure we captured all relevant publications. The search terms were
grouped into three areas: the population of interest, healthcare ac-
cess and experiences, and hepatitis B and are delineated in Table 1.

2.3 | Inclusion/exclusion criteria

An initial screen undertaken by three of the authors (AL, AV and SS)

involved a review of the title and/or the abstract, and studies were

TABLE 1 Search strategy terms

Criteria Terms included

Population
or Malaysian,” “Asian,” “East Asian,” “Singapore”

Healthcare access

WILEY--*

retained if they focused on (i) individuals identified as Chinese and/or
Far East Asian ethnicity living in Europe, North America or Australia/
New Zealand and on (ii) health care (including testing and vaccina-
tion) for hepatitis B. Publications that took a purely epidemiological or
pathological approach, without investigating factors affecting health-
care access, were excluded, and inclusion and exclusion conflicts were
discussed and consensus reached. A second sifting stage involved full-
text review for “richness” and retained only those studies judged to
provide sufficient data on influences on healthcare access. Following
an initial recommendation for inclusion/exclusion by a senior reviewer,
a team of three reviewers agreed the final set of included studies. A
methodological quality checklist that combined both generic indica-
tors® and indicators of quality for research on ethnicity and health!”
was used. However, as the volume of studies was low, we chose not
to exclude on the basis of quality, but rather to moderate the contri-
bution of papers that were of low methodological quality to the final
conclusions drawn from the synthesis. Reference lists of included pa-
pers identified were then scanned and potentially relevant papers sub-

jected to the same sifting process as described above.

2.4 | Data extraction and synthesis

An extraction template was developed and refined iteratively by three
members of the research team drawing on access to care frame-

1112 3nd initial reading of a subset of included papers. Papers

works
were categorized by methodology for analysis: qualitative papers were
examined by an anthropologist (EL); quantitative studies by a physi-
cian researcher (AV); and interventional studies by a social scientist
(SS). NVivo® was used to code and retrieve material from the quali-
tative papers, while a template was prepared in a MS Excel® spread
sheet to support the retrieval of relevant information from the quanti-
tative and interventional studies. Extraction codes related to areas in-
fluencing individuals’ choice and identification of need for healthcare
(ie community and family support, health beliefs), health services ac-
cessibility and adjudication of perceived need for care (ie practitioners
attitudes, knowledge and practice) and wider determinants (ie socio
economic barriers, policy, institutional factors). Synthesized memos
were prepared initially for each set of studies to correctly classify the
studies, their context and the clarity and strength of the evidence of
each study. Next, evidence was integrated across the methodologies
through discussion and consensus in research meetings. Finally, a
series of statements was developed to summarize the available evi-
dence in terms of its strength and consistency (approach adapted from

McLean et al.'® as described in Table 2).

“Chinese,” “Asian continental ancestry group,” “Asian Ancestry,” “Far East Asian,” “Korean,” “Taiwan or Taiwanese,” “Malaysia

“Barriers,” “Access to Health Care” (or health care), “Health services accessibility,” “Healthcare disparities,” “Patient acceptance

of health care,” “Health Knowledge, Attitudes, Practice” or “barrier$ to health,” “Health behaviour” or “Attitude to health”

Hepatitis B

“Hepatitis B, Chronic,” “Hepatitis B,” “HBV” or “Hepatitis B Virus”
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TABLE 2 Definitions edited for the evidence statements (Table 4)

Category Definition

Strong consistent evidence
Strong equivocal evidence
Weak consistent evidence
Weak equivocal evidence
Indicative evidence

Confounded evidence

3 | RESULTS

3.1 | Study characteristics

The initial search found 347 publications of which 111 were deemed
relevant after abstract screening, and 48 were selected after rich-
ness and methodological appraisal (Figure 1). Table 3 provides an
overview of the 48 studies included, together with descriptions of
their geographical setting, study design, objectives, populations and
sample sizes. Nineteen cross-sectional surveys described knowledge
levels and other factors hypothesized to influence healthcare usage
and health behaviours related to HBV, as well as reasons for (non-)
testing or (non-) vaccination. The different studies employed diverse
measurement approaches, reflecting a lack of validated instruments,
which made findings difficult to compare. Two recent cross-sectional
studies recruited patients with hepatitis B and enquired about rates
of contact tracing of relatives'? and potential factors affecting treat-
ment uptake.20 Seven qualitative studies explored reasons for (non-)
testing, (non-) vaccination or treatment adherence, as well as underly-
ing meanings, processes or values related to the disease. Twenty-two
interventional studies sought to either describe, or evaluate the ef-
fectiveness of, interventions. Although the evaluations were likely to
provide the most robust evidence, their study designs were frequently
weak which compromised the strength of the evidence generated.

A few studies took a holistic approach, aiming to examine the inter-
play between populations and healthcare system actors, but the ma-
jority focused solely on patients or members of the public of Chinese
or East Asian ethnicity. Among the interventional studies, seven papers
referred to multi-component interventions addressing purported ob-
stacles at both the community and healthcare Ievel,zi'27 four referred

to lay health worker interventions, 283!

32-35

six reported on narrower health

education interventions, and two reported on interventions that

involved modifications to the healthcare delivery alone.3¢%”

The uptake of HBV testing was the most frequently stud-

19,38-49

ied outcome (14 quantitative papers and six interventional

papers21-23,26,27)

. Few papers looked at vaccination uptake (one sur-
vey39 and two interventions®>%¢), or the receipt of care/treatment by
HBV-infected individuals (three surveys?®°%*!) and one qualitative
paper>?). Several papers examined more than one healthcare outcome,

particularly those focused on multi-component interventions?'-2%2627

and the qualitative papers.>?">’
Theoretical frameworks were infrequently used to inform collec-

tion oranalysis of data in the quantitative studies. The frameworks used

Studies pointing in the same direction (for or against) with a pattern of statistical significance
Studies with statistical significance shared between for and against positive and negative effects
Studies pointing towards a general trend without statistical significance

Studies divided between for and against without statistical significance

Studies suggesting that a factor may be important (ie result from single study)

Studies include factor but have not been designed to isolate its importance

in studies included the “Health Belief Model”*® “Behavioural Model of
Health Service Use"*® and the “Health Behaviour Framework”*® The
“Sociocultural Health Behaviour Model” derived by the G. Ma was ap-
plied to elucidate factors associated with never having been screened
for HBV.*>#

3.2 | Evidence statements (Table 4)

3.2.1 | There is strong consistent evidence of low
knowledge and awareness of CHB among Chinese
populations

Examination of knowledge levels, awareness and misconceptions
held by individuals within the target populations found common mis-
conceptions regarding transmission routes, participants erroneously
identifying sharing food and utensils as a route of infection.384146-48,59
Transmission by sexual intercourse was correctly identified by
50%-66% of survey respondents and 80% of patients with CHB.!
Knowledge of hepatitis B mother-to-child transmission at birth was
recognized correctly by 70%-91% of respondents*®*14¢48 and 85% of
patients with hepatitis.>! One-third to two-thirds were unaware that
HBV is more common in China or among Chinese immigrants than
among other popuIa‘rions.‘w’42'6o And while 89% of Chinese American
respondents thought HBV would be harmful if they contracted it, only
33% believed that they were at risk.>? Respondents were unlikely
to perceive themselves as being at risk of infection if they had been
resident in the UK for a long period.>’ Misconceptions about causal
factors were reported including: harmful food (fried foods or contami-
nated foods), alcohol, contact with infected individuals, stress and in-
adequate rest.”>>>°%%1 Among patients with CHB, a third of treated
and 40% of untreated patients believed lifestyle changes and diet can
be sufficient to manage the infection.?°

3.2.2 | There is weak equivocal evidence that
levels of knowledge are associated with receipt of HBV
testing and vaccination

Studies that examined the association between knowledge levels and
HBV testing,38'4°’42'44'46'58 or with both testing and vaccination,®”4”
reported a positive association with previous testing for HBV and
knowledge scores.3®4658 The strength of association observed was
between OR 1.15 and 4.8 as measured with different instruments.
Correct responses—to “the Chinese are more likely than Whites to
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have HBV” (OR=1.9), “individuals with HBV can be infected for life”
(OR=1.7) and “HBV causes liver cancer” (OR=2.0)**—and the answers
to two knowledge questions—reporting that the disease was serious
(OR=1.3) and that it caused harm (OR=3.9)*—were all positively
associated with having been tested. In the latter, there was no sig-
nificant association with having been vaccinated in the logistic re-
gression analysis.>? A knowledge score (based on 11 statements with
possible answers yes/no/unsure) was not significantly higher among
China-born respondents who had been tested for HBV, but was signif-
icantly higher among those that had been vaccinated, although there
was no significant association between current knowledge and prior
testing or vaccination among their Vietnam-born respondents.’

