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Abstract

An estimated,18% of people living with chronic hepatitis B (CHB) in Australia were born in
China. While'guideline-based care, including regular clinical monitoring and timely
treatment, prevent CHB-related cirrhosis, cancer and deaths, over three-quarters of people
with CHB do not receive guideline-based care in Australia. This qualitative study aimed to
identify enablers to engagement in CHB clinical management among ethnic Chinese people
attending specialist care. Participants self-identified as of Chinese ethnicity and who
attended specialist care for CHB clinical management were interviewed in Melbourne in
2019 (n=30)Semi-structured interviews covered experiences of diagnosis and engagement
in clinical management services, and advice for people living with CHB. Interviews were
recorded with consent; data were transcribed verbatim and thematically analysed.
Receiving clear information about the availability of treatment and/or the necessity of long-

term clinical management were the main enablers for participants to engage in CHB clinical
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management. Additional enablers identified to maintain regular clinical monitoring included
understanding CHB increases risks of cirrhosis and liver cancer, using viral load indicators to
visualise disease status in patient-doctor communication; expectations from family, peer
group and medical professionals; use of a patient recall system; availability of interpreters
or multilingual doctors; and largely subsidised healthcare services. In conclusion, to support
people attending clinical management for CHB, a holistic response from community,
healthcare providers and the public health sector is required. There are needs for public
health programs.directed to communicate i) CHB-related complications; ii) availability of
effective and cheap treatment; and that iii) long-term engagement with clinical

management and its benefits.

Key words

Hepatitis B, hepatitis B clinical management, Chinese, qualitative

Introduction

Hepatitis,B,causes,around 50% of liver cancer cases worldwide, with an estimated 786,000
deaths each year®?. In 2016, the World Health Organization set the goal of eliminating viral
hepatitis‘as/a’public health threat by 20303. A key priority for elimination is increasing the
number of people with chronic hepatitis B (CHB) receiving guideline-based clinical

management.

CHB clinical'management, provided by specialist clinicians or authorised general
practitioners’in Australia, includes regular blood tests to assess for evidence of liver
damage® >. For people not eligible for treatment, regular monitoring ensures the timely
commencement of treatment to prevent cirrhosis and reduce risks of CHB-related liver
cancer. Among those on treatment, regular monitoring with blood tests is also required to
determine treatment response. Additionally, people with CHB who are eligible for liver
cancer surveillance require a liver ultrasound every six months to detect liver cancer at an

early stage when curative treatment can still be offered® >,

Among all people living with CHB in Australia in 2018, only 22% were being clinically

managed with less than 10% being treated (i.e. approximately one-third of those requiring
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treatment) 6. In 2018, the Australian government set national targets of 80% of people with
CHB being diagnosed, 50% engaging in clinical management and 20% receiving anti-viral
treatment by 20227. To achieve these targets, interventions are needed to support at-risk
populations to be tested and people diagnosed with CHB to be linked to and stay in clinical

management services.

People from culturally and linguistically diverse (CALD) communities are disproportionately
represented,among people with CHB in Australia: an estimated 61% of people living in
Australia with CHB were born overseas, with the most common country of birth being
mainland China®.Several barriers to hepatitis B testing and linkage to care have been
reported for people from CALD communities including lack of symptoms, low hepatitis B-
related knowledge, language barriers, low health literacy and cultural beliefs °12. In
addition, hepatitis B-related stigma and/or fear of being stigmatised, as well as the fear of
social implicationsisuch as being rejected for jobs or residency applications due to CHB,
further impedespeople from being engaged in CHB clinical management 13 14, In response,
programs have been developed to engage people with CHB in care including outreach
campaigns, community or health facility-based educational activities and screening
programs > aHowever, research to date has primarily focused on increasing hepatitis B
testing and treatment uptake, with limited evidence identifying how to support infected
individuals attend and stay engaged in regular clinical management, especially those not

currently receiving treatment based on clinical guidelines* >.

