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Hepatitis C: the disease 
•80% people with acute HCV infection have no symptoms. 20% might 

experience a-specific symptoms: loss of appetite, abdominal pain, fatigue, 

nausea, dark urine, and jaundice 

•85%-80% of infected people will develop chronic HCV, the most common 

symptom being fatigue;  

•severe liver (cirrhosis & hepatocarcinoma) disease develops in about 10%–

20% of  chronically infected people.  



Hepatitis C : epidemiology 
About 2%-3% (130- 170 million) world population infected  

3-4 million/year new infections 

> 350 000 deaths/year from hepatitis C related liver disease (cirrhosis & 

hepatocellular cancer) 



Global distribution: WHO estimates 
African region: prevalence up to 10% 

Americas: between 7 & 9 million exposed (Ab +)  

Eastern Mediterranean region:  1-4.6% prevalence but >20% in Egypt and 

Pakistan (overall about 17 million) 

European region:  from 0.4% (Sweden, England) to >2%-3% in some 

Mediterranean countries 

South East Asia region: 30 million with chronic infection 

Western Pacific region: from 1%-2%  to as high as 4.4% (Taiwan) and 2%-3% 

(Vietnam)  



Hepatitis C Global Distribution 



Hepatitis C in England 

• Around 160,000 adults with chronic infection (prevalence in adult population: 
0.4%) 

• Around 90% of new infections are amongst people who inject drugs (PWID) 

• Around half of people who inject psychoactive drugs are thought to be 
infected, with around 1 in 7 sharing needles/syringes 

• Around 3% of people with chronic infection are treated each year 

PHE hepatitis C in the UK, 2014 report 



Changes in % in main causes of 

mortality 



Deaths 

Hospitalisations 

UK  data on HCV end 

stage liver disease 
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Estimated number of 

people living with HCV-

related cirrhosis or 

decompensated 

cirrhosis/HCC in England: 

2005-2030 (95% credible 

intervals are given in 

parentheses) 

 

Hepatitis C in the UK 2014 report 

How are we doing in tackling hepatitis C? 

• Nearly 10,850 individuals are currently living with HCV-related cirrhosis or HCC 

in England  

• Modelling predicts that this figure will rise to 13,590 in 2025 if low coverage of 

current treatments is maintained  

PHE hepatitis C in the UK – 214 report 



Tackling hepatitis C 

 

• Prevention of new 
infections 

 

• Increasing awareness of 
infection 

 

• Increasing testing and 
diagnosis 

 

• Getting diagnosed 
individuals into 
treatment and care 

Progress 

Four action areas 
 Mortality from liver disease 

 Mortality from causes considered 

preventable 

 Mortality from cancer 

 Mortality from communicable 

diseases 

 Successful completion of drug 

treatment 

 Early diagnosis of cancer 

 Inequalities 

 Quality of life for those with long-

term conditions 

 Recovery from ill health 

 Prevention of premature mortality 

 Positive experience of care 



Modelling the predicted impact of treatment 14 
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Tackling hepatitis C: What can be achieved 

with new therapies? 

• Improved outcomes 

Improved SVR (cure), particularly in many previously considered hard-to-

treat groups including genotype 1 infections, those with advanced 

disease, older patients, and those who have failed previous treatment. 

• Fewer hospitalisations/deaths for ESLD/HCC 

Being able to treat those in advanced disease states is key (previously low 

SVR rates in cirrhotics) 

• Widespread uptake 

Greater patient acceptability and  easier to roll out in community settings 

(accessibility) as drugs have fewer side effects, shorter courses and 

are easier to administer (all-oral, interferon free) 

• Reductions in prevalence of HCV 

• Interrupting transmission 

 



Tackling hepatitis C: Treatment alone is not 

enough 

• Prevention services need to be maintained alongside scale up of treatment 

Coverage with opiate substitution therapies (OST) and needle and syringe 

programmes (NSP) need to be maintained to prevent new infections in 

PWID   

• Improved testing and diagnosis to identify those who will benefit from 

treatment and other interventions 

NICE recommends targeted testing of hepatitis C in primary care, prisons 

and immigration removal centres, sexual health and genito-urinary 

medicine clinics as these are likely to be cost-effective public health 

interventions* 

 *NICE  guidelines [PH43] Hepatitis B and C - ways to 

promote and offer testing to people  at risk of infection, 

Dec 2012 



Tackling hepatitis C: 

Challenges… 

• No vaccine (and no prospective of a vaccine either ). 

• New therapies may be cost effective but are expensive. 

 

• Hep C treatment services  

    need to be re-structured country-wide so they are accessible 

    to all those who need them. 
 

• Asymptomatic nature means large numbers are undiagnosed: increased 

awareness, testing & diagnosis are required. 
 

• Under existing systems, investment in hep C prevention, diagnosis and treatment 

services in England is largely determined locally and money is tight. 

• Surveillance needs to improve to allow monitoring of progress 



Tackling hepatitis C: Public health outcomes 

framework 

Presentation title - edit in Header and Footer 

To improve and protect the nation’s health and wellbeing and improve the health of the poorest, fastest 

Outcome 1) 

Increased healthy life expectancy – taking 

into account health quality as well as length of life 

Outcome 2) 

Reduced differences in life expectancy between 

communities (through greater improvements in more 

disadvantaged communities) 

Improving the wider  

determinants of health 
1 

19 indicators to monitor 

improvements against 

wider factors which affect 

health and wellbeing and 

health inequalities. 

Health improvement 2 

24 indicators, including: 

 

•Successful completion of 

drug treatment 

•Early diagnosis of cancer 

Health protection 3 

7 indicators relating to 

protection of the 

populations health from 

major incidents and other 

threats, whilst reducing 

health inequalities.  

Healthcare and public 

health preventing 

premature mortality 

4 

16 indicators, including: 

 

•Mortality from liver 

disease 

•Mortality from causes 

considered preventable 

•Mortality from cancer 

•Mortality from 

communicable diseases 

¹Department of Health, Public Health Outcomes Framework 2013-16 



Conclusions 

Important social determinants which need to be taken into consideration when 

re-design services 

Opportunities for collaborative action to lead to significant public health gain 

Role of local government critical to the success of control activities 

PHE will act locally and support nationally in tandem with our key partners 
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Local epidemiology 
Paul Crook, Consultant Epidemiologist, Public Health England 



Hepatitis C epidemiology in 

London 

Dr Paul Crook 

Consultant Epidemiologist 

Field Epidemiology Services South East & London 

National Infection Service, Public Health England 



New reports of Hepatitis C 
Laboratory confirmed diagnoses of hepatitis C from laboratories in London, 

2005–2013 (increases are likely to reflect improved reporting): Source – laboratory reports PHE 
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Rate of new hepatitis C reports 
Rate of laboratory confirmed diagnoses of hepatitis C per 100,000 residents, by 

Region, 2013 Source: Laboratory reports PHE 

  24 Hepatitis C epidemiology in London 



Risk factors for hepatitis C 
People who have ever injected drugs 

People who received a blood transfusion before 1991 or blood products before 

1986 

People born or brought up in a country with an intermediate or high 

prevalence (2% or greater) of chronic hepatitis C.  

