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 Background:  

• Liver disease is the 5th biggest killer in the UK, with rising morbidity and mortality related to chronic hepatitis C (HCV) 

• Marked geographic variation exists in the prevalence rates of HBV and HCV worldwide 

• Consequently migrant groups in the UK are disproportionately effected by HBV and HCV (Chronic Viral Hepatitis, CVH): 

•95% of UK chronic HBV cases lie in the migrant community 

•Prevalence rates of HCV are far higher in migrant groups, particularly the South Asian Community             

– with prevalence rates of 2.7-4.8% (Pakistani population) 

• National and International guidance advocates case-finding in those at-risk for HBV & HCV, including Migrant groups 

• The National Institute of Health and Care Excellence (NICE) released guidance on hepatitis B and C testing in 2012 

•Recommendations include offering testing to People born or brought up in 

countries in: 

 

 

 

 

 

 

• There is however marked variation in the prevalence rates of HBV and HCV within countries and communities  

• Migrant groups are often considered a “hard-to-reach” population, with differences in health-seeking behaviour and 

engagement with medical services – community testing is widely recommended, but there is no standardised approach to 

reach multiple-diverse at-risk migrant groups  

 

• Frimley Park Hospital, Surrey (South East England) serves a diverse population, with a large South Asian community 

(principally from Pakistan) and the 2nd largest Nepali community in the UK; a new and unique migrant community to the UK 

• Reaching-out to these groups is a priority, to identify and manage CVH before complications arise 

• Here we describe our experiences in offering Community-based HBV and HCV testing to these neighbouring, but very 

different communities 

Study Aims & Objectives:  
 

The study aims were to: 

1. Develop strategies to raise awareness of HBV and HCV, and to offer testing to at-risk migrant groups from the South Asian 

and Nepali communities 

2. Characterise the prevalence of HBV and HCV in these communities 

3. Identify possible risks associated with chronic viral hepatitis in these groups 

4. Validate earlier studies showing high rates of infection in the South Asian community 

The local South Asian and Nepali community served by Frimley Park Hospital  

• Mosques have proved a successful location to 
provide health education and testing 
• Frimley Park Hospital serves a large South Asian 
community in the Woking area, where up to 30% 
of the local population are of Pakistani origin 
•The Woking mosque is the oldest mosque in the 
UK , built in 1889 by the Jewish born G Leitner 
 
• Contact was made with local Imams and 
community leaders to explain the rationale for 
testing, and to establish community testing  
 

Pakistan  
Nepal  

• The Nepali population is a “new” and “unique” community to the UK 
• The UK Nepali population has grown rapidly over the past 10 years, following 
settlement rights granted to ex-Gurkha servicemen and their dependents in 
2004, a policy that was expanded with public support in 2008 
• The current UK Nepali population is 60,000; a growth of over 969% since the 
2001 census[1] 

• The UK community originates from geographically-select areas in Nepal, which 
is in keeping with historic Gurkha military recruitment practices 
• Health data is sparse in Nepal, and extremely limited in this unique community. 
Rates of CVH are unknown in the UK community  
• The attitudes and perception to liver disease in this community is unknown 
• Therefore before designing testing strategies, Focus-group sessions were 
conducted to investigate the understanding and perception of liver disease 

Methods: 

• Local ethics board approval obtained for both studies 

• A community advisory group  (CAG) established with local leaders to devise   
   culturally appropriate testing sessions 
• Local Government offices and local Primary Care services informed of testing plans 
• Given its “new” migrant status, Focus Group sessions were held with members of  
   the local Nepali population 
• Community-testing centres chosen with help of the CAG: 
 

    
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Testing:  
•  Dry-blood-spot (DBS) testing offered to volunteers  
 - HBsAg + cAb 
 - anti-HCV Ab 
- HCV RNA + GT   
Rapid and acceptable 
testing method 
Results given in 1-2  
weeks 

3 x mosques (Shah Jahan mosque)  target South Asian community 
3 x community centres  target Nepali community 

• 1 x Theatre 
• 1 x School Hall 
• 1 x Church Hall 

Advertising 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mosque study (2012) 
 
