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Summary Report 

An estimated 17,823 people in the West Midlands have hepatitis C, with around 40% of these 

people still being undiagnosed (REF). An estimated 35% of this total are people who currently 

inject drugs, with 31% being people who previously injected drugs but who no longer who do 

so, and 34% being people who have never injected drugs (64% of whom are from Indian, 

Pakistani or Bangladeshi backgrounds). Cases of hepatitis C-related end stage liver disease 

and hepatitis C-related hepatocellular carcinoma 

have risen significantly in the West Midlands in 

recent years, as have the number of liver 

transplants where hepatitis C has been the 

primary indication; resulting in not just a huge 

personal cost to individual’s lives but also a huge 

financial cost to the NHS. 

Given the standing of hepatitis C as a particularly 
significant public health issue in the West 
Midlands, on 23rd October HCV Action and Public 
Health England staged the third of their hepatitis 
C good practice roadshows in Birmingham, with 

the aim of instigating and assisting local action to tackle hepatitis C. The roadshow featured a 
range of presentations from relevant experts and health professionals, including Dr Andrew 
Holt (Consultant Hepatologist, Queen Elizabeth Hospital), Dr Mamoona Tahir (Health 
Protection Consultant, Public Health England), Catherine O’Connell (Regional Director of 
Specialised Commissioning, NHS England), and Dr Meng Khaw (East Midlands Centre 
Director, Public Health England). A full list of 
the talks on the day is below.  
 
The roadshow also sought to share examples 
of good practice, including through a 
presentation from Dr Judith Yates, who 
provided an overview of a primary care-based 
hepatitis C treatment service that has been 
developed and implemented in the Ridgacre 
Surgery in Birmingham. The service, which 
was coordinated by the University Hospital 
Birmingham NHS Foundation Trust and CRI, 
involves delivering treatment and care in a 
primary care setting; something which 
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significantly reduces the barriers that many people face when seeking to access hepatitis C 
treatment. 
 
Nearly 100 people attended the roadshow, including commissioners, nurses, councilors, drug 
workers, prison health professionals and a host of others working in or around hepatitis C in 
the West Midlands. The full set of slides presented by each of the speakers can be found on 
the HCV Action resource library here. 

 

 

Introduction and setting the scene 

Dr Meng Khaw, Chair of the British Viral Hepatitis Leads Group & East Midlands Public 

Health England Director 

   

Local epidemiology 

Dr Mamoona Tahir, Health Protection Consultant, Public Health England West Midlands 

  

Treatment of hepatitis C and possibilities for elimination 

Dr Andrew Holt, Consultant Hepatologist, Queen Elizabeth Hospital 

 

The Going Viral Project: Testing for BBVs in A&E – a good practice case study 

Dr Stuart Flanagan, Clinical Research Fellow (Viral Hepatitis), Queen Mary University of 

London 

  

HCV Action: Sharing good practice 

Charles Gore, Chief Executive of The Hepatitis C Trust and member of the HCV Action 

Steering Group  

  

Outreach service: Good practice case study presentation 

Dr Judith Yates, GP 

  

Panel discussion: Problems and solutions for tackling hepatitis C locally 

 

Commissioning landscape for hepatitis C 

Catherine O’Connell, Regional Director for Specialised Commissioning, NHS England 

 

Workshop 1: Addressing hepatitis C in South Asian communities 

Kam Gill, Health and Justice Commissioning Manager, NHS England 

Dr Mamoona Tahir, Health Protection Consultant, Public Health England 

 

Workshop 2: Awareness and testing in drug services 

Andy Pearson, Hepatitis C Pathways Coordinator, The Hepatitis C Trust 

Archie Christian, Peer Educator, The Hepatitis C Trust 

 

http://hcvaction.org.uk/resource/hcv-action-and-phe-hepatitis-c-roadshow-birmingham-presentations
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Workshop 3: Addressing and managing hepatitis C in primary care 

Danny Morris, Clinical Lead for the RCGP Certificate in the Detection, Diagnosis and 

Management of Hepatitis C in Primary Care 

 

 
Workshop discussions 

During the roadshow’s afternoon session, three workshops were held on key issues related 

to hepatitis C in the West Midlands: hepatitis C among South Asian communities, awareness 

and testing in drug services, and hepatitis C in primary care. Below is a summary of 

discussions from the workshops: 

 

Workshop 1: Addressing hepatitis C in South Asian communities 

Kam Gill, Health & Justice Commissioning Support Manager, NHS England and Dr 

Mamoona Tahir, Health Protection Consultant, PHE 

Attendees were firstly provided with an overview of hepatitis C among South Asian 

communities. Key points included: 

 HCV prevalence among South Asian communities in England estimated to be 2.3%, 

compared to the national average of 0.4%. 

 

 BME groups more likely to die from serious liver disease, and less likely to be 

diagnosed and treated for HCV before progression to advanced liver disease. 

 

 Pakistani community have (proportionately) 7-10 times more episodes of HCV-

related end stage liver disease. 