3.2.3 | There is weak, consistent evidence that
interventions focused on improving knowledge
about HBV (without action on other barriers) result
in only modest increases in uptake of screening and
vaccination

Poor knowledge levels about the disease among the target populations
have previously been addressed by designing and delivering educa-
tional material in linguistically and culturally tailored ways such as lay
health workers, using community venues and through mass media and
English language classes. Most studies reported an increase in knowl-
edge levels post-intervention, but this was not necessarily sustained
over time and some misconceptions appeared difficult to shift.30-3262
Importantly, several interventions that achieved an increase in knowl-
edge did not achieve similar increases in uptake of testing or vaccina-
tion.2>%5%7 A study from Texas, USA, reported significant increases in
knowledge among two intervention arms for raising knowledge and
awareness among parents (coupled with improved access to low-cost
services). However, despite a significant increase in child vaccination
rates, these remained below 40% in both intervention groups.25 A few
studies evaluated a Lay Health Worker model involving educational
and motivational dimensions in different contexts.?’ 142 They found
significant increases in mean knowledge scores and self-reported test-
ing, but concluded that effect sizes on testing were small for the re-
sources needed and that poor knowledge may not be the key factor
restricting testing. One randomized trial found self reported testing at
six months was significantly different between control groups (6%) and
intervention groups (18%).%% Taylor delivered an educational interven-

tion in ESL classes®”:®

and similarly found that increased knowledge
was accompanied by a weak effect on testing uptake (with just 6% of

intervention participants reporting testing at foIIow—up).35

3.2.4 | There is consistent evidence that stigma
around hepatitis B exists, but interventions to
address stigma, also addressed other factors thus
confounding the evidence on its relevance as a barrier
to care

The importance of stigma as an obstacle to HBV healthcare access
shows variable results. In a UK study, HBV-related stigma did not

WILEY--*2

show a consistent picture across their ethnically diverse sample of UK
respondents and there were no findings specific to Chinese partici-
pants.59 Nevertheless, some participants did report a fear of infection
among community members and felt that this could lead to anxiety
around eating together and the sharing of utensils.

Two non-UK qualitative studies identified stigma and the fear
of disclosure as potentially adversely impacting on access to care as
it made it more difficult for patients to keep their disease status se-
cret.>?%7 Fear of rejection or stigma at a personal and community level
also restricted CHB patients from disclosing their status to family and
friends as it could lead to exclusion from family and social life in some
communities. The stigma seems to arise from a belief that “the way to
avoid disease is exclusion”.>2

One study addressing stigma found that the “fear of contagion”
stigma was most prevalent; 62% of respondents believed that “in-
fected individuals should avoid close contact with others such as
kissing and hugging”.*® Stigma associated with the “fear of contagion,”
“negative perception” and “workplace/school stigma” was lower and
knowledge levels were higher in people who reported having a relative
with hepatitis B.*8

In one Canadian study, a third of participants with hepatitis B, the
majority of whom had secondary education and had resided in Canada
for over 10 years, were not ashamed and were willing to inform others
of their condition. Persons who had resided in Canada for <10 years
were less likely to inform others.>® Markers of stigma were also less
common among people with poor knowledge of hepatitis B; for ex-
ample, “fear of getting a bad test result, embarrassment/shame” was
not associated with never having been tested.*® In contrast, a previous
study, Ma et al. (2010) reported that “the fear of a bad test” and “embar-
rassment or shame” were negatively associated with testing status. 44,

Exploration of the role of social support, and particularly family-
level support, found that testing was more common among those who
had discussed it with their spouse %7 and among those who reported
that a family member had suggested it, but less common among those
that had not discussed hepatitis B with a partner or family member.*°
However, the direction of the association could not be ascertained
and reverse causality could not be excluded from these cross-sectional
studies.

Several of the studies of multi-component interventions
aimed to address stigma via both individual communication and
community-wide efforts, eg mass media, using celebrities, commu-
nity awareness events held at churches and engagement of com-
munity leaders. For example, an intervention for Korean Americans
included activity in churches aimed at challenging community-level
stigma including messages that emphasized the benefits of being
tested for HBV, that such action is the responsible thing to do, and
these aimed to challenge the embarrassment or shame associated
with HBV infection.?*

However, detailed description of how these were implemented
was not provided in the publications and none explicitly reported on
any shifts in attitudes or behaviours to suggest reductions in levels of
stigma. None of these studies attempted to isolate the effect of re-
ducing stigma on uptake of testing, vaccination or treatment for HBV.
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3.2.5 | There is consistent evidence that migrant
Chinese populations have low engagement and
satisfaction with local health systems

Financial barriers to hepatitis care were reported in several of the
US-based qualitative studies.’*>” The financial barriers included
lack of health insurance®* and difficulty in getting such insurance.”’
Chinese and Korean participants could not afford screening tests>
and the practitioners reported being somewhat reluctant to test
for and diagnose HBV because of anticipated problems with the af-
fordability of care.®> However, in a survey study of patients with
CHB not receiving treatment, affordability of treatment was seen
as possible below certain monthly expenditure and this exceeded
the actual out-of-pocket expenditure of treated patients.?° In the
survey studies, there were mixed findings in relation to the associa-
tion between general socioeconomic factors (such as employment,
income and education) and screening status. Individuals without
health insurance were less likely than those with insurance to have
been tested, but household income was not associated with testing
status.*44?

Not having a regular family physician was also found to be neg-
atively associated with prior screening.“o'46 Similarly, a positive cor-
relation (OR: 10.5) was found between prior HBV vaccination and
having a primary care physician.®? A UK study reported that some
immigrants do not register with primary health care.®? In addition,
other structural issues identified included limited consultation avail-
ability, long working hours, restrictions on the use of some health-
care services by immigrants, potentially affecting their engagement
with HBV screening.59 Chinese participants who reported not hav-
ing less time or transportation were less likely to have been tested
for HBV.*

Language and communication difficulties were also identified as
barriers to engagement with primary care-based screening and treat-
ment for Chinese patients in the UK.>? This mirrors similar findings
from non-UK qualitative studies elsewhere.’>>” Some of the survey
studies found that those who needed an interpreter during doctor
visits were less likely to have been tested,*® while not speaking the
physician’s language was negatively associated with prior HBV vac-
cination.®? Some immigrants have low levels of trust and confidence
in UK general practice-based care that has been attributed to rushed
appointments and delays in receiving treatment.”’ Key informants
felt that a screening invitation letter might be ignored by some ex-
pecting to be contacted again if the screening was important and
others fearing the knock-on implications in terms of further tests or
treatment.>’ A lack of preventive healthcare seeking was highlighted,
as well as the acceptance of poor health and a lack of familiarity with
the healthcare system that contributed to low levels of health service
engagement.”’

