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Abstract  
 

The Hmong in the U.S. who emigrated from Southeast Asia, an area where hepatitis B is 

endemic, experience high rates of hepatitis B infection and liver cancer compared to non-

Hispanic whites. This exploratory study examined the Hmong’s perceptions of risk of hepatitis B 

infection. We interviewed 83 Hmong women and men living in Oregon. In bivariate statistical 

analysis, greater perceived susceptibility, lower perceived barriers, and having a healthcare 

provider recommendation were each significantly related to having ever been screened for 

hepatitis B. Logistic regression models indicated that having a recommendation by a doctor or 

healthcare provider was the strongest predictor of having been screened for hepatitis B, followed 

by education and insurance. Future interventions with the Hmong population should focus on the 

important role of health care providers play in raising awareness about hepatitis B infection and 

increasing screening uptake.  
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Introduction  

Approximately two billion people worldwide are infected with hepatitis B, and 400 million 

individuals are chronically infected [1]. Chronic hepatitis B infection is the foremost risk factor 

for liver cancer and contributes to 80% of all liver cancer deaths in the world [1,2]. In the United 

States (U.S.), over 12 million Americans have been infected with the hepatitis B virus and an 

estimated 1.9 million have chronic hepatitis B [1,3]. Up to 40,000 new hepatitis B infections 

occur each year [1] with the highest rate of hepatitis B infection and liver cancer deaths among 

foreign-born individuals (47% to 70%) who come from hepatitis B endemic regions, such as 

Asia and Africa [4]. As such, reducing chronic hepatitis B infection is a national health priority.  
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Hepatitis B infection disproportionately affects Asian Americans. In fact, Asian Americans 

make up more than half of those who have chronic hepatitis B infection in the U.S. [4]. Hepatitis 

B infection is 5 to 12 times more common among Asian Americans compared to the general U.S. 

population [5,6]. Chronic hepatitis B infection is often referred to as the “silent killer” because 

those who are infected can go decades without experiencing any disease symptoms. Among 

many Asians with chronic hepatitis B, infection most likely occurred as infants (vertical 

transmission) or young children (horizontal transmission). Nearly two-thirds of those with 

chronic hepatitis B infection do not know that they are infected, thus, they are missing 

opportunities for early detection and timely treatment [1,2]. If infection is untreated, up to 25% 

of people with hepatitis B develop serious liver problems such as cirrhosis of the liver and liver 

cancer [2].   

More specifically, the Hmong who emigrated from Southeast Asia, an area where hepatitis B 

is endemic, experience high rates of hepatitis B infection and liver cancer compared to non-

Hispanic whites [7]. The Hmong were a part of the mass migration movement of thousands of 

refugees known as Indochinese refugees, who at the end of the Vietnam War in 1975, fled from 

the Southeast Asia and relocated to various countries around the world [8]. Although data on the 

prevalence rate of hepatitis B infection among the Hmong are limited, the studies that do exist 

show high prevalence of hepatitis B infection. Sheikh and colleagues [9] reported a prevalence 

rate of 16.7% among Hmong in California. The majority of individuals who tested positive for 

hepatitis B were foreign-born and had lived in the U.S. for nearly 30 years, suggesting that 

infection most likely occurred prior to immigrating to the U.S. High rates of hepatitis B infection 

among the Hmong are attributed to vertical and horizontal transmission and are further 

exacerbated by low screening and vaccination rates [10-13]. Hepatitis B infection is highly 
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preventable with a three-shot immunization series; however, the Hmong are least likely to obtain 

routine immunizations for their children compared to other Asian ethnic groups [14,15]. 

Moreover, the Hmong have the lowest survival rate for liver cancer, which is nearly two times 

lower than other Asian ethnic groups [16]. Reasons for such poor survival rates are that the 

Hmong are far more likely to be diagnosed with liver cancer at later stages of the disease and are 

less likely to undergo treatment, resection, or transplantation [16].  

Further, a general lack of awareness about hepatitis B infection and prevention measures 

(i.e., vaccination) among the Hmong exists. For example, Butler and colleagues’ [17] reported 

low awareness among Hmong youth about how hepatitis B is transmitted; less than half of 

participants knew that hepatitis B could be spread through sexual intercourse. Sheikh et al. [9] 

reported that 62.5% of the participants in their study did not know whether they had ever been 

vaccinated for hepatitis B. This lack of awareness is important for development of hepatitis B 

education and prevention programs for the Hmong community. 

