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Instructions:  Please complete all of the items as instructed. Do not delete instructions.  Do not 

leave any items blank; responses must be provided for all items.  If your response to an item is 

“None”, please specify “None” as your response. “Not applicable” is not an acceptable response 

for any of the items. There is no limit to the length of your response to any question.  Responses 

should be single-spaced, no smaller than 12-point type.  The report must be completed using 

MS Word.  Submitted reports must be Word documents; they should not be converted to pdf 

format.   Questions?  Contact Health Research Program staff at 717-783-2548. 

 

1. Grantee Institution: Hepatitis B Foundation 

 

2. Reporting Period (start and end date of grant award period): 1/1/2011-12/31/2011 

 

3. Grant Contact Person (First Name, M.I., Last Name, Degrees): Chari Cohen, MPH, 

DrPH(c) 

 

4. Grant Contact Person’s Telephone Number: 215-489-4930 

 

5. Grant SAP Number: 4100054581 

 

6. Project Number and Title of Research Project: Project 1, Determining Correlates of 

Hepatitis B Status Among High-Risk Asian and Pacific Islanders in Pennsylvania    

 

7. Start and End Date of Research Project: 1/1/2011-12/31/2011  

 

8. Name of Principal Investigator for the Research Project: Chari Cohen   

 

9. Research Project Expenses.   

 

9(A) Please provide the amount of health research grant funds spent on this project for the 

entire duration of the grant, including any interest earned that was spent:  

 

$ 859.78    

 

9(B) Provide the last names (include first initial if multiple individuals with the same last 

name are listed) of all persons who worked on this research project and were supported with 

health research funds.  Include position titles (Principal Investigator, Graduate Assistant, 

Post-doctoral Fellow, etc.), percent of effort on project and total health research funds 

expended for the position.  For multiple year projects, if percent of effort varied from year to 

year, report in the % of Effort column the effort by year 1, 2, 3, etc. of the project (x% Yr 1; 

z% Yr 2-3). 

  

      



 

 

Last Name Position Title % of Effort on 

Project 

Cost 

Cohen Project Director 5% $689 

    

    

    

    

    

    

 

9(C) Provide the names of all persons who worked on this research project, but who were not 

supported with health research funds.  Include position titles (Research Assistant, 

Administrative Assistant, etc.) and percent of effort on project.  For multiple year projects, if 

percent of effort varied from year to year, report in the % of Effort column the effort by year 

1, 2, 3, etc. of the project (x% Yr 1; z% Yr 2-3). 

 

Last Name Position Title % of Effort on Project 

Evans Research Methods Advisor 1% 

Ariola Research Assistant (Student Intern) 20% 

Michael Statistics Advisor 1% 

   

   

   

   

 

9(D) Provide a list of all scientific equipment purchased as part of this research grant, a short 

description of the value (benefit) derived by the institution from this equipment, and the cost 

of the equipment. 

 

Type of Scientific Equipment Value Derived Cost 

None   

   

   

   

   

   

   

 

 

10. Co-funding of Research Project during Health Research Grant Award Period.  Did this 

research project receive funding from any other source during the project period when it was 

supported by the health research grant? 

 

Yes_________ No___x_______ 

 



 

 

If yes, please indicate the source and amount of other funds: 

 

 

11. Leveraging of Additional Funds 
 

11(A) As a result of the health research funds provided for this research project, were you 

able to apply for and/or obtain funding from other sources to continue or expand the 

research?  

 

Yes____x_____ No__________ 

 

If yes, please list the applications submitted (column A), the funding agency (National 

Institutes of Health—NIH, or other source in column B), the month and year when the 

application was submitted (column C), and the amount of funds requested (column D).  If 

you have received a notice that the grant will be funded, please indicate the amount of funds 

to be awarded (column E). If the grant was not funded, insert “not funded” in column E. 

 

Do not include funding from your own institution or from CURE (tobacco settlement funds). 

Do not include grants submitted prior to the start date of the grant as shown in Question 2.  If 

you list grants submitted within 1-6 months of the start date of this grant, add a statement 

below the table indicating how the data/results from this project were used to secure that 

grant. 