Babies born to mothers infected with hepatitis C 

Prisoners, including young offenders 

Looked-after children and young people, including those living in care homes 

People living in hostels for the homeless or sleeping on the streets 

HIV-positive men who have sex with men 

Close contacts of someone known to be chronically infected with hepatitis C 
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Men who have sex with men (MSM) with 

hepatitis C 
75% - history of non-injecting recreational drug use 

33% - injecting drug use 

86% - sex under influence of drugs 

 

High proportions – unprotected sex 

 

 

Source: Public Health England. The Enhanced Surveillance of Newly Acquired Hepatitis C infection in men who have 

sex with men (SNAHC). 
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Ethnicity 
Number of South Asian individuals tested and testing positive for anti-HCV by 

ethnicity in sentinel laboratories in London, 2009–2013. NamPehchan software was used to identify 

individuals of South Asian origin because ethnicity is not routinely available from the participating laboratory information systems. 

Source: Public Health England. Sentinel Surveillance of Blood-borne Virus Testing 
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Age and sex 
Age-group and gender of individuals testing positive for anti-HCV in sentinel 

laboratories in London, 2013 

Source: Public Health England. Sentinel Surveillance of Blood-borne Virus Testing 
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Reason for test 
Percentage of individuals testing positive for anti-HCV by risk/reason for test in 

sentinel laboratories in the London region, 2009-2013 (LFT-liver function test)  Source: Public 

Health England. Sentinel Surveillance of Blood-borne Virus Testing 
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Estimated burden in London 

30 Hepatitis C epidemiology in London 

41,500  

HCV RNA 

positive 

40%  
previously used 

drugs (no longer 

inject) 

60,000 HCV 

antibody 

positive 

20%  
never injected 

drugs 

(half of whom are 

from South Asia) 

40%  
current people 

who inject drugs 

Of which 

Of whom 

60%  
estimated 

already 

diagnosed 

Public Health England. PHE Commissioning Template for Estimating HCV 

Prevalence by PCT and Numbers Eligible for Treatment. 2014. 



Hospital admissions in London residents  
(note different scales) 
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Diagnosis of hepatitis C 

(2008–2013) 

Diagnosis of HCV related 

ESLD (end stage liver 

disease), 2008–2013 

Diagnosis of HCV related 

HCC (hepatocellular 

carcinoma), 2008–2013 

Source: Hospital Episode Statistics (HES), Health and Social Care Information Centre 

 



Transplants 
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First registrations with post-hepatitis C 

cirrhosis as primary, secondary or tertiary 

indication for transplant, London residents, 

1999–2013 

Source: NHS Blood and Transplant. 2013. These figures are based on registry data as at 2nd July 2014. New national registration 

criteria for selecting adult patients for elective liver transplantation were introduced in September 2007 

(http://odt.nhs.uk/pdf/liver_selection_policy.pdf) Data source: NHS Blood and Transplant UK Transplant Registry 

http://odt.nhs.uk/pdf/liver_selection_policy.pdf


Mortality 

Map showing the rate of deaths from 

ESLD or HCC in individuals with 

HCV mentioned on their death 

certificate by PHE Centre (2008–

13) 
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Source: Office of National Statistics. Death certification 



Trends in testing 
Number of individuals tested and the proportion testing positive for anti-

HCV in sentinel laboratories in London, 2009 to 2013 

Please note that the numbers relate to those tested in the sentinel laboratories, and do not represent all tests 

across London. 

Source: Public Health England. Sentinel Surveillance of Blood-borne Virus Testing 

 

 

  34 Hepatitis C epidemiology in London 



Service of testing 
Number of individuals tested for anti-HCV and the proportion testing positive by 

service type in sentinel laboratories in London, 2009 to 2013. Please note that the 

numbers relate to those tested in the sentinel laboratories and do not represent all tests across London. 

Source: Public Health England. Sentinel Surveillance of Blood-borne Virus Testing 
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Trends in testing by service type 
Number of hepatitis C tests by service type in sentinel laboratories by year in 

London, 2008–2012. Please note that the numbers relate to those tested in the sentinel laboratories, 

and do not represent all tests across London. Source: Public Health England. Sentinel Surveillance of Blood-borne 

Virus Testing 
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Testing of people who inject drugs (PWID) 

Hepatitis C test uptake among PWID and their awareness of infection in 

London, 2004–2013 Source: Public Health England. Unlinked Anonymous Survey of People Who Inject 

Drugs. 
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Testing in drug treatment services 
Proportion of clients of drug treatment services eligible and received a hepatitis 

C test by local authority in London 2013/4 Source: National Drug Evidence Centre University 

of Manchester on behalf of Public Health England. National Drug Treatment Monitoring System. 
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Testing in prisons 

  

  

LA 

Prison 
Number of 

receptions 

Number of 

hepatitis C 

tests 

performed 

within 31 

days of 

reception 

% of receptions 

with a hepatitis 

C test 

performed 

within 31 days 

of reception 

Greenwich Belmarsh (HMP) 3,830 39 1.0% 
Lambeth Brixton (HMP) 1,785 0 0.0% 
Hounslow Feltham (HMYOI/RC) 2,744 0 0.0% 
Islington Holloway (HMP/YOI) 2,006 162 8.1% 
Greenwich Isis (HMP) 922 100 10.8% 
Islington Pentonville (HMP) 6,264 1,663 26.5% 
Greenwich Thameside (HMP) 5,650 13 0.2% 
Wandsworth Wandsworth (HMP) 6,311 208 3.3% 
Hammersmith & Fulham Wormwood Scrubs (HMP) 5,958 82 1.4% 
London 35,470 2,267 6.4% 
England   210,197 16,512 7.9% 
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Hepatitis C testing in prisons in London, NHS Trust Development Authority, 

Prison Health Reporting System, 2013 Source: NHS Quality Observatory. Prison Health 

Performance & Quality Indicators (PHPQIs). 



Harm reduction 

  40 Hepatitis C epidemiology in London 

Level of direct and indirect sharing amongst PWID in 

London, 2004–2013 Source: Public Health England. Unlinked Anonymous 

Survey of People Who Inject Drugs. 