The use of complementary and alternative medicine (CAM) by
Chinese immigrants was another factor that was identified as under-
mining positive patient-provider interactions and potentially affecting
appropriate HBV care. There was evidence that patients turn to CAM

when told that hepatitis B is not curable with biomedicine.>®*® In

addition, practitioners have mixed attitudes towards CAM and some
practitioners suspect their nonacceptance of CAM could turn patients
away.>®

Misunderstandings about HBV-related health care were fur-
ther potential barriers to uptake. In the UK, healthcare providers
identified adherence to treatment among some chronic hepatitis B
immigrant patients to be poor and that this was because patients
may not fully appreciate the value of monitoring or taking medi-
cation if they felt well.”? Studies from the USA also found misun-
derstandings regarding testing: Korean groups did not understand
the significance of screening prior to vaccination®® and participants

did not understand test results®>°¢; others were unclear about vac-

cination including fears of side effects®>>*

and failed to recognize
vaccination as a primary means of prevent‘ion.53"54’5""57 Reasons
given by participants for not having been tested in some of the
survey studies also suggested a lack of understanding regarding
HBV infection and testing. The “lack of knowledge” and “feeling
well” were commonly reported reasons for not being screened.®’
Among patients with CHB, many were concerned about the po-
tential side effects of treatment such as kidney damage and bone

thinning.20

3.2.6 | There is confounded evidence

that the provision of free or low-cost services

that are culturally appropriate and geographically and
temporally accessible is effective in increasing
uptake of HBV screening, vaccination and treatment

Some interventional studies recognized structural obstacles and
included modifications to the cost, availability and/or cultural ap-
propriateness of HBV healthcare services. The multi-component
interventions tended to address several factors at once including:
free or low-cost testing and vaccination,?t%¢ provision of additional

212226 0 floy-

community-based sites for testing and vaccination,
ible opening times,?* and the involvement of bilingual or multilingual
healthcare practitioners or support staff.2%?2242% |t was not possible
from these studies to ascertain the individual contribution of each in-
tervention component.

Studies that evaluated these multi-component interventions con-
cluded that the provision of free services was important. For instance,
48% of those tested for HBV through the Jade Ribbon Campaign in San
Francisco said that they would not have been tested if it had not been
free,?3%% and 88% of those newly identified with HBV infection were
uninsured in BeFreeNYC.2%?” There were also several studies that
evaluated simpler interventions involving training and deployment
of Lay Health Workers to help community members navigate the
health services, and provide support and education to them in their
homes. These studies reported significant increases in self-reported
testing, although levels remained low [6% of the intervention group
for Chinese in 2009°%; 22% of the intervention group for Cambodians
in 2013%%; 24% of the intervention group for Hmong in 2013%], and
the authors concluded that increases were small for the resources
expended.
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3.2.7 | There is strong, consistent evidence that
healthcare providers miss opportunities during routine
healthcare encounters to refer Chinese immigrant
individuals for screening and follow-up for HBV

The role of healthcare practitioners, particularly family physicians,
was explored in several studies as a potential barrier or support to
testing, vaccination and treatment access. Several of the US papers
noted that physicians in the USA commonly fail to adhere to CDC
recommendations that individuals of Chinese/Far East Asian origin
should be routinely tested for HBV.

Opportunities for testing and vaccination of Chinese immigrants
within routine healthcare encounters are frequently missed in receiv-
ing country settings. In one study, only a third of 393 practitioners
surveyed reported that they screen all new Asian patients for HBV,
regardless of risk factors or symptoms, while two-thirds reported that
they would screen some of their new Asian patients for CHB, but
that this was dependent on the presence of risk factors in these pa-
tients.*® The reasons given for not testing were primarily the cost of
tests, physician considerations and patient resistance. In an Australian
study, 70% of the Chinese respondents who had been vaccinated had
received it in their country of origin‘47 Similarly, those who had lived
a shorter proportion of their life in North America were significantly
more likely to have had HBV testing which may reflect greater HBV
prevention efforts in Asia than in North America.*?

A common theme in focus group discussions was adherence to the
doctors’ recommendations, both in relation to other medical matters
and in relation to HBV test-ing64 and vaccination.> Despite the fact that
the majority of participants had healthcare providers who were conver-
sant in Chinese, most reported no discussion of hepatitis B with their
providers.>’ There was a positive association between reported prior
HBV screening and reports that the doctor had suggested being tested
(OR=2.4). Similarly, studies in Canada and USA found that those who re-
porting having had a test previously were more likely to have received a
physician recommendation to do so (OR 9.04).2%*? In a study of sources
of information and its influence on testing uptake, 39% reported gain-
ing information about HBV from physicians. The study concluded that
“learning about HBV from physicians had the strongest direct effect” (p 779)
on screening behaviour.”® Further evidence shows that when partici-
pants were asked directly the reasons why they had not been tested, a

common response was that the “doctor did not suggest it”>’

and the top
reported reasons for being tested were when the tests were “manda-
tory” (43%) and “following physician advice” (16%). Survey respondents
also suggested that they would consider testing whether they felt sick/

discomfort (35%) or whether instructed to by a doctor (21%).%°

3.2.8 | There is one strong study that shows that
simple prompts to primary healthcare physicians can
increase referral for, and receipt of, HBV testing

Two interventional studies focused entirely on modifications to the
health service model. A US study used a controlled trial design to as-

sess the effect of an electronic health record prompt sent to primary care

WILEY--2

physicians 24 hours before a scheduled appointment with a patient with
a Chinese surname.®” The prompt included CDC recommendations for
HBYV testing in at-risk Asian populations, information about HBV preva-
lence and laboratory tests for HBV screening and also a link to facilitate
the ordering of tests. The study found that among patients in the inter-
vention arm, 41% received an order for, and 34% completed, an HBV

test, compared to 1.1% and 0% in the control (care as usual) arm (P<.001).

3.2.9 | One dedicated service for immunization of
newborn babies to hepatitis B-infected mothers shows
improvement in vaccination coverage in the UK

One intervention implemented in London, UK, provided a dedicated cen-
tralized immunization service aimed at increasing immunization cover-
age among babies born between 1992 and 1996 to hepatitis B-positive
mothers (a small proportion of whom were identified as “Oriental”). The
setting is an inner city area, with high proportion of immigrants from high
prevalence countries and high mobility. In the UK, only targeted immuni-
zation of babies is available through primary care. The study found that
greater proactivity on the part of the health service, to contact mothers
whose babies remain unimmunized and to provide flexible opportunities
for completion of hepatitis B immunization course, was effective at im-
proving coverage in comparison with a similar neighbouring area.®

3.2.10 | There is confounded evidence

that education of healthcare practitioners is
effective in increasing uptake of HBV screening,
vaccination and treatment

Three survey papers examined practitioner knowledge. In one US
study, most primary care physicians (83%) who knew that CHB was
a serious condition were aware that the disease was prevalent in the
Asian-American population. However, more than half (62%) were
unfamiliar with the major treatment guidelines.43 Of two US studies,
in an area with a high Chinese population density, one showed that
as much as 30% of providers could not identify the correct test for
HBYV screening despite the fact that all of the respondents knew that
Chinese immigrants had a higher prevalence of chronic HBV than non-
Hispanic Whites or US-born Chinese people.65 The study also found
that providers who spoke an Asian language and had greater knowl-
edge of HBV were more likely to report that they would screen their
patients for HBV.®> Another study that explored knowledge in hospi-
tal physicians by graded seniority, reported that only 24% could iden-
tify the appropriate serological tests, 41% could identify all the modes
of transmission and 56% did not know they are mandated to report
positive tests, correct responses were marginally higher in senior resi-
dents and physicians of Asian ethnicity (Chao et al 2015).%” Care may
also be suboptimal for patients with the hepatitis B virus. A qualitative
study found that little information about hepatitis B and its impact
was given to participants at the point of diagnosis, and people with
CHB had a poor understanding of their infection and had reservations
regarding the capability of health professionals to respond effectively
to their CHB queries.”?
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TABLE 3 Systematic literature review: included studies

