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HCV Action: Who we are

Our network

o The HCV Action network, co -ordinated by The Hepatitis C Trust, brings
together health professionals from across the patient pathway, including
GPs, specialist nurses, clinicians, drug service workers, public health
practitioners, prison healthcare staff and commissioners.

Our aims

o To highlight and disseminate examples of best practice in hepatitis C care

o To act as a catalyst for the improvement of hepatitis C services.
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HCV Action: What we do

What we do

u Stage events across the UK.

u Produce and disseminate information and resources to health
professionals working around hepatitis C, including:

o Good practice case studies
o Commissioning toolkit

o Monthly e -updates
u Host an online hepatitis C resource library, with over 250 resources.
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Sharing Best Practice

Why share best practice?

(0]

(0]

Atri sk groups are not Ohard to reachodé, services are
of best practice in reaching and treating these patients are out there.

There are fantastic services across the UK, but all services could be improved in
some way. Need to disseminate best practice to ensure a co -ordinated,
standardised approach to hepatitis C.

Ef fective outreach services wil/l be needed to achi e
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Best Practice Examples

u Addaction & The Hepatitis C Trust:
Peer-to-peer education (2015 -16)

®
O 112 peer -led workshops delivered over course of a year addaCtIOH

O 806 service users attended

O 70% of those who completed feedback
guestionnaires indicated knowledge had
il ncreased 6a | otd or Omassivelyd

THE HEPATITIS 4 TRUST

O 141% increase in number of people taking hepatitis C

tests following workshops HCVACiIion




Best Practice Examples

u ITTREAT project in Brighton (2013-2017)

o A 4-year hepatitis C community project
evaluation.

o Testing and treatment for PWID.

o 550 people tested, 250 (45%) positive. 179
found suitable for treatment, of whom 116
commenced/completed treatment in the
community.

o Service now being permanently funded
by Brighton & Sussex University Hospital.

-
HCV Action: Sharing good practice hub
Case study: ITTREAT (Integrated community-

based Test - stage ~ TREAT)

Published April 2018

ITTREAT (Integrated community-based Test — stage — TREAT)
An example of ing an i d hepatitis C ity service for people who
inject drugs

Key points

The Brighton Pilot was a 4-year Integrated Test-stage and TREAT (ITTREAT)
community HCV project evaluation, running from December 2013 - Dec 2017.

The project appointed a specialist hepatitis nurse to lead a ‘one-stop’ holistic
hepatitis C service - including testing, assessment of liver scarring, education and
treatment - within a community-based substance misuse service.

The project screened 550 participants of whom 250 (45%) were found to be HCV PCR
positive. One hundred and seventy-nine individuals were suitable for HCV
treatment, of which 116 commenced/completed treatment in the community, with
a98% compliance rate and treatment outcomes comparable to secondary care.

The service demonstrated a clinically effective model for delivering accessible
community-based test and treat HCV services, and contributed to a reduction in
hepatitis C prevalence in the area. The service is now permanently funded by
Brighton & Sussex University Hospital

Overview

The ITTREAT project supported and monitored the development of an integrated nurse-led
hepatitis C service within a substance misuse service in Brighton and Hove. The specialist
nurse worked full time and was employed by Brighton & Sussex University Hospital.

The project aimed to investigate the effectiveness of delivering integrated hepatitis C care,
from testing to treatment, in an accessible community setting aimed at people who inject
drugs (PWID). PWID are 3 highly vuinerable and disenfranchised cohort with poor
engagement with health services, and past research has shown that PWID who are referred
to hospital for hepatitis C treatment have very high rates of disengagement from care.

By providing on-site treatment, the ITTREAT project aimed to access ‘hard to reach’ PWID
and ensure continuity of care in a local setting, minimising treatment drop-out rates and
providing high quality and effective service delivery. The project contributed to reducing
hepatitis C prevalence amongst PWID in Brighton and proved to be a clinically effective
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Best Practice Examples

u Homecare treatment delivery
by Nottingham University

Hospitals
P o mempw—m—y FINANCIAL SAVINGS
age Secondary care (Average delivery
pathway cost distance 14 miles) AVERAGE SAVING PER PATIENT
o Homecare project established Inital Consuﬂant £200 (consultant £200 (consultant VS SECONDARY CARE: £218
Appomtment appointment) appointment) Other costs per year.
Novem bel’ 2 O 1 6 £76 (Nurse appointment) £28.47 (delivery fee) Homecare coordinator - £15940

