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1. Introduction 
 

Hepatitis C has become a major public health problem around the world. 
Although only identified in 1989, the World Health Organisation now 

estimates that around 3% of the world’s population have been infected 

(Department of Health, 2002). Although England is considered a low 
prevalence country, the estimated prevalence of infection among the general 

population is 0.5% and the disease represents a major challenge in terms of 

the absolute numbers of people infected, many of whom are undiagnosed. 

 
In England, hepatitis C is currently mainly spread by injecting drug users 

sharing blood contaminated equipment. Other less common routes of 

infection include sexual transmission, vertical transmission from mother to 
baby and by skin piercing and tattooing when sterile equipment is not used. 

Prior to the introduction of viral inactivation of blood products in 1984 and 

prior to 1991 when blood donors were routinely screened recipients of blood 

and blood products were inadvertently infected. 
 

Hepatitis C is often referred to as the “hidden epidemic” as most people suffer 

no symptoms at all at the time of infection. However, around 80% of people 
infected become chronically carriers of the virus and if left untreated many of 

those with chronic infection will develop serious liver disease and liver cancer. 

The advent of new anti-viral combination therapies has meant that the 
disease can now be successfully treated in many people.  

 

2. Background   
 

The identification of hepatitis C as a threat to public health in England was 

marked with the publication of the national Strategy for Hepatitis C by the 

Department of Health in 2002. This strategy was underpinned by the values 

and principles laid down within the NHS plan in seeking to propose 
improvements in preventing hepatitis C infection and providing better quality 

and patient centred care for patients with hepatitis C. The Hepatitis C Action 

Plan was subsequently published in 2004, aiming to support local activity to 
improve services around hepatitis C. This plan focuses on the four key areas: 

improving surveillance; increasing professional and public awareness; 

providing high quality health and social care services; and prevention.  
 

In the light of these publications and the NICE guidance on anti-viral 

treatment for hepatitis C, the Greater Manchester Hepatitis C Strategy Group 

was formed. This group was convened subsequent to consultation between 
Greater Manchester Health Protection Unit and the local Directors of Public 

Health in Greater Manchester. The main aim of the strategy group was to 

develop a coordinated and strategic approach to tackling hepatitis C in 
Greater Manchester in line with national guidance and taking into account 

local need and stakeholder opinion. 

 
A health needs assessment was undertaken by a subgroup of the Greater 

Manchester Hepatitis C Strategy Group, which was directed and overseen at 

all stages by the strategy group. This assessment included a comprehensive 

review of current service provision across Greater Manchester, the underlying 
epidemiology, stakeholder opinion and the underlying published medical 

literature. 
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One of the main findings of the needs assessment was that estimates of the 

local prevalence of hepatitis C were high, with local prevalence calculated to 
be in excess of 20,000 cases across Greater Manchester. The main factors 

accounting for this high prevalence are the large numbers of injecting drug 

users in the area and the high prevalence of hepatitis C among this 

population, as highlighted in recent HPA unlinked anonymous prevalence 
surveys. Local laboratory data suggests that many of those with hepatitis C 

are undiagnosed.  

 
The needs assessment highlighted considerable increases in health service 

activity in relation to hepatitis C in recent years. However, current figures on 

the number of patients with hepatitis C who are receiving treatment or who 
have received treatment indicate that this is only a small proportion of those 

who are infected within the conurbation. Two specialist tertiary centres have 

been providing treatment for all patients in Greater Manchester and some 

from surrounding areas and services are now over-stretched and struggling to 
meet demand. The needs assessment also identified a need to improve local 

prevention services around hepatitis C, in particular services for drug users.  

 
This strategy aims to:  

• Develop a collaborative, coordinated approach to addressing hepatitis 

C across Greater Manchester in line with national guidance  
• Propose ways of further developing and strengthening local services 

to meet the increasing need and demand for services within the 

population.  

  
The strategy is focused around the four key areas of prevention, testing, 

treatment and surveillance. 

