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Abstrace:

This paper describes the recruitment and participation of Pacific peaple in a large hepatitis B screening programme undertaken
in Awckland, New Zealand berween April 2000 and December 2002, Thirry three percent (32,700) of the adult Pacific population
was soreened, with coverage highest among the Tongan community (50%) largelv theugh the efforts of twe active ethnic
specific Pacific and non-Pacific providers using combinarions af language-targeted promotion, outreach visits and opportunistic
recriitment at gemeral practice visits, Important differences were found in recruitment methods and paterns beiween Pacific
populations and for different age groups. These findings suggest that funders, planners and providers of health programmes
need fo respond to the diversity within Pacific communiries, and understand the importance of ethnic-specific providers when

mabilising large mumbers of peaple for popuiation health interventions. (PHD 2006 Vol 13 No 2 Pages 9 - 15)

Introduction

The burden of disease from chronic hepalitis B virus
(HBV) infection among the 230 000 Pacific people in
New Zealand is substantial.™ Around 8% have chronic
hepatitis B infection (CHB), contributing to over two
thirds of chronic liver disease mortality in Pacific paople,'
4% the majority of the excess rate (83%) of hepatoceallular
carcinoma (HCC) in Pacific people*® and a 20% lifetime
risk of developing cirrhosis.” In a review of confirmed
HCC admissions to Middlemore Hospital, Auckland,
Pacific people had higher rates of hepatitis B surface
antigen (HBsAg) carriage in comparison to Europeans
(66% wvs. 0%), higher rates of HCC (5.8/100,000 vs.
0.8/100,000), presented at a younger age (44 years vs.
63 years), and 80% had histological evidence of HBY
infection.? HCC cancer registrations are high among
Pacific males (28.2/100,000 and 14.7/100,000)* * and
although Pacific females have lower rates (4.6/100,000),
the combined rates for Pacific males and females are
18 times higher than for European people.® Significant
gains have been made in recent decades in the global
control of HBY infection, largely through the widespread
implementation of infant immunisation programmes.™
" Mevertheless, a large pool of chronically infected

individuals remain, most of them infected prior to the
introduction of hepatitis B immunisation programmes, at
increased risk of life-threatening sequelae and capable
of transmitting HEV to others®'®

In New Zealand since 1985, all antenatal mothers and
blood donors have been tested for HBY infection, and
screening and immunisation are now offered free for
all children, sexual partners, and household contacts
of people who have been nolified with acute HBVY
infection.” Extending screening to a wider population
could potentially identify more than 60 000 people
likely to have CHB, assisting in the sarly delection and
treatment of serious sequelae such as cirrhosis or HCC
and reducing morbidity and martality' ® '™ although this
has not yet been demonstrated conclusively,” 15172123

Despite the lack of strong evidence, in 19989 New
Zealand's Ministry of Health funded a population-
based hepatitis B screening programme.'”®  The
programme sought to prevent hepatitis B infection and
its complications through providing free hepatitis B
tests for people in high-risk ethnic groups, counselling
and ongoing follow-up for all those identified with
CHB; and a course of three hepatitis B immunisations
for people found to be non-immune and non-CHB. In
the northern region of New Zealand's Morth Island,
representatives from the Auckland District Health Board,
MNgati Whatua (Maori tribal authority) and two Pacific
primary healthcare providers, collaborated to form the
Meorthern Region Hepatitis Consortium (MRHC). The

Sy3dvVd TVYNIDSINO



OriGINAL PAPERS

PaciFic Pusuc Heauth 3 Voo 13, No 2. 2006

NRHC was responsible for overseeing the screening of
Msori, Pacific, and Asian people aged over 15 years in
the Auckland and Northland regions from April 2000 to
December 2002,

Extensive multiagency consultation and planning
with Pacific and non-Pacific primary care providers
informed programme design. The programme (called
‘HepBFree") focussed its recruitment strategy on
supporting and complementing the established primary
care provider infrastructure and relationships. An
important aspect of this process included consideration
of the unique characteristics of each of the Pacific
specific ethnic groups to ensure programme design and
implementation reflected the needs of these populations.
This paper reports on the recruitment
and participation of Pacific people and
the performance of providers in this
programme.