To identify the factors supporting people to engage with and be retained in CHB clinical
managementyweconducted qualitative semi-structured interviews with people who self-
identifiedwas ethnic Chinese attending tertiary care regularly for CHB. We sought
informationon their understanding, experiences, and perspectives of living with CHB and
attending clinical management, and any suggestions the study participants had for other
people living withsCHB. Here, we report findings on enablers to attend clinical management

for CHB.
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Methods

Design, setting and sampling methods

The descriptive qualitative study was conducted in a specialist liver clinic in a public hospital
in Melbourne between 1st September to 30th November 2019. The sample were adults who
self-identified as being of Chinese ethnicity who accessed health services for CHB clinical
management and where we could explore the enablers for attending regular CHB clinical
management. The sample is limited to those patients who actively engaged in specialist care
for CHB clinical management through this health service. Sample size was determined when
reaching datassaturation, that is, when no new data found from last few interviews. The
study was approved by the Human Research Ethic Committees of Alfred Health and St

Vincent’s Hospital Melbourne.

Participant recruitment

Individuals attending liver clinic appointments during the study period were assessed for
eligibility by@member of the research team based on medical records (YX); eligible
individuals werergiven a brief introduction of the study by their doctors and invited to
participate’*The number of people invited by their clinicians were not recorded. Individuals
who were.interested in participating were recommended to study investigators, JW and YX,
who were public health researchers and do not provide clinical care. JW is a male researcher
with a PhD who has led multiple qualitative studies involving different ethnic groups living
with CHB; YXiis a'female PhD student doing public health research training and speaks
Mandarin as first'language, and neither had any relationship with potential participants
prior to thestudy. As part of the informed consent process, an investigator (JW or YX) spoke
with potential pasticipants about the investigators’ roles, study procedures, questions to be
asked, and reassured participants that they could choose not to answer questions and were
free to withdrawfrom the study at any time, and that the interviews were confidential, and

that study participation or refusal would not affect their medical care.

Data collection

All individuals referred to study investigators (n=30) consented and interviewed by one

investigator (JW or YX) in a private room at the study site (n=28) or via scheduled phone call
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(n=2). Three participants from the same family were interviewed together; five participants

had their family member(s) present as non-participants.

Participants were asked questions following the interview guide (Supplementary Table s1),
which was developed based on previous literature and relevance to the research question.
Topics includédin,this analysis included 1) experiences of diagnosis; 2) journey of (not)
attending clinical care after diagnosis; 3) experiences and perspectives of attending CHB

clinical caresin Australia.

Interviews ranged between 15-30 minutes, were conducted in Mandarin or English as per
participants’ preferred language. Interviews were electronically audio recorded with
participant consent; where participants consented to participate in the study but refused to

be recorded;notes were taken during interview (n=1).

Data analyses

All recordings were transcribed verbatim in English or simplified Chinese (by JW or YX);
transcripts in Chinese were translated to English, and transcripts and interview notes were
imported.into QRS NVivo 12 for coding. Thematic analysis!® was used to guide coding: all
transcripts were'coded independently by JW and YX, codes were compared and discussed
weekly, any:discrepancies were discussed with a third investigator (JH). An agreed analytical
framework containing grouped codes were developed and subsequently applied to all
transcripts to ¢haracterise the elements affecting participants’ attendance for CHB clinical
management. The Health Belief Model®® guided the analysis given its relevance to the

research including the aim and analysing and its utility in intervention development®.

Results

Twenty-eight interviews were conducted with 30 participants. Demographic characteristics

of participants.ar€'in Table 1.

Linking to clinicahecare

Twenty-three participants (76%) reported being diagnosed at 25 years of age or younger;
twenty-one participants (70%) had CHB first diagnosed outside Australia, with people born

in Mainland China and Malaysia mostly diagnosed in their country of origin (Supplementary
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Table s2). Following diagnosis of CHB, ten reported delayed engagement in CHB clinical
management (that is, not attended clinical management for CHB at least once a year*?>),

including seven who were first diagnosed overseas, and three first diagnosed in Australia.