Authors Location
Quantitative
Free at point of access
Cheung et al. Vancouver,
(2005)>4¢0 Canada
Hislop et al. Vancouver,
(20074, see Tu Canada
et al. 2009)
Li et al. (2012)%¢ Toronto,
Canada
Thompson et al. Vancouver,
(2003)°® Canada

Tu et al. (2009;*? Vancouver in

findings also Canada,
published for Seattle in
USA and Canada USA
separately:
Coronado et al.,
2007; Hislop
et al., 2007)
Vu et al. (2012)% Brisbane,
Australia
Wu et al. (2009)°*  Toronto,
Canada

Quantitative
Fee for service health system

Chao et al.
(2015)%7

California,
USA

Coronado et al.*° Seattle, USA
(2007)

Cotler et al.
(2012)*

Chicago, USA

Lai et al. (2007)%®  San
Francisco,
USA

New York
City, USA

Ma et al. (2006)%°

Ma et al. (2010)*  Philadelphia,
New Jersey,
New York

City, USA

Philadelphia,
New Jersey,
New York
City, USA

Ma et al. 2012%°
(same study as
Ma, 2010)

Aim/focus

To determine level of concern,
awareness and knowledge of
HBV and associated factors

Exploration of factors associated
with testing for HBV

Exploration of factors associated
with testing for HBV; to
determine whether stigma acts
as a barrier

Exploration of factors associated
with knowledge about HBV and
with testing for HBV

Exploration of factors associated
with testing for HBV;
comparison between USA and
Canada

Exploration of factors associated
with testing and vaccination for
HBV

Investigation of barriers to care
for CHB

To investigate physicians’
knowledge of chronic hepatitis
B diagnosis, screening and
management in various stages
of their training.

Exploration of factors associated
with testing for HBV

Assessment of stigma and
validation of stigma measure-
ment instrument

Exploration of knowledge and
practice among practitioners

Exploration of factors associated
with testing and vaccination for
HBV

Exploration of factors associated
with testing for HBV

Exploration of factors associated
with testing for HBV

Research method

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Cross-sectional
survey

Setting

Community, via Asian
commercial centres

Community, via
telephone records

Community (ESL classes)
and health clinic

Community, via Chinese
surnames in telephone
book in areas with high
concentration of
Chinese residents

Community, via
telephone records

Community, via
community organiza-
tions and events

Health service, via
primary care physician
visits

Health service

Community, via
telephone records

Community

Health service serving
high number of
Chinese patients

Community, via
community organiza-
tions in disadvantaged
area

Community, via
community
organizations

Community, via
community
organizations

Participants

Chinese and South-East Asians
(993); born in China (310), Hong
Kong (431), Taiwan (97), Vietnam
(22), Other Asia (67), N America
(57)

Chinese Canadians (504)

Self-identified Chinese (343)

Chinese-Canadian women (n: 147)

Chinese Americans (430) and
Chinese Canadians (533)

Chinese (442) and Vietnamese (433)

Chinese Canadians with CHB (204)

Interns (63), 2nd year residents (60),
chief residents (26), attending
physicians (70)

Asian Americans (with Chinese
surnames) men and women (442)

Chinese immigrants (201)

Providers: residents, fellows, nurses
(91)

Chinese Americans (429)

Asian Americans (1,603): Chinese
(718), Korean (289), Vietnamese
(305) and Cambodians (291)

Asian Americans, adults (1,312):
Chinese (718), Korean (289),
Vietnamese (305) [Cambodians
not included]

(Continues)
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Authors Location Aim/focus Research method Setting Participants
Ma et al. 2015% Philadelphia, Prediction of nontesting using Cross-sectional Community Chinese (718)
(same study as New Jersey, sociocultural health behaviour survey
Ma 2010, and New York model
Ma 2011) City, USA
Nishimura et al. San Exploration of risk factors, Cross-sectional Persons reported by People with hepatitis B (829,
(2012)*° Francisco, knowledge and preventive survey laboratories as HBV+ Chinese 609)
USA behaviours to health department
Tanaka et al. Washington Exploration of factors associated Cross-sectional Community via various Asian Americans (877): Chinese
2013°8 (Baseline DC, USA with testing for HBV and survey venues (303), Korean (294), Vietnamese
survey of trial sources of knowledge (280)
participants
reported in Hsu
et al.,, 2007)
Tokes et al. New York To explore perceptions and Cross-sectional Health service Chinese (90), Korean (77), and
(2014)%° City, New attitudes of CHB treatment survey Vietnamese (85)
Jersey, San among patients infected with
Francisco, HBV
Los Angeles,
USA
Vijayan et al. USA To assess the extent of screening  Cross-sectional Heath service 58 Asian Americans including 32
(2015)¥ family members of Asian survey Chinese
patients with known HBV
infection, and patient
knowledge of disease
Qualitative

Free at point of access

Chen et al. Vancouver in
(2006)* Canada,
Seattle in
USA
Wallace et al. Victoria, New
(2011)*2 South Wales
and South
Australia
Sweeney et al. London,
(2015)*° Bradford,
UK
Qualitative

Fee for service heath system

Chang et al. San Francisco
(2008)>* Bay, USA

Hwang et al. Houston,
(2010)* USA

To learn about HB prevention
behaviour, knowledge, beliefs
and perceptions of HBV
screening and vaccination

To record how people with CHB
respond to their infection and
inform better public health
response to HBV in Australia

Exploration of knowledge,
perceptions and folk models of
hepatitis B and C among
immigrant communities and lay
and professional perspectives
on a proposed model of
targeted screening and
treatment.

To identify motivation for and
deterrents from taking
preventive action against CHB
and liver cancer, and spreading
awareness of these diseases in
the Chinese American
community

To explore the HBV beliefs,
attitudes and practice patterns
of medical providers serving
Asian-American communities

Individual
semi-structured
interviews (40)
and focus group
discussions (8)

Semi-structured
interviews with
CHB patients (20)
and focus group
discussions with
community and
health workers
)

Semi-structured
interviews and
focus group
discussions

Focus group
discussions (6)

Focus group
discussions (3)

Community North American Chinese, 18-64 y
(total of 111 across interviews and
groups)

Hospital People with CHB (20) including 5

born in China and 6 born in
Vietnam; and community health
workers (40)

Community and health Key informants (17, of whom 3

service identified as Chinese); community
members: Chinese (12), Pakistani
(35), Roma (15), Somali (16),
African (17); general practitioners
(6)
Community Chinese Americans (47)

Medical providers serving Chinese,
Korean and Vietnamese
communities (23)

Health services

(Continues)
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TABLE 3 (Continued)
Authors Location
Hwang et al. Houston,
(2012)%¢ USA
Philbin et al. Maryland,
(2012)*7 USA
Intervention

Free at point of access

Larcher et al. London, UK
(2001)%¢
Taylor et al. Vancouver,
(2008;%* Design Canada
described in
Hislop et al.
2007)
Taylor et al. Vancouver,
(20092;%° Refers Canada
to Taylor et al.
2008)
Taylor et al. Vancouver in
(2009b)*° Canada,
Seattle in
USA
Taylor et al. British
(2011)% Columbia,
Canada
Intervention

Fee for service heath system

Bailey et al. San
(2011)% Francisco,
USA
Bastani et al. Los Angeles,
(2015)¢° USA
Burke et al. Seattle, USA
(2004)%
Chang et al. San
(2009)%2 Francisco,
USA
Chao et al. San Francisco
(2009)% Bay, USA
Chao & So San
(2011,%° same Francisco,
intervention as USA

Chao et al. 2009)

VEDIO €T AL

Aim/focus

To explore attitudes about
prevention, screening and
treatment of HBV infection in
American Chinese, Korean and
Vietnamese communities

To explore the knowledge,
awareness and perceived
barriers towards HBV screening
and vaccinations

