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Aim of the Roadshow  

• First good practice hepatitis C roadshow in Leeds. Ninth roadshow 

nationally 

 

• Showcase good practice examples of testing, commissioning and treating 

hepatitis C patients, and encourage new thinking about how to address 

problems 

 

• With new treatments and the establishment of ODNs we have an 

opportunity to eliminate hepatitis C as a serious public health concern 
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Background  

• In the UK, around 160,000 people have chronic infection with HCV. Many 

are unaware of their infection. 

• The majority are from marginalised and under-served groups in society e.g. 

PWIDs, offenders, ethnic minorities 

• Latest estimates from the WHO show the death toll from viral hepatitis in 

2015 to be similar to that of tuberculosis, and higher than that of HIV or 

malaria.  

• However, unlike TB, HIV, and malaria where scaled-up interventions have 

led to a decrease in mortality over recent years, global deaths from viral 

hepatitis are continuing to rise. 
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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 

Data indicates that we’re beginning to see the early trends of declining 

deaths from HCV due to treatment with new direct acting antiviral (DAA) 

drugs 



Deaths from ESLD* or HCC in those with HCV mentioned on their death certificate in England: 

2005 to 2015 
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Provisional estimates of numbers initiating HCV treatment in 

England, 2007-2015 

  9 



Going forward….  

• Awareness: Public, primary care, drug and alcohol services to increase 

testing and referral 

• System: joining up the health and social care system (NHS, LA, third sector, 

public health) to make sure hep C is given priority and services are linked – 

not siloed. We need to act together to do this. 

• Pathways of care: so that hard to reach groups most affected by the disease 

are tested, referred and treated effectively and efficiently 

• Reducing barriers to care and treatment: physical, language, knowledge or 

stigma 

• Data: needs to be improved at all stages: surveillance, commissioning and 

treatment 

• Building on the positive work that has been undertaken and is on-going in 

relation to HCV – reaching a tipping point? 
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Treatment of hepatitis C and 
possibilities for elimination 

Mark A Aldersley 
Consultant Hepatologist and Clinical Lead West 
Yorkshire HCV Operational Delivery Network 



• Historical perspective 

• Current therapies 

• Future therapies 

• Benefits of treatment 

• Provision of HCV treatment 

• HCV elimination 

• The goal 

• The approach 
 

Overview 



Heim, Nat Rev Immunol, 2013 

 

Heim, Nat Rev Immunol, 2013 



Direct Acting Antivirals 



Direct Acting Antivirals 



• Sofosbuvir + ledipasvir/velpatasvir 

• Ombitasvir, parataprevir, dasabuvir 

• Elbasvir and grazoprevir 

• Glecaprevir and Pibrentasvir 

• Sofosbuvir and Velpatasvir and 

Voxilaprevir 

• 8 to 16 weeks 

• Genotype specific 

• Ca 90% efficacy 

• Reduced transplant listing, likely 

reduction in fibrosis progression and 

HCC risk 

 

Current Therapies 



• Focus is on higher potency 

retreatment/shorter 

duration) and broader 

efficacy 

 

• Mode of delivery may be 

important 
 

Future Therapies 



Benefits of Treatment 



Reduction in Liver Transplant Waitlist in 
the Era of HCV DAAs 

Flemming JA, AASLD 2016, Poster LB-23 

Cohort study of 47,591 adults wait-listed for liver transplant (LT WL) using the 
Scientific Registry of Transplant Recipients database from 2003–2015 

‡ 

Annual Standardized Incidence Rates (ASIR) of  
LT Wait-Listing per 100,000 US Population 

The rate of liver transplant wait-listing for HCV secondary to decompensated 

cirrhosis has decreased by 32% in the era of DAA therapy as compared to the IFN era 

and is now equal to that of NASH 
2

1 

HCC 

PI Interferon DAA 

2
0

0
3

 

2
0

0
5

 

2
0

0
7

 

2
0

0
9

 

2
0

1
1

 

2
0

1
3

 

2
0

1
5

 0 

1 

2 

3 

4 

5 

Decompensated cirrhosis 

PI Interferon DAA 
2

0
0

3
 

2
0

0
5

 

2
0

0
7

 

2
0

0
9

 

2
0

1
1

 

2
0

1
3

 

2
0

1
5

 0 

1 

2 

3 

4 

5 

6 

L
T

 W
L

 r
a

te
 p

e
r 

1
0

0
,0

0
0

 U
S

 p
o

p
u

la
ti

o
n

 

Overall 

PI Interferon DAA 

2
0

0
3

 