 

3.    Improving Prevention 
  

3.1  Review of local primary prevention activities 

  
Local drug action teams, health promotion services and prisons should review 

and strengthen their current health promotion and primary prevention 

activities for hepatitis C, and other blood borne pathogens. Drug users and 

prisoners should be the priority groups for future developments in this area. 
 

Where possible collaboration between local services around prevention 

should be considered. Dissemination of good practice around prevention 
should occur across local organisations. 

 

3.2  Increasing local awareness 

 
Building on the recent national ‘Face It’ campaign run by the Department of 

Health, local initiatives should be developed to increase public awareness 

around hepatitis C and to encourage those members of the public who may 
have been exposed to hepatitis C to come forward for testing.  

 

The main focus of primary prevention activities should be in the drug using 
population, who should be provided with clear and accurate messages about 

the risks associated with initiation of injecting drug use and of acquiring 

hepatitis C by sharing all types of drug taking paraphernalia. However, 

increasing public awareness around hepatitis C should also consider other 
routes of transmission including sexual transmission. 
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Local initiatives to increase health care professional awareness of hepatitis C 
should be considered, particularly in the primary care setting. 

 

3.3  Training for staff 

 

Health care professionals should receive education and training about 

hepatitis C, including its natural history, prevention and infection control, 

investigation and management. All staff should be trained, appropriately for 
their level of involvement with hepatitis C patients, to recognise the risk 

behaviours, health concerns and treatment options. 

 
Similar training should be offered to other occupational groups within the 

public, private and voluntary sector, particularly those working with drug 

users. 
 

3.4  Needle Exchange 

 

High quality needle exchange services should be more widely accessible 

across Greater Manchester for those unable to stop injecting, with sufficient 

coverage to prevent the sharing of needles and syringes. These services 

should also provide health promotion and harm reduction advice aimed at 
minimising the sharing of injecting equipment. This advice should include 

information about the prevention of blood borne virus transmission. Outreach 

services should also be provided to target vulnerable groups such as, 
homeless drug users and those early in their injecting careers. Needle 

exchanges should be part of a comprehensive network of testing services and 

could also aim to provide other on-site services such as vaccinations against 
hepatitis A and B. 

 

3.5  Specialist drug treatment services 

 

Drug treatment reduces drug use and as a consequence the risk of drug 

injecting either being initiated or continuing. It should be emphasised that 

drug treatment services are central to the prevention of not only hepatitis C 
but also hepatitis B and HIV and should therefore continue to provide a 

comprehensive, accessible service across Greater Manchester. 

 

4. Improving services around testing 
 

4.1   General 

 

Hepatitis C testing facilities should be provided in a range of clinical and 

community settings across Greater Manchester, such as GUM clinics, general 
practice and primary care, in a way that will overcome barriers to access for 

marginalized groups like injecting drug users.  

 
4.2   Testing in the community 

 

4.2.1  General Practice 
 

The testing algorithm for primary care shown in figure 1 should be 

adopted.  
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Figure 1: Testing algorithm for primary care* 

 
 

1
 Repeat testing at 6 monthly intervals if continued high-risk life-style factors, particularly 

continued intravenous drug use 

  
NB It is good practice to test a second, independent blood sample to confirm initially 

reactive test results. This is to ensure there has been no mix-up of the sample in the 

clinic, during transport, or in the laboratory. The initial blood specimen may be either a 

clotted blood specimen or an EDTA specimen. The former is preferred as other serology 

may be performed from this sample. The second, confirmatory sample should be an 

EDTA sample to allow antibody confirmatory testing and HCV RNA testing.   

 

* Within the laboratory the sample is screened as shown in figure 2.  
 

After an initial positive screening test the proposal is to confirm the initial 

result and to confirm whether or not the person has cleared the virus (HCV 
RNA test) at the same General Practice/ primary care location. This will entail 

obtaining a second sample of blood in EDTA and requesting both HCV 

antibody and HCV RNA testing on this sample. 
 

