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Rationale:   

The Kimberley has the highest rate of chronic hepatitis B (CHB) in Australia (by Primary 

Health Network) with a prevalence of 3.88%. This is over FOUR times the national average 

of 0.95%. This rate climbs to 8.4% for Aboriginal and Torres Strait Islander people living in 

very remote areas of WA. This is almost NINE times the national average. 

There is poor care uptake (treatment and monitoring) of CHB in the Kimberley, with only 

4.5% of people with CHB receiving treatment and/or monitoring for their condition. This is 

compared to the national average of 20.2% and falls far short of national targets. 

Hepatitis B is a complex disease. Evidence tells us that inadequate hepatitis B knowledge 

among primary health care providers and people with the virus are critical contributions to 

poor monitoring and management. There is also evidence that a lack of a systems-based 

approach to clinically managing the infection contributes to poor management. 

The Kimberley Hepatitis B protocol provides Kimberley specific screening, vaccination, 

monitoring and management guidelines for hepatitis B in the Kimberley. It is informed by 

Australian guidelines, Kimberley specific research, research on other Aboriginal and Torres 

Strait Islander groups with hepatitis B, Kimberley public health data and by local Kimberley 

medical and public health practitioner’s experience. It should address the need for a 

systems-based approach to clinically managing CHB, and simplify the complexities involved 

in the care of people with CHB for primary health care providers in the Kimberley. It also 

specifically addresses the importance of education and support to patients with CHB in order 

to maximise the capacity for those affected by CHB to engage with primary care providers 

and optimise their own health. 



 

Changes from previous protocol and discussion points: 

 

Screening for hepatitis B 

The screening section has been split into ‘screening for infection/immunity’ and ‘screening 

for risk factors’ to try and simplify this confusing practice. 

In the Kimberley region, the routine vaccination schedule has excellent coverage, with the 

majority of people born during or after 1989 thought to be fully vaccinated. A completed 

vaccination course generally provides long-lasting protection even though HBsAb levels may 

decline over time and become undetectable. There is some contention around this however, 

as there is some evidence of vaccine failure and peculiar serological patterns in the 

Kimberley. This might suggest we should be screening for infection/immunity even in those 

that have a record of completed vaccination. It was determined however by the working 

group of this protocol that there is not enough evidence at this stage to be able to change 

our current practice and to sway from AIH recommendations. 

It was decided that determining an individual’s risk status is the most important aspect of 

determining their need for screening for infection/immunity. 

Screening for infection/immunity is NOT needed for ‘low risk’ people (i.e no High Risk factors 

as per table 2) who have completed a vaccination course OR have serological evidence of 

immunity to hepatitis B (HBsAB >10 mIU/ml) on any previous blood test. But these 

individuals do need yearly screening for High Risk factors. Please review all previous blood 

test results, check AIR and/or KPHU records and update the patient file accordingly.  

Screening is also NOT needed for those who have serological evidence of immunity 

(HBsAb>10 IU/ml) on ANY previous blood test despite their risk status. 

‘Screening for High Risk factors’ is an important element of screening for hepatitis B and this 

should be done annually for EVERYONE. People who are determined to have high risk 

factors (as per table 2) who are not known to be immune (no evidence of HBsAb>10 mIU/ml 

on any previous blood test) should be screened for infection/immunity with HBsAb, HBsAg 

and HBcAb despite their vaccination status. If they are found not to be infected but also not 

immune to hepatitis B, table 2 should be used to determine if they are eligible for a free 

hepatitis B vaccination course or booster. If a person with a high risk factor is not infected 

and not immune, but they are also not eligible for free vaccination, they should continue to 

be screened yearly for high risk factors and hepatitis B infection/immunity if required. If they 

cease to have a high risk factor, i.e they are no longer an IVDU, then they do not need 

ongoing screening. 

It is important to remember however that screening is different to testing and that anybody 

who requests testing, reports high risk behaviours, has other positive STIs or is a named 

contact requires immediate testing for Hepatitis B (if they consent) despite their 

immunisation or serological evidence of immunity status. 