Evaluation of intervention to
increase HBV vaccination B of
babies

Description of content of
intervention to promote HBV
knowledge and HBV testing

Evaluation of intervention to
promote HBV knowledge (via
ESL classes)

Evaluation of intervention to
promote HBV knowledge and
HBV testing

Evaluation of intervention to
promote HBV knowledge and
HBV testing

Evaluation of intervention to
promote HBV knowledge,
testing, vaccination and
treatment

Small group intervention to
improve HBV testing

Description of development of
intervention to promote HBV
knowledge and HBV testing

Evaluation of intervention to
increase uptake of HBV testing
and vaccination

Evaluation of intervention to
promote HBV knowledge,
testing, vaccination and
treatment

Description of development and
design of intervention to
promote HBV knowledge,
testing, vaccination and
treatment

Research method

Focus group
discussions (12)

Focus group
discussions (8)

Retrospective case
note review,
comparison with
data from similar
neighbouring
district

Qualitative,
narrative
description of
intervention
content

Randomized
controlled trial
(cluster)

Randomized
controlled trial
with process
evaluation

Cluster rand-
omized trial

Descriptive
process
evaluation

Before-and-after
comparison of
numbers of HBV
tests

Cluster randomized
trial

Qualitative,
narrative
description of
process

Descriptive
process
evaluation with
quantitative
outcome
measures

Descriptive
observational
study

Descriptive
observational
study

Setting

Community

Community

Hospital

Community (ESL classes)

Community (ESL classes)

Community (lay
educators)

Community (ESL classes)

Community and health
service;
multi-component

Community
church-based

Community (lay
educators)

Health service

Community, mass media
and health service;
multi-component

Community, mass media
and health service;
multi-component

Participants

Chinese, Korean and Vietnamese
(113)

Chinese, Korean and Vietnamese
(58)

All babies born to mothers in the
hospital (2% labelled as Oriental)

Chinese

Chinese Canadians

Chinese American and Chinese
Canadians

Asian Canadian students (759)
follow-up of untested (180)
including Chinese (92)

Asian and Pacific Islanders including
Chinese Americans; area-based
intervention

Koreans (1123)

Vietnamese Americans

Asian and Pacific Islanders including
Chinese

Asian Americans including Chinese
Americans; area-based
intervention

Asian and Pacific Islanders including
Chinese Americans; area-based
intervention

(Continues)
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Authors Location Aim/focus Research method Setting
Chen et al. Sacramento Evaluation of intervention to Randomized Community
(2013)% County CA, promote HBV knowledge, controlled trial
USA health service navigation and
HBV testing
Hsu et al. Montgomery Evaluation of intervention to Before-and-after Community
(2007)%? County, promote HBV knowledge comparison of
USA scores on test
Hsu et al. 2010%2 Montgomery Evaluation of intervention to Before-and-after Community
(same County, promote HBV knowledge (and comparison of
intervention as USA assessment of subgroup scores on test
Hsu et al., 2007) differences)
Hsu et al. (2013)¥”  USA Evaluation of intervention to Randomized Health service
increase HBV testing controlled trial
Juon & Park®® Montgomery Evaluation of intervention to Cluster rand- Community
(2013) County, promote HBV knowledge omized controlled
USA trial

Ma et al. (2012)%*

Pennsylvania

Piloting prior to full trial of

Pilot feasibility

and New intervention to promote HBV study
Jersey, USA knowledge, testing, vaccination
and treatment
McPhee et al.® Houston, Evaluation of intervention to Randomized
(2003) USA promote HBV knowledge and controlled trial
catch-up vaccination of children
Pollack et al.% New York Evaluation of intervention to Before-and-after
(2011) City, USA promote HBV knowledge, comparison of
testing, vaccination and numbers of HBV
treatment tests and
vaccinations
Taylor et al.t Seattle, USA Evaluation of intervention to Randomized
(2013a) promote HBV knowledge and controlled trial
HBV testing with process
evaluation
Taylor et al. Seattle, USA Evaluation of differential effects Randomized
(2013b)%" (same by gender of intervention to controlled trial
intervention as promote HBV knowledge and with process
Taylor et al. 2013a) HBV testing evaluation
(subgroup
analysis)
Trinh-Shevrin etal.?”’  New York Description of development of Qualitative,
(2011) City, USA intervention to promote HBV narrative
knowledge, testing, vaccination description of
and treatment process

Community and health
service;
multi-component

Community and mass
media;
multi-component

Community and health
service;
multi-component

Community

Community

Community and health
service;
multi-component

WILEY--2%

Participants

Hmong Americans

Asian Americans including Chinese
(202), Taiwanese (40), Korean
(103), Indian (66), Vietnamese (75),
Cambodian (39), Filipino (24), Thai
(28), other (15)

Asian Americans including migrants
from mainland China (241), Taiwan
(53), Korea (89), India (89),
Vietnam (108), SE Asia (116).

Asian-American patients with
Chinese or Vietnamese surnames

Asian Americans (Chinese, Korean
and Vietnamese); 441 interven-
tion, 436 control

Korean Americans

Vietnamese (children)

Asian Americans

Cambodian health worker—
education randomization

Cambodian health worker—educa-
tion randomization

Asian Americans

Multi-component initiatives also recognized the influential role of
physicians and targeted them in an attempt to p reduce missed op-
portunities within the healthcare system for testing and to support
HBV service uptake. Bailey et al. (2011) introduced a range of mea-
sures aimed at practitioners’ role including educational events, a quick
reference HBV diagnostic flowchart and practitioner pledge signing
to confirm intended adherence to CDC recommendations.?! The Jade
Ribbon Campaign in San Francisco included education for healthcare
practitioners, including Chinese medicine providers.?>¢® McPhee
et al. (2003) report on another multi-component intervention that
included engagement and registration of physicians as providers of
low-cost hepatitis B services.?> The BeFreeNYC initiative in New York

also included training for providers.%‘27 However, it was not possible

ascertain the effect of these provider-focused interventions as they

were part of complex multi-component interventions.

4 | DISCUSSION

The evidence base is currently skewed towards studies focused pri-
marily on the knowledge and attitudes of Chinese immigrant groups
including interventions to modify these, with less attention having
been paid to practitioner attitudes and health system factors that
could better support access to HBV screening, vaccination and care.
However, findings from this review suggest that interventions fo-

cused on the target population alone are unlikely to be efficacious.
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TABLE 4 Evidence statements

Poor knowledge of the disease as a barrier to HBV service uptake

There is strong, consistent evidence that knowledge about hepatitis B is low among immigrant Chinese populations and that common misconceptions
are held regarding transmission routes, the seriousness of chronic infection and personal risk.

There is weak, consistent evidence that accurate knowledge can be improved via relatively brief, culturally tailored interventions and that such

interventions are well received.

There is weak, equivocal evidence that levels of knowledge are associated with receipt of HBV testing and vaccination.

There is weak, consistent evidence that interventions focused on improving knowledge about HBV (without action on other barriers) can effect only

modest increases in uptake of screening and vaccination.

Stigma as a barrier to HBV service uptake

There is strong, consistent evidence that HBV infection carries some stigma among immigrant Chinese populations.

There is weak, consistent evidence that stigma acts as a barrier to healthcare access among some people with CHB.

There is equivocal evidence that individually measured stigma is associated with past screening and vaccination for HBV.

There is confounded evidence on the effectiveness of interventions aimed at reducing HBV stigma on uptake of screening and vaccination.

Poor engagement with the healthcare system as a barrier to HBV service uptake

There is strong consistent evidence that immigrant Chinese individuals, particularly those who are new to their adoptive country, face a range of

obstacles to engaging with routine healthcare services.

There is strong consistent evidence that immigrant Chinese individuals often have poor health service experiences, commonly undermined by

communication problems, cultural distance and mistrust.