A.  Title of research 

project on grant 

application 

B.  Funding 

agency (check 

those that apply) 

C. Month 

and Year  

Submitted 

D. Amount 

of funds 

requested: 

E. Amount 

of funds to 

be awarded: 

Project Access: 

Eliminating Hepatitis B 

Disparities in Asians and 

Pacific Islanders in 

Philadelphia 

NIH     

 Other federal 

(specify:________

______________) 

x Nonfederal 

source (specify: 

Barra Foundation) 

August 

2011 

$125,000 $125,000 

Project Access: 

Eliminating Hepatitis B 

Disparities in Asians and 

Pacific Islanders in 

Philadelphia 

NIH     

 Other federal 

(specify:________

______________) 

x Nonfederal 

source (specify: 

_____________) 

February 

2012 

$20,000 $ 

 NIH     

 Other federal 

(specify:________

______________) 

 Nonfederal 

source (specify: 

_____________) 

 $ $ 



 

 

11(B) Are you planning to apply for additional funding in the future to continue or expand 

the research? 

 

Yes___X______ No__________ 

 

If yes, please describe your plans:  

 

Additional funds will continue to be sought by private and possibly federal funding sources. 

 

12. Future of Research Project.  What are the future plans for this research project?  

 

We plan to continue and expand this research to identify best practices for reducing the health 

disparities associated with chronic hepatitis B in the targeted groups. This will include additional 

prevalence studies and studies further assessing correlates of infection; research to clarify issues 

with self-report of vaccination history; and research to reduce barriers to screening and access to 

care. 

 

13. New Investigator Training and Development.  Did students participate in project 

supported internships or graduate or post-graduate training for at least one semester or one 

summer? 

 

Yes___x______ No__________ 

 

If yes, how many students?  Please specify in the tables below: 

 Undergraduate Masters Pre-doc Post-doc 

Male     

Female  1   

Unknown     

Total  1   

 

 

 Undergraduate Masters Pre-doc Post-doc 

Hispanic     

Non-Hispanic  1   

Unknown     

Total  1   

 

 

 Undergraduate Masters Pre-doc Post-doc 

White     

Black     

Asian  1   

Other     

Unknown     

Total  1   

 



 

 

 

14. Recruitment of Out-of–State Researchers.  Did you bring researchers into Pennsylvania to 

carry out this research project? 

 

Yes_________ No____x______ 

 

If yes, please list the name and degree of each researcher and his/her previous affiliation: 

 

 

15. Impact on Research Capacity and Quality.  Did the health research project enhance the 

quality and/or capacity of research at your institution?   

 

Yes____x_____ No__________ 

 

If yes, describe how improvements in infrastructure, the addition of new investigators, and 

other resources have led to more and better research.  

 

The results from this research will enhance our future intervention and program planning. It 

also served as an important learning tool for project staff and the student involved in this 

study. 

 

 

16. Collaboration, business and community involvement.  

 

16(A) Did the health research funds lead to collaboration with research partners outside of 

your institution (e.g., entire university, entire hospital system)?  

 

Yes____x_____ No__________ 

 

If yes, please describe the collaborations:  

 

This study will help us to build partnerships with Asian and Pacific Islander community 

groups and researchers in Philadelphia. 

 

16(B) Did the research project result in commercial development of any research products?  

 

Yes_________ No___x_______ 

 

If yes, please describe commercial development activities that resulted from the research 

project:  

 

16(C) Did the research lead to new involvement with the community?   

 

Yes_________ No___x_______ 

 



 

 

If yes, please describe involvement with community groups that resulted from the 

research project:  

 

17. Progress in Achieving Research Goals, Objectives and Aims.  
List the project goals, objectives and specific aims (as contained in the grant application’s 

strategic plan).  Summarize the progress made in achieving these goals, objectives and aims 

for the period that the project was funded (i.e., from project start date through end date).  