2
0

0
5

 

2
0

0
7

 

2
0

0
9

 

2
0

1
1

 

2
0

1
3

 

2
0

1
5

 0 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

Year of wait-list registration 

HCV HBV NASH 



Patients Listed for First Liver Transplant with a Primary, 

Secondary and Tertiary Diagnosis of HCV 2008-2016 



Patients Listed for First Liver Transplant with a Primary, Secondary and Tertiary 

Diagnosis of HCV 2008-2016 

0

20

40

60

80

100

120

140

160

08/09 09/10 10/11 11/12 12/13 13/14 14/15 15/16

HCV primary disease

HCV secondary disease

HCV tertiary disease



Provision of Treatment 





Further discussion of 

outcomes, structure, pros 

and cons in workshop this 

afternoon 
 

ODNs 



















• Elimination describes the 

reduction of an infectious 

disease’s regional 

prevalence to zero and 

global prevalence to a 

negligible amount, whereas 

eradication describes 

reducing global prevalence 

to zero 

 

 

• Eradication of HCV is 

currently not a realistic goal 
 

 

Elimination v Eradication 



• Epidemiological data 

• Hepatitis C in England 2017 

Report 

• WHO Global Hepatitis Report 

• Preventative strategies 

• Screening strategies 

• Care networks with universal 

access to therapy 

• Value for money of treatment 

• Sustainable funding models 

• Strategy 

• WHO strategy documents 
 

A general approach to elimination 



SVR 

Rx – no 

SVR(mainly non- 

DAA) 

 

Known +ve but not 

Rx 

Unknowns 



Elimination of HCV 















• Community and 

prisons 

• Testing in at risk 

populations 

• Recall of known 

cases 

• Screening in drug 

and alcohol services 

• Screening in prisons 

• Use of dried blood 

spot and saliva 

testing 
 

Local Initiatives 





Treatment Rates in West Yorkshire 
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• Elimination is possible 

 

• Some areas making rapid advances 

 

• Further developments in diagnosis 

and treatment required in England 

Conclusion 



Reversed Roles 



Commissioning landscape for 

hepatitis C 
Dr Michael Gregory, Regional Clinical Director for 

Specialised Commissioning, North, NHS England 

Wednesday 6 September 2017 

Leeds 



Michael Gregory,  

Regional Clinical Director for Specialised Services 

Commissioning 

Landscape for 

Hepatitis C 



www.england.nhs.uk 55 

What I am going to cover 

• Overview of NHS England as a commissioner of services 

• What this means for the commissioning of Hepatitis C services 

• Achievements and ambitions 

• Planning and scheduling treatments 

• CQUIN 2016 - 2018 (2 year CQUIN) 

• Local Opportunities 



www.england.nhs.uk 56 

NHS England as a commissioner of 

services 

• The main aim of NHS England is to improve the health outcomes of 

people in England, achieved through a range of functions set out in the 

NHS Mandate from Government. For Hep C we have reduced mortality 

by 11% (PHE figures) 

• Direct Commissioning responsibilities include prescribed specialised 

services, health and the justice system services, primary care services 

and services for members of the armed forces. 

• Prescribed specialised services are set out in the Manual and include 

services which are rare, have few providers, require specialist staff to 

deliver and are high cost. 

• Health and Justice system services cover services or facilities for 

individuals detained in prison or in other secure accommodation. 



www.england.nhs.uk 

• 14.93 million population 

• 4 DCO Teams 

• 9 STP Footprints 

• 67 CCGs 

• 86 contracts: 

• 5 Tier 1 Providers 

• 22 (ish) Tier 2 Providers 

• £4.4bn budget 

• 3 hubs (C&NE, NW & Y&H) 

• 35 Regional & Local Specialised 

Service Reviews 

• 170+ Spec Comm Staff 

• No. of  Transforming Care 

Partnerships (incl. 2 Fast track 

areas) 
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How we commission services 

• Commissioning is undertaken at a regional or sub-regional level. 

• Focus on equity, reducing inequalities and improving outcomes. We 

have reduced liver transplants for HCV by 50% 

• Deliver the NHS Mandate and the NHS Outcomes Framework. 

• Approach to commissioning is clinically-led e.g. Clinical Reference 

Groups and Public Health England expertise. 

• Collaboration with key partners such as Department of Health, 

Public Health England, National Offender Management Service, 

Policy Services, Local Authorities, third sector organisations, 

patients and carers and many others. 
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Specialised Commissioning 

• Specialised Commissioning has its own Directorate and Team. 