There is strong, consistent evidence that immigrant Chinese individuals often hold misunderstandings regarding the need for, and purpose of, testing

for HBV infection.

There is confounded evidence that the provision of free or low-cost services that are culturally appropriate and geographically and temporally
accessible are effective in increasing uptake of HBV screening, vaccination and treatment.

Missed opportunities within the healthcare system as a barrier to HBV service uptake

There is strong, consistent evidence that healthcare providers miss opportunities during routine healthcare encounters to refer Chinese immigrant

individuals for screening and follow-up for HBV.

There is confounded evidence that education of healthcare practitioners is effective in increasing uptake of HBV screening, vaccination and

treatment.

There is one strong study that concludes that simple prompts to primary healthcare physicians can increase referral for, and receipt of, HBV testing.

Indeed, there is evidence of the significant influential role of health
providers.

Dixon-Woods*! describes access as a complex and interactive
process whereby individuals within their social and economic context
identify their own need for health care (termed “candidacy” in this
model) and negotiate and navigate services that are more or less “per-
meable.” This review confirms that navigation and negotiation can be
compromised by misunderstandings and poor knowledge of services
and of the condition, but addressing these obstacles without address-
ing service accessibility does not effectively improve access. Health
workers intervene in this negotiation by adjudicating candidacy and of-
fering the right services, aligned with institutional, commissioning and
policy guidance as well as skills and knowledge. Causations for reduced
access to services are complex and multi-factorial, but understanding
the interaction between individuals and services is essential to define
and modify determinants of access.'? Contacts with primary health-
care providers present an important, but often unrealized, opportunity
to promote HBV testing and follow-up. Individuals who are not regis-
tered with, or do not visit their physician, or who have not had positive
interactions with their primary healthcare provider, are less likely to ac-
cess HBV-related healthcare even if they themselves recognize a need

for it.°”*? There may also be some reticence within migrant Chinese

populations to access care or testing, due to various barriers such as

4648 or poor understanding of the disease and its risks.®*°

stigma

Primary care physicians are often the gatekeepers to HBV test-
ing, vaccination and treatment and therefore hold an influential role
in enabling access to services.'* Economic barriers may exist, the
thought that treatments might be unaffordable was found to be an
influential factor in practitioners’ decision to offer tests,’® but it is not
clear whether this is a shared decision: a process whereby the patient
and the physician are involved in a discussion of informed options,
and reach and agreement in the decision-making process.® If health
workers make nonshared decisions that are in dissonance with the
needs or choice of individuals, they may exert a disempowering effect
in patients. A more comprehensive and holistic approach including
health provider adaptations is required to improve the accessibility
and acceptability of services. Enabling and empowering patients to
successfully request tests and care for their individual needs also war-
rant attention.

A number of limitations of the reviewed evidence base, and our
review methods, should be highlighted. Caution is warranted in ex-
trapolating findings across often very divergent social and health-
care contexts. The majority of studies were published over the last

10 years and originate in USA, and there are very few studies from
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other countries, particularly those where public health services are
provided free. However, low uptake is reported in healthcare settings
where the services should be free as well as those where they might
be dependent on particular insurance status.

An important limitation is that most of the studies reviewed were
not informed by any explicit theory, and those that referenced theo-
retical models did not explicate them clearly. Indeed, a lack of detailed
theory-driven process evaluations meant that it is not possible to as-
certain and validate the efficacy of the various interventions employed
or their mechanisms of action. There was also a dearth of robust
evaluations of interventions. Most of the interventional studies were
of low or medium quality, and there was a reliance on self-reported
measures of healthcare uptake. A lack of controlled designs further
compromised the strength of conclusions that could be drawn from
many of these studies. There was also very little information on the
costs of these interventions, and there were no detailed assessments
of the cost-effectiveness of the interventions studied. Consequently,
the findings from the various studies have been mixed. Further stud-

ies using more robust methodology to elucidate the effectiveness of

(n=347) Records excluded (n=236 )
Not referring to Hepatitis B: 141
A 4 HB but not including populations
of interest: 32
Records screened R
(n=347) "] other reason: (focus on pathology,
treatment, epidemiology or virology): 44
Conference abstracts (not providing data): 7
A4
: Chinese health context : 12
Full-text articles assessed
for eligibility
(n=111)

A 4

Studies selected

Free service access
(Total n=19)

Fee for service
(Total n=92)

Records excluded due to low
richness or quality (n=63)

Included (Total n=48)

interventions to boost HBV testing and care are required. In addition,
practical strategies to improve the accessibility of healthcare services
deserve further exploration.

Another limitation of the existing evidence base is that the diver-
sity within and between Chinese subgroups was not explored in much
detail in most studies. While some gender, age, socioeconomic and
migration status differences were examined, the results were inconsis-
tent and it was not easy to identify the relevance to diverse settings,
other than the general need to recognize diversity and to exercise cau-
tion in generalizations.

Finally, the review sought to examine papers in the English pub-
lished literature only; therefore, potential useful findings in other
languages were not studied. This study addressed only Chinese
and related populations, but did not examine studies looking at
other communities that may have information on common barri-
ers in relation to chronic hepatitis B. This also applies to examina-
tion of studies addressing other conditions in Chinese populations
that could have provided further understanding of barriers in this

population.
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5 | CONCLUSION

Migrant Chinese populations across the world are not a homogene-
ous group but extremely diverse in terms of their countries of ori-
gin, language and dialect groups, education levels, socioeconomic
wealth and degree of acculturation, all of which are likely to have
some bearing on their health seeking behaviours. Cognizance of this
diversity is vital to ensure that interventions developed are tailored
to the cultural and contextual specificities of each Chinese migrant
community.

The current evidence base shows that low awareness, knowledge
and access to testing and treatment for hepatitis B are a consistent
pattern for migrant Chinese populations across diverse health service
contexts. However, the evidence for interventions to address these
healthcare gaps is patchy. Multi-pronged approaches to research-
ing determinants of access, and to informing policy interventions,
are necessary. It is likely that effective programmes to boost access
to care and testing for hepatitis B will need to be carefully designed,
multifaceted and target healthcare providers as well as the population
groups, ensuring integration of programmes within the broader health

systems.

ACKNOWLEDGEMENTS

We acknowledge the members of the research team: Dr Jason Horsley,
Dr Amrita Jesurasa, Dr Benjamin Stone, Professor Elizabeth Goyder
and Professor Steve Green. We thank the research advisory group Mr
Eddie Chan (London Chinese Healthy Living Centre), Mrs Carrie Ho
(Scottish Huntington Lothian and Edinburgh Chinese Elderly Support
Association), Dr Mike Tomson (Sheffield GP), Dr Christian Schnier
(Health Protection Scotland), Wendy Phillips (Health Protection at
Public Health England) and Ruth Granger (Health Protection Manager,
Sheffield City Council).

DISCLOSURES

This review was funded by the Policy Research Programme of the
Department of Health, UK, as part of study 015/0313. The views ex-
pressed in this publication are those of the authors and not necessarily
those of the Department of Health. The paper authors do not have

any commercial disclosures to declare.

REFERENCES

1. Oftt JJ, Stevens GA, Groeger J, Wiersma ST. Global epidemiology of
hepatitis B virus infection: new estimates of age-specific HBsAg sero-
prevalence and endemicity. Vaccine. 2012;30:2212-2219.

2. Mcpherson S, Valappil M, Moses SE, et al. Targeted case finding for
hepatitis B using dry blood spot testing in the British-Chinese and
South Asian populations of the North-East of England. J Viral Hepat.
2013;20:638-644.

3. Veldhuijzen IK, Toy M, Hahné SJM, et al. Screening and early treat-
ment of migrants for chronic hepatitis B virus infection is cost-
effective. Gastroenterology. 2010;138:522-530.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Ha NB, Trinh HN, Nguyen TT, et al. Prevalence, risk factors, and
disease knowledge of chronic hepatitis B infection in Vietnamese
Americans in California. J Cancer Educ. 2013;28:319-324.