The advantage of this strategy is that only HCV antibody positive, HCV RNA 

positive, patients will be referred into specialist treatment care pathways. This 
will reduce waiting lists in secondary and tertiary care centres and ensure 

most efficient use of the limited resources in these referral centres. 
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When a person is identified as HCV antibody positive consideration should 
also be given to screening for hepatitis B virus infection, hepatitis A virus 

immunity (IgG antibody), syphilis and human immunodeficiency virus (HIV) 

infection.  

 
Increasing local access to testing through general practice should be 

promoted but this has training implications for local primary care practitioners. 

Practitioners may need specific training in relation to informed discussions 
with patients prior to being tested and for patients who test positive. This 

education could be provided through a variety of methods including the 

production of clear protocols and care pathways which will need to be 
produced specific to primary care and widely disseminated across Greater 

Manchester as part of local service development.   

  

Laboratories should adopt the testing algorithm for the hepatitis C screening 
of samples within the laboratory detailed in Appendix 1.  

 

4.2.2 Drug Services 
 

In drug service clinics there has been a tendency to utilise oral fluid testing as 

a means of determining HCV antibody status in clients with poor venous 
access. The most sensitive and specific method of testing for HCV infection is 

to utilise a blood specimen. It is recognised that the convenience of screening 

oral fluid and the possibility of testing for other markers of infection such as 

HIV, hepatitis B virus and syphilis makes this method attractive to drug 
services. However venous blood should be collected wherever possible to 

ensure that persons with hepatitis C are correctly identified and linked into 

care pathways as early as possible. Only in difficult cases where blood is 
unable to be collected by the drug worker should other methods of specimen 

collection be undertaken.  

 

In light of the possible serological changes that occur with hepatitis C 
infection, if testing is undertaken and found to be negative, testing should be 

repeated after six months irrespective or whether the person is still at risk of 

exposure to infection. When re-testing is undertaken of an individual who has 
previously tested negative using a non-blood sample the second sample 

should be a blood sample.  

 
Dried blood spot screening using samples collected from finger pricks 

provides an alternative to oral fluid testing for people who are difficult to 

bleed. Although this method is not yet available for other infection markers 

such as HIV, it is more cost effective than oral fluid testing and should be 
rolled out for use by drug services for clients who are difficult to bleed. This 

development will have resource implications for the laboratory in terms of 

setting up the service to process these specimens and dedicating additional 
laboratory staff time to undertake the tests.  

 

In all clients who test positive via oral fluid testing or finger prick testing a 
blood sample must still be drawn to confirm the result. Drug workers involved 

with testing should undertake specialist training around venepuncture. The 

Infectious Disease Unit at North Manchester General Hospital may be able to 

offer limited facilities for training of staff in external jugular vein blood 
collection.  
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Figure 2: Testing algorithm for drug services  

 

 
 

1
 Repeat testing at 6 monthly intervals if continued high risk lifestyle factors, particularly 

continued intravenous drug use 

 

4.3. Antenatal Clinics 

 
Universal screening for hepatitis C virus in antenatal clinic attendees has not 

been introduced. A policy of selective screening based upon a past or current 

history of drug abuse should be in place. Often, active drug abusers fail to 
attend antenatal clinic sessions and present to delivery rooms as so called 

‘late-bookers’ entailing emergency testing of samples to determine their 

infectious disease status (i.e. routine antenatal screening for hepatitis B virus, 

HIV, syphilis infection and rubella immunity is combined with HCV antibody 
screening as an emergency). Ideally the screening procedure outlined for 

general practice should be followed for women at risk. The testing protocol 

and care pathways should be disseminated to all maternity services and the 
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importance of identifying women at risk and offering them testing reinforced 

through education sessions. Where the mother is a ‘late booker’ the initial 
screening test proceeds directly to confirmation and determination of HCV 

RNA status on the same blood sample. 

 

Babies born to mothers found to be HCV antibody positive should be followed 
up irrespective of their HCV RNA status. This is because HCV RNA can be 

intermittently negative in someone suffering acute HCV infection.  

 
There is currently no intervention possible to prevent infection in the baby. 

The risks of Caesarean section are thought to outweigh any theoretical 

benefit of reducing transmission risks to the baby. There is currently no 
treatment that can be given in pregnancy to reduce maternal viral load and no 

treatment that can be given to the baby to prevent infection. 