 

Table 2 

Table 2 is new to this protocol. Hepatitis B screening and vaccination recommendations by 

AIH, AHSM and GESA, do not necessarily meet the Western Australian (WA) state 



government funding eligibility for FREE hepatitis B vaccinations. Of particular note and for 

example, ALL Aboriginal and Torres Strait Islander people are recommended to receive 

vaccination for hepatitis B if non immune by these peak bodies in Australia, but the WA state 

government has never funded hepatitis B vaccination for all Aboriginal and Torres Strait 

Islander people in WA. It is a common misconception that all Aboriginal and Torres Strait 

Islander people are eligible for free vaccination and many primary health providers provide 

unfunded hepatitis B vaccines because they aren’t fully aware of the eligibility criteria. We 

have an elected government body that decides such eligibility and it is taxpayer’s money that 

pays for these vaccinations. It is our responsibility to ensure we are not misusing taxpayer’s 

money.  

Additionally, there are another set of recommendations by AIH as to who should be tested 

for immunity after vaccination, which does not include all high risk groups, or even those that 

have access to free vaccination in WA. All in all, this makes knowing who to screen, who to 

vaccinate and who to test for immunity after vaccination very confusing.  

Table 2 seeks to provide some clarity around who is considered to be high risk for 

contracting and/or developing severe hepatitis B, who is eligible for free hepatitis B 

vaccination in WA and who should be tested for immunity after vaccination. Hopefully this 

helps to clarify some of the confusion and to ensure we are utilising government funds more 

appropriately. If there is still confusion around any of this, please discuss with KPHU or the 

Kimberley Regional Physician Team. 

 

‘Carrier’ of hepatitis B 

During the immune tolerance and immune control phases, patients have in the past been 

called ‘healthy carriers’ or ‘inactive carriers’. This is an outdated and very confusing term as 

it implies that the person doesn’t actually have hepatitis B, but that they simply ‘carry’ it and 

that they don’t require any follow up. This is NOT the case. ALL people with CHB are at risk 

of progressive liver damage and the development of cirrhosis and HCC. ALL require regular 

monitoring, screening and management. There is no such thing as a ‘healthy carrier’ or 

‘inactive carrier’ of the hepatitis B virus. These terms are still unfortunately seen on patient 

files and on pathology reports. Please refrain from using them. 

 

Inclusion of Hepatitis B GP prescribers 

Whilst there are not a lot of Hepatitis B GP prescribers in the Kimberley currently, it is 

hopeful this number will increase so that we can support the currently physician led 

treatment of CHB patients. If a patient is uncomplicated and requires medication 

management for their hepatitis B, a GP prescriber is a very suitable referral person. GP 

Hepatitis B prescribers have access to a WACHS physician mentor for support at all times. 

 

Management section changes: 

The previous Kimberley Hepatitis B protocol focuses management on whether patients are 

‘deemed suitable’ for treatment or not by their primary health care provider. This element of 

the protocol is particularly an issue given the evidence around the lack of knowledge 

amongst primary health care providers and people living with CHB being a contributing 

factor to poor treatment uptake. Evidence also tells us that the majority of patients with CHB 



would be willing to use treatment if their disease progressed. This is critical and underpins 

the importance of improved patient education and support around their CHB. 

The management section of the protocol has been overhauled. It focuses on providing 

education and support to the patient so that they can be empowered to take control of their 

hepatitis B. It also provides primary health professionals with a simplified clinical 

management plan which includes determining the phase of CHB, arranging regular 

monitoring and screening and a guide as to when medical treatment should be considered. It 

aims to involve the patient with every step of management and to improve patient and 

primary health provider’s knowledge around hepatitis B with the ultimate goal of increasing 

our rates of care uptake (treatment and monitoring) in the Kimberley. 

 

Screening for fibrosis/cirrhosis  

All patients with CHB require regular screening for fibrosis/cirrhosis. It was felt yearly was 

appropriate as this is the recommended interval by ASHM and GESA. Ideally, all patients 

with CHB in the Kimberley could be screened for fibrosis/cirrhosis using a fibroscan which is 

the best non-invasive screening modality available for fibrosis/cirrhosis. Unfortunately, at the 

time of writing, fibroscan is not yet available in the Kimberley. It is hoped ultrasound 

elastography will soon be available in the Kimberley. APRI score should be utilised as our 

primary source of screening for fibrosis/cirrhosis. It can be easily calculated using the APRI 

calculator linked in the protocol and only requires an AST and platelet value. Hepascore can 

be used, but at the time of writing, was not medicare rebateable. If concerned about fibrosis 

or cirrhosis, please discuss with the Kimberley Regional Physician Team. 

