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Service Flow of the Hepatitis B Co-care Scheme

(
% Target Group

* Hong Kong residents born in
or before 1988;

* With no known medical history
of chronic hepatitis B nor
related symptoms;

¢ While having family members
(including parents, siblings
and offspring) or sexual
partners contracted chronic

L hepatitis B

Become members
of District Health
Centres (DHCs)

}

(
%’3 Underprivileged Group

7

~\

e Comprehensive Social Security
Assistance Scheme recipients

e Old Age Living Allowance recipients
aged 75 or above

e Holders of valid medical fee waiver
certificates

. J

Undergo
hepatitis B
surface antigen
Rapid
Diagnostic Test

at DHCs

based on clinical diagnosis®

after six
months

Family Doctor
arranges the first
blood test

>

Family Doctor
arranges the
second blood test

v

Picgmesae vyiilh
hepatitis
P

* Treatment
consultation

s Drug prescription

s Liver cancer
screening

» Undergo testing,
imaging diagnostics
as needed, or
receive a one-off
medicine specialist
consultation at a HA
designated
Specialist Out-
patient Clinic via the
bi-directional
referral mechanism

Continue to receive
health management
services at DHCs

W

Receive the same services at the Hospital Authority's designated Family Medicine Clinics#]

*During the process, family doctors will promptly assess and diagnose whether a participant has chronic hepatitis B based on participant’s laboratory
results and clinical conditions, with a view to providing appropriate treatment and management to the patient.

#Participants may be granted a full or partial medical fee waiver based on their relevant eligibility when receiving the services.

Remark: Please refer to the Operation Manual of CDCC Pilot Scheme for more details.
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Maximum four subsidised medical consultations annually

Medical treatment as clinically indicated

Initial Assessment:

e LFT, RFT, CBC, AFP

HBV DNA

HBsAg if there is no repeated HBsAg 6 months after the first positive result

HBeAg and Anti-HBe

Non-invasive tests to assess liver fibrosis e.g. AST-to-platelet ratio index (“APRI”), Fibrosis-4 index (“FIB-4”)*
USG liver if clinically indicated

Any additional investigation(s) as clinically indicated

For Scheme Participants NOT receiving antiviral treatment:
LFT every 6 months
HBV DNA every 6-12 months
APRI and/or FIB-4 annually*
(For HBeAg-positive individuals) HBeAg and Anti-HBe annually
(For HBeAg-negative individuals) HBsAg annually
AFP and USG liver every 6 months for HCC surveillance if clinically indicated
Any additional investigation(s) as clinically indicated

Note: More frequent monitoring may be required for Scheme Participants with abnormal ALT and/or HBV DNA
>2000 IU/ml but not yet on treatment

For Scheme Participants receiving antiviral treatment:
e LFT every 6 months
HBV DNA every 6 months during the first year of treatment, then annually
RFT every 6 months (with serum phosphate if on tenofovir*)
APRI and/or FIB-4 annually?
(For HBeAg-positive individuals) HBeAg and Anti-HBe annually
(For HBeAg-negative individuals) HBsAg annually after achieving virological response
AFP and USG liver every 6 months for HCC surveillance if clinically indicated
Any additional investigation (s) as clinically indicated

Note: More frequent monitoring may be required at treatment initiation to assess treatment response, especially in
Scheme Participants with abnormal ALT; or where treatment adherence is a concern.

HA designated M&G specialist consultation under bi-directional referral mechanism (please refer to Operation
Manual Part Il Section 4 Paragraph 4.2 for details)

Life course preventive care
HRFA annually

Lifestyle modification activities as appropriate

#Consider transient elastography (non-subsidised item under CDCC Pilot Scheme) where available, as detailed in the Hong Kong Primary
Healthcare Reference Framework - Management of Adults with Chronic Hepatitis B in Primary Care
*Non-subsidised item under CDCC Pilot Scheme
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DHC/ DHCE

___________________________________

i Remark: Care coordination
i via DHC/DHCE available i
throughout the screening and |
' management of CHB '

FD

With 1%t HBsAg serology
+ve: if clinically indicated,
e.g. signs / symptoms of
chronic liver disease,
family history of CHB
suggestive of MTCT,
history not suggestive of
acute HBV infection (no
recent risk exposure), etc.

Overview of the Clinical Pathway for
Scheme Participants of the Hepatitis B Co-care Scheme
(1) Algorithm for Chronic Hepatitis B (CHB) Screening under the CDCC Pilot Scheme

(Hepatitis B Co-care Scheme)

<Eligibility checking for CDCC enrolmeD

HBsAg Rapid
Diagnostic Test (RDT)
at DHC/DHCE

15t patient assessment
- History taking
- Physical examination
- Laboratory test
e HBsAg serology test
- Patient education and counselling *

'

DHC/DHCE nurse :
As care coordinator i
Providing health advice * !
including advice on non-CDCC |
subsidised service (Immune :
status checking and |
vaccination) i

____________________________

15t HBsAg serology test

Patient education
and counselling #
DHC/DHCE for
further health advice

2nd patient assessment
- History taking
- Physical examination
- Laboratory test
e HBsAg serology test
- Patient education and counselling *

2" HBsAg serology test

Confirmed CHB (persistence of HBsAg for 6 months or more)

Proceed to management if confirmed CHB

i '
1 1
i Refer to algorithm for management of individuals with )
| CHB under the CDCC Pilot Scheme (2) !
1

- Patient education
and counselling #

- DHC/DHCE for
further health advice

*Health education materials will be provided to DHC/DHCE and FD for supporting patient education and counselling.
#Including advice on immune status checking and vaccination if susceptible (non-CDCC subsidised service that can be offered by FD)
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(2) Algorithm for Management of Individuals with CHB under the CDCC Pilot Scheme
(Hepatitis B Co-care Scheme)