 

The testing of the child must be approached with care if false positive and 
false negative test results are to be avoided. Guidelines for testing of children 

born to HCV antibody and RNA positive mothers were originally developed by 

the Royal College of Paediatrics and Child Health surveillance unit in 1998. 
These guidelines being revised and draft guidance has been prepared by Dr 

Suzanne Davidson, a Consultant Paediatric Liver Specialist from Leeds. 

 
Guidance on laboratory testing for infection of infants can be summarised as: 

 

• At or after 3 months of age – HCV RNA test (EDTA Blood) 

• At or after 18 months of age – HCV RNA and antibody test 
 

Mothers or children found to be HCV antibody and RNA positive should be 

referred into care treatment pathways. 
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Figure 3: Testing algorithm for children born to mothers with hepatitis C 

 

 
Note:- There may be social reasons to conduct tests between these intervals e.g. if a child is 
being placed for adoption it may be important for carers and prospective adopters to be given 
an ‘indication’.  It should be emphasized in such circumstance that a definitive – not infected 
with hepatitis C virus – cannot be made before 18months of age.  Children born to mothers 

with high risk lifestyle factors who have not been tested or for whom test results are not 
available (i.e. mother has never been tested) – should also be tested according to the above 
algorithm.   
 

4.4.  Genito-urinary Medicine Clinics and Other Secondary Care Centres 
 

The screening procedure outlined for General Practice should be followed.  
Patients found to be HCV antibody and RNA positive should be referred into 

care treatment pathways. 

 

4. 5. Follow-up after a needlestick/sharps/splash injury with a patient shown 
to be HCV antibody and RNA positive (or where there is a strong 

suspicion that the source patient was HCV antibody and RNA positive) 
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Occupational Health departments should adhere to the guidelines on follow 

up after an exposure incident provided in the Department of Health Guide 
(Department of Health, 1998). Those found to be HCV antibody and RNA 

positive should be referred into care treatment pathways. 

 

4.6.     Treatment referral centres 
 

The algorithm for testing of patients referred to treatment services who are 

hepatitis C PCR positive shown in appendices 2 and 3 should be followed. It 
should be noted that new guidance from NICE concerning timing of the initial 

assessment of response to therapy may reduce the time for the first PCR test 

during- treatment to 4 weeks from 12 weeks and may alter the requirement 
and use of liver biopsy as a part of assessment for treatment. 

 

5. Improving treatment services 

5.1  Background 

There are 4 groups of patients who require different treatment pathways: 

 
1. Uncomplicated cases who want to be treated at a local hospital centre. 

2. Those who need to be treated at a specialist centre (e.g. complicated liver 

disease, co-infection) or who request to be treated at a specialist centre. 

3. Those in the “hard to reach group” who may prefer to access treatment 
through local community services e.g. drug services, GP run services. 

4. Those in prisons 

 
5.2  Treatment pathways 

 
The aim of the proposed treatment pathways, which is demonstrated in figure 
4, is to achieve a coordinated service across Greater Manchester in which 

patients will have choice of type of centre, locality of centre and type of 

professional. This will facilitate people with hepatitis C to engage with 
services and, ultimately, anti-viral treatment.  

 
The two main treatment centres at MRI and NMGH are functioning at 
maximum capacity for the current level of staffing. In order to increase local 

capacity for treatment, staffing levels at both these two centres needs to be 

urgently increased and it is also essential that peripheral centres are 
developed in other hospitals within Greater Manchester as part of a local 

treatment network. This will cater for patient group 1, which is like to 

represent the largest number of patients. Wigan Infirmary is currently about to 
start taking on this role and a couple of other hospitals have expressed an 

interest. The two existing centres at MRI and NMGH should be appropriately 

expanded and developed in order to be able to provide services for their local 

population as well as for patients in group 2, whose numbers will increase 
significantly as the epidemic progresses.  
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5.3.     Local hospitals 

 

Local hospitals will have an increasing role in providing care for patients with 

hepatitis C as a result of the increase in patients presenting with the 

complications of advanced liver disease. Their role needs to be further 
expanded into the provision of treatment for hepatitis C for their local 

population. Services in Greater Manchester should move towards the ideal 

model of centralised specialist centres supporting a number of treatment 
centres in local hospitals. This development will be a new area of practice for 

district hospitals in Greater Manchester and, will require additional allocation 

of staff and resources for training and setting up the infrastructure needed to 

deliver the service. 