Methods

Multiple methods and strategies were
used to identify "and recruit eligible
people. Primary care practices ('GPs') recruited people
opportunistically during visits for other reasons, sent
letters inviting participation and made phone calls to
the eligible population. In some cases, outreach teams
from primary care organisations undertook home visits,
A second method co-ordinated by Pacific providers,
community promotion, involved community-wide
awareness-raising and programme promotion through
Pacific language radio and television programmes,
Pacific newspapers, social networks, churches and other
gatherings. Contact tracing was also undertaken, when
people testing HBsAg positive were encouraged to invite
household members and sexual contacts, regardless of
age and ethnic group, to be tested. The Programme's
communication strategy used key messages that were
consistent for all targeted ethnic groups but adaptable for
use by Pacific and non-Pacific service providers. Pacific
ethnic-specific information was most often delivered in
the oral indigenous language and complemented with
translated information sheets and consent forms.

A detailed account of the subsequent processes -
obtaining informed consent, testing and follow-up — is
found in an earlier publication.™ In brief, after giving
consent to participate in the programme, a venous
blood sample was obtained from each participant by
their primary care provider and the sample transported
to a pathology laboratory to test for markers of hepatitis
B. Participants with ‘immune’ status were reassured
by their provider that they had resclved a prior HBY
infection and were discharged from the programme,
while those with no sign of prior HBY infection were
offered three doses of the hepatitis B vaccine over the
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next 3-6 months. People with a single positive test for
HBsAg were defined as having CHB and were recalled
by providers for counselling and advice about alcohol
consumption, reducing transmission, participation
in ongoing monitoring and inviting household and
sexual contacts to be tested. The Programme’s
central database held all data from the consent and
registration form on age, sex, self-identified ethnicity
and programme-related details. The form also captured
data about methods of recruitment: participants chose
from Community Promotion, Contact Tracing, Invitation-
Letter from general practitioner (GP), Invitation-Asked
at doctors, and Invitation-Other. For analysis, age was
stratified into 15 year bands (0-14 years, 15-29 years,
30-44 years, 45-59 years and 60 years and above) and
ethnicity categorised into the following
Pacific groups, in accord with Ministry
of Health coding®™: Samoan; Cook
Islands; Tongan; Niuean: Tokelauan;
Fijian; Other Pacific Island not
further defined. We used the MNew
Zealand Population Census 2001
usually-resident population as the
denominator for estimation of screening coverage.
Coverage estimates are restricted to this group because
899% of the total Pacific population screened lived in the
Auckland region. It should be noted that Fiji-indians
may self-identify as Fijians in numerator data, but are
classified under the Asian population denominator.
Pacific providers were defined as those healthcare
providers governed and lead by Pacific people, and
non-Pacific providers those governed and lead by non-
Pacific people. All analyses were undertaken using'Epi
Info 2002 statistical software.

Results

Almost 90,000 people were screened in the HepBFree
programme (over a quarter of the intended eligible
population) of whom 35% (37500) self-identified as being
of Pacific ethnicity. High coverage rates were achieved
for Pacific people (35.2%) when compared with Maari
(20.4%)and Asian (22.0%) populations.* Complete data
were available on 32,597 Pacific individuals of whom
98% were aged 15 years and over. Table One shows
the numbers and proportions of Pacific adults screened
by age group, gender and Pacific ethnic group.

Around 72% of participants were aged between 15 and
45 years and there was a higher proportion of female
than male participants. People of Samoan ethnicity
were by far the most frequently identified ethnic group
screened but Tongans had the highest within-[ethnic]
group coverage at almost 50%. The high coverage rate
observed among Fijians needs care in interpretation
because of differential numerator and denominator
classification as noted.
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Recruiting eligible Pacific population

Data on the method used to recruit Pacific people for
screening was available for 80% of participants. (Figure
1) Of those respondents, the Tongan population had
the highest proportion of any group recruited through
community promotion (almost 50%). Other Pacific
groups were mostly recruited during GP wvisits for other
reasons. Uptake through GP invitation letters was low
{10%).

Table 1: Programme coverage by age, gender and Pacific ethnic group

Provider differences
More than 430 primary care providers undertook
recruitment and screening in the programmae. Of these,
eight health care providers, Pacific and non-Pacific,
screened 52% of all Pacific people (Table 2). Among
these leading providers, Pacific providers screened
33% of all Pacific participants. One such provider, the
Tongan Health Society, with both general practice and
mobile outreach services, screened 23% of Pacific
participants (7364/32597) and 64% of all

_______ T ici
— . wp pm :mgan partlapan_ts as well as large numl::ﬁrs
Catagory Group screennd ""“""l'“'"m 15y and over) of Fijians and MNiueans. Two of the eight
leading providers screened more than half of
Age Group . o Rl "h participants who identified with one or more
=44 12507 38.4 408 i i
ey o el b Pacific ethnic groups.
60- 2036 ar 334
Gender Fornale 18038 853 aTo East Tamaki Healthcare (a cluster of
Male 1455 “i = mainstream general practices based in
Ethesc Group Jamaan prrd 00 o several locations around East Tamaki in
‘3"““,,."_"'“‘“ press ey o South Auckland, an area with a large Pacific
Toraban bvs ae ne population), focused on contact tracing and on
| Cer Pacific EE 7.3 : opportunistic invitation when people attended
To - aasey 100.0 b for reasons other than hepatitis B screening.