A common reasonrfor this delay in accessing clinical management for their CHB was advice
they reportedreceiving when diagnosed: that there was no effective treatment, which was

further interpreted-as no further action was required by the patient.

When.l found out, | went to see the GP, more than twenty years ago...none of the
treatment...nothing | can do, just sit down and when the God call me, and I’ll go with

the God, that’s it (laugh) (Participant 16, male, 63y)

Sometimes, the fact that no treatment was offered, or the advice that no treatment was

needed, was intenpreted as no further engagement with a clinical service was needed.

The doctor didn't say that | needed to use medicine to control, he just told me, you
are a carrier. Well, (he) didn't talk about routine check-ups or things like that.

(Participant 27, female, 38y)

My‘GP.was very relaxed, she told me ‘oh it might go away if your immune system is

strong’. (Participant 20, female, 50y)

Inadequate, little or no information received upon diagnosis, especially when individuals
were diagnosed outside a health facility (usually in a school or work-based screening
program) at a young age, was another reason for people disengaging from clinical

management.

No (information was provided upon receiving my testing results). | didn’t know much
about hepatitis...when | was 18 or 19 years old, | didn’t care. (Participant 14, male,

43y)

For participants with delayed linkage to CHB clinical management, specific events brought
them back to cliniéal management in a passive way, such as experiencing symptoms or

having abnormal testing results that later led to referral to tertiary care.

About three years ago, | felt very tired, by accident too, my stomach was inflaming...

It was so severe so next day | went to see a doctor... they found out that the virus
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count was really high. So she started to send me here (to see specialist). (Participant

7, male, 53y)

I didn’t take it serious previously. When | was travelling in China last year, (it) might
(be)due to'exhaustion from long travel, | started to become ill and ended up going to

the ER*(Participant 2, female, 35y)

Discovering that treatment for CHB was available motivated several participants to actively
engage in CHB clinical management. Usually participants were told about CHB treatment

from their primary care doctor and then referred to tertiary care.

Aftera few years, accidentally | went to see one of the family doctors, Dr. H, and he
said, oh now the hospital got the treatment, do you want to go to see the specialist?

(Participant 16, male, 63y)

When we were in China, | didn’t hear of any treatment. So there was a time | had my
regular health check-ups here (at my GP in Australia), they told me (that | had
hepatitis B). Then | asked my GP whether there’s any treatment, and he said it can be

treated=Then | went to see the doctor (specialist). (Participant 17, male, 70y)

The death.ofa friend or family members served as the motivator for three participants to

seek clinical care.

| didn’t pay attention to it when | first found out about it, because | didn’t feel any
problem, right? Then | had problems finding a job...had a lot of restrictions, and
then....my.family member... probably died from this virus. Then of course, there’s an
impact.on.myself, so | would pay special attention to this matter. (Participant 14,

male;43y)

What happened is that this girl friend of mine, her brother passed away with liver
cancersbecause of hep B... And she told me “‘you should go and see a
gastroenterologist to help you monitor it’, so that’s why | came. (Participant 20,

female, 50y)

Though some participants delayed engagement in clinical care, ten participants clearly

indicated that they started regular clinical monitoring directly after being first diagnosed. A
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common experience was that they were either provided with a clear message from either a
doctor, blood donation staff, hepatitis B organisation, or family member to undertake

regular blood tests, or were referred to a specialist directly after diagnosis.

From the first (time) | was diagnosed, the doctor said you just keep an eye on your
liver fuin€tion, maybe every year, or maybe every two to three years at least.