• Five Year Forward View articulates vision for transformation in 

prevention, integrated and networked care models and improved 

patient experience. 

• Collaborative Commissioning approaches in specialised 

commissioning to improve commissioning along care pathways in 

partnership with CCGs and Local Authorities. 

• Strong national architecture and support to specialised 

commissioning. 

• Specialised Services Commissioning Committee established  

to support decision making. 



www.england.nhs.uk 



www.england.nhs.uk 

Achievements and Ambitions 

61 

• < March 2014: 2 x Direct-Acting Antiviral Regimens with long treatment courses 

and lower efficacy leading to low take-up 

• April 2014: NHS England commissions new DAA regimens ahead of NICE 

guidance with multi-million pound investment 

• Increasing multi-million pound investment in hepatitis services, staff, equipment, 

treatments and infrastructure 

• September 2017: 7 x new DAA regimens available with interferon-free regimens 

for all treatment groups. Shorter courses, greater efficacy, better tolerability. 

• April 2016 to March 2017: North, >3,000 treatment courses (>30% of national 

figure) 

• April 2017 to March 2018: North aiming for nearly 4,500 and broadly on course 

• Already seeing a significant reduction in Hep-C associated mortality 



www.england.nhs.uk 

NICE Technology Appraisals:  363, 364, 365, 413, 430 

62 

Direct-Acting Antiviral Hep C Drugs Company 

Sofosbuvir  (Solvadi®) 

Sometimes combined with Daclatasvir 

(Daklinza®) 

Gilead 

BMS 

Sofosbuvir / Ledipasvir   (Harvoni®) Gilead 

Sofosbuvir / Velpatasvir (Epclusa®) Gilead 

Paritaprevir / Ombitasvir / Ritonavir  

(Viekerax®) 

often combined with Dasabuvir  

(Exviera®)  

Abbvie 

Glecaprevir / Pibrentasvir (Maviret®) Abbvie 

Elbasvir / Grazoprevir (Zepatier®) MSD 
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Commissioning Hep C Services 

• Variable pathway: Patients present in different settings; infectious diseases, 

substance misuse, sexual health services, gastroenterology, and dedicated 

hepatology services 

• NICE guidance available to support commissioning of new drugs and clinical 

management 

• Since 2015, several new drug treatments have been routinely commissioned,  

initially via NHS England policies and more recently following NICE 

Technology Appraisal Guidance 

• Drugs are funded as tariff exclusions by NHS England Specialised Services 

• New treatments and formalised clinical networking are now transforming the 

experiences , care and outcomes of patients with Hepatitis C infection 

• There are implementation challenges to manage access to  

treatments in the most clinically and cost- effective manner 



www.england.nhs.uk 64 

Who decides treatment for individual 

patients with Hepatitis C in England? 

Who are the commissioning partners? 

• Prison Health Services/detained settings: Health and Justice 

• Sexual Health Clinics: Local Authorities 

• Specialised services in Infectious Diseases & Hepatology: NHS England 

• DGH / Community Services in other specialities, e.g. gastroenterology, 

drug & alcohol misuse services: Clinical Commissioning Groups  

• Costs of Drug Treatment: NHS England Specialised Commissioning 



www.england.nhs.uk 

• Hepatitis ODNs are the mechanism to ensure clinical & cost-effective 

care, and to develop strong partnership working across varied 

pathways and settings. 

• ODNs agree their own clinical priorities with oversight from the 

national team and collaboration with other ODNs 

• Network host trusts are incentivised with a national CQUIN scheme 

for the robust monitoring and financial oversight of their treatment 

plans 

• The National Clinical Lead for Hepatitis organises regular Network 

Lead summits to share information & good practice, consult on 

developments, benchmark activity, and foster collaboration between 

all ODNs 

Planning and Scheduling Treatment initiation 

based on NICE guidelines 

65 
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Hep C CQUIN 2016 - 18:   
 
To support the infrastructure, governance and partnership-working across healthcare 

providers working in Hep C operational delivery networks.  