• Press-release & publicity on 
local BBC services 
• Widespread publicity in 
community centres  
   - posters 
   - flyers 
• Publicised by religious leaders 
 
 

Nepali Study (2013): 
• Restricted advertising 
• study coincided with rise of far-
right anti-immigrant sentiment  
• Local  government concerned of 
impact if viral hepatitis seen to be 
higher in this new migrant group 
• Advertising restricted to:  
   - Word-of-mouth 
   - Community groups/ Nepali   
   radio 

Results:  

219 members of the South Asian Muslim community tested  from 2011 to 2012 

508 members of the Nepali community were tested from 2013 to 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Characteristics Mosque study Nepali study  

No. tested 219 508 

Male 164 (75%) 229 (45%) 

Age (mean/range) 45 years (18-86) 62 years (18-80) 

Country of origin Pakistan (89%) Nepal (99%) 

Mosque study – 219 individuals 
• 4 x HB s Ag + ive cases 
• 4 x HB c Ab + ive cases 
• 4 x HCV Ab cases ( 3 with  
   detectable RNA) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Associations: 
DM, Hajj 
Circumcision              Not linked   
Surgery / Vaccine        to CVH  
Abroad 
 
All +ive cases: 
1st Generation Migrants 
7/8 – from Pakistan (1: Saudi) 
Had a shorter length of stay  in the 
UK (p<0.04, Fisher’s) 
Mean/Median age = 37 yrs 

Prevalence rates: 
HBV:  1.8% 
HCV:   1.8%  
CVH (HBV & HCV) = 3.6%  

Nepali study  - 508 individuals 
 

2   x  HBsAg + Ive 
60 x  HB c Ab +ive (prev infect.) 
1    x  HCV Ab ( but - ive RNA)  

 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
 
 

 
 

Prevalence rates: 
HBV:                           0.4% 
HB core Ab                12%  
 HCV Ab (prev)          0.2% 
CVH  (HBV & HCV) = 0.6% 

Associations: 
Surgery /Vaccine 
Abroad                        Not linked 
Transfusions                  to CVH 
Piercings 
Length of stay 
 
All +ive cases: 
All were 1st generation 
HBcAb +ive cases were older and 
spent less years in school (0.7  vs 2.2 
years, p=0.02) 

Discussion 

• We have successfully engaged with testing in two geographically close but very different 
communities.   
• We show further evidence for the role of religious leaders and settings for health-promotion and 
testing 
• Rates of CVH are 5 x higher in the Pakistani population than the baseline UK rates (3.6 vs 0.7 %), 
and are higher in 1st generation migrants of a relatively young age 
• The UK Nepali population is a unique community with unknown health needs, and without a 
single-route of access to promote health-awareness or testing (mean/median age 37 yrs) 
• Most of the elderly Nepali (the majority group) are functionally illiterate to English and Nepali 
• We encountered considerable difficulties in publicising and devising testing strategies in the face 
of heightened anti-immigrant sentiment 
• Nevertheless, we have established success in reaching out to this new group through peer-
mentor support, and word-of-mouth promotion through motivated community leaders 
• Rates of CVH in the Nepali population seem to close to the UK average, but our sample includes 
many older individuals. 
• Further studies will be important to identify the need and benefit of testing all migrant 
communities, or if a targeted strategy is more appropriate 

Focus Group results – Nepali community 
22 Nepali members took part in focus group sessions – divided by sex and age  
• Causes of liver disease: Strong externalising factors from “magic” and “food/water pollution” were 
expressed by all groups: 
“It comes from our food.... we also hear that Witch person can give the disease” 
“No it is not communicable in my opinion”; “Genetic, not communicable” 
Treatment Experiences / Knowledge: 
 “It is said that herbal medicine best, but does not cure disease completely” 
“There are many stories where witch doctor treated jaundice. Modern medicine and injections are really 
bad for jaundice” 
 
Younger groups identified greater stigmatisation with the label of hepatitis – linking this to alcohol and 
prostitution 
Functional illiteracy to both Nepali and English was expressed as concern by both older and younger 
Nepali  we therefore withdrew many of our written invites, focusing on word-of-mouth and radio 
advertising 
All were keen to learn more about liver disease, and to engage in testing services in the community 
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