The previous research suggests that reducing hepatitis B infection in this population is a 

public health priority. In this exploratory study, we examined perceptions of hepatitis B infection 

among Hmong women and men living in Oregon, a state with a rapidly growing Hmong 

population (estimate 6,332) [17]. The purpose of this article is to explore the Hmong’s 

perceptions of risk of hepatitis B infection. Improving understanding of the Hmong’s awareness 

about hepatitis B infection is critical for the development of culturally appropriate, targeted 

interventions to reduce hepatitis B infection in this population.  

 

 

 



Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

4 
 

Methods 

Study Design and Procedures 

The quantitative study reported here was a part of a qualitative parent study on breast and 

cervical cancer screening conducted with the Hmong in Oregon. More specifically, we added 

questions regarding hepatitis B and liver cancer to the interview guide of the parent study. The 

methods of the larger study, described in greater detail elsewhere [18], included in-depth 

interviews with a purposeful sample of 83 Hmong (44 women, 39 men) in December 2009 to 

May 2010. Participants had to self-identify as Hmong, be 18 years or older, and live in Oregon. 

We recruited participants using both written and oral communication. For example, we passed 

out recruitment postcards (in both English and Hmong), posted flyers at Hmong churches and 

Asian stores where Hmong frequent, and made announcements about the study at Hmong 

churches. The interviews took place in locations that would ensure privacy such as in the 

participant’s home or office, a community center, a library, or a Hmong church. 

Bilingual/bicultural Hmong interviewers obtained informed consent from each participant prior 

to conducting the interview. They conducted the interviews in Hmong, English, or a combination 

using a semi-structured interview guide. The interviews were audio-recorded and were 

approximately 45 minutes to two hours in length. Participants were compensated $25 for their 

time and up to $10 each for transportation and childcare.  
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Measures  

Hepatitis B Screening 

We selected self-reported hepatitis B screening (screened/not screened) as the primary 

outcome for this study. Screening was measured with the question: “Have you ever been 

tested for hepatitis B?”  Responses were categorized into “yes,” “no,” or “don’t know.” 

 Health Belief Model 

We used the Health Belief Model (HBM) as our theoretical framework, which has been 

widely used in studies to explain behavior change and as a theoretical framework for health 

behavior interventions [19-21]. The HBM is used to explain how beliefs about hepatitis B and 

liver cancer and attitudes toward prevention measures influence individual screening and 

vaccination behavior [22-23]. Participants’ perceived susceptibility, severity, benefits and 

barriers, and cues to action in relation to hepatitis B were assessed with measures adapted from 

Ma and colleagues instrument [23]. We used two scales, perceived susceptibility and severity. 

The average of three items was used to measure perceived susceptibility of hepatitis B: 1) I feel 

that I am at high risk for hepatitis B infection, 2) I worry about getting hepatitis B, and 3) I worry 

about getting liver cancer. The average of two items was used to measure perceived severity: 1) 

My life would change if I had hepatitis B, and 2) People infected with hepatitis B will die from 

liver cancer. Participants were asked how much they agreed with each of the statements above 

using a 5-point Likert-type scale, from strongly disagree to strongly agree. Higher average 

scores indicated greater perceived susceptibility and greater severity, respectively. The internal 

consistency of the perceived susceptibility scale was good (Cronbach’s  = .81). The perceived 

severity scale, however, was not reliable ( = .32). Thus the two severity items were used as 

individual items; the responses were dichotomized (agree = 1, disagree = 0).  
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Barriers and benefits of screening for hepatitis B were measured with summed indices. 

Perceived benefits were measured with five items: 1) Getting tested is an effective way to detect 

hepatitis B infection, 2) Getting tested prevents transmission of hepatitis B to others, 3) Getting 

vaccinated for hepatitis B reduces worry about liver disease, 4) Vaccination is the best way to 

prevent liver cancer, and 5) Early detection will make it easier to treat hepatitis B infection. Four 

items were used to measure perceived barriers to hepatitis B screening: 1) Language is a barrier 

for me to get screened and vaccinated for hepatitis B, 2) I do not know where to get screened and 

vaccinated for hepatitis B, 3) I am scared to find out if I test positive for hepatitis B, and 4) 

Screening is not necessary if I feel well. For both the measure of benefits and of barriers, each 

positive response was tallied as 1 (0 for negative) and then summed, with higher summed index 

scores associated with greater perceived benefits and barriers. 

There were three dichotomous (yes = 1, no = 0) “Cues to action” for screening behavior: 1) 

Has a doctor or other health care provider ever told you that you should be tested for hepatitis B? 

2) Do you have a family member who has hepatitis B? and 3) Have you attended a hepatitis B 

education workshop in the past?  

