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scene 
Dr Autilia Newton, Health and Justice Acting Deputy Director, 

Public Health England  
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Hepatitis C: 

setting the scene 
 

 

Autilia Newton 

Consultant  CCDC  Health & Justice Team 

Public Health England 

Hepatitis C: the disease 
•80% people with acute HCV infection have no symptoms. 20% might 

experience a-specific symptoms: loss of appetite, abdominal pain, fatigue, 

nausea, dark urine, and jaundice 

•85%-80% of infected people will develop chronic HCV, the most common 

symptom being fatigue;  

•severe liver (cirrhosis & hepatocarcinoma) disease develops in about 10%–

20% of  chronically infected people.  
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Hepatitis C : epidemiology 
About 2%-3% (130- 170 million) world population infected  

3-4 million/year new infections 

> 350 000 deaths/year from hepatitis C related liver disease (cirrhosis & 

hepatocellular cancer) 

Global distribution: WHO estimates 
African region: prevalence up to 10% 

Americas: between 7 & 9 million exposed (Ab +)  

Eastern Mediterranean region:  1-4.6% prevalence but >20% in Egypt and 

Pakistan (overall about 17 million) 

European region:  from 0.4% (Sweden, England) to >2%-3% in some 

Mediterranean countries 

South East Asia region: 30 million with chronic infection 

Western Pacific region: from 1%-2%  to as high as 4.4% (Taiwan) and 2%-3% 

(Vietnam)  



06/03/2015 

4 

Hepatitis C Global Distribution 

Hepatitis C in England 

• Around 160,000 adults with chronic infection (prevalence in adult population: 
0.4%) 

• Around 90% of new infections are amongst people who inject drugs (PWID) 

• Around half of people who inject psychoactive drugs are thought to be 
infected, with around 1 in 7 sharing needles/syringes 

• Around 3% of people with chronic infection are treated each year 

PHE hepatitis C in the UK, 2014 report 
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Changes in % in main causes of 

mortality 

Deaths 

Hospitalisations 

UK  data on HCV end 

stage liver disease 
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  11 

Estimated number of 

people living with HCV-

related cirrhosis or 

decompensated 

cirrhosis/HCC in England: 

2005-2030 (95% credible 

intervals are given in 

parentheses) 

 

Hepatitis C in the UK 2014 report 

How are we doing in tackling hepatitis C? 

• Nearly 10,850 individuals are currently living with HCV-related cirrhosis or HCC 

in England  

• Modelling predicts that this figure will rise to 13,590 in 2025 if low coverage of 

current treatments is maintained  

PHE hepatitis C in the UK – 214 report 
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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 

Modelling the predicted impact of treatment 14 
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Tackling Hep C: Impact of scaling up treatment on 

the predicted burden of ESLD/HCC 
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Tackling hepatitis C: What can be achieved 

with new therapies? 

• Improved outcomes 

Improved SVR (cure), particularly in many previously considered hard-to-

treat groups including genotype 1 infections, those with advanced 

disease, older patients, and those who have failed previous treatment. 

• Fewer hospitalisations/deaths for ESLD/HCC 

Being able to treat those in advanced disease states is key (previously low 

SVR rates in cirrhotics) 

• Widespread uptake 

Greater patient acceptability and  easier to roll out in community settings 

(accessibility) as drugs have fewer side effects, shorter courses and 

are easier to administer (all-oral, interferon free) 

• Reductions in prevalence of HCV 

• Interrupting transmission 

 

Tackling hepatitis C: Treatment alone is not 

enough 

• Prevention services need to be maintained alongside scale up of treatment 

Coverage with opiate substitution therapies (OST) and needle and syringe 

programmes (NSP) need to be maintained to prevent new infections in 

PWID   

• Improved testing and diagnosis to identify those who will benefit from 

treatment and other interventions 

NICE recommends targeted testing of hepatitis C in primary care, prisons 

and immigration removal centres, sexual health and genito-urinary 

medicine clinics as these are likely to be cost-effective public health 

interventions* 

 *NICE  guidelines [PH43] Hepatitis B and C - ways to 

promote and offer testing to people  at risk of infection, 

Dec 2012 



06/03/2015 

9 

Tackling hepatitis C: 

Challenges… 

• No vaccine (and no prospective of a vaccine either ). 

• New therapies may be cost effective but are expensive. 

 

• Hep C treatment services  

    need to be re-structured country-wide so they are accessible 

    to all those who need them. 
 

• Asymptomatic nature means large numbers are undiagnosed: increased 

awareness, testing & diagnosis are required. 
 

• Under existing systems, investment in hep C prevention, diagnosis and treatment 

services in England is largely determined locally and money is tight. 