With limited outreach capacity, this provider

Table 2: Humber and percontnge of Pacific pacpis scrasnsd by the 19p sight providers

Figure Two illustrates differences in

recruitment methods across age groups Cr S T AT A e
between the two largest ethnic groups | ram | iy | Me N 35 K i £l
recruited (Samoan and Tongan). Samoan a | F 222
participants were recruited mainly by Yoy
invitation when attending their GP (45%), | e | MomPuotia | e | 3 ! g ' 0 1 v z
whereas 48 % of Tongan participants were | fwms | s [ e | s | o | o | o | o | & | o | 2
recruited through community promotion. In pomths | b | mor | 4 1 1 2 4 4 « | o2
the 0-14 year-old age group contact tracing | ..
was the most important method for both | *Feg* | ™™= | ™ | * | | v e e poEpom e
athnic groups. There was a suggestion of a Y [T E— - . p " ; p ; p "
trend in the success of community promotion DePKing | MoPacle | 910 3 P 2 s o s 1 3
with increasing age for both groups: around | iy | Menpaote | ses0 | 18 | & [ w0 | e | s w | 1 5
50% of Samoans aged 15-44 years were iy Pace | Tam | s 5 w | ow | s 5 n
recruited through their GPs, compared to - | 17108 | 45 ™ 57 T 2 ] 2
30% over 45 years of age. There were no
sex differences in recruitment method.
succeeded largely by having a policy of actively
" encouraging staff to recruit patients from the large
- = numbers of Pacific people attending routinely.
- (Figure 3) and screened relatively more Samoan,
“ - ] Cook Island, Nuiean, and Tokelauan participants
o ] —  than any other provider.
" Time frends
» Figure 4, showing recruitment over the life of
- the programme, uses data from the four largest
v ” ” h u ”: individual Pacific ethnic groups and reveals
o Sl WL — R . L pae— substantial differences in the pattern of response
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between these groups.
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Discussion

Two complementary recruitment models are described
in this analysis: one, community-wide promotion

with outreach to drive recruitment; and
two, opportunistic recruitment at GP
practices. The model used by the majority
of providers, opportunistic recruitment,
leveraged existing primary care systems,
infrastructure and patient-doctor
relationships. Providers were supported
and incentivised through special fee-
for-gservice payments and ‘awareness’
conlracts to promote the programme and
recruil parlicipants, using service delivery
madels with which they were familiar.

Our Pacific

analysis suggests that

providers, if well-resourced, organised and
committed, will use their capacity to reach
and engage their communities. While
Pacific-specific media helped promote the programme,
the messages sought to encourage people to see their
GP for screening regardless if the GP was Pacific or
Many non-Pacific providers, such as

non-Pacific.

e —

Figura 4: Pacific people screenad for Hepatitis B, by ethnic group: time trends.

East Tamaki Healthcare, did make significant
contributions to such programmes.

The time trends in recruitment show considerable
ethnic variations in responsiveness to programme
delivery. In the case of Samoan recruitment,
there was a sustained month-by-month increase
over nine months to a peak, declining thereafter.
Almost half of this occurred through eight Pacific
and non-Pacific providers, some but not all with
outreach capacity. In contrast, Cook Islands and
Miuean populations showed a much less dramatic
uptake and low levels of ongoing recruitment.
These differences may reflect on a number of
factors, such as the delivery of promotion efforis,
the trust that Pacific communities placed in the

athnic-specific providers, and their service provision
capacity, including a mobile outreach service. The
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Figure 3. Method of recruitment for two main providers

ability of the providers to identify key entry points into
their communities in order to raise awareness and
mobilise people was significant. Peaks in recruitment
also revealed with remarkable accuracy times when
major programme promotions ocecurred, radio promation
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proving to be highly effective.?®

Several features of the programme lead
by the Tongan Health Society are worthy
of noting. First, promation want hand-in-
hand with the blood sample collection.
When people agreed to be tested either
in the church, market or community a
testing team was present on site to do
it. Second, the team was comprised of
Tongan staff, among them doctors and
laboratory technicians  well-known to
Tongans in Tonga and in Auckland.