Health Care Behaviors 

Open ended questions about health care behaviors included, “Do you ever seek preventive 

care? By that, I mean going to the doctor or other health care provider when you are not sick.” 

The second question asked, “Do you have one person you think of as your personal doctor or 

health care provider?” Which was followed with “Is there more than one, or do you not have 

anyone who you think of as your personal doctor or health care provider?” Responses included: 

“yes, only one,” “more than one,” and “no, does not have a personal doctor or health care 

provider.” 
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Demographic Characteristics 

Standard demographic questions assessed participants’ social and health status such as 

gender, age, marital status, years of education, and health insurance status. Linguistic 

acculturation was measured with items taken from Anderson et al.’s [24] acculturation scale for 

Southeast Asians. The items asked participants how well they understand, speak, read, and write 

English and how well they understand, speak, read, and write in Hmong. Responses were based 

on a 4-point Likert scale (1 = not at all to 4 = very well). A score was composed for each 

language proficiency scale with higher scores equaling greater acculturation. 

Data Analysis  

Descriptive statistics (e.g., means, standard deviations, frequencies and percentages) were 

used to summarize demographic data and HBM components of susceptibility, severity, benefits, 

barriers, and cues to action. There were missing data for only two items in the interview; 

“understanding” English and “understanding” Hmong, with 13/83 (15.6%) missing. This was 

not regarded as imputable and the cases were dropped in listwise analyses. Bivariate logistic 

regression models were fit to examine the potential relationship of linguistic acculturation and 

each HBM component to screening behavior. Given the small sample size, we chose to consider 

those bivariate relationships with a p-value of .10 or smaller significant. Finally, logistic 

regression models were fit to determine the relationships of demographic variables and HBM 

components to hepatitis B screening (screened/not screened). Model 1 contained all of those 

significant predictors of screening from the demographic characteristics, Model 2 contained all 

of the significant health belief predictors of screening, and Model 3 contained all six predictors. 

Quantitative data were doubly entered and analyzed using IBM SPSS v.22 [25].  
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Results 

Univariate 

     As presented in Table 1, the average age was approximately 39 years (SD = 13.2), and more 

than three quarters of participants were married. Slightly more than half (53%) of participants 

reported having been vaccinated for hepatitis B, and fewer than 10% were diagnosed with 

chronic hepatitis B. Slightly more than half (53%) reported seeking preventative care.  

Regarding health beliefs, the participants reported relatively high perceived benefits (M = 

4.02, SD = .59). Both perceived susceptibility (M = 2.84, SD = 1.07) and perceived barriers (M = 

2.35, SD = .77) were lower. The average, in response to, “My life would change if I had hepatitis 

B” was .76 (SD = .43) and to, “People infected with hepatitis B will die from liver cancer” was 

.58 (SD = .50). Over a third (37%) reported having a family member diagnosed with hepatitis B. 

Very few participants had ever attended a hepatitis B education workshop before, and 36% had 

had a doctor or other health provider recommend being tested for hepatitis B. 

Bivariate Logistic Regression 

 Of the 10 demographic characteristics measured, in single predictor logistic regression 

models, three were significantly related to having been screened for hepatitis B (see Table 2). 

Those who had attended college were 2.31 times more likely to be have been screened than those 

who had not attended college. Those who had insurance were 5 times more likely to have been 

screened than those who did not have insurance, and for each positive point difference in English 

proficiency, participants were 1.87 times more likely to have been screened. 

The relationships between healthcare practices, susceptibility, benefits, barriers, cues to 

action, and hepatitis B screening are presented in Table 3. There were 3 significant predictors of 

hepatitis B screening at p<.10, for each positive point difference in susceptibility, participants 
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were 1.16 times more likely to have been screened. Conversely, for each positive point 

difference in barriers, participants were only .86 times as likely to have been screened. By far, 

the largest predictor of having been screened was one of the cues to action, "Has a doctor or 

other healthcare provider ever told you that you should be tested for hepatitis B?" Participants 

having received such a recommendation were 12.6 times more likely to have been screened than 

those who had not received such a recommendation. 

Logistic Regression Models 

     There were 3 logistic regression models with multiple predictors fit to the data that are 

presented in Table 4. In Model 1, when examined simultaneously with other demographic 

characteristics, English proficiency was no longer a significant predictor. In Model 2, 

susceptibility was no longer a significant predictor of screening. In Model 3, which explains 37% 

of the variance, there were three significant predictors of having been screened for hepatitis 

B. The strongest predictor was having received a recommendation by a doctor or healthcare 

provider. Those who had received such were 14.5 times more likely to have been screened than 

those who had not received a recommendation. The other two significant predictors were 

education and insurance. 