Indicate whether or not each goal/objective/aim was achieved; if something was not 

achieved, note the reasons why.  Describe the methods used. If changes were made to the 

research goals/objectives/aims, methods, design or timeline since the original grant 

application was submitted, please describe the changes. Provide detailed results of the 

project.  Include evidence of the data that was generated and analyzed, and provide tables, 

graphs, and figures of the data.  List published abstracts, poster presentations and scientific 

meeting presentations at the end of the summary of progress; peer-reviewed publications 

should be listed under item 20. 

 

This response should be a DETAILED report of the methods and findings.  It is not sufficient 

to state that the work was completed. Insufficient information may result in an unfavorable 

performance review, which may jeopardize future funding.  If research findings are pending 

publication you must still include enough detail for the expert peer reviewers to evaluate the 

progress during the course of the project. 

 

Health research grants funded under the Tobacco Settlement Act will be evaluated via a 

performance review by an expert panel of researchers and clinicians who will assess project 

work using this Final Progress Report, all project Annual Reports and the project’s strategic 

plan.  After the final performance review of each project is complete, approximately 12-16 

months after the end of the grant, this Final Progress Report, as well as the Final Performance 

Review Report containing the comments of the expert review panel, and the grantee’s written 

response to the Final Performance Review Report, will be posted on the CURE Web site.   

 

There is no limit to the length of your response. Responses must be single-spaced below, 

no smaller than 12-point type. If you cut and paste text from a publication, be sure 

symbols print properly, e.g., the Greek symbol for alpha () and beta (ß) should not 

print as boxes () and include the appropriate citation(s).  DO NOT DELETE THESE 

INSTRUCTIONS. 

Research Project 1:  Project Title and Purpose 

Determining Correlates of Hepatitis B Status Among High-Risk Asian and Pacific Islanders in 

Pennsylvania - The purpose of this project is to determine the sociocultural and demographic 

determinants associated with hepatitis B virus (HBV) infection or protection status among high-

risk Asian and Pacific Islander (API) communities in Southeastern Pennsylvania. API 

communities have disproportionately high rates of chronic HBV infection and low rates of HBV 

vaccination. Using de-identified data collected from 650 individuals, we will use biostatistical 

methods to assess the factors associated with either chronic HBV infection or vaccination status. 

There is a current gap of knowledge surrounding chronic HBV infection patterns in this 

geographic area. The results of this study are a necessary step in developing population-based 



 

 

interventions to reduce the significant health disparities associated with HBV among APIs in this 

region. 

 

Specific Aims 
Hypothesis 1: HBV infection or protection status will be correlated with age, country of origin, 

year of entry into the U.S., and English proficiency. 

 

Specific Aim 1: To determine the sociocultural and demographic factors associated with hepatitis 

B virus (HBV) infection or protection status among high-risk Asian and Pacific Islander (API) 

communities in Southeastern Pennsylvania (SEPA). 

Objective 1A: Using community hepatitis B screening data collected from 650 API individuals 

living in SEPA, conduct logistic regression analysis with SAS statistical software, using HBV 

status as the outcome of interest. 

 

Hypothesis 2: Limited health care access will be correlated with age, country of origin, year of 

entry into the U.S., annual income, understanding of the U.S. health care system, and English 

proficiency. 

 

Specific Aim 2: To determine the sociocultural and demographic factors associated with limited 

health care access among infected and non-infected foreign-born (API) individuals living in 

SEPA. 

Objective 2A: Using community hepatitis B screening data collected from 650 API individuals 

living in SEPA, conduct logistic regression analysis with SAS statistical software, using the 

number of physician visits and the acquisition of a “medical home” as the outcomes of interest. 

 

Summary of Research Completed 
Data Source and Data Preparation: The source of subjects for this study is provided by a pre-

existing database compiled by the Hepatitis B Foundation. The database contains the completed 

survey information and blood sample test results from 12 screening events conducted targeting 

the high–risk API immigrant population. The database provided for the study originally 

consisted of 691 participants. After the exclusion of those under 18 years of age (n=2) and those 

missing blood samples (n=4), the final cross-sectional study sample used for data analysis 

included 685 individuals. As this study only targeted API individuals, the data was then subset to 

those identified as Asian or Pacific Islander, excluding an additional 46 individuals.  The final 

data set used for analysis consisted a total of n=639 subjects. 