Finally, Pacificleadership and participation
at governance level assisted through
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providing informed stralegies thal took into account
Pacific community dynamics and strategic advice around
planning, timing and programme implementation. The
communities’ trust of this leadership was a major factor
in the high rate of screening. Among Tongans the most
impaortant question from community leaders was: Will
the HepBFree Programme be more beneficial than
deleterious to the community? * Once the dialogue
on this issue was settled, the Tongan community
accelerated their project participation.

There are several potential sourcaes of bias that should
be noted. First, it is possible that the participants were
nol representalive of the wider Pacific population who
did not access the service, The low response rate
across most providers and the marked contrast when
comparad with the achievements of East Tamaki and
Tongan Health Society suggests that more is required
of non-Pacific providers serving large
Pacific populations.

Secondly, only B0% of cases were
classified for ethnicity, but this is
comparable as a similar study of
primary healthcare in Wellington®
where the unspecified ethnic group of
13,122 was larger than the reported
Maori (9361) and Pacific classified
ethnic groups (B0G0) rates of ethnicity
classification, second only to European (61,854) giving
a total of B6.7% classified for ethnicity.

For individuals identified with CHB through this
programme, an ongoing monitoring programme has
been established with timely specialist referrals made
as appropriate where complications are detected.'” 9%
New, more effective treatment modalities for such people
make it important that auditing of monitoring services is
undertaken so that health outcomes are optimised.'” *®
##¥ Having stated this, there is no evidence yet from
randomised controlled trials that population-based
screening for CHB infection improves outcomes,™
although a prospective study in Alaska involving
screening people with CHBE with six-monthly AFF was
effective in detecting most HCC tumaors at a resectable
stage and significantly prolonged survival rates when
compared with historical controls in this population.™
There is, however, strong evidence supporting
immunisation from infancy to adolescent years. ™
Whether the HepBFree programme, which incorporated
both dimensions (screening and immunisation), has
been a worthwhile investment of healthcare resources
remains unanswered until information on secondary
health outcomes becomes known. Early results from
follow-up are promising, with 60 cases of HCC detected
to date from the screened population, treated by resection

Several features of
the programme lead
by the Tongan Health
Society are worthy of

noting. First, promotion
went hand-in-hand
with the blood sample
collection.
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or liver transplant with significantly better survival rates
compared to the non-screened population.”” We hope
that Pacific and non-Pacific providers alike will continue
to view tha identification and follow-up of Pacific people
as a priority so that existing ethnic inequalities in hepatitis
B outcomes can be reduced.

Conclusions

The HepBFree programme was a landmark programme
for Pacific people in Mew Zealand, where multiagency
collaboration  (especially ethnic-specific  strategies
and service providers), vision, and commitment was
responsible for possibly the largest mobilisation of
Pacific people in a community-based population health
programme to date. Screening programme coverage
rates did not achieve the intended targets (initially
set at 70% of the sligible population) reflecting some
of the challenges in identifying and tackling structural
and systems barriers that prevent
Pacific people from accessing health
services.® ¥ In hindsight, a small
pilot programme would have been
appropriate to test the feasibility of
conducting hepatitis B screening
in this environment. Nevertheless,
insights from this programme can
inform future planning and funding
of similar initiatives involving Pacific
populations. They include: the need
to understand the existence of significant within-Pacific
cultural and healthcare-seeking behaviour differences;
appreciating the importance of ethnic-specific Pacific
providers in reaching Pacific peoples; understanding
the key role that Pacific leadership plays in building trust
in new initiatives; utilising proven means, such as radio,
to promote participation, ensuring that programme
planning embeds quality processes from promotion
through to invitation, engagement and service capacity
and delivery; and ensuring that service delivery models
are appropriate for Pacific populations: they should be
comprehensive, offering both mabile and fixed services
and linking awareness-raising closely with opportunities
to participate.
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Welcome on board Pacific Health Dialog to ......

3 New friends, sponsors and supporters;

1) Pasifika Medical Association of New Zealand, Auckland

' e % 2) New Zealand Tongan Nurses Association,
T Auckland; and

v 3) Directorate of Pasifika @ Massey, Massey University,
.\E X HISSE]’ with campuses in Auckland, Palmerston North and
#ﬂs Unlnrsitv Wellington

Diractorate Pasifikadl Massay

All organizations with labour of love notions are welcome, contact the
Coordinator Health Research Council of the Pacific Ltd. on

Email: HRCP@fsm.ac.fj
Website: http// www.pacificHRC.org
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