 

 26.62% of people in Birmingham are Asian or Asian British. 

 

 Opportunistic testing carried out among BME patients by Dr Andrew Rouse in 2009-

10 found an HCV prevalence rate of 2.4%. Similar testing carried out by Cape Hill 

Medical Practice found a prevalence rate of 5.5% among high risk patients. 

 

 

Reasons for the disproportionately high prevalence among South Asians included: 

 Almost 2% of blood donors in India are HCV positive. 

 

 Estimated to be 12 million people in India with HCV. 

 

 Some estimates suggest a 10% prevalence rate in Pakistan. 

 

Workshop attendees were then asked to identify barriers to testing and treatment 

experienced by South Asian communities. Suggested barriers included: 

 Lack of awareness of hepatitis C. 
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 Language barriers (which make it difficult to improve awareness and understanding, 

as well as making it difficult to access services). 

 Stigma, which prevents people from being tested and accessing services. 

 Confusion and myths around transmission routes etc. 

 Lack of appropriate treatment settings. 

 Lack of appropriate community-based services, provision and support. 

Attendees were then asked to think of practical ways to remove some of these barriers. 

Suggestions included: 

 In order to raise awareness of the virus among South Asian communities, reduce 

stigma and ‘myth-bust’: 

 

o Stage awareness-raising community events, ensuring ‘buy in’ from key local 

community groups, e.g. mosques and women’s groups, and utilising local 

media. Events should encourage testing and communicate key messages 

and facts around the virus. 

 

o Raise awareness alongside other conditions that disproportionately affect 

South Asian communities, e.g. at diabetes clinics. 

 

o Develop a ‘Community Champions’ project, with individuals from the relevant 

community tasked with improving awareness and understanding of BBVs. 

 

o Ensure that posters, leaflets etc. are available in appropriate languages. 

 

 

 In order to improve support for those who are diagnosed: 

 

o Develop South Asian-specific support groups. 

 

 In order to make testing more accessible: 

 

o Make dry blood spot testing available in pharmacies. 

 

o Ensure hepatitis C tests are offered to all new GP registrants from high-risk 

communities. 

 

 

 

Workshop 2: Awareness and testing in drug services 

Archie Christian, Peer to Peer Educator, The Hepatitis C Trust and Andy Pearson, Pathways 

Co-ordinator, The Hepatitis C Trust 

 

The workshop looked at some of the psychological and physical barriers to engaging/re-

engaging drug service clients in the hepatitis C care pathway, and examined ways of 

overcome these barriers.  
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Psychological barriers                                            Possible solutions 

 

Ambivalence about hepatitis C                               Awareness/education 

Fear of interferon treatment                                    Awareness/education/peer support 

Negative experiences with health care systems     Peer/staff support 

Social anxiety/poor self-image                                Peer support 

Lack of self-belief                                                    Support group/peers 

Denial about their status                                          Awareness/education 

Lack of confidence in confidentiality                        Stringent consent policy        

Fear of losing anonymity regarding HCV+ status    Peer support and education 

 

Practical & physical barriers                                     Possible solutions 

 

Poor venus access                                                   DBST/extra jugular testing 

Caring responsibilities                                              Flexible appointment times 

Lack of stability                                                        Support group/tailored care plan 

Homelessness                                                          Prioritise needs/long term care plan 

Lack of family or peer support                                  Peer support 

Poor time management                                            Appropriate appointment times 

Other priorities (making or buying drugs)                 Incentives to attend appointments 

Geographical/travel barriers                                     Peer support/financial assistance 

 

Attendees also discussed barriers to delivering treatment in drug and alcohol service 

settings, as well as possible solutions: 

 

Barriers                                                                 Possible solutions                                                                  

 

Inconsistency of service provider                         TUPE workers/borough wide referral forms 

(lack of continuity of care and loss  

of developed trust) 

Low priority                                                           Commissioner buy in/investment 

Lack of resources 
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Workshop 3: Addressing and managing hepatitis C in primary care 

Danny Morris, Clinical Lead for the RCGP Certificate in the Detection, Diagnosis and 

Management of Hepatitis C in Primary Care 

 

To set the scene, attendees 

firstly viewed a clip from a film 

that HCV Action, The Hepatitis C 

Trust and the RCGP co-

produced titled ‘Detecting and 

Managaing Hepatitis C in 

Primary Care’, which aims to 

support primary care staff to 

improve their knowledge about 

hepatitis C, and build their 

confidence in diagnosing people and supporting them through treatment. The film can be 

viewed in full here. 

 

Attendees then discussed some of the barriers to increasing testing in primary care. 

Suggestions included: 

 

 On the part of patients: 

 

o Previous negative experiences when engaging with services 

o Stigma 

o Poor information on hepatitis C 

o Chaotic lifestyles; meaning individuals find it difficult to access primary care 

services 

 

 On the part of primary care services: 

 

o Lack of pathways to refer people on to, meaning testing isn’t carried out. 