  
The resources that need to be allocated in any centre providing HCV 
treatment will include specialist nurses, administration staff and appropriately 

trained physicians working in dedicated clinics. In order to provide effective 

and efficient care, any centre should treat at least 20 patients per year. One 

nurse specialist should be available for every 50 patients per year started on 
treatment. This estimate is based on current practice in other centres in the 

country and national guidance for comparable areas of chronic disease 

management.    
 

A full time consultant working in viral hepatitis is probably able to treat around 

400 patients with chronic hepatitis C each year. As most physicians involved 
with treating hepatitis C patients have other areas of work they are likely to be 

only able to devote part of their time to the treatment of HCV. It is therefore 

likely that at most a full time consultant would only be able to devote a quarter 

of their time to this area and be able to treat around 100 patients each year 
(although it should be noted that allocating 25% of their time to hepatitis C 

would considerably impact on all existing consultant job plans). The exact 

numbers will be dependent upon the case-mix and the experience of the 
supporting team will also be important in dictating the number (and type) of 
patients who can be enrolled into treatment in any given centre.  

 

Physicians interested in setting up local services for hepatitis C treatment will 
require dedicated time away from routine service delivery for training and 

service development. This may be achieved through working alongside 

colleagues in a large functioning centre on a regular basis for a period of 3 
months, depending on existing experience. In addition, standardisation of 

service delivery across Greater Manchester should be assured by joint 

agreed protocols and regular forums for support and the sharing of clinical 
experience. This local network of professional working should be monitored 

by regular audit. 

 
Shared care should also be considered between all local providers and 

central services and addressed through jointly developed protocols. Initial 

training and regular meetings to provide on going support need to be included 
in the timetable of all those involved at nursing and medical level within this 

network.  

 
5.4.    Tertiary Centre 

 

In the proposed network, specialist centres would provide a dual role with 
regard to provision of treatment, providing services to their local population 
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but also providing a tertiary service role for patients from across Greater 

Manchester. This tertiary role would involve assessing and providing 
treatment for more complex patients such as those who are co-infected with 

HBV or HIV, or those who have complications of liver disease. Support for 

those with co-infection and ongoing drug issues are best directed through the 

ID services at NMGH and those with complex liver problems through the 
Hepatology Unit at MRI. Clear referral pathways and joint protocols need to 

be established to allow patients to pass through services in a coordinated and 

seamless fashion. In addition, the larger centres in the region will also have a 
role in provision of training and support to peripheral service providers in 

community or hospital settings.   

 
All patients with hepatitis C need access to a full range of specialist 

hepatology services. Whilst basic hepatology services can be provided at 

secondary care level, tertiary services are essential to allow investigation and 
treatment of the more serious complications of cirrhosis that requires more 

specialist input e.g. hepatocellular carcinoma, decompensated liver disease 

and assessing patients for liver transplantation. Currently all tertiary 
hepatology referrals in Greater Manchester are managed by a single 

hepatologist in the MRI.  

 

As the local hepatitis C epidemic evolves and the burden of disease 
increases more patients will require these specialist services and an 

expansion in tertiary services will be essential to provide comprehensive 

services to meet this demand. Current estimates suggest that at least a 
doubling in the current tertiary hepatology service provision will be necessary 

to meet the expected demand within the next 5 – 10 years. Any increase in 

clinical services should be supported by an appropriate increase in 
administrative services. 