Jack RH, Konfortion J, Coupland VH, et al. Primary liver cancer inci-
dence and survival in ethnic groups in England, 2001-2007. Cancer
Epidemiol. 2013;37:34-38.

Veldhuijzen |, Wolter R, Rijckborst V. Identification and treatment
of chronic hepatitis B in Chinese migrants: results of a project of-
fering on-site testing in Rotterdam, The Netherlands. J Hepatol.
2012;57:1171-1176.

Reekie J, Gidding HF, Kaldor JM, Liu B. Country of birth and
other factors associated with hepatitis B prevalence in a pop-
ulation with high levels of immigration. J Gastroenterol Hepatol.
2013;28:1539-1544.

Jazwa A, Coleman MS, Gazmararian J, et al. Cost-benefit com-
parison of two proposed overseas programs for reducing chronic
Hepatitis B infection among refugees: Is screening essential? Vaccine.
2015;33:1393-1399.

National Institute for Health and Clinical Excellence. Hepatitis B and
C: ways to promote and offer testing to people at increased risk of
infection. December 2012 last modified: March 2013 NICE public
health guidance 43 guidance.nice.org.uk/ph43.

Weinbaum C, Williams |, Mast E, et al. Management of hepati-
tis B - an NIH Consensus Development Conference. MMWR. USA.
2008;57(RR-8):25-30.

Dixon-Woods M, Cavers D, Agarwal S, et al. Conducting a critical in-
terpretive synthesis of the literature on access to healthcare by vul-
nerable groups. BMC Med Res Methodol. 2006;6:35.

Levesque J, Harris MF, Russell G. Patient-centred access to health
care: conceptualising access at the interface of health systems
and populations. Int J Equity Health. 2013;12:1. Available from:
International Journal for Equity in Health

Hu K-Q, Pan CQ, Goodwin D. Barriers to screening for hepa-
titis B virus infection in Asian Americans. Dig Dis Sci. 2011;56:
3163-3171.

Hu KQ. Hepatitis b virus (HBV) infection in Asian and Pacific Islander
Americans (APIAs): How can we do better for this special population?
Am J Gastroenterol. 2008;103:1824-1833.

Islam NS, Zanowiak JM, Riley L, Nadkarni SK, Kwon SC, Thrin-Shevrin
C. Characteristics of Asian American, Native Hawaiian, and Pacific
Islanders community health worker programs: A systematic review. J
Heal Care Poor Underserved. 2015;26:238-268.

Booth A, Sutton A, Papaioannou D. Systematic Approaches to a
Successful Literature Review, 2nd edn. Los Angeles: SAGE; 2016:336.
Mir G, Salway S, Kai J, et al. Principles for research on ethnicity
and health: the Leeds Consensus Statement. Eur J Public Health.
2013;23:504-510.

Mclean S, Gee M, Booth A, et al. Targeting the Use of Reminders and
Notifications for Uptake by Populations (TURNUP): A Systematic Review
and Evidence Synthesis. Southampton (UK): NIHR Journals Library;
2014. Health Services and Delivery Research.

Vijayan T, Zheng P, Nguyen C, Brown AM, Chen Y-W, Peters MG.
Survey of Asian patients with hepatitis B infection: limited knowl-
edge of transmission and screening of family members. J Immigr Minor
Health. 2015;17:112-117.

Tokes K, Quadri S, Cahill P, Chiu G, Ivanov A, Tang H. Disease
and treatment perceptions among Asian Americans diag-
nosed with chronic hepatitis B infection. J Gen Intern Med.
2014;29:477-484.

Bailey MB, Shiau R, Zola J, et al. San Francisco hep B free: a grass-
roots community coalition to prevent hepatitis B and liver cancer. J
Community Health. 2011;36:538-551.

Chang ET, Sue E, Zola J, So SK. 3 For Life: a model pilot program to
prevent hepatitis B virus infection and liver cancer in Asian and Pacific
Islander Americans. Am J Health Promot. 2009;23:176-181.



VEDIO ET AL. JOURNAL OF VIRAL HEPATITIS 539
WiLEY-

23. Chao SD, Chang ET, Le PV, Prapong W, Kiernan M, So SK. The Jade 44, Ma G, Tan Y, Wang M. Hepatitis B screening compliance and non-
Ribbon Campaign: a model program for community outreach and compliance among Chinese, Koreans, Vietnamese and Cambodians.
education to prevent liver cancer in Asian Americans. J Immigr Minor Clinical Medicine Insights. Gastroenterology. 2010;1:10.

Health. 2009;11:281-290. 45. Ma G, Lai P, Toubbeh JI. The role of sociocultural factors in

24. Ma GX, Gao W, Tan Y, Chae WG, Rhee J. A community-based partic- hepatitis B screening among Asian Americans. South Med J.
ipatory approach to a hepatitis B intervention for Korean Americans. 2012;104:466-472.

Prog Community Heal Partnerships Res Educ Action. 2012;6:7-16. 46. LiD, Tang T, Patterson M, Ho M, Heathcote J, Shah H. The impact of

25. McPhee SJ, Nguyen T, Euler GL, et al. Successful promotion of hepati- hepatitis B knowledge and stigma on screening in Canadian Chinese
tis B vaccinations among Vietnamese-American children ages 3 to 18: persons. Can J Gastroenterol. 2012;26:597-602.
results of a controlled trial. Pediatrics. 2003;111(6 Pt 1):1278-1288. 47. Vu LH, Gu Z, Walton J, et al. Hepatitis B knowledge, testing, and

26. Pollack H, Wang S, Wyatt L, et al. A comprehensive screening and vaccination among Chinese and Vietnamese adults in Australia. Asia-
treatment model for reducing disparities in hepatitis B. Health Aff Pacific J public Heal. 2012;24:374-384.

(Millwood). 2011;30:1974-1983. 48. Cotler SJ, Cotler S, Xie H, Luc BJ, Layden TJ, Wong SS. Characterizing

27. Trinh-Shevrin C, Pollack HJ, Tsang T, et al. The Asian American hepatitis B stigma in Chinese immigrants. J Viral Hepat.
Hepatitis B program: building a coalition to address hepatitis B health 2012;19:147-152.
disparities. Prog Community Heal Partnerships. 2011;5:261-271. 49. Ma GX, Zhang GY, Zhai S, et al. Hepatitis B screening among Chinese

28. Burke NJ,ChanThaiH, ChenA, Jackson CJ, Nguyen T, Taylor VM. “Honoring Americans : a structural equation modeling analysis. BMC Infect Dis.
tradition, accepting new ways”: development of a Hepatitis B control in- 2015;15:120.
tervention for Vietnamese immigrants. Ethn Health. 2004;9:153-169. 50. Nishimura A, Shiono P, Stier D, Shallow S, Sanchez M, Huang S.

29. Chen MS, Fang DM, Stewart SL, et al. Increasing hepatitis B screening Knowledge of hepatitis B risk factors and prevention practices among
for among adults: results from a randomized controlled community- individuals chronically infected with hepatitis B in San Francisco,
based study. Cancer Epidemiol Biomarkers Prev. 2013;22:782-791. California. J Community Health. 2012;37:153-158.

30. Taylor VM, Hislop TG, Tu S-P, et al. Evaluation of a hepatitis B lay 51. Wu H, Yim C, Chan A, Ho M, Heathcote J. Sociocultural factors
health worker intervention for Chinese Americans and Canadians. J that potentially affect the institution of prevention and treatment
Community Health. 2009b;34:165-172. strategies for hepatitis B in Chinese Canadians. Can J Gastroenterol.