 

Variable Definitions: The variables included in the database were measured in one of two ways.  

They were either self-reported on the HBV Screening Survey or quantified by laboratory from 

the blood sample provided during screening.  

Dependent Variables from Blood Sample 

 Hepatitis B infection is a dichotomous variable determined by the presence of hepatitis B 

surface antigen (HBsAg) in the blood sample 

 Hepatitis B immunity is a dichotomous variabledetermined by the presence of hepatitis B 

surface antibody (HBsAb) in the blood sample 

Demographic Variables from HBV Self-Report Screening Survey 

 Age: continuous variable calculated from birthdate provided on survey 



 

 

o Age Group (categorical variable): 18-39 40-49 , 50-59, and 60 or Greater 

 Gender (categorical value) : Male or Female 

 Education(categorical variables): Less than High School, High School, or Greater than 

High School 

 Country of Birth, Mother’s Country of Birth, Dad’s Country of Birth, (categorical value): 

Korean, China, India, Vietnam, or *Other (Other= Lao, Cambodia, Indonesia, Malaysia                       

Hong Kong) 

 Years in the US (categorical):  > 28 years, 28-17 years, and < 17 years 

 English as primary language, Insurance, Healthcare Provider  (dichotomous variable):  

yes or no 

Living Situation and Family History Variables  

 Number of People Living With(categorical): < 4 people, 4 or more people  

 Living with Individual Infected with HBV, Family Member with Hepatitis B, and Family 

Member with Cancer (dichotomous) : yes or no 

 

Data Analysis: Descriptive statistics were run on the final dataset. Univariate analysis was 

performed on both the continuous and categorical variables. The central tendency and dispersion 

of the continuous variables were determined and transformed into categorical variables grouped 

by quartiles. The frequency distributions of all categorical variables were identified.  The general 

prevalence of HBV infection and HBV immunity was calculated.   

Bivariate analysis was performed to identify any possible associations between the 

dependent variables (HBV infection and HBV immunity) and the previously described 

independent socio-cultural and demographic variables. These crude associations were explored 

using either a chi-square test or Fisher exact test. 

Multivariate analysis was performed to simultaneously examine the effects of the 

independent demographic, socio-cultural, and knowledge of HBV variables on the two 

dependent outcome variables. The predictive variables of interest were country of origin, years in 

the United States, and family history of HBV or liver cancer.    

During model development, covariates were selected for inclusion based on results from 

previously performed chi-square or fisher exact tests.  Inclusion criteria for covariates were p < 

.25. The models were built using a point estimate technique.  First, the models were built only 

with the predictor of interest along with age and gender, which are known confounders.  Then, 

each suspected covariate determined from previous analysis was added one by one.  Changes in 

the point estimates were observed after the addition of each covariate.  If the point estimate did 

not change by more than 15%, the covariate was excluded from the final models.  For covariates 

missing a significant amount of responses (20%), a dummy variable was created in order for 

their inclusion into the model.  After, all covariates were determined the final model was built 

including the predictors of interest and significant covariates.A Hosmer- Lemeshow goodness of 

fit test was performed for the final models.  If the p-value for the Hosmer-Lemeshow statistic 

was greater than .05, then the null was not rejected, signifying the model was a good fit.  All data 

analysis was performed on SAS Statistical Software Version 9.1.3. 

 

Results: The population consisted of self-identified Asians or Pacific Islanders (n=639), both 

immigrants and US-born, aged 18-85 years (Mean=51.5, SD=14.9) (Table 1). Over half of the 

participants were female (n=386 60.5%) while men (n=253) comprised 39.5% of the population. 

Most of the APIs were foreign-born immigrants from Korea (n=167, 27.2%), China (n=139, 



 

 

22.6%), India (n=109, 17.8%), and Vietnam (n=71, 11.6%). The remaining 128 participants 

(20.9%) were born in the United States, Lao, Cambodia, Malaysia, Hong Kong, and Indonesia. 