 

Screening for HCC 

Screening for HCC has been changed to Aboriginal and Torres Strait Islander people with 
CHB who are aged over 50. The previous protocol advised to screen in these patients from 
40 years of age. This protocol was written when there was no recommendation for Aboriginal 
and Torres Strait Islander people and so it was decided at the time that using the Asian male 
guideline would suffice. Since then, there has been research done around the increasing 
incidence of CHB and stratified risk of HCC in Aboriginal and Torres Strait Islander people 
aged >50 in the Northern Territory. ASHM now also provide specific recommendation for 
Aboriginal and Torres Strait Islander people to be screened for HCC if over 50 years of age.   
 
 
Table 3 

Table 3 is new to this protocol but is similar to appendix 1 in the previous protocol. It is now 

an all-inclusive guide to determining the phase, arranging monitoring and screening and 

determining when to consider treatment of CHB. It is an amalgamation of ASHM, GESA and 

Kimberley physician recommendations. 

 

Considerations for next review: 

CHARM study: emerging evidence of different genotypes in NT possibly contributing to 

vaccine failure – likely to have implications for our patients in the Kimberley.  

 



Resources and References used in reviewing this protocol: 

 

1. World Health Organisation. Hepatitis B [Internet]. World health organisaion; 2018 [updated 2018 July 18; cited 

2018 Sep 16]. Available from: http://www.who.int/news-room/fact-sheets/detail/hepatitis-b 

2. Lavanchy D. Hepatitis B virus epidemiology, disease burden, treatment, and current and emerging prevention and 

control measures. J Viral Hepat [Internet]. 2004 [cited 2018 Sep 16];11:97–107. Available from: 

https://onlinelibrary.wiley.com/doi/abs/10.1046/j.1365-2893.2003.00487.x 

3. MacLachlan JH, Cowie BC. Liver cancer is the fastest increasing cause of cancer death in Australians. Med J Aust 

[Internet]. 2012 Nov 5 [cited 2018 Sep 16];197(9):492–3. Available from: 

https://www.mja.com.au/journal/2012/197/9/liver-cancer-fastest-increasing-cause-cancer-death-australians 

4. WHO Collaborating Centre for Viral Hepatitis, The Peter Doherty Institute for Infection and Immunity and 

Australasian Society for HIV, Viral Hepatitis and Sexual Health Medicine. Viral hepatitis mapping project: 

Geographic diversity in chronic hepatitis B and C prevalence, management and treatment - National Report 2017 

[Internet]. Darlinghurst NSW: Australasian Society for HIV, Viral Hepatitis and Sexual Health Medicine; 2019 

[cited 2019 Nov 23]. Available from: https://ashm.org.au/products/product/Viral-Hepatitis-Mapping-Project-2017 

5. Emma Griffiths, Carole Reeve, Julia V Marley. Hepatitis B notifications in a vaccinated cohort of Aboriginal 

people in the Kimberley region. Med J Aust 2014; 201:343-346 

6. Davies J, Davis J, Tong S. CHARM – Characterising Hepatitis B in Northern Australia Molecular epidemiology. 

Menzies School of Health Research 2020. 

https://www.menzies.edu.au/page/Research/Projects/Hepatitis_B/CHARM_-

__Characterising_Hepatitis_B_in_northern_AustRalia_through_Molecular_epidemiology/ 

7. Government of Western Australia Department of Health. Provision of Hepatitis A and B Vaccine to Adults in 

Western Australia at Risk of Acquiring these Infections by Sexual Transmission and Injecting Drug Use. October 

2019. 