 
5.5.    Community treatment   

 

This pathway aims to facilitate care for those patients in group 3 who are 

challenging to reach through traditional pathways. In Greater Manchester the 
clinic run by ID at a Manchester Drug Service location is the only community 

treatment setting. Community clinics should be set alongside opportunities for 

addiction treatment, either through GP practices with experience in managing 
this group of patients or within local drug services. Indeed, there is good 

evidence from HIV that adherence to treatment can be improved through a 

multidisciplinary approach by combining treatment services and “methadone 

clinics” (Stein et al, 2000; Sorenson et al, 1998; O Connor et al, 1992). Many 
patients may not be ready to start antiviral treatment but by attending the 

clinic those who must be treated sooner could be identified and general 

health promotion advice provided.   
 

In order to achieve the NICE directive of improving access to treatment for 

injecting drug users and others in the community it is important to have local 
staff that can bridge the gap between services. A dedicated specialist nurse 

directly supervised by a treatment centre is essential in the development of 

community-based services. 

 
The roles of this nurse would be:  
 

• educating key local community based staff to manage harm 
reduction, promote vaccination and around hepatitis C testing, 
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• running assessment clinics to decide which patients are eligible for 

treatment which will reduce non-attendance rates in hospital clinics 
• supervising and supporting patients on treatment (who access 

treatment through the local system), 

• supervision and support of patients on treatment in his/her area 

but who are under the direct care of the hospital services. 
• support and advise to local GPs and drug workers caring for 

patients who are not engaged in any form of services. 

 
Patients managed in the community will still need to attend hospital for 

investigations such as liver biopsy. All patients require a medical review prior 

to starting treatment to ensure that they are suitable. Each community clinic 
should have a consultant visit every two months to provide continuous 

assessment and to minimise the number of hospital visits for clients. Patients 

who develop significant complications of treatment will have to switch to either 

their local hospital or a tertiary centre. 
 

It is estimated that in order to provide this service at a local level, community 

based clinics should be established in each of the PCT areas. Some areas 
might need more than one clinic depending on the population need whilst 

other areas might be able to share resources with neighbouring districts. 

 
One full time specialist nurse should be available for each 50 patients on 

treatment. Although services will take time to establish functionality as 

outreach treatment centres, it is likely that most PCT areas will eventually 
need a dedicated community based hepatitis C nurse to deliver these 

services. Whilst some areas may be able to share resources with 

neighbouring districts, other areas, may require additional resources. The 
location of community clinics will need further discussions. 

 
All community nurses will need to be appropriately trained and supervised by 
hospital consultants and jointly agreed protocols developed. Community 

primary care staff and drug service staff interested in facilitating local clinics 

will also need appropriate training.  

 
5.6.  Prison services 

 

Prison offers a relatively stable environment where support can be provided 
for those who have hepatitis C and need treatment. A regional hepatitis C 

prison policy has been developed to help facilitate the care for prisoners with 

hepatitis C. 
  

The recommended model of service provision in prisons which has been 

adopted in several centres across the UK is as follows: 

 Initial discussion and testing undertaken by appropriately 
trained prison healthcare staff 

 Referral of PCR positive prisoners to a weekly prison-based 

hepatitis C clinic run by specialist hepatitis C nurse (who is part 
of the local gastroenterology or infectious disease service).  

This should be supplemented by a monthly consultant clinic. 

 At the hepatitis C in-reach clinic, the following can be offered: 
- Further investigations and pre-treatment work-up   

- Provision of treatment and follow-up monitoring 

- Information and advice 
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The options for specialist hepatitis C nurse input into prisons include: 

 
1 A specialist hepatitis C nurse working with the local consultant who 

provides in-reach hepatitis C services to the prison.  

2 Appointment of a specialist nurse to work across all four Greater 
Manchester prisons (but supervised by specialist hospital services).   

 

In both models the specialist nurse providing in-reach services to prisons 
would need to provide adequate training of the prison health care staff around 

hepatitis C testing and counselling, patient education and support. The nurse 

would need to be under direct supervision from hospital services to ensure 

clinical governance is maintained. 
 