Of the immigrants, 54.9% (n=337) had been in the U.S. for less than 17 years. English was not 

the primary language for 90.9% of participants (n=572). The screened population had an overall 

HBV infection prevalence of 5.8 % (n=40), and an HBV immunity prevalence of 52.6% 

(n=360).  

 

HBV Infection: The prevalence of HBV varied across all demographic variables, except gender 

(Table 2). HBV prevalence was highest in the youngest age group of 18-39 years (n=18, 46.2%) 

and lowest in those aged 60 years or greater (n=5, 12.8%). Chinese immigrants had the highest 

HBV infection prevalence (n=25,65.8%), while immigrants from India had the lowest (n=109, 

0%). The majority (71%) of those infected with HBV had been in the U.S. for less than 17 years.  

 HBV infection is summarized by living situation, family history, and HBV knowledge in 

Table 3. Within the study population, infection was more likely in households with 4 or more 

people (n=22, 56.4%). Most of those testing positive for HBV infection were not knowingly 

living with anyone with HBV nor were aware of any family member with HBV. Additionally, 

those with HBV infection were more likely to have been previously tested. 

 

HBV Immunity:  HBV immunity was highest in females (n=205, 59.8%), and in the >60 age 

group (n=136, 39.5%), but lowest in the 40-49 age group (n=62, 18%) (Table 4). HBV immunity 

was highest among Korean immigrants (n=135, 41.4%), among immigrants who had been in the 

U.S. for <17 years (n=150, 46%), and among those for whom English was not their primary 

language (n=312, 93.4%). No differences were found in HBV immunity by education or gender.   

 HBV immunity is summarized by living situation, family history, and knowledge of HBV 

in Table 5. Individuals living in smaller households of less than 4 were more likely to have HBV 

immunity (n=190, 55.2%). Similar to HBV infection, those with the highest rates of immunity 

were not living with anyone with HBV and were not aware of family members with HBV or 

liver cancer.  

 

HBV Vaccination: HBV vaccination is summarized by demographic characteristics, living 

situation, and family history in Table 6.  The 60 years or older age group (n=40, 37.7%) were 

most likely to be vaccinated and those aged 40-49 (16.0%) were least likely to be vaccinated.  

Almost half of those vaccinated were Korean immigrants (n=47, 45.2%). 99% of those 

vaccinated spoke English as their secondary language 61% had insurance, 63.5% had a regular 

health care provider.    

Additionally, those reporting vaccination were also tested for HBV immunity by 

demographic variables. This information is summarized in Table 7.  Only 62.7% of males 

vaccinated and 64.3% of women vaccinated show HBV immunity.  The discrepancy between 

HBV vaccination and HBV immunity is greater when looking at the various countries of origin.  

Those vaccinated from Korea were 85.5% HBV immune while only 7% of those from India that 

reported vaccination were positive for anti-HBs.  Overall, across demographics of the vaccinated 

population, susceptibility to HBV infection ranged from 22%-83%.   

 

Multivariate Logistic Regression: Table 8 summarized the predictor for HBV infection.  Those 

originally from China were 5.5 times more likely to be infected.  Vietnam was the second most 

predictive of HBV infection, where those from Vietnam were 2.2 times more likely to be 



 

 

infected.  Those in the US < 27 years were 1.2 times at risk for infection.  An individual living 

with someone with HBV was at 2 times at risk for HBV infection.  

 Table 9 summarizes the predictors of HBV immunity.  Those from Korea were 3.3 times 

more likely to have HBV immunity.  Those from India were least likely with an odds ratio of 

0.6.   

Table 10 summarizes the predictors of HBV vaccination. Those from Korea were 3.2 

times more to have been vaccinated for HBV while those from India were the least.  Those in the 

28-17 year in US group were 2.2 times more likely to be vaccinated. 
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Discussion: Overall, the prevalence of HBV infection within the study population was 5.8%.  

Country of origin had a significant association with HBV infection.  HBV prevalence varied by 

country of origin and those from China accounted for 65.8% of the total HBV antigen positivity.  