Discussion 

This study examined hepatitis B screening behavior among the Hmong in Oregon, a state 

with a small to moderate-sized, but growing Hmong population. Our study contributes to the 

body of literature that suggests the prevalence of hepatitis B infection in Hmong is similar to that 

of Asian Americans as a whole at approximately 10%, which is higher than that of the general 

U.S. population (< 5%) [10, 26]. In general, our findings point to the need for further research to 

understand the factors that contribute to low screening rates among the Hmong.  
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In our multivariate model, having a doctor’s recommendation was the strongest predictor of 

having been screened. This finding aligns with other research suggesting that Asian Americans 

highly regard providers’ opinions and recommendations in terms of health care. Several studies, 

including those with the Hmong [7] and other Asian ethnic groups [27-29] have reported similar 

findings. This predictor is not unique to hepatitis B screening, having a doctor’s recommendation 

is an important and significant predictor of other preventive screenings such as breast [30-33], 

cervical [34-37], and colorectal [38, 39] cancer screenings. This finding affirms the important 

role providers play in promoting preventive screenings among Asians, specifically the Hmong 

population. Hepatitis B screening is not a usual preventive procedure the Hmong may ask their 

providers about, and providers may not recommend it to them, resulting in missed opportunities 

to offer hepatitis B testing and to vaccinate those who are susceptible. In addition, Hmong may 

not be recognized as a high risk group for hepatitis B infection, further creating barriers in access 

to hepatitis B screening and vaccination. Further research from both the patient and provider 

perspectives may identify barriers to communication about hepatitis B and inform efforts to 

increase awareness and improve screening and vaccination rates.  

In this study, both education and having health insurance were significant predictors of 

hepatitis B screening. These results are consistent with findings in other Asian American 

populations [23, 27, 28]. Research shows that educational attainment is positively linked to 

several factors that affect health, both directly and indirectly, such as having a higher income 

and, in turn, having health insurance, and greater use of preventive services [41, 42]. In contrast, 

lower education is associated with lower hepatitis B knowledge and hepatitis B screening [23]. 

The lack of awareness about hepatitis B infection, transmission, and preventive measures are 

important issues to address in the Hmong community. Studies have shown that for the Hmong, 
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lack of awareness leads to low vaccination rates [16]. Future interventions should focus on 

raising awareness about hepatitis B infection and promote screening and vaccination uptake. 

The generalizability of our study is limited. We interviewed a small purposive sample limited 

to Hmong in Oregon. Further, we relied on participants’ self-reported screening and vaccination 

behavior. Participants may not have clearly recollected whether they did or did not obtain 

hepatitis B screening when asked if they had ever been tested for hepatitis B, or they may have 

confused it with another screening or vaccination such as that for hepatitis A. Additionally, there 

could be a possibility of response bias as participants who were interested in the topic may have 

been more likely to participate in the study. Other limitations are the sample size and the 

variables that could be included. Because we added this quantitative investigation on a larger, 

qualitative project, we were limited by the parent study’s design. Studies with larger samples 

could include more potential covariates in the analyses and would have greater power to detect 

effects. Although we included in our model several covariates identified in the literature, other 

unmeasured variables may be associated with hepatitis B screening and, if included in the 

analyses, could have increased the percentage of variance. Both sample size and additional data 

would address our concern regarding the lack of precision of some of the estimates (Confidence 

Intervals of 38.95, 20.81). Another limitation is missing data from our language variables, 

specifically for the question about “understanding” English and Hmong. This question was 

missed by one of our interviewers, but the situation was resolved quickly to mitigate further 

missing data. Given the limited research on this topic, however, our findings provide direction 

for future research. This study also had considerable strengths. We worked closely with an 

advisory committee comprised of Hmong community members who are leaders and well trusted 

in the local Hmong community [43]. Having a community advisory committee to provide input 
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and guidance is invaluable and adds credibility to the study in the community. Additionally, 

working with bilingual and bicultural interviewers on this project helped to reduce barriers 

accessing members of this community [43].   

Hepatitis B infection is largely preventable, but it remains a disease burden for many Asian 

immigrant populations in the U.S. It continues to go under-recognized and under diagnosed [3]. 