Figure 5: Prison testing and referral pathway* 

 

 

 

 Reception screening 

Offer HBV immunisation, 
HBV/HCV screen +/- HIV 

All prisoners to be 
offered hepatitis A 
and B vaccination in 
line with regional 
policy

HCV Antibody (clotted  
blood)

HCV qualitative PCR 
(on same sample)

Health advice  
Retest in 6 months

Repeat HCV Antibody 
ELISA (EDTA blood) 

Refer to specialist hepatitis C 
nurse prison based clinic 

No risk identified/ refused 

Risk identified 

Refused 

Accepted 

Positive 

Positive 

Positive

Negative 

Negative 

Negative 

 

*HMP nurse led with support from hepatitis C 
specialist nurse 
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Figure 6: Prison based hepatitis C clinic care pathway* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
5.7      Audit and research 

 

As a critical part of all modern medical practice, the network and individual 
centres will need to undergo regular audit, which should be appropriately 

funded and staffed.   

 
A local stakeholder event will be facilitated on a regular basis by the HPA and 

the University of Manchester to bring together individuals from a range of 

local organisations involved with the care of hepatitis C patients to identify 

Specialist hepatitis C prison nurse led 
clinic (with support from outreach 
consultant) 
• History  
• Full discussion and counselling 
• Family transmission risks 
• Exploration of patient wishes, likely 

future compliance, etc 
• Length of sentence, likely disposal 
• Contact address if short 

sentence/remand 

Long stay – repeat 
appointment in 9-12 
months 

Short stay – advised to 
seek referral on 
release. Inform GP if 
prisoner consents. 

Not interested in 
further investigation 

Interested in 
further 
investigation 

compliance likely 

compliance uncertain 

Genotype 
Liver enzymes 

Appointment with consultant in 
HMP (or outside if released†) 
supported from specialist nurse for: 
• Physical examination 
• Consideration for liver biopsy 
• Explanation of results 
• Discussion of possible 

management  
• Commencement on treatment if 

eligible and interested 

Follow up outside prison† 

† If local, send appointment for hospital clinic after 
release, having confirmed contact address; if from 
elsewhere either direct referral (if address known), or 
letter for patient to take to GP 

Follow up in prison based clinic 
On regular basis by specialist nurse 
and consultant with support from HMP 
healthcare staff 

*Consultant and specialist hepatitis C nurse led with 

support from HMP healthcare staff 
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potential research projects and enable the collaboration of individuals 

interested in developing these projects. 

 
6. Improving surveillance 

 
6.1    Collection and collation of surveillance data 

The Hepatitis Denominator study, which is a national study coordinated by the 
HPA, provides the best available surveillance information for hepatitis C. 

Greater Manchester is a sentinel site for this study that collects and collates 

laboratory data alongside demographic data and risk factor information. The 
study is currently being developed at a national level to improve access to 

data through a user-friendly website in accordance with partner organisation 

needs.  

 
The establishment of a local surveillance system would be complex and 

resource intensive and would duplicate much of the work currently being 

undertaken by the Denominator Study. In the short term Greater Manchester 
should continue to participate as a sentinel site in the Denominator study and 

support future developments of this study.  

 

6.2   Epidemiological reports 
 

The HPA should produce annual epidemiological reports on hepatitis C 

infection across Greater Manchester using data from the Denominator study, 
and local laboratories alongside healthcare activity data and death data. 

These reports should be widely disseminated to key stakeholders including all 

members of the Greater Manchester Hepatitis C Strategy Group, Greater 
Manchester Directors of Public Health and gastroenterologists, drug services 

and DAATs and the local prisons. This report should include modelling 

estimates of the epidemic particularly around future projections of the 

numbers of patients who may be eligible for specialist treatment and the 
disease burden. 

 
6.3   Development of a web-fronted hepatitis C database 

 

The development of a web-based integrated hepatitis C database which 

bridges community and hospital care would enable patients to move more 
seamlessly through the care pathway. A similar system has been established 

locally for patients in Salford to assist practitioners and commissioners in 

effective chronic disease management of these patients. This system uses 
specific software to extract data from GP and acute clinical systems of EMIS, 

In Practice Systems and iSOFT.  