Initial assessment
- History, physical examination

- Laboratory tests
e LFT, RFT, CBC, AFP
e HBV DNA

e HBsAg, HBeAg, anti-HBe

- Non-invasive tests, e.g. APRI, FIB-4, transient
elastography* for elevated APRI / FIB-4

- Consider liver ultrasound r

Conditions o
Bi-directional referral (one-off

requiring referral to
hepatologists

specialist consultation under

Remark: Patients fulfilling the exclusion
criteria for one-off specialist consultation
under CDCC should be referred to specialists
through conventional referral path for further

Indications for antiviral treatment evaluation (4)

v

(Remark: Entecavir is under the
basic tier of the Specified Drugs
for CDCC)

On antiviral Not on antiviral
treatment treatment

v v

- Assess clinical features of decompensation
- Assess treatment adherence
- LFT and AFP every 6 months

- HBV DNA every 6 months during first year of treatment, then
annually

- RFT every 6 months (with PO4 if on tenofovir*)
- APRI and/or FIB-4 annually #
- Recommend HCC surveillance for those at risk
Where available:
- (If HBeAg +) HBeAg and anti-HBe annually
- (If HBeAg -) HBsAg annually after achieving virological response

- Assess clinical features of decompensation

- LFT and AFP every 6 months

- HBV DNA every 6-12 months

- APRI and/or FIB-4 annually #

- Recommend HCC surveillance for those at risk
Where available:

- (If HBeAg +) HBeAg and anti-HBe annually

- (If HBeAg -) HBsAg annually

| |
Note:
- More frequent monitoring may be required at treatment initiation, in those with abnormal ALT and/or HBV DNA >2000 1U/ml
but not yet on treatment, or where treatment adherence is a concern.
- The suggested frequency of monitoring serves as a general reference. Clinicians may adapt their approach based on individual
patients' needs, patient acceptance, and resource availability.

# Consider transient elastography* where available, as detailed in the Hong Kong Primary Healthcare Reference Framework - Management
of Adults with Chronic Hepatitis B in Primary Care

* Non-subsidised item under CDCC Pilot Scheme
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(3) Criteria for One-off Specialist Consultation under the CDCC Pilot Scheme (Hepatitis B Co-
care Scheme) for CHB patients

CHB patients under CDCC Pilot Scheme*

v

Presence of any of the following conditions?

Specific for CHB patients on Antiviral Therapy

Patients have persistently elevated ALT levels but < 2
ULN (at least 1 month between observations) while on
antiviral therapy

Patients with flare of ALT level > 2 ULN but <5 ULN
while on antiviral therapy

Patients with persistent detectable HBV DNA > 200
IU/mL but < 2000 IU/ML after initiated on antiviral
therapy for > 1 year

Specific for CHB patients without Antiviral Therapy

Patients with normal ALT and persistent high HBV
DNA > 2000 but < 20000

Patients with persistently elevated ALT levels but <3
ULN and HBV DNA levels < 2000 IU/mL

For all CHB patients

e Patients with borderline liver fibrosis
(LS 6.1 — 9 kPa) by FibroScan

e Patients who have USG showing
findings suggestive of chronic liver
parenchymal disease

\4

FD provides ongoing follow-
up for the participants

!

FD considers to arrange one-off HA
designated M&G specialist consultation
(for opinion and management plan, etc.)

*If none of the conditions required for One-off Specialist Consultation under CDCC Pilot Scheme is present,
but specialist consultation is nonetheless clinically indicated, FDs may make the necessary referral(s) to
specialists for the Scheme Participant through conventional referral path.
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(4) Exclusion Criteria for One-off Specialist Consultation under the CDCC Pilot Scheme
(Hepatitis B Co-care Scheme) for CHB Patients

(Scheme Participants fulfilling the exclusion criteria should be referred to specialists through conventional
referral path for further evaluation and management)

Specific for CHB patients on Antiviral Therapy

e Patients with ALT level >5 ULN

o Patients have persistently elevated ALT levels (at least 1 month between observations) > 2 ULN and
further investigations, assessment or treatment by physicians / hepatologists are indicated

e Patients with persistent detectable HBV DNA > 2000 after initiated on antiviral therapy for > 1 year

e Patients are suspected to have treatment failure or drug resistance (e.g. rising HBV DNA > 1 log while
on antiviral therapy)

¢ Patients have unexplained rising trend ALT despite low HBV DNA levels

e Patients have seroconversion of HBsAg from positive to negative while on antiviral therapy and are
under consideration of stopping anti-viral treatment

Specific for CHB patients without Antiviral Therapy

e Patients are clinically indicated for antiviral therapy but the family doctors cannot provide antiviral
therapy

e Patients have persistently elevated ALT levels >3 ULN but HBV DNA levels < 2000 1U/mL

e Patients with normal ALT and persistent high HBV DNA > 20000

For all CHB patients

e Patients developed symptoms and signs of decompensated liver disease

¢ Patients with radiological (USG / CT / MRI) evidence of severe fibrosis or any severity of liver cirrhosis
or probable advanced liver fibrosis / liver cirrhosis (LS > 9 kPa) by FibroScan

e Patients with radiologically (USG / CT / MRI) suspected or confirmed HCC or other hepatobiliary
malignant lesions

e Patients are found to have co-infection with HCV or HIV

e Patients have concurrent serious chronic liver disease such as autoimmune hepatitis, primary biliary
cholangitis

e Patients on immunosuppressive treatment

e Patients with elevated AFP or PIVKA-I1I

e Patients are pregnant

o Patients with other abnormal liver function tests which require further assessment by medical specialists
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