 

• Valued at 1.6% (total 2.8%) and a requirement for all Hep C ODNs Host Trusts  

• Achievement based on:  

 Adherence to agreed run rates for treatment with Direct-Acting Antiviral drug regimens 

 Achieving cost-effective prescribing  

 Prioritising treatments based on greatest clinical need 

 Demonstrating the sustained benefits of treatment, and  

 Data quality and completeness 

• Financial risk is limited to the CQUIN value 

• Financial risk is pooled and regular monitoring and reporting is taking place 
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Improving treatment for Hepatitis C: 
Local opportunities for collaborative commissioning 

 

• Development role for each network 

• To develop a co-ordinated approach to screening and diagnosis 

• Focus on clinical governance and pathways 

• 2016-18 CQUIN for Hep C networks; i) Governance and partnership working  

ii) Stewardship and NICE Compliance 

• Collaborative commissioning structures developing for 16-17, 17-18 across the 

North covering all prescribed services:- 

• Priorities selected 

• Pathway focused 

• Total resource identified 

• Place-based focus 



Good practice case study presentation 

one: hepatitis C in prisons  
Dr Iain Brew, Speciality Doctor in Viral Hepatitis, 

Leeds Teaching Hospitals NHS Trust 

Wednesday 6 September 2017 

Leeds 



Hepatitis C Good Practice 

Roadshow 

 

Hepatitis C in Prisons 

Dr Iain Brew 

&  

Clinical Nurse Specialist Joan Williamson 

6 September 2017 



Background 

• 2008-16 in-house treatment supported by ODN 

• Treated 170 patients – mainly PEG/riba 

• Non-inferior outcomes 

 

Risks 

• Unsustainable – individual dependent 

• Outlier in terms of service model 

• Vulnerable re future funding 



Data from In-House Service 



Recipe for Success 
You will need: 

• 2 supportive commissioners 
– (H&J and Specialised) 

• 1 Supportive Trust (LTHT) 

• 1 or 2 Effective Prison Providers 

• Add established in-house service staff to taste 

 

• Combine with Hospital Trust employment 
– Sustainability 

– Succession planning 

– Potentially broadening to include HBV and HIV 





Data from Inreach Service 

July 2016 – August 2017 
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Our Prisons 

• Cat A: 1 pt untreatable – otherwise cleared 

• Cat B: Primary referrer:  

– 6,000 annual turnover 

– Steps to improve opt-out BBV testing uptake 

• Cat C: All cleared/on treatment in July 17 

– New patients being seen 

– Stable environment – least challenging 

• Female estate: seven in treatment 



Why don’t we treat everyone? 

• Short sentence 

– Refer on (often to ourselves at LTHT) 

– Give information for the GP to refer 

• One patient still has no treatment option 

• Comorbidities – drug interactions 

• Patient choice – informed dissent 

– Ongoing offer of treatment 



Questions?  



Good practice case study presentation 

two: community outreach 
Catherine Wigglesworth, Clinical Nurse Specialist, 

Viral Hepatitis, Leeds Teaching Hospitals NHS Trust 
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Leeds Teaching Hospitals Viral 
Hepatitis Treatment Service 

Catherine Wigglesworth 

Team Leader for Viral Hepatitis Nurse 
Specialists, Leeds. 



The Clinical Nurse Specialist Team 

• 1998 – there has been Clinical Nurse 
Specialist(CNS) co-ordinating the Hepatitis C(HCV) 
treatment service. 

• 2017 – by the end of the year , 7 full time CNS’s 
will be in post 

• The CNS team are based at St. James's University 
Hospital. 

• Our role – co-ordinating treatment, monitoring 
on treatment and follow up post treatment. 



Hospital Treatment Clinics 



HMP Treatment Clinics 

• April 2016 – 1 x CNS  
appointed(J Williamson).  

• July 2016 - Dr Brew 
appointed. 

• Liver FibroScan ®. 

• Liaise with healthcare 
staff. 

• Each HMP- monthly x 2 
visits  (1 CNS,1 Dr). 

• Education for HMP staff. 

• HMP Leeds 

• HMP Wakefield 

• HMP Newhall 

• HMP Wealstun 

 

• On release – liaise with 
local team for follow up. 



Secure Units 

• Fieldhead Hospital, 
Wakefield 

• Newsome Centre, Leeds 

• Availability of Interferon 
free therapy 

• Patients  seen either in 
the viral hepatitis clinic 
or as an in patient (if 
necessary) 

• Liaise with the referring 
team. 



Community Treatment Clinics 

• January 2017- clinic at 
Armley Park Court. 

• Forward Leeds staff can 
directly refer to the CNS 
team. 

• Weekly Wednesday 
morning clinic offering 
review with 
CNS,FibroScan® and 
treatment. 

Attended Armley No. of patients 

Yes 12 

No  14 

Total 26 

% attendance 46% 



• August 2017 – clinic at 
Lingwell Croft GP surgery 
(linked to Forward Leeds) 

• GP can refer directly to 
the CNS team 

• Alternate Monday 
afternoon clinic offering 
review with 
CNS,FibroScan® and 
treatment. 