Report available at 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/4

32445/HepatitisCLondonv2.pdf 
  41 Hepatitis C epidemiology in London 

Co-authors: Emma Burke,  

Simone Thorn and Miranda Mindlin,  

PHE London Centre and Region. 
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Treatment of hepatitis C and 

possibilities for elimination  
Professor William Rosenberg, Consultant Hepatologist, Royal Free NHS Foundation Trust 
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• Advances in treatment 

• Modeling What could be delivered 

• How to get there 

• The challenges and some possible solutions 

• What does this mean for you? 



TREATMENT OF HCV INFECTION 



Direct-acting antiviral (DAA) targets 

NS3/4A protease inhibitors* NS5A inhibitors NS5B polymerase inhibitors 
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WHAT COULD BE DELIVERED 



 
 Modeling the impact of improving screening and 

treatment of chronic hepatitis C virus infection on 
future hepatocellular carcinoma rates and liver-

related mortality  

Cramp ME, Rosenberg WM, Ryder 
SD, Hindman S, Parkes J  

BMC Gastroenterol. 2014 Aug 7;14:137. doi: 10.1186/1471-230X-14-
137. 



 
Assumptions 

 • Treatment adherence mirrors clinical trials 

• 2014 treat F3, F4 
– SVR 90% for G1&2  

– 50% more treatment  

– 80% G3 eligible  

– 20% more diagnosed  

•  2016 treat F2, F3, F4 
– 90% SVR in all Genotypes 

– 50% more treatment 

– 80% of all cases eligible for treatment 

– 50% more diagnosed 

•  2018 treat all HCV 
– Diagnosis increased by 50% again 

• 2020 Treat all patients under 74 years 













The Consequences by 2030 

• 80% decrease in HCV related mortality 

• 78% decrease in HCV related HCC  

• 84% decrease in liver transplants for HCV 

• 85% decrease in decompensated HCV cirrhosis 

• 93% decrease in infected cases 



HOW TO GET THERE 



Goals 

• Increase awareness and Knowledge 
– Public 

– Professions 
• Primary care 

• Secondary care 

• Increased diagnosis   >90% 

• Increased referral    >90% 

• Increase treatment    >90% 

• Cure AND Prevent disease 

 



A Network Approach 

CURE 

Primary Care 

DAS Prisons 

Secondary 
Care 



PRIMARY CARE & THE COMMUNITY 



Actions 

• Opening dialogue 

• Achieving consensus 

• Developing pathways 

• Assigning responsibilities 

• Accessing funding 
– Appointing or assigning staff 

– Accessing clinic space 

– IT systems 

• Influencing policy 
 

 

 



Dependencies 

• Education 

• Access to diagnostics 

• Resources 

– Healthcare professionals 

– Funding for treatment 

– Clinic space 

– IT 

• Activism 



Goal: >90% Detection 

• Partnership with CCGs 

– Awareness 

– Education 

– Dissemination 

• Engaging new registrants 

• Screening patient lists 

– e.g. Camden and Islington Working Group 



Wider Engagement 

• Drugs and Alcohol Services 
– Awareness and Education 

– Harm minimization 

– Treatment 

• Prisons 
– Awareness 

– Exploiting opt-out testing 

– Stratification 

– Treatment 

 



Implementation: Pathways 

• Operational Delivery Networks 

• Management in primary care 

• Pre-referral testing 

• Patient stratification 

– Cirrhosis 

– Moderate disease 

– Mild disease 

• Managing co-morbidities and drug interactions 



TOOLS OF THE TRADE 



Information Technology 

• Database 

• Stratification 

• Data Quality 

• Reporting requirements 

– NHSE 

– Local hospital 



Stratification 

• Genotype and subtype 

• Viral Load 

• Fibrosis assessment 
– FIB4, APRI, ELF 

– Fibroscan 

• Engaging laboratories 

• Business cases  
– Laboratories 

– Technicians 

 



DELIVERING A CURE 



Treatment: Who, What, Where 

• Cirrhotic patients 

– Joint care with transplant team 

• Complex Disease 

• “Regular treatment” 

• Delayed treatment 

• Clinical Trials 



The Multi-Disciplinary Team 

• Hepatologists 
• Nurses 
• Pharmacists 
• Virologists 
• Infectious Disease specialists 
• Transplant Team 
• Hepatocellular cancer team 
• Community Drugs and Alcohol team 
• Criminal Justice Team 



Impact of the NHSE Policies 

• Early Access Program for Decompensated Cirrhosis 

– London delivered >30% of all treatment 

– Cure rates exceeding 90% 

– Created Centres with referral partners 

• Interim Policy for HCV Cirrhosis 

• Operational Delivery Networks 

– Quality 
• Multi Disciplinary Team meetings 

• Sharing experience and excellence 

• Access to cancer and transplant services 

– Common standards 

– Information requirements 
• Database – to identify and stratify cases 

• Reporting 



Concerns 

• Piecemeal approach 

• Restricted funding 

• Failure to diagnose 

• Inequity of access to services 

• Treatment alone will not lead to elimination 



What Does this Mean for me? 

• Raising awareness 

– Common 

– Serious – potentially fatal 

– Often asymptomatic 

– Curable in most cases 

• Community activism 

• Improve detection and treatment 

 





HCV Action: Sharing good 

practice  
Charles Gore, Chief Executive, The Hepatitis C Trust 



HCV Action: Sharing 

best practice 
CHARLES GORE, CHIEF EXECUTIVE OF THE HEPATITIS C 

TRUST & MEMBER OF HCV ACTION STEERING GROUP 



Opportunities for Elimination 

 Turning point in the history of HCV: 

      - Only chronic viral illness we can cure 

      - Elimination as a serious public health concern now within sight 

      - The new drugs make this possible 

 

 Critical role of local authorities and other commissioners:  

      - Driving reductions in health inequalities by addressing HCV 

      - Inclusion of HCV in JSNAs & strategies 

      - Improving services by commissioning good HCV practice 

      - Awareness & testing campaigns for at-risk groups 

      - Prevention through combination of messaging, NSPs, OST and treatment of PWID 

         

        

 



Sharing Best Practice 

 Why share best practice? 

 

 At-risk groups are not ‘hard to reach’. Our services are 

difficult to access. 

 

 Fantastic services across the UK, but also services which 

could be improved. Need to disseminate best practice to 

ensure a co-ordinated, standardised approach to 

hepatitis C. 