(Participant6, female, 38y)

| waswery little (when first diagnosed) ...In China, she (my mother) had me do regular

blood tests. (Participant 26, female, 41y)

When my family doctor found out | had hepatitis B, he sent me to see the
specialist...from that moment, until now, follow the treatment. And | keep checking

the blood. (Participant 22, male, 71y)

Enablers tolretention in clinical management

In this studystwenty-nine participants were regular patients of the specialist liver clinic with
most engaging'over many years. Three intersecting attitudes were highlighted that
explained'why individuals chose to engage in long-term clinical management for CHB. These
included pereeived seriousness of consequences of CHB, perceived benefits of attending
clinical management, and perceived ‘no barrier’ to attending clinical management. These
beliefs were shaped by individuals’ knowledge, experiences, and general beliefs in life (Table

2).

Perceived seriousness of consequence of CHB

While participants expressed various levels of knowledge and understanding of the
aetiology, transmission and pathophysiology about CHB, almost all understood that CHB
increased their risk of cirrhosis, liver cancer and death. The source of this message mostly

came from doctors, family members, or ‘Google’.

If | don"tileok at this seriously, | will have liver cancer: that’s most important thing

that | have been told. (Participant 19, male, 34y)

My own understanding, maybe hepatitis B and then... fatty liver... then cirrhosis, and

finally... eventually leading to death. (interview 10, male, 55y)
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Perceived benefits of attending CHB clinical management

A belief that regular clinical monitoring and/or treatment would reduce the risk of cirrhosis
and liver cancer was a motivating factor supporting engagement with continued monitoring

of their infection and also reduced the anxiety related to living with CHB.

Why'do I come back? Cos | don’t want to get liver cancer (laugh) (Participant 13,

female, 38y)

If youraresactively engaging in treatment, you don’t have to worry too much actually.
I asked my doctor, and | also read some information...some of the data suggested the
chance of.getting cancer is high, higher than the average person, but ... it is not much

higher/(ifyou take medicine). (Participant 14, male, 43y)

Knowledge of, and attention to indicators such as ‘liver function’, ‘ALT’ or ‘viral load” were a
source of engagement and information for many of the participants. For some participants,
being clinically"managed provided them with information about the health of their liver and
whether liver disease was progressing- having testing results within or close to normal range

provided them reassurance that things were under control.

| have.been seeing doctors at this hospital for several years. At the beginning...there
was this problem of high ALT. Now the test (results) is getting better, the virus is
almeost undetectable, and the transaminase is back to normal. Now it's six-monthly
check-ups. Well... for me, | feel that | can control this thing now, so | am not so
worried. In the past... there was no hope that it might get better, such a situation...|

was wery anxious. (Participant 10, male, 55y)

I have already had 20 years of treatment, | carry on, | don’t want to listen to anything
(else)wimBecause | found that | become better depends on the results, so I just ignore

everything else. (Participant 16, male, 63y)

Not all participants understood the benefits of long-term CHB monitoring from a biomedical
perspective; what kept them attending regular clinical management was a general belief of

the benefits of health check-ups, and trust in medical professionals.
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Well if you can have it checked regularly, it is definitely good. Of course, all those
(blood) indicators have their scientific basis, that’s why | think that it is better to

check reqularly, that’s why | went to regular check-ups. (Participant 28, male, 48y)

Andil honestly, had not much idea about what it involves. If the doctor tells you to

comerback, you just come back. (laugh) (Participant 13, female, 38y)

For some participants, family obligations required them to take an active role in their health,
and while not.necessarily being specific to CHB, this also contributed to their retention in

CHB clinical/management.

If | close my eyes, who look after my family? That’s why | have to do it. (Participant

16, male,"63y)

| feeldlikerit is a responsibility towards my family to be healthy...keep relatively
healthy overall in the long term... that seems to me is the biggest thing, and you have
to be active, I've got young kids, and | take the kids to the park... (Participant 8, male,
39y)

A participantsnot on treatment expressed his doubts of the benefits of attending regular

monitoringy;however family support contributed to his adherence in clinical management.