£76 (Nurse appointment)  £28.47 (delivery fee) Number of patients needing to be treated a month via
£76 (Nurse appointment) £28.47 (delivery fee) Homecare rather than secondary care to cover costo

o Within six months, 116 patients oo o bt b e
started on treatment ZS :Num o) ig:: o Homecare coordinatorcan treat up to 15 patients a

monthon a erage
o 89 com p | ete d tre atm e nt 4 5 *Based on a patient being given 12 weeks of treatment v
reached SVR12

o Cost savings of £218/patient

o All patients reviewed the service
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How you can get involved

Share your good practice:

o If you, or your service, is doing something innovative
in relation to managing hepatitis C, then let us know so we
can share it!

Join our network to receive monthly e  -updates

(sign-up sheets on tables)
Use our resources
Follow us on Twitter - @HCVAction

HCVAction

Bringing you the latest hepatitis C news and events March 2018

News & Reports

* Public Health Engfand has
published an updated report on
in the North

e its annual Hepatitis
eport. The

report shows 2n estmated 15,000
out of 40,000 (40%) of people
infacted with hepatitis C in the
Narth West remain undiagnosed

* Dr Steve Ryder, Chair of

red an opinion
graph highlighting
the importance of hepatitis C
elimination and referencing the
recently released inquiry report by
the APPG on Liver Health. Read

the arficle here

* A new blog for Huffington Post by

Macikene, makes the case for co-

ordinated, strategic nationa! action
to eliminate hepatitis C. and

summarises the recommendations
of the recently published APPG on

ith inquiry report on
hepatitis C. Read the blog here

*The Werid Healih Orga

APPG on Liver Health
launches 'Eliminating Hepatitis C in
England’ inquiry report

The All-Party Parliamentary Group
on Liver Health has published its
Eliminating Hepatitis C in England
report, following a launch event in
it apais ¢ Parliament with speakers including
i England Norman Lamb MP, Sir David
Amess MP, Virendra Sharma MP,
Baroness Randerson, Baroness
Masham and Lord Mancroft
advocating for the report's
recommendations

The report outlines the findings of
an inquiry conducted by the APPG in Iate 2017. Drawing on
contributions from experts from across the hepatitis C care
pathway, the report sets out action-based
recommendations on awareness-raising, prevention, testing
and treatment, including calls for:

Introduction of opt-out testing for hepatitis C in
substance mis! TV with commissioning
ntracts stipulating clear mechanisms to hold
services to account for failures to meet testing targets
Treatment to be universally accessible and available
in community settings like drug and alcohol services
and sexual heaith ices

An effective long-term funding deal between NHS
England and industry supported by a national
elimination plan

Sir David Amess, co-chair of the APPG on Liver Health, said
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Thank you

www.hcvaction.org.uk
c/o The Hepatitis C Trust

020 7089 6220
HCVAction




Public Health
England

Local epidemiology

Dr Angeline Walker

Consultant in Health Protection, Public Health England



Public Health

England

Protecting and improving the nation’s health

Hepatitis C epidemiology

Angeline Walker
Consultant in Health Protection

With thanks to Dr Karthik Paranthaman, Consultant Epidemiologist



Overview

A Burden of disease
A Risk groups
A Impact of treatment on outcomes

A Recommendations

15 Hepatitis C epidemiology




Natural history of HCV

3 Female sex, young age at infection

o -

73} =30 years
=
2
7
o Normal Acute Chronic Chronic Cirrhosis Risk of
83 liver infection infection hepatitis develops carcinoma,
= develops in 20% 1-4%
% in 80% per year
2
T
o

= =20 years

@

2 Alcohol use, coinfection

Lauer GM, N Engl J Med 2001; 345:41-52

Hepatitis C epidemiology




Global prevalence

Prevalence (viraemic)
1 0.0-<0-6%

[ 0.6-<0-8%
[C10.8-<1.3%
[01.3-<2.9%

B 2.9-67%

Lancet Gastroenterol Hepatol. 2017; 2: 1611 76
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Disease burden in the UK

A Estimated prevalence 0.4%
A ~160,000 people infected
A HCV-related ESLD/HCC in England increased from 1342 in 2010 to 1996 in 2016 (HES data)