 

 

 

 

 

 



Best Practice Examples 

 Addaction & The Hepatitis C Trust: Workforce 
Development Programme 

 
• 600 front-line Addaction key workers trained in hepatitis C 

 
• 100% relevant services to offer Dry Blood Spot Testing 

 
• 90% of those tested +ve to be referred into treatment 

 
• 2,000 extra people tested for hepatitis C 

 
• Care pathways improved 

 

 

 

http://www.hepctrust.org.uk/


Best Practice Examples 

 

 Community-based, nurse-
led treatment in Weston-
super-Mare 

 

 Clinical Nurse Specialist based 
within an Addaction centre. 

 

 Acts as a ‘one stop shop’ for 
the delivery of testing and 
treatment & allows for intensive 
support from drug workers. 

 

 Has resulted in higher diagnosis 
and treatment rates, as well as 
increased support to those 
undertaking treatment. 



Best Practice Examples 
 

 Treating people who use drugs 
in Tayside 

 

o ‘Treatment as prevention’ 
approach 

 

o Showing that PWIDs can have 
similar, or even better, treatment 
outcomes than non-injectors. 

 

o Engagement through NSP 

 

o Now treating 7% of Tayside’s 
chronically-infected population. 

 

 



HCV Action: Who we are 

 Our network 

 

o HCV Action brings together health professionals from across the 
patient pathway, including GPs, specialist nurses, clinicians, drug 
action teams, public health practitioners, prison healthcare staff 
and commissioners. 

 

 Our aims 

 

o To highlight and disseminate examples of best practice around 
the management of hepatitis C. 

 

o To act as a catalyst for the improvement of hepatitis C services. 

 

 

 

 



HCV Action: What we do 

 What we do 

 

 Provide information and resources to health professionals 
working around hepatitis C. 

 

o Good practice case studies 

o Online resource library 

o Commissioning toolkit 

o GP case-finding tool 

o Monthly e-updates 

 



How you can get involved 

 Show off! 

 

o If you, or your service, is doing something 

innovative in relation to managing hepatitis C, 

then let us know! 

 

 Join our network 

 Use our resources 

 Share your good practice stories 

 

 

 

 



Thank you 

www.hcvaction.org.uk 

 

c/o The Hepatitis C Trust 

 

020 7089 6220 
 

 

 





The Going Viral project: 

testing for BBVs in A&E: A 

good practice case study 
Chloe Orkin, Consultant Physician and Lead for HIV and HIV / Hepatitis C Research, Barts 

Health NHS Trust 



Non-targeted, HIV/HBV/HCV combined testing as routine in 9 UK A&E’s:  
The ‘Going Viral’ campaign 

Dr Chloe Orkin FRCP - 
Consultant Physician and Honorary Reader in HIV Medicine 



National Prevalence  

0.37% prevalence 
1 in 5 unaware of their diagnosis 
Late diagnoses: 42% 
 
0.3% prevalence 
? How many aware 
? How many diagnosed late  
 
0.4% prevalence 
50% unaware of diagnosis 
Late diagnoses: 65% 

http://www.google.co.uk/url?q=http://borderlineinsane.wordpress.com/2012/08/14/awareness-ribbons/&sa=U&ei=A8QVU-b2JceUhQee3YDACw&ved=0CDYQ9QEwBA&sig2=jdiIgq6TSxFxhPzhPdArUw&usg=AFQjCNF6yk2LoqT8uKcR8epTtHh1LGrMyA
http://www.google.co.uk/url?q=http://blog.springerpub.com/nursing/national-hiv-vaccine-awareness-day&sa=U&ei=xcQVU6qFGdSAhAfZh4HwCg&ved=0CDAQ9QEwAQ&sig2=5VvbCtDd5cHWW3P1m4lNzA&usg=AFQjCNHMz0I6N2BIYkf0mrsZ1zdeBZMAJQ
http://www.google.co.uk/url?q=http://awarenessribbonpins.com/red-yellow-awareness-ribbon-pin-p-78.html&sa=U&ei=TMQVU_tqk6qEB_WrgPgE&ved=0CEoQ9QEwDg&sig2=FlxsVMELRtUe6MeHu5CJzQ&usg=AFQjCNFr5l7dSi8l5EI1RWvfA5fgyQ_dbA


“At risk” Populations 

Men who have 
sex with men 

(MSM) 

Men who have 
sex with women 

Men who have 
sex with women 

Men who have 
sex with men 

(MSM) 

White 

South East Asian 

Men 

25-34 yrs old 

 

White 

South East Asian 

White 

Black African 

Men 

29-44 yrs old 

 

People who 
inject drugs 

(PWID) 

Men who have 
sex with men 

(MSM) 

Men 

35-44 yrs old 

 

White 

South East Asian 

Black African 
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East London Prevalence  

HIV: 6-8 per 1000 
 
 
Hep B: 2.2-2.6 per 100,000 
(2nd highest rates of acute infection 
in London) 
 
 
Hep C : 2.6% (1.2% viraemic ) RLH 
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Unexpected high prevalence of HCV viraemia (HCV RNA+) in the Emergency 
Department (ED) of a London Hospital: 
Should we be screening for HCV in ED attendees? 
 

Aim: 
 
To estimate the HCV prevalence and cost per 
diagnosis per viraemic infection in ED attendees. 

 

Methods:  
Residual biochemistry samples from London ED 
attendees aged >18 years were collected during a 12 
day period in August 2014 using unlinked 
anonymised HCV testing. Data on age, gender and 
ethnicity were collected 

 

Samples were tested for HC                    V antibody 
(Ab) using an automated EIA (Architect, Abbott). 
Reactive samples were further tested for HCV RNA 
(COBAS Amplicor, Roche) 

 

Data were statistically analysed using 2 sided chi 
square test or Fisher exact test as appropriate via 
OpenEpi version 3.03 (www.openepi.com). 

 

Results: 
997 samples were tested for HCV Ab 
 
HCV Ab prevalence:  2.6% (26/997) of whom 1.2% 
(12/997) were also HCV RNA positive 
 
Median age of RNA+  was 47y (age unknown in 80): 
66.7% (8/12) of RNA+  were male 
  
75% (9/12) RNA+ individuals were aged 25-54yr (RNA+ 
9/441; 2.0%) 
 
In males 35-44 years the RNA+ prevalence peaked at 
4.8% (3/63) 
 
Although 31% (311/997)  of attendees were white 
British, 58% (7/12) HCV+  were White British (2.3% ) 
versus 0.3% viraemic Asian attendees (p= 0.0766) 

Orkin C, Epidemiol Infect. 2015 Feb 12:1-4 



Unexpected high prevalence of HCV viraemia (HCV RNA+) in the Emergency 
Department (ED) of a London Hospital: 

Should we be screening for HCV in ED attendees? 