Increasing awareness about hepatitis B prevention and decreasing the morbidity and mortality 

from chronic hepatitis B infection can be achieved by having more health care providers 

recommend screening and vaccination. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

13 
 

About the Authors: 

1) Corresponding Author: 

Jennifer Kue, PhD 

Assistant Professor 

College of Nursing 

The Ohio State University 

1585 Neil Avenue 

Columbus, OH 43210 

Phone: (614) 292-4078 

Fax: (614) 292-7976 

Email: kue.2@osu.edu 

 

2) Sheryl Thorburn, PhD, MPH 

Professor and Co-Director 

School of Social and Behavioral Health Sciences,  

College of Public Health and Human Sciences 

Oregon State University 

401 Waldo Hall 

Corvallis, OR 97331-6406  

  

3) Laura A. Szalacha, EdD 

Professor and Director of Research Methods and Statistics 

College of Nursing 

University of Arizona 

1305 N. Martin Avenue 

Tucson, AZ 85721 
 

Acknowledgements 

The authors would like to thank the Oregon’s Hmong community for sharing its knowledge 

and experiences with us. We also thank Dr. Ann Zukoski, Dr. Donna Champeau, Dr. Sunil 

Khanna, and Dr. Mike Pavol for their guidance on the research reported in this paper. The parent 

study described was supported by Award Number R21CA139147 from the National Cancer 

Institute at the National Institutes of Health. The content is solely the responsibility of the 

authors and does not necessarily represent the official views of the National Cancer Institute or 

the National Institutes of Health. 

 



Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

14 
 

 

References 

1. Hep B Foundation. (2016). Statistics. Retrieved from: 

http://www.hepb.org/hepb/statistics.htm.  

2. American Cancer Society. (2016). Liver cancer. Retrieved from: 

http://www.cancer.org/acs/groups/cid/documents/webcontent/003114-pdf.pdf 

3. Cohen, C., Evans, A. A., Block, J., Conti, M., Block, T., & London, W. T. (2008). 

Underestimation of chronic hepatitis B virus infection in the United States of 

America. Journal of Viral Hepatitis, 15(1), 12-13.  

4. Centers for Disease Control and Prevention. (2013). Viral hepatitis surveillance United 

States, 2013. Retrieved from: 

http://www.cdc.gov/hepatitis/statistics/2013surveillance/pdfs/2013hepsurveillancerpt.pdf 

5. Cohen, C., Holmberg, S. D., McMahon, B. J., Block, J. M., Brosgart, C. L., Gish, R. G., 

London, W. T., … Block, T. M. (2011). Is chronic hepatitis B being undertreated in the 

United States? Journal of Viral Hepatitis, 18(6), 377-383. 

6. Miller, B. A., Kolonel, L. N., Bernstein, L., Young, Jr. J.L., Swanson, G.M., West, D., et 

al. (eds). 1996). Racial/ethnic patterns of cancer in the United States, 1988-1992. NIH 

Pub. No. 96-4104. National Cancer Institute: Bethesda, MD. 

7. Chen, M. S., Fang, D. M., Stewart, S. L., Ly, M. Y., Lee, S., Dang, J. H., Nguyen, T. T., 

… Nguyen, T. T. (2013). Increasing hepatitis B screening for Hmong adults: results from 

a randomized controlled community-based study. Cancer Epidemiology, Biomarkers & 

Prevention, 22(5), 782-91.  

8. Hein, J. (1995). From Vietnam, Laos, and Cambodia: A refugee experience in the United 

States. New York, NY: Twayne Publishers. 

http://www.hepb.org/hepb/statistics.htm
http://www.cancer.org/acs/groups/cid/documents/webcontent/003114-pdf.pdf
http://www.cdc.gov/hepatitis/statistics/2013surveillance/pdfs/2013hepsurveillancerpt.pdf


Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

15 
 

9. Sheikh, M. Y., Mouanoutoua, M., Walvick, M. D., Khang, L., Singh, J., Stoltz, S., & 

Mills, P. K. (2011).  Prevalence of hepatitis B virus (HBV) infection among Hmong 

immigrants in the San Joaquin Valley. Journal of Community Health, 36(1), 42-6. 

10. Custer, B., Sullivan, S.D., Hazlet, T.K., Iloeje, U., Veenstra, D.L., & Kowdley, K.V. 

(2004). Global epidemiology of hepatitis B virus. Journal of Clinical Gastroenterology, 

38(3), S158-S168. 

11. Grytdal, S. P., Liao, Y., Chen, R., Garvin, C. C., Grigg-Saito, D., Kagawa-Singer, M., 

Liang, S., … Gallagher, K. M. (2009). Hepatitis B testing and vaccination among 

Vietnamese- and Cambodian-Americans. Journal of Community Health, 34(3), 173-180.  