Every time | went in (to the doctor’s office) was just chatting about the precautions,
thereis no actual action. Once | wanted to extend (to) yearly of the health
examination, but my wife would urge, ‘oh you better go’, she kept saying that, and

then Lwould also ... um, can't beat her (laugh). (Participant 28, male, 48y)

Perceived ‘no barrier’ of attending CHB clinical management

Participants'were asked to identify whether there were barriers for them in attending
regular appointments. Most reported no barriers; a participant who spoke limited English
and had regular appointments with a doctor who spoke her language was highly
appreciative of the clinical management she received and simply expressed “no (barrier),
nothing, not at all”. Two participants further specified no barrier in making time for
attending appointments because they have “flexible working hour” and the clinic is “off on

the way”.
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When people migrate to a new country, there can be competing priorities that impede
healthcare access or delays in following up for chronic health problems. In our study, almost
all participants who were first diagnosed in China or Malaysia were aware of the need to
attend CHB clinical management prior to moving Australia, and promptly engaged in care

after moving to Australia.

| was hepatitis B carrier, and that’s why | was sent a letter when | arrive in Australia
when | got the permanent resident and they asked me to come and have like regular

monitoring. (Participant 19, male, 34y)

They (doctors in Malaysia) just kept me going back to do blood tests, and then |
moved'back here about few year later. Usual GP thing, (1) told them | had been
diagnesed with hepatitis B and...one doctor referred me to specialist (Participant 13,

female,"38y)

Some participants,compared their experience of clinical management in Australia and
overseas and identified specific enablers, particularly in relation to healthcare providers and
the healthcare system in Australia. The most commonly mentioned factors appreciated by
participantsiincluded the availability and use of an active reminder system, clear patient-

doctor communication, the friendliness of medical staff, and subsidised healthcare services.

It means easier... because the doctors keep an eye. And you know, (the clinic) send
messages every six months so you’ll come over to see your specialists. In China...no

one'is going to notify you. (Participant 15, female, 31y)

Youknow in Australia it’s at public expense, it’s paid by taxpayers, it’s different from
what’s in China. If in China, it would cost (you) a lot of money. (Participant 23,

female,.56y)

After | came here...Australia...| mean... the treatment for hepatitis... the strategy of
treatment is good, the treatment process in hospital is also good, so | feel more

secure. (Participant 10, male, 55y)
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| found [doctor name] very pleasant...he has a long memory which impresses me that
he remembers details by his patients that he heard a year ago, that’s kind of shows

that he cares or he actually listens. (Participant 13, female, 38y)

Discussion

To achieve global'and national hepatitis B elimination goals and reduce hepatitis B-related
mortality, strategies to retain affected populations in regular clinical management are
urgently required. However, little published evidence exists on how this retention can be

effectively accomplished.

This paper identifies a series of enablers to linkage and retention in clinical management for
CHB amongrethnic-Chinese people in Australia. Three determinant beliefs, including
perceived seriousness of consequences of CHB, perceived benefits of clinical management,
and identification of barriers to attending clinical management, explain why these study
participants attended for regular CHB clinical management. These beliefs were affected by
an individual's knowledge, experiences, and other general beliefs as well as interactions

occurringsbetween individual characteristics and environmental factors.

Comprehensive support from the community, healthcare providers, and healthcare system
are needed to support people living with CHB engage in regular clinical management.
Enablers identified in this study that could be promoted include: a clear and unequivocal
message that' CHB, increases risks of cirrhosis and liver cancer but effective and cheap
treatment is‘available; the necessity and benefits of long-term clinical management; using
clinical markers in patient-doctor communication to visualise disease status; timely referral;
support from family, peer group and medical professionals; using hospital reminder
systems; provision and use of interpreters and/or multilingual doctors; and subsidised

healthcare services (Table 2).