Aim: 
 
• To estimate the HCV prevalence and cost per 

diagnosis per viraemic infection in ED attendees. 

 

 

Methods:  
• Residual biochemistry samples from London ED 

attendees aged >18 years were collected  

• Unlinked anonymised HCV testing done 

• Data on age, gender and ethnicity were 
collected 

• Samples were tested for HCV antibody (Ab). 
Reactive samples were further tested for HCV 
RNA 

 

Results: 
 
 
 
• 997 samples were tested for HCV Ab 
 
• HCV Ab prevalence:  2.6% (26/997) of whom 

1.2% (12/997) were also HCV RNA positive 
 
• Median age of RNA+  was 47y , 66.7% (8/12) of 

RNA+  were male 
  
• 75% (9/12) RNA+ individuals were aged 25-54yr 

(RNA+ 9/441; 2.0%) 
 
• In males 35-44 years the RNA+ prevalence 

peaked at 4.8% (3/63) 
 
• Although 31% (311/997)  of attendees were 

white British, 58% (7/12) HCV+  were White 
British (2.3% ) versus 0.3% viraemic Asian 
attendees (p= 0.0766) 

 



Unexpected high prevalence of HCV viraemia (HCV RNA+) in the Emergency 
Department (ED) of a London Hospital: 

Should we be screening for HCV in ED attendees? 

Conclusions: 
 
High levels of active HCV infection in 
screening ED attendees in this ethnically 
diverse large urban London hospital 
 
HCV  prevalence 6-fold higher than the 
stated national prevalence of 0.4% 

 
Almost half (46%) of those HCV Ab+ were 
also HCV RNA positive and therefore 
infectious to others 

 
Further research exploring feasibility and 
acceptability of introducing targeted opt-
out screening of ED attendees aged 25 – 
54 years is needed 

 
 

Assuming cost for HCV-Ab is £6 and HCV-RNA is £40/test, 
 screening ED attendees aged 25-54 could identify 75% of RNA+ 
 at a cost of £360 per viraeAssuming cost for HCV-Ab is £6 and HCV-RNA is 
£40/test, screening ED attendees aged 25-54  
could identify 75% of RNA+ at a cost of £360 per viraemic infection 

Orkin C, Epidemiol Infect. 2015 Feb 12:1-4 



Overview: 
-10 UK Emergency Departments approached to offer '3 in 1' testing for HIV, 
Hepatitis B & Hepatitis C for Going Viral week 
-Hospitals selected if  HIV prevalence >0.2% : 
Aim: 
• Encourage early testing for HIV and Hepatitis.  
• Offer HIV and Hepatitis tests in ED as part of routine care.  
• Snapshot view of whether 3in 1 screening  for HIV, Hep B and Hep C in 

areas of high prevalence is worth investigating further 

http://www.google.co.uk/url?q=http://blog.springerpub.com/nursing/national-hiv-vaccine-awareness-day&sa=U&ei=xcQVU6qFGdSAhAfZh4HwCg&ved=0CDAQ9QEwAQ&sig2=5VvbCtDd5cHWW3P1m4lNzA&usg=AFQjCNHMz0I6N2BIYkf0mrsZ1zdeBZMAJQ
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What did it mean for the ED? 
 
• Routine  3in1 opt-out testing for all adult ED pts having bloods  
• Campaign signposted on banner, posters and leaflets in the ED. 
• Staff wore T shirts and lanyards 
• Patients  were tested  for all 3 BBVs to be part of the campaign 
• Costs of HIV/Hep B/Hep C tests met by campaign, not ED. 
 

Consent = like ANC No written consent needed 
• “As you’re having a blood test to look at how your liver and kidneys are 

working, this week we are also screening  for infections including HIV 
and Hepatitis. Is that ok?” 



Inclusion Criteria: 
Everyone >18yrs who attends EDs 13th-20th Oct 2014 and consents 
 
 
Exclusion Criteria:  
• Under 18s 
• Patients who lack capacity/ language barrier 
• Status known/recently tested (6 months) 
 
 
 



Media Coverage… 



• Hootsuite, a social market research company, analysed social 
media activity and reach during the week of the campaign via 
#GoingViral3in1.   

• On Twitter the campaign hashtag achieved 1500 mentions, 
1200 of which were re-tweets. 

• Tweeters were 70% female, tweets 98% in English, with 75% 
from the UK, 11% from the USA and 11% from South Africa.  

• These generated 5.8 million impressions (defined as delivery 
of a tweet to a twitter account), reaching the same number of 
potential users. 

 



Results: 

 



Sneak Preview 

• Nine hospitals took part 

• Around 2000-2500 were tested for BBV’s over  7 days 

• In more than one hospital the HCV prevalence reached 3% 

• Some areas HCV prevalence was much lower 

• Age range association also seen 

• Full linkage to care not complete so ? how many viraemic 

• Had we tested only for HIV as per National guidance , would have missed > 70% of  
the BBV diagnoses (viral hep) 
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Hepatitis C patient perspective 
Jim Fearnley 



Living through 

Hepatitis C: 

An individual journey 
 



Items covered 

•Narrative of events (from 
diagnosis to SVR) 
•Subjective perceptions of the 
experience 
•Conclusions and suggestions 
for good practice 



What happened 

•Diagnosis 1996  
•Identifying likely cause 
•Interferon & ribavirin treatment 2002/3 
•Response - relapse 
•2013 - encephalopathic episodes 
•Multi-factorial diagnosis of cirrhosis 
•Notified of extreme reduction in life 
expectancy 
•Sofosbuvir/ledipasvir & ribavirin treatment 
2014 
•SVR 
•Liver transplant December 2014 
 



Perceptions and emotions 

•Ignorance 
•Shock  
•'Asymptomatic complacency' 
•Agnostic attitude to Interferon treatment 
•Hope 
•Depression/nihilism 
•Denial 
•Fear  
•Hope 
•Relief 
 



Suggestions 

•General and targeted awareness-raising and 
better information 
•More widespread screening (eg, recent A & 
E pilot) 
•Directed at the public and primary care/non-
specialist health practitioners, and wider 
support services 
•Counselling must aid self-empowerment 
through lifestyle changes 
•Informed advice must include: 

•Transmission risks (especially within the home) 

•Risk level associated with sexual activity 

•Symptom trajectories (including apparent 

dormancy) 





BBV opt-out testing in prisons 
Julie Henderson, Clinical Matron, HMP Stocken 

Susanne Howes, Public Health England 
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Opt Out Screening in the East 

Midlands 

Objective 

 Opt Out screening was implemented in line with priority number 12 of 

the 2013-14 tripartite agreement: 

 

NHS England, NOMS and PHE will work together to 

design and deliver an appropriate ‘opt out’ model of 

testing for BBV’s by April 2014 
 

 All prisoners should be offered BBV testing (HBV, HCV, & HIV) upon 

reception, question aimed as an ‘opt out’ rather than an ‘opt in’ 

question 
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Why Opt Out Testing in the Prison Estate? 