12. Hurie, M. B., Mast, E. E., & Davis, J. P. (1992). Horizontal transmission of hepatitis B 

virus infection to United States-born children of Hmong refugees. Pediatrics, 89(2), 269-

273. 

13. Shiraki, K. (2000). Perinatal transmission of hepatitis B virus and its prevention. Journal 

of Gastroenterology and Hepatology, 15(Suppl 2), E11-E15. 

14. Baker, D. L., Dang, M. T., Ly, M. Y., & Diaz, R. (2010).  Perception of barriers to 

immunization among parents of Hmong origin in California. American Journal of Public 

Health, 100(5), 839-845. 

15. Butler, L.M., Mills, P.K., Yang, R. C., & Chen, M.S. (2005). Hepatitis B knowledge and 

vaccination levels in California Hmong youth: implications for liver cancer prevention 

strategies. Asian Pacific Journal of Cancer Prevention, 6(3), 401-403. 

16. Kwong, S.L., Stewart, S.L., Aoiki, C. A., & Chen, M. S. (2010).  Disparities in 

hepatocellular carcinoma survival among Californians of Asian ancestry, 1988-2007. 

Cancer Epidemiology, Biomarkers & Prevention, 19(11), 2747-2757.  



Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

16 
 

17. U.S. Census Bureau. (2014). American Community Survey 1-Year Estimates. Retrieved 

from: factfinder.census.gov 

18. Thorburn, S., Kue, J., Keon, K.L., & Lo, P. (2012). Medical mistrust and discrimination 

in health care: A qualitative study of Hmong women and men. Journal of Community 

Health, 37(4), 822-829.  

19. Rosenstock, I.M. (1960). What research in motivation suggests for Public Health. Journal 

of Public Health, 50, 295-301. 

20. Hochbaum, G.M. (1958). Public Participation in medical screening programs: a 

sociopyschological study. PHS Publication no. 572. Washington, D.C.: Government 

Printing Office.  

21. Champion, V., & Menon, U. (1997). Predicting mammography and breast self-

examination in African-American women. Cancer Nursing, 20(5), 315-322. 

22. Hwang, J.P., Huang, C.H., & Yi, J.K. (2008). Knowledge about hepatitis B and 

predictors of hepatitis B vaccination among Vietnamese American college students. 

Journal of American College Health, 56(4), 377-382. 

23. Ma, G.X., Shive, S.E., Fang, C.Y., Feng, Z., Parameswaran, L., Pham, A., & Khanh, C. 

(2007). Knowledge, attitudes, and behaviors of hepatitis b screening and vaccination and 

liver cancer risks among Vietnamese Americans. Journal of Health Care for the Poor 

and Underserved, 18(1), 62-73. 

24. Anderson, J., Moeschberger, M., Chen, M. S., Kunn, P., Wewers, M. E., & Gutherie, R. 

(1993). An acculturation scale for Southeast Asians. Social Psychiatry and Psychiatric 

Epidemiology, 28(3), 134-141. 

25. IBM SPSS for Windows (Version 22.0). 2013.. Armonk, NY: IBM Corp. 



Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

17 
 

26. Lee, J., Lok, A., & Chen, J. (2010). Hepatitis B prevalence among Asian Americans in 

Michigan: an assessment to guide future education and intervention strategies. Journal of 

Community Health, 35(5), 534-42. 

27. Choe, J.H., Taylor, V.M., Yasui, Y., Burke, N., Nguyen, T., Acorda, E., & Jackson, J. 

(2006). Health care access and sociodemographic factors associated with hepatitis B 

testing in Vietnamese American men. Journal of Immigrant and Minority Health, 83, 

193-201. 

28. Coronado, G. D., Taylor, V. M., Tu, S. P., Yasui, Y., Acorda, E., Woodall, E., Yip, M. P., 

… Hislop, T. (2007). Correlates of hepatitis B testing among Chinese Americans. Journal 

of Community Health, 32(6), 379-390. 

29. Strong, C., Lee, S., Tanaka, M., & Joon, H.S. (2012). Ethnic differences in prevalence 

and barriers of HBV screening and vaccination among Asian Americans. Journal of 

Community Health, 37(5), 1071-1080. 

30. Maxwell, A.E., Bastani, R., & Warda, U.S. (1997). Breast cancer screening and related 

attitudes among Filipino-American women. Cancer Epidemiology, Biomarkers, & 

Prevention, 6(9), 719-726. 

31. Kinney, A.Y., Richards, C., Vernon, S.W., & Vogel, V.G. (1998). The effect of physician 

recommendation on enrollment in the Breast Cancer Chemoprevention Trial. Preventive 

Medicine, 275 (Pt 1), 713-719.  