The perceived seriousness of consequences of CHB, that is, CHB increases risks of cirrhosis
and liver cancer, was among the major enablers identified to engagement in clinical care,
highlighting the necessity of public health efforts to promote this information. Most
participants in our study were over the age of 40 and had been diagnosed many years

previously; for many, their diagnosis was prior to the availability of highly effective antiviral
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therapy. Two potent oral antivirals, entecavir and tenofovir, have been recommended as
first-line treatment options for CHB since 2006 and 2009, respectively??4, and have been
reimbursed by the national insurance scheme in Australia since this time?°. In our study, the
lack of effective treatment at the point of diagnosis was among the main reasons
participants'disengaging in CHB clinical management earlier in their illness; some re-
engaged in CHB clinical management by finding out treatment being available, or getting a
referral to asspecialist. In contrast, successfully engaged participants shared similar
experiences of.receiving unequivocal messages that regular monitoring of their infection
was necessary. There is an opportunity to engage those who are not aware of treatment or
hold the view that “nothing can be done or needs to be done” in clinical management by

promoting treatment availability and the necessity of long-term clinical monitoring.

In this study, healthcare providers were identified to play a critical role in supporting
patients maintaining regular and sustained clinical management, with enablers including
being a reliablessource of health information, establishing clear communication, actively
engaging with patients including providing information about CHB clinical markers and their
role, empathy and professionalism. The use of key clinical indicators in CHB (e.g. ALT and
HBV DNA) withwpatients was useful for several participants in supporting doctor-patient
communication. The benefits of using these indicators provided patients with insight into a
view of their largely asymptomatic disease, a better understanding of the role of clinical
monitoring,-ansactive involvement in their clinical management plan, and an intersection for

the development of relationship between physician and patient.

As opposedtottheifindings from previous studies that reported barriers to healthcare access
among CALD community, such as the fixed outpatient schedule times, complicated clinic
setup, long waiting lists, or transportation barriers'®- 1226 participants in this study reported
tertiary care for CHB management as easy, free and constituting no barrier to retention in
clinical care. Thisds likely related with the selection bias as the recruitment was conducted in
a tertiary-clinic with publicly funded healthcare services, however, this also suggested the
healthcare system-based enablers. A few system-based enablers were highlighted, when
participants compared their experiences of health services access in Australia and overseas,
that make attending CHB clinical management easier, including a well-managed recall

system, a supportive medical team, clear patient-doctor communication, and largely funded
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healthcare services. The availability of interpreters and multilingual physicians, while not
specifically highlighted in the interviews, was observed in the field to facilitate access to
health services for participants with limited English-speaking skills. Recent years have seen
support for decentralised care for CHB management’, and there is an opportunity to

incorporate these enablers into community care models.

This study hassseveral limitations. Firstly, participants were recruited from a single site
based in a public hospital and located in an urban area and they had been successfully
linked into specialist care. Their experiences may not reflect those of the broader Chinese
community, which includes people who are not appropriately linked to specialist care,
people withflimited experience or confidence negotiating the Australian healthcare
landscape and people with little or no access to healthcare services. Moreover, our sample
could only provide insight into enablers rather than barriers to linkage to specialist care.
However, theserenablers are critical in design of interventions to support attending clinical
managementiinspeople with CHB from Chinese community. Findings in this study may not

be generalisable to other ethnic groups.

This studyonlyrincluded people speaking Mandarin and/or English and a significant
proportion of Australia’s Chinese community speak Cantonese as their main language?’; as
such the study findings might not reflect broader experience in the community and enablers

that are unigue to groups speaking other Chinese languages.

Previous studies suggest that different cultural beliefs and the use of alternative treatments
such as Traditional Chinese Medicine is associated with people stopping CHB clinical
management!. In our study, while some participants reported taking herbal medicine and
expressing traditional health beliefs, no participant reported experiencing conflicts between
cultural beliefssand western medicine clinical management plans. Thus, the findings of our
study mightmnotsbe sufficient to address barriers for people with dominant traditional

Chinese health beliefs.