Looking at those emigrating from China alone (n=139), 25 were positive for HBV resulting in a 

prevalence of 17.9%.  This rate of HBV infection is greater than previously found in a cross-

sectional study conducted in New York within the Chinese population (Ma et al, 2008).  

Relatively high rates of HBV infection were also found in those from Vietnam.  This is 

consistent with previous literature suggesting Vietnamese immigrants have high rates of HBV 

infection.  Although, the prevalence of infection was less than the 9.3% HBV infection 

prevalence found in a study conducted within the Vietnamese population in West Virginia 

(Kallman, et al 2011).  As the logistic regression model from this study suggests, country of 

origin can predict higher rates of infection compared to other groups within the population. Since 

those from India had 0 prevalence of HBV infection, this country of origin was excluded from 

the model.   

 With regards to years in the U.S., higher rates of infection were found among those in the 

U.S. for shorter periods of time. Also, being in the US for less than 17 years was found to be 

predictive of HBV infection compared to those in the US for longer periods of time. The higher 

rates of infection can possibly be attributed to recent emigration from endemic areas, where 

access to HBV prevention is limited.  

 The predictive nature of living with someone with HBV and family history on HBV 

infection is difficult to establish due to the significant amount of missing responses for those risk 

factors.  Lack of awareness within the API population regarding HBV infection contributes to 

the limited responses for these possible risk factors.  Additionally, social stigma attached to HBV 

infection can result in lack of desirability in disclosing such information.  For those that did 

provide a response, living with someone with HBV was predictive of infection. This is consistent 

with the infectious nature of HBV, which is easily transmitted through close household contact, 

such as sharing razors or toothbrushes. 

   Examining HBV immunity in the population, 52.6% were immune to HBV, but from this 

study it is impossible to determine if the presence of anti-HBs is due to natural infection or 

vaccination.  The rate of immunity was highest in those from Korea while those from China, in 

addition to having the highest rates of infection also had the second highest rate of immunity.  

Overall, the rate of HBV immunity in the screened population is similar to the HBV immunity 

found in a study conducted in San Francisco, where approximately half of the screened API 

population was serologically tested positive for HBV immunity (Bailey et al, 2010).   

 Predictors of HBV immunity were found in this study.  Similar to HBV infection, country 

of origin was found to be predictive of HBV immunity, but to a lesser degree.  The odds ratios 

found for immunity were fairly close between the different countries, with the only exception 

found in those from Korea.  The high rate of immunity found within those from Korea 

corresponds to the high rates of vaccination found in this subpopulation.  

Also, HBV immunity was predicted to be less likely for those in the US for less than 17 

years.  This is consistent with the previous speculation regarding the high rates of infection in 

those in the U.S. for shorter periods of time, where the lack of access to HBV prevention such as 

vaccination is limited in countries of emigration.  Additionally, knowledge of a family member 

with HBV did predict immunity. Knowledge of infection can serve as a cue to action for 

individuals to seek out HBV vaccination.   



 

 

 The self-reported vaccination rate of 16.8% in this population did compare to those 

previously stated in literature.  The study conducted within the API population of San Francisco 

reported 18% vaccination (Bailey et al, 2010).  Another study in California found only 12% were 

vaccinated (Lin et al, 2007). Looking at the different countries of origin separately, those from 

Vietnam reported a higher rate of vaccination compared to other studies (Ma et al, 2007).  

Conversely, those from China showed a lower rate of vaccination compared to similar studies 

conducted with this ethnic group (Ma et al, 2008).  Additionally, those reporting vaccination 

were mostly women similar other studies (Bailey, 2011).  Increased rates of vaccination in 

women are possibly due to prenatal screening for HBV within this group.   

 Unfortunately, a significant limitation of this study is that vaccination was self-reported 

within the screened population.  It is possible vaccination can be misrepresented.  In order to 

confirm immunity and assess vaccination status, those that reported vaccination were examined 

for HBV immunity by demographics.  Across most demographics, reported vaccination was not 

reflective of the presence of anti-HBs. By age, years in the US, and country of birth, 30% of 

those who reported that they had been vaccinated were still susceptibility to HBV infection.   