32. Fox, S.A., Heritage, J., Stockdale, S.E., Asch, S.M., Duan, N., & Reise, S.P. (2009). 

Cancer screening adherence: does physician patient communication matter? Patient 

Education and Counseling, 75(2), 178-184.  



Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

18 
 

33. O’Malley, A.S., Forrest, C.B., & Mandelblatt, J. (2002). Adherence of low-income 

women to cancer screening recommendations: the roles of primary care, health insurance, 

and HMOs. Journal of General Internal Medicine, 17(2), 144-154.   

34. Nguyen, T.T., McPhee S.J., Nguyen T., Lam T., & Mock J. (2002). Predictors of cervical 

Pap smears screening awareness, intention, and receipt among Vietnamese-American 

women. American Journal of Preventive Medicine, 23(3), 207-214.  

35. Pham, C.T. & McPhee, S.J. (1992). Knowledge, attitudes, and practices of breast and 

cervical cancer screening among Vietnamese women. Journal of Cancer Education, 7(4), 

305-310. 

36. Taylor, V.M., Jackson, J.C., Pineda, M., Pham, P., Fischer, M., & Yasui, Y. (2000). 

Hepatitis B knowledge among Vietnamese immigrants: Implications for prevention of 

hepatocellular carcinoma. Journal of Cancer Education, 15(1), 51-55. 

37. Taylor, V.M., Choe, J.H., Yasui, Y., Li, L., Burke N., & Jackson, J.C. (2005). Hepatitis B 

awareness, testing, and knowledge among Vietnamese American men and women. 

Journal of Community Health, 30(6), 477-90.  

38. Ferrer, R.L., & Gill, J.M. (2013). Shared decision making, contextualized. The Annals of 

Family Medicine, 11(4), 303-305.  

39. Napoles, A.M., Santoyo-Olsson, J., Stewart A.L., Olmstead, J., Gregorich S.E., Farren, 

G., Cabral, R., ... Perez-Stable, E.J. (2015). Physician counseling on colorectal cancer 

screening and receipt of screening among Latino patients. Journal of General Internal 

Medicine, 30(4), 483-489.  

40. Coburn, D., & Pope, C.R. (1974). Socioeconomic status and preventive health behavior. 

Journal of Health and Social Behavior, 15(2), 67-78.  



Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

19 
 

41. Feldman, J.J., Makuc, D.M., Kleinman, J.C., & Cornoni-Huntley, J. (1989). National 

trends in educational differentials in mortality. American Journal of Epidemiology, 129, 

919-933. 

42. Ross, C.E., & Wu, C.L. (1995). The links between education and health. American 

Sociological Review, 60(5), 719-745. 

43. Kue, J., Thorburn, S., & Levy Keon, K. (2015). Research challenges and lessons learned 

from conducting community-based research with the Hmong community. Health 

Promotion Practice, 16(3), 411-418. 

 

 

 

 



Perceptions of Risk for Hepatitis B Infection among the Hmong by Jennifer Kue, Sheryl Thorburn, Laura A. Szalacha,  

Hmong Studies Journal 17(2016): 1-24.  

 
 

20 
 

Table 1. Participant characteristics. 

 

Characteristic Total n (%) or M (SD) 

Women 44 (53.0) 

Mean age (years) 38.8 (13.2) 

Education  

Never attended – HS  graduate/GED 41 (49.4) 

Some college or more 42 (50.6) 

Married 68 (81.9) 

Foreign-born 51(61.4) 

Number of children < 18 years  

No children 26 (36.6) 

Have children 45 (63.4) 

Number of children ≥ 18 years  

No children 39 (54.9) 

Have children 32 (45.1) 

Health insurance 69 (83.1) 

English proficiency  

Understand pretty well – very well (n = 72) 58 (80.6) 

Speak pretty well – very well (n = 81) 63 (77.7) 

Read pretty well – very well 60 (72.2) 

Write pretty well – very well 58 (69.9) 

Hmong proficiency  

Understand pretty well – very well (n = 71) 69 (97.2) 

Speak pretty well – very well (n = 82) 64 (78.0) 

Read pretty well – very well 41 (49.4) 

Write pretty well – very well 33 (39.8) 

Seek preventive care 44 (53) 

Ever heard of hepatitis B 90 (96.4) 
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Screened for hepatitis B 44 (53.0) 

Vaccinated for hepatitis B 42 (50.6) 

Have hepatitis B 7 (8.4) 

Health Belief Model   

Perceived benefits 4.02 (.59) 

Perceived susceptibility 2.84 (1.07) 

Perceived barriers 2.35 (.77) 

Perceived severity  

My life would change if I had hepatitis B .76 (.43) 

People infected with hepatitis B will die from liver cancer .58 (.50) 

Cues to action  

Do you have a family member who has hepatitis B? 31 (37.3) 

Have you attended a hepatitis B education workshop in the   

past? 