Lastly, using the health belief model to understand an individual’s health behaviour is
susceptible to the limitations of using just one theory, as well as the limitations of the health
belief model per se. This model while having an individual-level focus may neglect factors

beyond individual’s motivation and beliefs, such as the modifying factors shaping their
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beliefs, and particular cultural, social and community contexts. However, on the basis of the
model, we further included factors of individual’s knowledge, experience, general beliefs, as

well as the interaction with external factors, based on themes generated from the data.

In conclusion, thisistudy identified enablers supporting retention of people living with CHB
in clinical management. Key enablers to linkage and retention in clinical management were
provision ofiessential information including that CHB can lead to serious consequences, that
effective and cheap treatment is available, and long-term clinical management is necessary
and will reduce the risk of complications. This message needs to be delivered to newly
diagnosed people as well as those people with CHB who were diagnosed before effective
treatments were available. The use of clinical indicators by healthcare providers can help
visualise the disease status and act as a tool for engagement between patient and clinician.
Providing information to patients about the structure, funding, and organisation of the
Australian healtheare system will support patient retention in CHB clinical management.
This work supports the needs of actions from the community and healthcare providers, as
well as development of public health programs, to engage people living with CHB in clinical

management.
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Tables

Table 1. Characteristics of interview participants.

Characteristics. Number (%) (n=30)
Female 14 (47%)
Age, years (median, IQR) 49 (38-63)
Birthplace

Mainland China 19 (63%)

MaI;ysia ) 5(17%)

Taiwan 2 (7%)

Otheror birthplace not provided during interview 4 (14%)

Main Iangu;ge of interview
English | 14 (47%)
Chinese 16 (53%)
Any famiﬁme;nber(s) have hepatitis B
Yes B 22 (73%)
No or unsure or information not provided in interview 8 (27%)

Treatment status
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Not on treatment

9 (30%)

On treatment

19 (63%)

Information not provided during interview

3 (7%)

IQR= interquartile range

Author Manuscrip
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Table 2. Determinant beliefs for attending chronic hepatitis B (CHB) clinical management, supporting factors in aspects of individuals’

knowledge, experiences, general beliefs, and applications.

Determinant beliefs for attending CHB
clinical management
Perceived’seriousness of consequences of
CHB:
e Leading to cirrhosis
e Increasing risks of liver cancer
e Likelihood to get social rejections
Perceived-benefits of attending CHB clinical
management:
e Monitoring CHB progression
e Redueing risks of liver cancer (with
treatment)
e Reducing likelihood of transmission
(withetreatment)
e Understanding/monitoring one’s

health status to reduce mental

Factors that contribute to this belief
(knowledge/ experiences/ general beliefs)
Knowledge of prognosis of CHB

Having known someone had CHB-related
morbidity or deaths

Having had CHB-related symptoms

Having experienced CHB-related rejections
Knowledge of effective treatment being
available

Knowledge of the necessity of clinical
management

Knowledge of liver function and/or viral
load being an indicator for CHB progression
Experiences of improved health
(symptoms, mental burden, testing results)
following attending clinical management

General belief in medical technology
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Applications

Knowledge- sources of information:

Healthcare providers

Peer group/ hepatitis B organisations
Family members

Internet/ social media and public

health campaign

Enablers from healthcare providers that

improves relevant experiences:

Key information provided at diagnosis
Timely referral from primary care
providers to specialists

Clear doctor-patient communication
using biomedical indicators

Friendliness and professionalism



burden General trusts in medical professionals
Perceived ‘no barrier’ of attending CHB Experiences attending clinical care in
clinical management: Australia and overseas
e Accessible services with minimal costs
e Availability of reminder messages
e Availability of interpreters or

multilingual doctors
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Enablers in community that supports action:
e Peer group support
e Family support
Factors in healthcare system that reduces
barriers of action:
e Subsidised healthcare services
e Patient recall system

e Availability of interpreters