• 7 referrals so far. 

• September 2017 – 2 
clinics in the Wakefield 
and Castleford area. 

• Referral will be direct to 
the CNS team (new referral form). 

• Weekly Tuesday clinic 
offering review with 
CNS,FibroScan® and 
treatment. 

• Community CNS clinics are 
not appropriate for 
decompensated patient  
reviews. 



• Referrals Jan-Aug 2017 

   - Hospital(Dr)clinic = 297 

   -  HMP clinics = 113 

   -  Forward Leeds clinic = 26 

   -  Lingwell Croft clinic = 7 

 

• Treatment options – 
available at the time. 
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What Next ? 

• CNS clinic at a GP surgery in the Airedale area of Castleford 
aiming for the end of 2017. 

• 2018/19  

     - CNS clinic in Dewsbury Drug Treatment Services 

     - CNS clinic in South Elmsall/South Kirby area. 

  - Raising awareness in the South-east Asian community/GP’s    
(Leeds and Mid-Yorkshire area)  

• To regularly review the need for each current CNS treatment 
clinic and plan where the next clinics need to be. 



Patient perspective 
Peter Griffiths 

Wednesday 6 September 2017 

Leeds 



HCV Action: sharing good practice  
Rachel Halford, Deputy Chief Executive, The 

Hepatitis C Trust 

Wednesday 6 September 2017 

Leeds 



HCV ACTION: SHARING BEST 

PRACTICE 
RACHEL HALFORD, DEPUTY CHIEF EXECUTIVE, THE HEPATITIS C TRUST 



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: Peer-to-peer education 
 

• 112 peer-led workshops delivered over course of a year 
 

• 806 service users attended 
 

• 70% of those who completed feedback 

     questionnaires indicated knowledge had  

     increased ‘a lot’ or ‘massively’ 

 

• 141% increase in number of people being testing  

     following workshops 

 

 

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


BEST PRACTICE EXAMPLES 

 

 Outreach pharmacy testing 

on the Isle of Wight 

 22 pharmacies took part in a 

pilot between Sept 2014 and 

May 2015. 

 

 7% of pharmacy tests led to a 

positive HCV diagnosis. 

 

 Testing in pharmacies meant 

patients with more diverse risk 

factors were reached. 

 



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 significant percentage 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 – sign-up sheets on all tables 

 Use our resources 

 Share your good practice stories 

 

 

 

 



THANK YOU 

www.hcvaction.org.uk 

 

c/o The Hepatitis C Trust 

 

hcvaction@hepctrust.org.uk 

 

020 7089 6220 
 

 

 



Panel discussion: problems and 

solutions for tackling hepatitis C locally 

Wednesday 6 September 2017 

Leeds 



Workshops 
  

A. Introduction to the work of the Operational Delivery Network 

(Hopper Room) 

 

B. Awareness and testing in drug services (this room) 

 

C. Hepatitis C in South Asian communities (Teale Room) 



A. Introduction to the work of the 

Operational Delivery Network 



B. Awareness and testing in drug 

services 

Wednesday 6 September 2017 

Leeds 



 Leeds Hepatitis C 
Roadshow 

Stuart Smith & Archie 
Christian 
 



• 90% to be diagnosed by 2030 

• Mortality reduction of at least 65% by 2030 

• Elimination by 2030 

 WHO Targets 

 Current UK situation 

• <50% diagnosed 

• Approximately 7% reduction in deaths 

• 12,000 treated last year of estimated 214,000 





 For some, a late diagnosis can come too 
late 

Study  

• New HCV diagnosis 

• Historical HCV transmission risk period (>15 years).  

Reported an average gap of 28 years between their HCV-
risk period and first HCV test.  

40% had cirrhosis at HCV diagnosis.  

 Harris et al 2016 



…it is necessary to roll out testing to more 
individuals at risk of infection, including priority 
populations like PWID, those in detained/secure 
settings, and to populations with close links to 
countries with a high prevalence of HCV infection. 
 

 Reduce the levels of undiagnosed 
infection 

 
Many PWID’s may not be in touch with substance 
misuse services 
 
People from abroad and living in the UK may not 
be closely connected with healthcare services 

PHE 

But.. 