8 (9.6) 

Has a doctor or other health care provide ever told you that      

you should be tested for hepatitis B? 

30 (36.1) 
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Table 2.  Bivariate logistic regression examining the relationships among demographic 

characteristics and hepatitis B screening.  

 

Characteristic Screened for hepatitis B 

 (n = 71) 

 

  SE OR (95% CI)  

Sex    

Male   Referent 

Female -.47 .49 .63 (.24, 1.65) 

Age in years    

18-39   Referent 

40 and over -.29 .49 .75 (.28, 1.96) 

Education    

Never attended – HS  

graduate/GED 

  Referent 

Some college or more .84 .50 2.31 (.87, 6.15)* 

Marital status    

Not married   Referent 

Married -.12 .62 .88 (.26, 2.98) 

Place of birth    

Foreign-born   Referent 

U.S.-born .16 .50 1.18 (.44, 3.15) 

Number of children 

< 18 years 

   

No children   Referent 

Have children .45 .56 1.56 (.52, 4.70)a 

Number of children 

≥ 18 years 

   

No children   Referent 

Have children -.06 .53 .95 (.34, 2.67)a 

Health insurance status    

No insurance   Referent 

Have insurance 1.61 .67 5.00 (1.36, 18.39)** 

English proficiency  .63 .29 1.87 (1.06, 3.32)* 

Hmong proficiency  -.09 .37 .92 (.44, 1.90) 

Note: *p < .10, **p < .05; a n = 60 due to missing data; b n = 58 due to missing data. 
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Table 3.  Bivariate logistic regression examining the relationships between health care practices, 

susceptibility, severity, benefits, barriers, cues to action and hepatitis B screening. 

 

Characteristic 

 

Screened for hepatitis B 

 (n = 71) 

  SE OR (95% CI) 

Primary health care provider    

No provider   Referent 

Have provider .59 .50 1.80 (.67, 4.78) 

Preventive care    

Does not seek preventive care   Referent 

Does seek preventive care .90 .50 2.46 (.92, 6.58)* 

 

Susceptibility 

 

Severity 

My life would change if I had hepatitis B 

 

People infected with hepatitis B will die from 

liver cancer 

 

.15 

 

 

1.06 

 

.38 

 

.075 

 

 

.58 

 

.47 

 

1.16 (1.01, 1.34)* 

 

 

2.89 (.93, 9.02) 

 

1.46 (.58, 3.66) 

 

 

Barriers -.16 .08 .86 (.73, .99)* 

    

Benefits -.04 .07 .96 (.84, 1.10) 

    

Cue to Action    

Has a doctor or other health care provider 

ever told you that you should be tested for 

hepatitis B?  

 

Do you have a family member who has 

hepatitis B?  

 

Have you attended a hepatitis B education 

workshop in the past? 

2.54 

 

 

 

-.09 

 

 

1.07 

.61 

 

 

 

.45 

 

 

.85 

12.6 (3.82, 41.81)** 

 

 

 

.92 (.37,2.22) 

 

 

2.92 (.55, 15.41) 

 

Note: *p < .10, **p < .001
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Table 4. Fitted logistic regression models predicting Hepatitis B screening. 

 
  Model 1   Model 2   Model 3  

 Std B SE OR 95% CI      p-value Std B SE OR 95%CI      p-value Std B SE OR 95%CI          p-value 

Education 1.02 .55 2.78  1.01-8.16    p<.05    1.43 .69 4.20  1.69-16.48     p<.05 

Insurance 1.68 .69 5.36  1.38-20.81  p<.05    1.93 .88 6.89  1.22-38.95     p<.05 

English Proficiency .065 .07 1.07  .93-1.23      ns    -.02 .09 .99  .83-1.17  ns 

Susceptibility    .219 .278 1.24  .72-2.15    ns .33 .31 .29  1.39-.76  ns 

Barriers    -.817 .372 .44  .213-.915    p<.05 -.45 .43 .64  .27-1.47  ns 

Doctor 

Recommendation 

    

2.39 

 

.649 

 

10.96  3.07-39.1 p<.001 

 

2.67 

 

.72 

 

14.46  3.56-58.79  p<.001 

Cox and Snell R2   .13  .30   .37  

 

 