 Persons who have committed an offence generally come from the poorest parts and 

the most socially disadvantaged segments of society with deficiencies in education and 

employment experience 

 

 The burden of infection with blood borne viruses (BBVs), hepatitis B, hepatitis C and 

HIV are particularly higher in this group than the general population due to participation 

in high risk behaviours 

 

 People in prisons and other closed settings, including people working in prisons, are 

particularly at risk for hepatitis B, hepatitis C and HIV 

 

 Persons in custody have a right to health which should in no way be diminished by 

their detention, and the provision of healthcare in prisons has a significant importance 

to public health in general 

 

 Only 7.8% of new receptions to English prison received a hep C test in 2013 
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Challenges within the prison environment 

 In the absence of preventative measures, transmission occurs in prisons 

 

 Risky behaviour such as sexual intercourse without protection, sharing 

injecting equipment tattooing and piercing equipment, sharing razors and 

scissors or sharing blood through brotherhood rituals 

 

 Prison system and environment: overcrowding, poor prison conditions, 

violence, sexual abuse, gang activities, lack of protection for vulnerable 

prisoners, stigma and discrimination, corruption and variable medical 

services 
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Introduction of Dried Blood Spot Testing 

With national increasing BBV rates, limited funding and ever increasing 

national reference and recommendations regarding the need to increase 

and improve BBV testing in prisons 

 

DBST removes the need for venepuncture is ideal for prisoners with 

poor venous access or damaged peripheral veins and is a safer testing 

method for staff 
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Implementation 

 Initial discussions took place between individual prisons and Public Health 

England 

 Agreement that a local NHS lab would provide the testing at a cost effective 

rate 

 Comparisons between costings of venous V DBST submitted to NHS 

England and Health and Justice Area Team 

 Dry blood spot testing (DBST) was initiated at 11 of the 12 prisons based on 

readiness 

 Assurance of treatment pathways 

 Training offered/delivered, algorithms and instructions developed 

 Results are available via SystmOne within 7 days of receipt of the tests 
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Implementation 2 

 Any prisoner testing +ive for HBV, HCV or VIV will need a confirmatory 

venous sample 

 Awaiting this result does not delay referral for treatment or interfere with the 

pathway 

 Opt Out Screening disseminated to all staff 

 On going follow-up training completed for Opt Out Screening and DBS 

testing 

 Staffing constraints impacted on ability to train all staff, especially ad hoc 

agency staff 

 Walk the Floor to be used to ensure change in practice is embedded 



119 

New Receptions 

% accepting screening 



120 120 
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Difficulties 

 Ensuring that staff do not resort to the Opt In question previously used 

 

 An expectation to complete DBS testing at second reception screening 

 

 Insufficient blood on the sample  

 

 Drying of DBS testing cards 

 

 Ensuring the cards and paperwork completed appropriately 

 

 Difficulties in SystmOne read codes for accessing uptake data 

 

 Lack of NHS numbers – ensure DOB is completed 
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Benefits 

 Benefits for both patients and staff 

○ Usually completed at second reception screening 

 

○ Increased uptake of testing 

 

○ Able to facilitate increased number of patients per clinic 

 

○ Target for screening now 5 days, previously 4 weeks 

 

○ Easier to complete – especially for patients with poor venous access 

 

 Normalisation of BBV screening 
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Conclusion 

 To tackle HCV infections, public health programmes need to make progress 

in the following areas: 
o Prevention of new infections 

o Increasing awareness of infections 

o Increasing testing and diagnosis 

o Getting diagnosed individuals into treatment and care 

 

 In England, hepatitis C testing in new receptions remains low – 7.8% in 2013 

 

 ‘Opt Out’ screening aims to normalise BBV screening, and increase the 

numbers of prisoners accessing screening  

 

 DBST can be performed at second reception, and is ideal for prisoners with 

poor venous access, optimising uptake of screening 

 

 





Panel discussion: Problems 

and solutions for tackling 

hepatitis C locally 





New RCGP Certificate, ‘Hepatitis 

C: Enhancing Prevention, 

Testing and Care’ 
Emma Burke, Programme Manager for Alcohol and Drugs, Public Health England London 



PHE London / RCGP training 

online: New HCV Training in 

Small Bites 

Emma Burke, PHE London Alcohol and Drug Programme Manager 
  



 

 

RCGP training online: new 

training in short bites 

 

  
 

       Danny Morris, Expert Lead RCGP Hepatitis B and C Part 1 



Developing competence through education  

 

Certificate in Detection, 

Diagnosis and Management of 

Hepatitis B and C in Primary 

Care 

(Part 1) 
 

Online learning and f2f 



NICE public health guidance  

 

 
 

 

 

 

Identified a range of social and cultural 

barriers to hepatitis C testing 



Lack of awareness among 

health and social care 

professionals about the 

condition and of populations at 

increased risk and that and this      

  may contribute to a low 

    uptake of testing  

 





Repurposing e-learning  • Commissioned by PHE London and 

designed by the RCGP, the Course is 

designed to specifically meet   

learning needs of the range of non-

clinical workers 

• Hosted on the RCGP’sOnline 

Learning Environment (OLE)  

• Free, Online, 2 hour CPD course, 

using a range of learning materials, 

opportunity to print a certificate  



Development • Content is jointly badged with PHE and RCGP 

• Content and structure scoped as part of the development 

process, around identified objectives 

• Materials developed by educational and clinical 

professionals under the guidance of the RCGP e-learning 

team, including a range of substance misuse 

professionals and service users 

• Available to anyone who would like to access the course 

 



The audience 
Non-clinical staff in primary and secondary care 

including, health visitors, midwives, healthcare 

assistants and support workers as well as staff in sexual 

health, genitourinary medicine and HIV clinics 

People working in drugs services including volunteers 

and service user advocates and peer educators 

Staff in community-based criminal justice services  

Prison and youth offender staff 

Drug user peer, carer and recovery networks 

 

Non- clinical or medical professionals 

providing health and social care services 

for people at increased risk of hepatitis C 

infection and also to people who currently 

or formerly inject drugs, their peers, 

including those in recovery 

 