https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Sexual%20Health/PDF/Guidelines-

for-the-provision-of-Hepatitis-A-and-B-vaccine.pdf 

8. Parker C et al. Hepatocellular carcinoma in Australia’s Northern Territory: high incidence and poor outcome. Med 

J Aust [Internet] 2014 Oct 20 [cited 2019 Jan 14]; 201 (8): 470-474. Available from: 

https://www.mja.com.au/journal/2014/201/8/hepatocellular-carcinoma-australias-northern-territory-high-

incidence-and-poor 

9. Australian Society for HIV, Viral Hepatitis and Sexual Health Medicine. B Positive. Hepatitis B for Primary Care. 

3rd edition. 2018.  Available from: https://www.hepatitisb.org.au/ 

10. Gastroenterological Society of Australia Australian and New Zealand Chronic Hepatitis B Recommendations. 2nd 

edition 2009/10. Available from: 

https://www.gesa.org.au/public/13/files/Clinical%20Updates%20and%20Guidelines/CHB.pdf 

11. Australasian Society for Infectious Diseases. Management of Perinatal Infections 2014. Available from: 

https://www.asid.net.au/documents/item/368 

12. Centre for Disease Control. Northern Territory hepatitis B vaccination and public health guidelines. 2013. 

Available from: 

https://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/710/3/Northern%20Territory%20Hepatitis%20B

%20Public%20Health%20Guidelines.pdf 

13. Preston-Thomas A, Fagan P, Nakata Y, Anderson E. Chronic hepatitis B care delivery and patient knowledge in 

the Torres Strait region of Australia. Aust Fam Physician [Internet]. 2013 Apr [cited 2018 Sep 16];42(4):225–231. 

Available from: https://www.racgp.org.au/afp/2013/april/chronic-hepatitis-b/ 

14. Nguyen JNH, Munafo L, Hardie E, Iacono L. Chronic hepatitis B: a clinical audit of GP management. Aust Fam 

Physician [Internet].  2011 [cited 2018 Sep 16]; 40:533–8. Available from: 

https://www.racgp.org.au/afp/2011/july/chronic-hepatitis-b/ 

15. Wallace J, Pitts M, Ward J, McNally S. Management of chronic hepatitis B in the Torres Strait Islands: an 

identified need for a comprehensive public health approach to chronic hepatitis B in remote Australian Indigenous 

communities. Aust J of Prim Health [Internet] 2013 [cited 2018 Sep 16];20(3). Available from: 

https://www.researchgate.net/publication/236917939_Management_of_chronic_hepatitis_B_in_the_Torres_Strait_

Islands_An_identified_need_for_a_comprehensive_public_health_approach_to_chronic_hepatitis_B_in_remote_

Australian_Indigenous_communities 

16. Wallace J, Pitts M, McNally S, Ward J, Nakata Y, Fagan P. A situational analysis of chronic hepatitis B in the 

Torres Strait [Internet]. Melbourne: La Trobe University, 2011 Sep [updated 2011 Sep; cited 2018 Sep 16]. 

Available from: https://www.researchgate.net/publication/258344792/download 

https://www.hepatitisb.org.au/


17. Van Gemert C, Howell J, Wang J, Stoove M, Cowie B, Allard N, Enright C, Towell V, Hellard M. Knowledge and 

practices of chronic hepatitis B virus testing by general practitioners in Victoria, Australia, 2014–15. Aust Fam 

Physician [Internet]. 2017 Sep [cited 2018 Sep 16];46(9):683-89. Available from: 

https://www.racgp.org.au/afp/2017/september/knowledge-and-practices-of-chronic-hepatitis-b-virus-testing-by-

general-practitioners/ 

18. Anderson E, Ellard J, Wallace J. Torres Strait Islanders’ understandings of chronic hepatitis B and attitudes to 

treatment. Aust J Prim Health [Internet] 2015 Sep 2 [cited 2018 Sep 16]; 22(4):316-319. Available from: 

http://www.publish.csiro.au/PY/PY12130  

19. Wallace J, McNally S, Richmond J, Hajarizadeh B, Pitts M. Managing chronic hepatitis B: a qualitative study 

exploring the perspectives of people living with chronic hepatitis B in Australia. BMC Res Notes [Internet]. 2011 

Mar 3 [cited 2018 Sep 16];4:45. Available from: https://www.ncbi.nlm.nih.gov/pubmed/21371332  

 