• Embed worker within community 

• Testing campaigns within Mosques, Melas and local 

community centres 

• Targeted awareness - Asian media TV & Radio 

• Information materials in URDU 

 The work we do - South Asian 



• Opt –Out testing 

• Testing campaigns 

• Peer intervention 

• Pathway Coordination 

• Staff Training 

• Community Treatment 

• Linkage to care after release 

 The work we do - Drug services & Prisons 



 

Advance
d 

Disease 

 
Committed 
to Recovery 

Stable on OST 

 

Only In touch with NSP 

Residential Detox 

Hostels – Homeless Shelters 

Ex IDU – Now Alcohol 

 

Presenting with 

Symptoms 

New Presentations 

Making 

Positive 

Changes 

GP Shard 

care Loose 

Key Worker 

Relationship 

Unlikely to have any 

link with HCV 

outreach services 

even if delivered 

within drug service 

setting 

Already engaged 

Easier to engage 

Easier to engage 

Known & ready for 

treatment 

Need for 

Workforce 

development & 

Peer 

messaging 

Difficult to engage 

Possibly only 

through peers in the 

community 



Peer to Peer Education 

& Testing 

 

 

As a sustainable healthcare 

intervention 

Target population: 

People attending drug services, rehabs, 

detoxes, hostels and day programmes who 

are currently or previously affected by 

substance misuse 



New Hepatitis C Trust  initiative: 
Follow me 

• New programme piloted in Camden, London 

• Community outreach to find substance users not engaged with services 

• Peers will be introduced to  clinical leads at the Royal Free in London  

• Shortens timelines to access care and captures a window of opportunity 

 Peer facilitates  

a workshop 
Client approaches  

peer after the talk  
Peer has direct  

number of clinic 

Referral made direct 



New Hepatitis C Trust  initiative: 
Follow me 

Peer facilitates  

a workshop 
Client approaches  

peer after the talk  

Peer has direct  

number of clinic 

Referral made direct 

Peer attends 
clinic with 
patient  

PPPPPPP
PPPPPPP 

Peer starts treatment 
In Camden one of our Peers 

recently had an intervention 

that achieved this outcome in 

16 weeks 



 Why do people remained undiagnosed 
for so long?  

• limited HCV relevance  

• felt wellness  

• stigma  

• compartmentalization of former injecting practices  

• unexplained symptoms  

• general practitioner inaction 

 Harris et al 2016 



Not all people remember, or were told about, receiving 
a blood transfusion, particularly in the context of 
surgery or childbirth 

Many former injectors will no longer be in touch with 
drug treatment services – or will have never been, 
particularly if their drug use was experimental, 
opportunistic or recreational and occurred some 
decades in the past. 
A multipronged approach is needed to increase HCV 
case finding in the UK, particularly among 'hidden 
populations' such as former injectors and transfusion 
recipients. 

 Delayed diagnosis  

 Harris et al 2016 



• Older population? – Old information/ Bad 

information 

• ‘Going off the rails’ as a teenager before 

‘turning my life around’ 

• Misdiagnosed with other conditions first 

• Asymptomatic - felt wellness 

• Previous risk taker – current risk taker?  

• Stigmatised – Unwilling to talk to GP 

• Isolated from healthcare 

• Unaware of risk – Unaware of having had 

transfusion 

 Who are they  



• I didn’t know that I had a transfusion during 

childbirth 

• I didn’t know that transfusion was a risk 

• I can’t get hepatitis as I’ve been vaccinated 

before travelling abroad 

 A Patient  



• Married – no kids 

• 45 years old  

• Businessman – Building Trade 

• Abstinent for 15 years 

• Diagnosed with HCV in 1992, 97, 

01, 03 and 12 

 Meet Mark  



Sam and Helen, both middle-aged professionals, had 
injected drugs for a short duration in the 1980s. They 
had never sought help from DTS, been on OST or felt any 
reason to disclose their past injecting history to their 
GP. This lack of visibility or identification as a former 
drug user, combined with their apparent good health, 
meant that for many years they were neither offered – 
nor sought – a HCV test. 

 Harris et al 2016 

 Sam and Helen  



• Married – 2 grown up kids 

• 60 years old  

• Motorcycle mechanic 

• Struggling with pain medication, 

excess alcohol use 

• Engaged with local DAT team since 

2015 

• Diagnosed with HCV in 2015 

 

 Meet Arthur 



Prevalence of infection varies around the UK, being 
concentrated in areas with high levels of current/past 
injecting drug use and high numbers of black and 
minority ethnic populations who have close links to 
countries with a high prevalence of HCV infection. 

Surveys suggest that only around one half of PWID 
sampled are aware of their HCV antibody positive status  

 Where are they? 



To reduce the levels of undiagnosed infection, it is 
necessary to roll out testing to more individuals at risk of 
infection. This  includes priority populations like: 

• PWID,  

• those in detained/secure settings, and to  

• populations with close links to countries with a high 
prevalence of HCV infection. 