A Death due to ESLD/HCC in those with HCV mentioned on their death certificate in England: 182 in
2005 to 368 in 2016 (ONS data)
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Laboratory reports of hep C, England
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NOTE: Following improvements to the de-duplication process, data may differ from that reported in previous years This new process u!enluﬁes records that contain duplicate data and enables laboratory reports to be assigned to a comect year of
diagnosis where data are in conflict. This has led to some reports being allocated to different years of diagl . For transp: ¥, pi ly rep: data are shown alongside updated values generated by the new process
* Laboratory repos include positive test resilts \‘ur hapanlns C antibody and/or hepatitis C RNA; 2016 data are provisional and figures for previous years are subject to change as a result of late repomng and the associated de-duplication procedure.
The nature of y reporting and the d tion procedure is such that re-infections are not captured. Results forchildren under 1 year of age are excluded to rule out the likelihood of simply Y.
**Statutory notification by diagnostic laboratories was introduced in October 2010141
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Age and sex distribution, laboratory reports of hepatitis C , England, 1996 to 2016
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NOTE: Following improvements to the de-duplication process, data may differ from that reported in previous years. This new process identifies records that contain duplicate data and enables laboratory reports to be
assigned to a correctyear of diagnosis where data are in conflict. This has led to some reports being allocated to different years of diagnosis.

* Laboratory reports include positive test results for hepatitis C antibody and/or hepatitis C RNA; 2016 data are provisional and figures for previous years are subject to change as a result of late reporting and tye
associated de-duplcation procedure. The nature of laboratory reporting and the associated de-duplication procedure is such that re-infections are not captured. Results for children under 1 year of age are excluded to
rule of the likelihood of simply detecting maternal antibody.

**Statutory notification by diagnostic laboratories was introduced in October 201014!!

Data source: CoSurviSGSS
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Groups at risk

A PWID, more in young to middle-aged men (~90% in recent estimates);

A People born or brought up in a country with an intermediate or high prevalence (2% or greater) of
chronic hepatitis C

A Other uncommon reasons (transfusion/blood product recipient, sexual exposure, vertical, renal, etc.)
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Prevalence estimates, Kent ODN

Prevalence estimates (end of 2017)

Risk group Chronic
Risk group size infections % prevalenceNotes
Depends on UAM survey and NTA
PWID 4,960 2,330 47 .0%estimates
Dependent on progression rates and
Ex-PWID 14,140 2,350 16.6%HES data
Based on limited 2005 data and no
S. Asian never injectors 40,300 90 0.22%temporal trend
No direct data and no temporal trends
White/other never injectors 1,729,000 270 0.02%
. Dependent on all assumptions above
Total population 1,788,400 5,040 0.28%
. . o . | Uncertainty is conditional on model
Credible interval for total chronic infections: 3,900 - 6,620 L s riiens
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Prevalence of infection in PWID, England
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*Prior to 2009, sample collection was by oral fluid. During 2009 to 2011 there was a phased change in the sample collected in the survey from oral fluid to dried blood spot (DBS). The sensitivity of the anti-HCY
tests on these two sample types is different. The sensitivity of the oral fluid test for anti-HCV is approximately 92%,!""l that of DBS samples is close to 100%. Data presented here have been adjusted for the
sensitivity ofthe oral fluid test.
Dhata source: Unlinked Anonymous Manitoring Survey of people who inject drugs: people injecting psychoactive drugs. ™™
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Estimated disease stages and diagnoses Kent and
Medway (end of 2017)

https://www.gov.uk/government/publications/hepatitis-c-commissioning-template-for-estimating-disease-
prevalence

3,720

moderate 940
compensated cirrhosis 360
% cirrhosis 7.2
diagnosed 1,010
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Estimated incidence of HCV among PWID who reported injecting in the previous year,
England
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*Those with HIV are excluded because they can have sub-optimal antibody responses as a result of their HIV infection 39
** The 2016 estimate is based on a pooled estimated of incidence calculated by avidity testing and RMA testing. For the incidence calculations of avidity testing (2011-2016) a fixed window
period of 100 days was used, for RNA testing (2016) a fixed window period of 57 days was used. Please note that window periods of both measures are uncertain.
Data source: Unlinked Anonymous Monitoring Survey of people who inject drugs in contact with specialist services '8
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Estimated rates of opiate/crack cocaine users, Kent and Medway
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https://fingertips.phe.org.uk/search/crack#page/0/gid/1/pat/104/par/E45000019/ati/102/are/E10000014