31. Taylor VM, Burke NJ, Sos C, Do HH, Liu Q, Yasui Y. Community health 2009;23:31-36.
worker hepatitis B education for Cambodian American men and 52. Wallace J, McNally S, Richmond J, Hajarizadeh B, Pitts M. Managing
women. Asian Pac J Cancer Prev. 2013b;14:4705-4709. chronic hepatitis B: a qualitative study exploring the perspectives of

32. Hsu CE, Liu LC-H, Juon H-S, et al. Reducing liver cancer dispari- people living with chronic hepatitis B in Australia. BMC Res Notes.
ties: a community-based hepatitis-B prevention program for Asian- 2011;4:45.

American communities. J Natl Med Assoc. 2007;99:900-907. 53. Chen H, Tu S-P, Teh CZ, et al. Lay beliefs about hepatitis among North

33. Juon H-S, Park BJ. Effectiveness of a culturally integrated liver cancer American Chinese: implications for hepatitis prevention. J Community
education in improving HBV knowledge among Asian Americans. Prev Health. 2006;31:94-112.

Med (Baltim). 2013;56:53-58. 54. Chang ET, Nguyen BH, So SKS. Attitudes toward hepatitis B and liver

34. LiaoY, Bang D, Cosgrove S, et al. Surveillance of health status in mi- cancer prevention among Chinese Americans in the San Francisco bay
nority communities - Racial and Ethnic Approaches to Community area, California. Asian Pac J Cancer Prev. 2008;9:605-613.

Health across the U.S. (REACH U.S.) Risk Factor Survey, United States, 55. Hwang JP, Roundtree AK, Engebretson JC, Suarez-Almazor
2009. MMWR Surveill Summ Morb Mortal Wkly report Surveill Summ / ME. Medical care of hepatitis B among Asian American popula-
CDC. 2011;60:1-44. tions: Perspectives from three provider groups. J Gen Intern Med.

35. Taylor VM, Gregory Hislop T, Bajdik C, et al. Hepatitis B ESL education 2010;25:220-227.
for Asian immigrants. J Community Health. 2011;36:35-41. 56. HwanglJP,Roundtree AK, Suarez-Almazor ME. Attitudestoward hep-

36. Larcher VF, Bourne J, Aitken C, Jeffries D, Hodes D. Overcoming bar- atitis B virus among Vietnamese, Chinese and Korean Americans
riers to hepatitis B immunisation by a dedicated hepatitis B immuni- in the Houston Area, Texas. J Community Health. 2012;37:
sation service. Arch Dis Child. 2001;84:114-119. 1091-1100.

37. Hsul, Bowlus CL, Stewart SL, et al. Electronic messages increase hep- 57. Philbin MM, Erby LAH, Lee S, Juon HS. Hepatitis B and liver cancer
atitis b screening in at-risk Asian American patients: a randomized, among three Asian American sub-groups: a focus group inquiry. J
controlled trial. Dig Dis Sci. 2013;58:807-814. Immigr Minor Heal. 2012;14:858-868.

38. Thompson M, Taylor V, Yasui Y. Hepatitis B knowledge and practices 58. Tanaka M, Strong C, Lee S, Juon H-S. Influence of information sources
among Chinese Canadian women in Vancouver, British Columbia. Can on hepatitis B screening behavior and relevant psychosocial factors
J Public Health. 2003;94:281-286. among Asian immigrants. J Immigr Minor Heal. 2013;15:779-787.

39. Ma GX, Shive SS, Toubbeh J, Wu D, Wang P. Risk perceptions, barri- 59. Sweeney L, Owiti JA, Beharry A, et al. Informing the design of a na-
ers, and self-efficacy of hepatitis B screening and vaccination among tional screening and treatment programme for chronic viral hepatitis
Chinese immigrants. Int Electron J Health Educ. 2006;9:141-153. in primary care: qualitative study of at-risk immigrant communi-

40. Coronado GD, Taylor VM, Tu S-P, et al. Correlates of hepatitis B testing ties and healthcare professionals. BMC Health Serv Res. 2015;15:
among Chinese Americans. J Community Health. 2007;32:379-390. 97-97.

41. Hislop TG, Teh C, Low A, et al. Hepatitis B knowledge, testing and 60. Cheung J, Lee TK, Teh CZ, Wang CYM, Kwan WCP, Yoshida EM.
vaccination levels in Chinese immigrants to British Columbia, Canada. Cross-sectional study of hepatitis B awareness among Chinese and
Can J Public Heal. 2007;98:125-129. Southeast Asian Canadians in the Vancouver-Richmond community.

42. TuS, LiL, Tsail,Yip M. A cross-border comparison of hepatitis B test- Can J Gastroenterol. 2005;19:245-249.
ing among Chinese residing in Canada and the United States. Asian 61. Taylor V, Bastani R, Burke N, et al. Evaluation of a hepatitis B lay
Pac J Cancer Prev. 2009;10:483-490. health worker intervention for Cambodian Americans. J Community

43. Upadhyaya N, Chang R, Davis C, Conti MC, Salinas-Garcia D, Tang H. Health. 2013a;38:546-553.

Chronic hepatitis B: perceptions in Asian American communities and 62. Hsu CE, Zhang G, Yan FA, Shang N, Le T. What made a successful hep-

diagnosis and management practices among primary care physicians.
Postgrad Med. 2010;122:165-175.

atitis B program for reducing liver cancer disparities: an examination
of baseline characteristics and educational intervention, infection



540 JOURNAL OF VIRAL HEPATITIS
“LwiLey-

63.

64.
65.
66.
67.

68.

VEDIO €T AL

status, and missing responses of at-risk Asian Americans. J Community
Health. 2010;35:325-335.

Bastani R, Glenn BA, Maxwell AE, Jo AM, Herrmann AK, Crespi
CM, et al. Cluster-randomized trial to increase hepatitis B testing
among Koreans in Los Angeles. Cancer Epidemiol Biomarkers Prev.
2015;24:1341-50.

Taylor VM, Coronado G, Acorda E, Teh C, Tu S-P, Yasui Y, et al.
Development of an ESL curriculum to educate Chinese immigrants
about hepatitis B. J Community Health. 2008;33:217-24.

Taylor VM, Teh C, Lam W, Acorda E, Li L, Coronado G, et al. Evaluation
of a hepatitis B educational ESL curriculum for Chinese immigrants.
Can J Public Heal. 20092;100:463-6.

Chao S, So S. The Jade Ribbon Campaign: a systematic, evidence-
based public awareness campaign to improve Asian and Pacific
Islander health. J Commun Healthc. 2011;4:46-55.

Tanaka M, Gehan E, Chen M, Wang JH. Hepatitis B screening practice
among older Chinese in the Greater Washington, DC, area. South Med
J.2014;107:655-60.

Lai CJ, Nguyen TT, Hwang J, Stewart SL, Kwan A, McPhee SJ. Provider
knowledge and practice regarding hepatitis B screening in Chinese-
speaking patients. J Cancer Educ. 2007;22:37-41.

69.

70.

71.

Chao SD, Wang B, Chang ET, Ma L, So SK, Chao SD, et al. Medical
training fails to prepare providers to care for patients with chronic
hepatitis B infection. World J Gastroenterol. 2015;21:6914-23.
Charles C, Gafni A, Whelan T. Decision-making in the physician-pa-
tient encounter: revisiting the shared treatment decision-making
model. Soc Sci Med. 1999;49:651-61.

Hwang JP, Mohseni M, Gor BJ, Wen S, Guerrero H, Vierling JM.
Hepatitis B and hepatitis C prevalence and treatment referral among
Asian Americans undergoing community-based hepatitis screening.
Am J Public Health. 2010;100(Suppl 1):5118-24.

How to cite this article: Vedio A, Liu EZH, Lee ACK, Salway
S. Improving access to health care for chronic hepatitis B
among migrant Chinese populations: A systematic mixed
methods review of barriers and enablers. J Viral Hepat.
2017;24:526-540. https://doi.org/10.1111/jvh.12673


https://doi.org/10.1111/jvh.12673