Suggestion that Operational Delivery Networks (ODNs) aren’t yet fully 

established and people may fall between the cracks. 

o Feeling that it is too big an issue to be tackled in primary care. 

o Lack of confidence on the part of GPs; who often do not know enough about 

hepatitis C. 

o Time constraints (GPs only have 7 minute consultations). 

o No GP incentive to test. 

 

Suggestions for tackling and removing these barriers included: 

 

 Improving patient information in order to remove stigma 

http://hcvaction.org.uk/resource/film-detecting-managing-hepatitis-c-primary-care
http://hcvaction.org.uk/resource/film-detecting-managing-hepatitis-c-primary-care
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 Improve training for primary care staff; ensure their knowledge of hepatitis C is of a 

sufficiently high standard. 

 Improved communication between GPs, pharmacies and prison in order to ensure 

individuals do not ‘fall through the gaps’.  

 

 

Attendees then discussed some of the barriers to delivering treatment in primary care. These 

included: 

 

 Poor attendance rates from patients. 

 Reluctance to treat due to perceived poor treatment outcomes. 

 Belief that specialist counselling is required to support people through treatment, but 

a feeling that this is not the job of primary care staff. 

 Stigma (from both patients and primary care staff). 

 
Suggestions as to how to overcome these barriers included: 

 Closer working with key workers (e.g. from drug services) in order to support people 

into and through treatment. 

 Closer working with secondary care services in order to design community-based 

services that are easier to access for all. 

 Increased training for primary care staff regarding new hepatitis C treatments and 

their efficacy. 

 

Pledges by attendees 

At the close of the roadshow, attendees were asked to write down one action point that they 

will take forward in their service / everyday practice as a result of what they had heard and 

discussed throughout the day. Below are some of their pledges for action: 

“Convene a meeting with my team to discuss what 

actions we can take to improve our service within the 

prison environment.” 

“Actively review the current HCV testing algorithm within 

PHE to give the most efficient result pathway.” 

“Review all materials distributed to our clients to ensure 

it is fully up-to-date with regards to hepatitis C.” 

“Address the need for improving testing and treatment in 

primary care in Walsall through a shared care service 

and peer education.” 

“Raise awareness of hepatitis C within black and 

minority ethnic community organisations and faith 

groups in Sandwell, using community champions.” 

“Meet with commissioning colleagues in the relevant 

CCGs to ensure they are aware of their responsibilities.” 
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“Ensure that we move to an opt-out testing approach as soon as possible.” 

“Review staff knowledge levels and develop appropriate training programmes if required.” 

“Try and introduce DBST in my prison in order to increase testing, and ensure that managers 

are on-board.” 

“Work with colleagues to ensure that BBV screening is incorporated into new commissioning 

arrangements.” 

“Engage with pharmacies in Birmingham to make sure that they do more to raise awareness 

of hepatitis C as part of their needle exchange service.” 

 

Next steps for the West Midlands 

It is vital that local commissioners, health professionals and other influencers in the West 

Midlands now seize the opportunity that exists to eliminate hepatitis C as a serious public 

health concern, building on the messages presented during the roadshow talks and workshop. 

Below are some immediate steps that could be taken to improve hepatitis C services in the 

West Midlands: 
 

 Formulate a clear plan for tackling hepatitis C in Brighton and the wider Sussex 

area: 

  

o Ensure that Health and Wellbeing Boards in the area include a section on hepatitis 

C in their Joint Strategic Needs Assessments and plans, assessing the risk groups 

and including detailed targets. 

 

o Utilise the suggestions from the afternoon workshop to assess which hepatitis C 

interventions could be integrated into existing services, and engage with a range 

of key local stakeholders to plan new interventions and ensure they are sustainably 

and effectively delivered. 

 

o Design and publish an integrated care pathway for hepatitis C through partnership 

working between the Local Authorities, CCGs, ODNs and NHS England 

Specialised Commissioning which includes the key ‘anchor points’ discussed 

below. 
 

 Data collection: Gain a picture of the effectiveness and necessity of hepatitis C 

services and measure progress by ensuring comprehensive collection and detailed 

recording of data. Health professionals seeking to establish new hepatitis C services 

can use strong data to gain funding for their services, and local authorities can ensure 

that, as a condition of commissioning drug and sexual health services, the right 

datasets are collected for hepatitis C.  
 

 Commission for hepatitis C improvements in drug and sexual health services: 
In addition to commissioning improved data collection, local authorities in Brighton and 
the wider Sussex area, responsible for commissioning drug and sexual health 
services, can question: 
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o Are staff adequately trained to deliver information and testing for service-users? 
o Are drug service-users who inject drugs tested for hepatitis C on an opt-out basis? 

 

 Utilise HCV Action’s resources: Explore the case studies of good practice, research 

reports, tools and templates that are available on the HCV Action website at    

http://hcvaction.org.uk/resources, and share your own good practice stories with HCV 

Action. 

 

http://hcvaction.org.uk/resources