Course content includes • an introduction to hepatitis C virus, prevalence 

and epidemiology  

• the impact and public health burden 

• transmission and prevention  

• testing procedures and diagnosis  

• management and treatment 

Clearly defined objectives, educational material, 

and self-assessments to facilitate engagement and 

reflection  

 

 



Session 1 * Pre course assessment  

 

* Pre course assessment  

Session 1: Understanding 
Hepatitis C 

This session provides an 

understanding of hepatitis C 

and its prevalence 

It also gives an overview of 

the liver, its function and 

and natural history of 

untreated hepatitis C liver 

disease  

 

 



Session 2 Session 2: Preventing Hepatitis C Transmission  

 

This session will provide participants with core information on HCV 

transmission routes and risk prevention strategies 



Session 3 Session 3: Testing and 
Diagnosis 
 

This session will introduce 

participants to the main 

tests used to identify 

exposure to hepatitis C, 

whether a person is actively 

infected and to assess and 

monitor liver health 



Session 4 

Session 4: Treatment and care 
 

This session will summarise current hepatitis C (HCV) treatment options, 

factors that influence treatment effectiveness and potential future 

treatment opportunities 

 



     

      

   www.elearning.rcgp.org.uk/hepc  

Hepatitis C: Enhancing 

Prevention, Testing and Care 

FREE,AVAILABLE ONLINE 

NOW 
  

RCGP’s Online Learning Environment  



What can we do? 
• PHE can communicate the availability of the course to local staff  / provide 

you with quarterly data in numbers completing the course in your LA 

Commissioners can: 

• Encourage promotion of the course and ask local providers to commit to a 

percentage of staff completing the course 

• Feedback numbers to HWB Boards demonstrating local commitment 

Providers can: 

• Include the course in the induction of new staff / appraisals of existing staff 

• Record additional data items to demonstrate the work providers do in 

relation to Hepatitis C 

• Ensure that all staff are aware of local pathways to treatment 

 

 







Commissioning landscape for 

hepatitis C 
Will Huxter, Regional Director for Specialised Services, NHS England 



www.england.nhs.uk 

Will Huxter, Regional Director, 

Specialised Commissioning (London)   

Commissioning 

landscape for 

hepatitis C 

June 2015  



www.england.nhs.uk 

• Specialised Commissioning now has its own Director, Team and 

Board level governance committee  

• 6 Programmes of care, over 70 CRGs, over 200 services 

specifications = c£13bn  

• Prescribed specialised services agreed by Ministers 

commissioned on a provider (not population basis)  

• 4 tests for specialised services: rarity, few providers, scare 

expertise, high cost    

• Single operating model: national products implemented locally 

• Collaborative commissioning approaches in specialised 

commissioning to improve commissioning along care pathways  

• New annual pipeline process for producing commissioning 

products which will involve publishing work programme   

 

Specialised Commissioning  



www.england.nhs.uk 

 

• Complex pathway: Treatment of HCV occurs in different settings: 

infectious diseases, substance misuse and sexual health 

services  

• Drug costs are the responsibility of NHS England specialised 

services  

• Costs of attendances fall to different commissioning bodies 

• Opportunities to transform the experience of patients of HCV  

• Challenge to improve access to right treatment in view of the 

current model of care delivery.    

 

Commissioning Hepatitis C (HCV) 

Services 



www.england.nhs.uk 

• Step change in HCV related liver disease 

• Focus on treating cirrhosis  

• Access to MDT support in treating HCV  

• Ensure those with cirrhosis are identified  

• Looking at improving access to liver scanning 

 

150 

Ambition  



www.england.nhs.uk 

Who makes Treatment Decisions? 

• Health & Justice: Prison health services 

• Local Authorities: sexual health clinics 

• NHS England: Infectious Dis / Gastro / Liver services 

• Clinical Commissioning Groups: DGH / community 

services 

 

Costs of Drug Treatment 

• NHS England 

 

 

Who decides treatment for individual 

patients with HCV in England? 



www.england.nhs.uk 

• Patient population: meeting needs of heterogeneous 
population  

• Engaging users in designing services through agencies 
including the Hepatitis C Trust 

• Diagnosis: Various pathways  

• Patterns of disease progression  

• Treatment technologies 

• Service impact: Understanding the impact of changes in 
prevalence, diagnosis rates and treatment options on all 
aspects of the pathway 

• Delivering the ambition: Reducing cirrhosis, liver 
cancer and end stage liver disease  

 

Challenge of commissioning for HCV  



www.england.nhs.uk 

 

• Early Access Scheme supported by interim policy 

statement – almost 1000 patients registered  

 

• Focus on patients with present / previous 

decompensated cirrhosis; HCV infection likely to 

lead to irreversible damage within 12 months  

Step change in treating HCV related 

liver disease: Achievements to date  



www.england.nhs.uk 

 
• Extended access to wider group of patients with 

cirrhosis to receive some of the new combination 

therapies.  

 

• Policy published at the start of June 2015, 

providing access to new treatments.  

 

 

 

 

 

Focus on treating cirrhosis:  

Expanded Early Access Scheme 



www.england.nhs.uk 

 

• Establishment of Operational Delivery Networks 
comprising Specialised Centres working in partnership 
with other care services to combine access to medical 
expertise and local delivery of care  

• Ensure specialist MDT decision making on treatment by 
clinicians with ID / Hepatology expertise  

• Ensure treatment targeted effectively in treatment 
pathway  

• Implementation of networks through Regional Teams by 
August 2015 Partnership working across services key to 
balance expertise and access to local care 

Access to MDT support in treating HCV: 

Model of care for new treatments  



www.england.nhs.uk 

 

 

• Identifying those patients with cirrhosis to address 

clinical need and deliver ambition  

• Building capacity to enhance identification of 

cirrhosis 

• Designing new service interventions to improve 

access to liver scanning  

Identifying those with cirrhosis: 

increasing access to scanning   



www.england.nhs.uk 

Questions? 

157 





Workshops: 
1. Addressing hepatitis C among at-risk migrant communities  

Opal Greyson, Hepatitis C Specialist Nurse, Bedford Hospital and Luton and Dunstable 

Hospital 

2. Awareness and testing in drug services  

David Badcock, Head of Recovery Engagement, Addaction 

Stuart Smith, Head of Drug Services, The Hepatitis C Trust 

3. Increasing testing and improving treatment pathways for hepatitis C in prisons 

Éamonn O’Moore, Director, Health and Justice Team, Public Health England 



2. Awareness and testing in 

drug services  
David Badcock, Head of Recovery Engagement, Addaction 

Stuart Smith, Head of Drug Services, The Hepatitis C Trust 



Workshop feedback 





Closing comments 
Charles Gore, Chief Executive, The Hepatitis C Trust 





1. Addressing hepatitis C 

among at-risk migrant 

communities  
Opal Greyson, Hepatitis C Specialist Nurse, Bedford Hospital and Luton and Dunstable 

Hospital 

 





Title:  

Addressing HCV among migrant communities at increased risk 



Two fundamental questions we must ask 

ourselves?  