 While HBV vaccination should result in HBV immunity, this finding is not uncommon 

among the API population.  Previous studies have also found HBV infection in those that 

reported receiving HBV vaccination (Bailey et al, 2010).  Out of all the 251 reporting HBV 

vaccination, 91 people or 36.3% did not have HBV immunity.  The discrepancy between HBV 

vaccination and HBV immunity is greater in this study population compared to 20.3% found in 

California (Lin et al, 2007).  One possible reason for this discrepancy is that individuals often 

misunderstand the medical services they receive. It is possible that in the study population, this 

misunderstanding of HBV vaccination led to rates of vaccination that were inaccurately over-

reported.  These results indicate that more education directed at the API population regarding 

HBV vaccination is likely necessary.  Since the over-reporting of vaccination is a consistent 

finding in API screening studies, the true vaccination rate of APIs is thought to be quite lower 

than recognized. Since this study suggests HBV vaccination is inaccurately reported in this 

study, the logistic regression model for HBV vaccination might not also be useful in identifying 

predictor of HBV vaccination. Therefore, the high-risk API population must be targeted as a 

whole for vaccination and not limited to specific subgroups since predictors are difficult to 

identify.   

 

Study Limitations/Strengths 

 One limitation of the study is the cross-sectional design itself as with this design, it is not 

possible to determine causality.  In addition to the cross-sectional design, utilizing the data from 

screening events also has its own limitations. Using data from screening events is susceptible to 

selection bias.   As reflected in the study, the majority of participants were from younger age 

groups and had been in the US for less than 17 years.  Their motivations for attending a 

screening event might be different from the general population, limiting the external validity of 

this study.  Also, those participating in screening events generally differ in that they desire to 

know their status and are more likely aware of their risks for infection. Alternatively, those who 

are older do not attend screening events are already aware of their HBV status and choose not to 

seek further testing.  In this study, HBV infection decreased with age, which is contrary to the 

understanding of chronic disease. The self-selection of screening participation can produce 

inaccurate measures of HBV infection, HBV immunity, and HBV vaccination prevalence for the 

general API population.   



 

 

 While this study does have limitations, it also has strengths.  A major strength of this 

study is that it examined HBV infection, HBV immunity, and HBV vaccination by a wide 

variety of factors, both demographic and socio-cultural.  Also, rather than limiting the study to a 

subgroup within the API population, APIs were analyzed as a whole.  By looking at the API 

population as a whole, an overall prevalence of HBV infection, HBV immunity, and HBV 

vaccination were obtained, and was then broken down into subgroups of interest. 

 

Conclusion: HBV is a significant threat to API communities within Philadelphia.  This study was 

able to find associations between HBV infection, HBV immunity, and HBV vaccination by 

demographic and socio-cultural variables.  HBV infection varies by country of origin and is 

more common in those more recently immigrating into the US.  Country of origin did predict 

HBV immunity, yet some countries of origin had very similar immunity outcomes.  Not 

surprisingly, while HBV infection is associated with less years in the U.S., so is HBV immunity. 

This study provides a starting point for future HBV interventions. It gives an idea of subgroups 

with higher pockets of HBV infection and suggests those in greater need of intervention. HBV 

interventions need to target not only the younger API age groups, but also those within the older 

age groups, yet we have learned that screening events are not the most effective and efficient 

way to target the older high-risk population, so future studies need to address this issue. In 

addition, it is clear that a greater emphasis on health education and HBV awareness is necessary 

in high-risk API communities.  Since the API population is one of the fastest growing 

populations in the US, effective ways to address the public health threat of chronic HBV within 

this population is necessary. 
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18(F) Where was the research study conducted? (List the county where the research 
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20(B) Based on this project, are you planning to submit articles to peer-reviewed publications 

in the future?   
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single-spaced below, and no smaller than 12-point type. DO NOT DELETE THESE 

INSTRUCTIONS.  There is no limit to the length of your response.  
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of interventions and research projects that will ultimately eliminate hepatitis B-related 
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