 

 

 How  



• Blood transfusions (prior to 1992) 

• Injecting drugs, even once 

• Unsterile tattoos/piercings 

• Medical/dental procedures abroad 

• Other blood to blood contact (MSM) 

 Where are these people now? 

 Hidden in plain sight 



C. Hepatitis C in South Asian 

communities 



Hepatitis C in the South Asian 

community in Bradford  

Dr Sulleman Moreea 

GOSK FRCP FRCS(Glasg) 

Consultant Hepatologist 

Bradford Teaching Hospitals Foundation Trust 



HCV in 2006 

The prevalence of HCV in the Indian 

Subcontinent is unknown 

 

• WHO estimates – 3- 5% 

• Studies in Bangladesh – 0.9% - 13% 

• Studies in Pakistan – 3- 5% 

• Anecdotes in Pakistan – 20-50% 



The city of Bradford 

 

2011 census Population: 522452 
% South Asians: 26.8%  (140 017) 

(2001 census – 14.5%) 



Demographics 

 

• Between 2001 and 2011,  

– 40, 975 of non-UK born residents arrived in 

the city to live. 



HCV in East London 

Prevalence of cirrhosis in South Asian patients  
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Better Medicine Better Health 

Hepatitis C related deaths 

 Sep 2011: 54 yr old man on transplant list 

 Multi-organ failure 

 Dec 2011: 52 yr old man transplanted 

 Bleeding from varices 

 March 2012: 56 yr old man treated 

 Cardiac arrest following bleeding from varices 



Better Medicine Better Health 

At risk populations 

 People from high endemic areas 

 

 Intravenous drug users 



Better Medicine Better Health 

Why should we look for  

hepatitis B and hepatitis C? 

 They are treatable diseases 

 

 Prevent future illness – cirrhosis and cancer 

 

 



Finding HCV  

What have we done in Bradford? 

• Screening in pregnancy – 2005 

 

• Community study – 2006 

– 1400 people 

 

• HepFree study – 2014 

– 20 000 people 

 



Better Medicine Better Health 

Screening in pregnancy 

 Prevalence of HBV  

 Asian      1.1% 

 White Caucasian    0.4% 

 African     3%  

Mahmood, Moreea et al. BSG March 2008 



Better Medicine Better Health 

Community Study  
 

 DH/Big Lottery Funded study of viral hepatitis in 

S. Asians living in the UK 

 Five centres around the UK  

 Walsall, Sandwell, Bradford, W.London,  

 E. London 

 Community screening using oral swabs 



Better Medicine Better Health 

Community study 

 From July 2007 to August 2008 

 

 We screened 1456  people from South Asian 

Community in Bradford for Viral Hepatitis B & C 

 

 20 community centres/mosques 









Better Medicine Better Health 

Results - HCV in People Born in Pakistan  

Total  HCV + ve 

Bradford  955 14 (1.4%) 

E. London 1080 44 (4.0%) 

W. Midlands 434 7 (1.6%) 



Better Medicine Better Health Better Medicine Better Health 

Results 

  

 
5159 adults tested 

  

E. London  2336 

W. London  404  

Bradford  1396 

West Midlands 1069 

Region in Pakistan           Total  HCV + ve 

2470 65 (2.63%) 

Punjab 1051 38 (3.6%) 

Sindh 590 2 (0.03%) 

Kashmir/NWFP 226 3 (1.33%) 



Better Medicine Better Health 
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Better Medicine Better Health Better Medicine Better Health 

Community study summary 

In Bradford at least 1 in 30 people born in Pakistan 

are living with an infectious virus that can kill 

them 

 

The challenge is to find and treat these people 

whilst there is still time 



Better Medicine Better Health 

Next step – HepFree study 

 NIHR grant for a screening programme in a 

targeted population. 



Better Medicine Better Health 

Method 

Study participants are invited to attend their GP practice to 
consent for and undergo a viral hepatitis screening test 
using two methods: 

 

 invitation letters  sent to their home address (English 
and native language) 

 

 Approaching patients who attend the practice for 
another reason (opportunistic screening). 