WHY? 



HCV –Global prevalence of HCV 

Map of the global prevalence of chronic hepatitis C virus infection (Averhoff FM, et al. Clinical Infectious Diseases, 2012; 55: S10–S15.) 



We know our target population 

1. Messina JP, et al. Hepatology. 2015;61:77–87 



Population in England and Wales 

ONS: http://www.ons.gov.uk/ons/dcp171776_290558.pdf 



Ethnicity and HCV 

Prevelance of HCV among those born outside the UK high e.g. 
Pakistan->5% and Eastern European- 2.8% (PHE: 2014) 

 

Morbidity and mortality due to HCV, HBV cirrhosis and liver cancer 
are more common among ethnic communites than  the genral 
population (DH Advisory Board; 2010) 

 

Ethnic minority population in England are more likely to experience 
an admission for, or to die from severe liver disease, (Mann et al: 
2008) 

 

They are also less likely to be diagnosed and treated for HCV 
before progression to advance liver disease 

 

They are face with barriers in accessing HCV test and treatment to 
clear the virus  

 

 



HCV and Pakistan experience  

 

 

South Asians have a higher prevalence of HCV than their white 
counterpart 

 

 In particular, the Pakistani community had 7-10 times more 
episodes of HCV-related ESLD and had 10 times more deaths of 
hepatitis C-related end stage liver disease  

 

The Pakistan community were 16-35 times more likely to have liver 
cancer, compared to the white population, (Mann et al: 2008) 

 

Yet many are denied access to testing and treatment due to 
insufficient awareness raising and poor knowledge of HCV 
among general practitioners  



However …. 

 If we identified and treat all those infected with the 

virus within the community we serve  

 

 Burden of disease will fall  

 

Simple Solution 

 Identify + Treat = eradicate HCV   



NICE and PHE  

 

 NICE (2012)- Hepatitis B and C: Ways to promote and offer testing to 
people at increased risk of infection  

 

 Public Health England has made it easy for us to identify our target 
HCV population 

 

 Hepatitis C: commissioning template for estimating disease 
prevalence  

 

 The template helps local authorities (LA) and health and wellbeing 
boards estimate the prevalence of HCV infection in their local 
population, and the likely disease burden and associated treatment 
costs 



So the second fundamental question we must answer is…  

How? 

  
 

 



 

 

 

So how can we revolutionise your practice 

 

 Taking into account the mode of transmission for that  

community  

 Identify at least 3 barriers / challenges face by the 

chosen community 

 How can we revolutionise the current service to help 

increase diagnosis and treatment uptake? 

 Discussion: 35-40 minis 

 Feedback: 10-15 mins  

 





Bedford  

South Asian-13,500 

Indians-7,100 

 

Pakistan-3,100 

 

Bangladesh-1,900 

 

Other Asian-1,400 

 

Only 4 patients were 

diagnosed  

 

 



 

Therefore there was urgency to increase 
awareness about the disease and identify those 
individuals infected with the virus through health 
education, opportunistic case finding and 
voluntary testing after appropriate counselling in 
order to offer appropriate treatment 



 
 
 
 
 Aims 

 

 

 

 

 
The aims of the project are three- fold and targeted at 
the South Asian community in Bedford.  They include: 
 

1. Increasing awareness of HCV 
 
1.  Improving access to testing for HCV 
 
1. Assessing the prevalence of HCV Antibody by testing  

individuals to  determine exposure to the virus 



METHODOLOGY  



 

DEVLOPING KNOWLEDGE & 

SKILLS 
 

1. Education Session held  for 78 Health 
Professionals 

 

2. Education of staff at a local government funded 
neighbourhood centre  

 

 



Was to target the community 

 

Awareness raising ran over a six months period within the community and at two 
local GP surgeries  

 

 

 

 

 

    

NEXT STAGE  













Current Services were seen 

as barriers to having a HCV 

test 

Terrence Higgins Trust 

GUM 

GP surgeries  



Improving the current 

testing facilities 

  

WAS THE NEXT PRIORITY  



HCV TESTING  

 

Offered testing in venues such as:  

Gudwara 

Local hospital 

Neighbourhood centre 

No testing was done at the mosque-no free space   



IMPROVED HCV TESTING  

 

At two local GP surgeries by implementing- 

 

Dedicated specialist nurse and a hepatitis C health 

champion (an interpreter with knowledge of hepatitis 

C) at the GPs surgeries  

Extended opening access 

Walk in clinic  



Community based project  

DEVICE  







As the device was new to specialist nurse  

 

All individuals who sought a HCV test were sent to the local 
hospital to confirm the results with a venous blood sample 
test 

   

A hepatitis B virus (HBV) test was performed as well as risk 
factors were similar to HCV  

 



RESULTS 

Results 
 

Seventy- four individuals: 17 (Indians), 4 (Bangladesh), 53 (Pakistan) 
had a hepatitis C test.  Of the 74 individuals; 62 (84 %) also attended 
the hospital for viral hepatitis (HCV and HBV) blood testing (Fig1). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Three individuals tested HCV antibody positive on oral swab and were 
confirmed as HCV antibody and HCV RNA positive on venous sampling 
at the local laboratory. Seven percent of those tested from the 
Pakistani community were identified with viral hepatitis, (HCV RNA: 3 
individuals and HBV: 1 individual). It is important to state all the 
individuals who tested positive for either virus had no symptoms (Fig 
2) 
 
Fig 2: Results of Hepatitis C Oral Swab 
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Three individuals tested HCV antibody positive on oral swab and were confirmed 
as HCV antibody and HCV RNA positive on venous sampling at the local laboratory. 
Seven percent of those tested from the Pakistani community were identified with 
viral hepatitis, (HCV RNA: 3 individuals and HBV: 1 individual). It is important to 
state all the individuals who tested positive for either virus had no symptoms 



CONCLUSION 

Increasing awareness of HCV among health professionals and the 

South Asian community was the key to encouraging those at risk to 

come forward for a HCV test  

 

 Having an accessible and approachable HCV testing service with 

dedicated general practitioners (GPs), hepatitis nurse and health 

champion were crucial in ensuring those at risk took up HCV test 

 

Open access testing service  

 



Be the change you want to see in the 

world 