 

A similar system for hepatitis C could be fairly simply developed based on the 
chronic disease database. This should be explored further by the HPA in 

collaboration with the acute trusts and PCTs as a longer term solution to 

support patient care and data management across partner organisations 
involved with hepatitis C care and provide better information for 

commissioners around disease burden and treatment outcome. Any future 

developments should link into national information technology projects such 
as the electronic patient record (EPR).  
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7. Actions to support implementation of the strategy 
 

An implementation coordinator working across services and across Greater 
Manchester could facilitate the effective development of services in 

accordance with the recommendations outlined in this strategy.  

 
In order to facilitate the implementation of the strategy the Greater 

Manchester strategy Group shall continue to meet on a twice yearly basis to 

oversee and monitor developments. This group shall report back to the 

Greater Manchester Directors of Public Health and DAATs on a yearly basis.  
 

Targets around the implementation of the strategy should be set by 

commissioners in collaboration with the strategy group to help in delivering 
service change. 

 

8.  Summary of key recommendations 
 
Prevention  

 

• Review and strengthening of local prevention activities with increased 

collaboration between services 
• Drug users and prisoners to be the priority groups for future preventative 

activities 

• Increased public and professional awareness of hepatitis C 
• Improved access to needle exchanges across Greater Manchester 

• Training for individuals and organisations involved with drug users and 

people with hepatitis C 

Testing  
• Testing facilities to be provided in a range of clinical and community 

settings, such as GUM clinics, drug services and primary care  

• Development of finger prick testing as second line sampling methodology 
to blood collection in those with poor venous access 

• Training for community drug workers in obtaining blood through external 

jugular route 
• Increase testing in primary care settings 

• Dissemination of testing protocols and pathways across Greater 

Manchester 

Treatment  
• Improved access to treatment through provision of treatment in primary, 

secondary and tertiary settings 

• Tertiary centres to focus on more complex cases (advanced liver disease, 
co-infected patients) 

• Local interested gastroenterologists to provide treatment for un-

complicated cases 
• Outreach consultant clinics to support treatment in community settings 

(e.g. drug services, prisons)Specialist nurses to work across different 

settings to support delivery of treatment services, working under 

supervision of hospital consultant 
 

 

Surveillance 
• Continued surveillance through National HPA Hepatitis Denominator 

StudyGMHPU to produce annual epidemiological reports on hepatitis C 

infection across Greater Manchester  
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• Future development of a web-based, integrated HCV database which 

bridges community and hospital care to enable patients to move more 
seamlessly through the care pathway  
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Appendix 1: Algorithm for the screening of samples for hepatitis C within the 
laboratory 

 

 
 
* Many non-virology laboratories now perform the initial screening assays. Reactive samples should be 
transferred to a Specialist Virology Unit for confirmation using an independent enzyme immunoassay if a 
second independent assay is not available in the screening laboratory. 
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Appendix 2: Testing algorithm for patients progressing to treatment 

 
** Notes:- 
1
  HIV positive or cirrhotic patients have a different protocol – please see below. 

2
  Assessment for treatment includes: 
• Blood samples for:  

- EDTA - HCV PCR and genotyping; full blood count; clotting, biochemical profile (liver 
function, thyroid function, urate, -feto protein in selected cases; alpha 1 anti-trypsin + 
caeruloplasmin if <40); and ferritin. 

- Clotted blood – serology (if not performed in primary care – HbsAg, Anti-HBc, 
hepatitis A IgG, syphilis and HIV antibody); serology for autoimmune markers (anti-

nuclear antibody, smooth muscle antibody, anti-thyroid antibody) 
• Liver biopsy and assessment for necroinflammation (grade) and fibrosis (stage) 
• Abdominal ultra-sound 
• Assessment for portal hypertension and hepatocellular carcinoma in those with cirrhosis 
 
** Where either or both HCV quantitative test results and HCV genotype results are available 
from primary care centres the patient may proceed directly to treatment. Copies of reports 
confirming HCV antibody, RNA and genotype status can be obtained from the local specialist 

virology centre. 
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Appendix 3: Testing algorithm for HIV positive patients and those with 

cirrhosis progressing to treatment 

 

 

 