 



HepFree - Method 



Distribution of HepFREE practices in Bradford 

BD4 

BD5 

BD9 

BD8 

BD10 

BD9 

BD2 

BD3 

BD8 

BD8 

BD7 

BD1 

BD7 

BD2 

BD8 

BD3 

BD3 

BD1 



  BD1 BD2 BD3 BD4 BD5 BD7 BD8 BD9 BD10 

Gender 

(%) 

M 54.9 51.5 50.1 48.4 54.9 54.9 50.1 49.5 49.3 

F 45.1 48.5 49.9 51.6 45.1 45.1 49.9 50.5 50.7 

Mixed Caribbean (%) 0.7 0.6 0.3 1.8 0.7 0.7 0.3 0.7 0.8 

Mixed/white/black 

African (%) 

0.4 0.1 0.2 0.3 0.4 0.4 0.1 0.1 0.1 

Mixed/white Asian (%) 1.3 1.3 1.6 1.1 1.3 1.3 1.3 1.9 0.6 

Mixed other (%) 0.5 0.4 0.3 0.5 0.5 0.5 0.3 0.4 0.3 

Indian (%) 6.9 4.5 4.5 2.0 6.9 6.9 3.8 3.2 1.6 

Pakistani (%) 42.7 60.3 63.9 3.2 42.7 42.7 72.3 49.7 0.7 

Bangladeshi (%) 2.4 9.0 5.3 0.4 2.4 2.4 0.8 2.3 0.0 

Chinese (%) 2.7 0.3 0.3 0.5 2.7 2.7 0.2 0.3 0.4 

Other Asian (%) 4.1 3.0 3.2 0.8 4.1 4.1 3.0 2.6 0.6 

Black African (%) 5.4 1.5 0.8 2.3 5.4 5.4 0.7 1.0 0.2 

Black Caribbean (%) 0.9 1.1 0.5 1.3 0.9 0.9 0.7 0.6 0.6 

Black other (%) 0.2 0.2 0.1 0.3 0.2 0.2 0.1 0.1 0.0 

Arab (%) 4.0 1.3 0.5 0.6 4.0 4.0 0.9 1.3 0.1 

Other (%) 2.2 1.5 1.3 0.7 2.2 2.2 1.1 0.9 0.3 

Postcode district % of Pakistani residents 

BD1 42.7 

BD2 60.3 

BD3 63.9 

BD4 3.2 

BD5 42.7 

BD7 42.7 

BD8 72.3 

BD9 49.7 

BD10 0.7 

 
Demographic data in specific Bradford postcodes with active HepFREE practices  
 



HepFree study 



 
Preliminary results (December 2014) - HCV 

12940 
letters sent 

3726 (29%) 
Hep screens sent 

3641 (98%) 
Negative screens 

85 (2%) 
Positive screens 

45 (1%) 
HCV ab positive 

32 (0.7%) 
PCR negative 

13 (0.3%) 
PCR positive 

40 (1%) 

HBsAg positive 





HepFree findings - 2016 

• Prevalence of viral hepatitis: 1.77% 

– HCV 0.9%  

– HBV 0.8%  

• In first generation immigrants 

– HCV 1.2% 

– HBV 1.1%.   



HepFree findings 

• Higher rates of positive screening tests 
were identified in  

– non-English speaking immigrants,  

– in males 

– in individuals of advancing age.  

• It was more difficult to engage males in 
screening and language barriers can 
prevent individuals from accessing 
appropriate healthcare services. 



 

In conclusion 
• 1.8% of viral hepatitis screening tests are positive in 

Bradford in the large screening HepFree study. 

 

• First generation immigrants are at higher risk. 

 

• The number of potentially infected individuals with 

HBV and HCV in Bradford could be as high as 2500. 

 

• So far we have treated around 700 patients with HCV 

in this population. 

 



Better Medicine Better Health 

Thank you 

 



Group work: exercise one 

• How could you develop your service to 

reach out further to the South Asian 

community? 

 
» 10 minutes 

» 5 minutes feedback 



Considerations: 

• What are you currently doing and how 
could you improve your service: please 
consider: 

– Healthcare professional awareness 

– Community awareness 

– What are your barriers to engaging the S 
Asian community 

– The environment for testing, assessment and 
treating....are they appropriate and culturally 
aware 

– Who can help you achieve your goals 



Group work: exercise two 

• How do we engage with other groups who 

may be at risk of HCV infection? 

 
» 10 minutes 

» 5 minutes feedback 



Considerations 

• Which groups have you identified in your 

communities? 

• Do they have particular needs? 

• Are there barriers to accessing 

healthcare? 

• Are there cultural considerations? 

• What can you do to break down the 

barriers to accessing testing and treating? 

• What resources do you need? 



Workshop feedback 

Wednesday 6 September 2017 

Leeds 



Closing comments 

Wednesday 6 September 2017 

Leeds 



Hepatitis C Good Practice Roadshow 

Wednesday 6 September 2017 

Leeds 