• Surveillance needs to improve to allow monitoring of progress 

Tackling hepatitis C: Public health outcomes 

framework 

Presentation title - edit in Header and Footer 

To improve and protect the nation’s health and wellbeing and improve the health of the poorest, fastest 

Outcome 1) 

Increased healthy life expectancy – taking 

into account health quality as well as length of life 

Outcome 2) 

Reduced differences in life expectancy between 

communities (through greater improvements in more 

disadvantaged communities) 

Improving the wider  

determinants of health 
1 

19 indicators to monitor 

improvements against 

wider factors which affect 

health and wellbeing and 

health inequalities. 

Health improvement 2 

24 indicators, including: 

 

•Successful completion of 

drug treatment 

•Early diagnosis of cancer 

Health protection 3 

7 indicators relating to 

protection of the 

populations health from 

major incidents and other 

threats, whilst reducing 

health inequalities.  

Healthcare and public 

health preventing 

premature mortality 

4 

16 indicators, including: 

 

•Mortality from liver 

disease 

•Mortality from causes 

considered preventable 

•Mortality from cancer 

•Mortality from 

communicable diseases 

¹Department of Health, Public Health Outcomes Framework 2013-16 
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Conclusions 

Important social determinants which need to be taken into consideration when 

re-design services 

Opportunities for collaborative action to lead to significant public health gain 

Role of local government critical to the success of control activities 

PHE will act locally and support nationally in tandem with our key partners 

  19 Hepatitis C road show Liverpool March 2015 

Addressing public health 

challenges in the North West 
Luciana Berger, MP for Liverpool Wavertree  
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Local epidemiology 
Evdokia Dardamissis, Hepatitis Lead, North West, Public Health 

England 

 

 

Hepatitis C in Merseyside 

 

Dr Evdokia Dardamissis 

Consultant in Health Protection 

Cheshire & Merseyside PHE Centre 
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Hepatitis C in Cheshire & Merseyside 
• Hepatitis C is a significant problem in the 

North West 

• Prevalence of disease is higher in the North 

West than in other regions 

• In Cheshire & Merseyside there are around 

11,000 people living with chronic hepatitis C 

Hepatitis C in Cheshire & Merseyside     23 

Epidemiology 
4% of people tested  were positive for hepatitis C between 2009 and 2013 

(2,373 out of 59,489) 

Males accounted for 54% of all new cases  

Highest proportion of new cases (40%) in the 35 to 44 age group 

People aged 25 to 34 were the most tested age group accounting for 25% of 

all tests. 

Most new diagnoses in 2013 in Merseyside are in Liverpool (42%), followed 

by Wirral (12%), Knowsley (11%) and Sefton (9%). 

 

 

 

Hepatitis C in Cheshire & Merseyside     24 
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Prevalence in total population 
Number of individuals tested and % testing positive for anti-HCV in sentinel 

laboratories in Cheshire and Merseyside PHE Centre 2009-2013 

Hepatitis C in Cheshire & Merseyside     25 

Prevalence by service type 

Number of individuals tested for anti-HCV and % positive by service type in 

sentinel laboratories in Cheshire and Merseyside PHE Centre 2009-2013 

       

   

       

    

Hepatitis C in Cheshire & Merseyside     26 
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Incidence (new infections) appears 

to be decreasing 

Number of young adults tested and testing positive for anti-HCV in sentinel laboratories in 

Cheshire and Merseyside PHE Centre, 2009-2013 

         

         

Hepatitis C in Cheshire & Merseyside     27 

Burden of disease 

Predicting numbers of people requiring treatment is important to plan and 

commission services 

Estimated total infected in Cheshire & Merseyside is 11,000 people.   

The estimated annual cost in C&M for treating new infections is £3.6 million 

The estimated cost of treating the backlog of infections is  £19.5 million 

Hepatitis C in Cheshire & Merseyside     28 
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Hepatitis C related liver transplants 

First liver transplants in England with post-hepatitis C cirrhosis as primary, secondary or 

tertiary indication for transplant at registration who were HCV positive at registration or 

transplant: number and % of all liver transplants, North West residents, 1999-2008 

         

        

  

** New national registration criteria for selecting adult patients for elective liver transplantation were introduced in September 2007. (NHS Blood and Transplant website 2009. 

Available at: www.organdonation.nhs.uk. [Accessed 18/07/2014])     

        

Hepatitis C in Cheshire & Merseyside     29 

Hospital admissions 

North West residents admitted to hospital with hepatitis C, 

2008-12 

     

     

North West residents with HCV-related end stage liver disease 

admitted to hospital, 2008-12 

    

     

    

     

Hepatitis C in Cheshire & Merseyside 30 
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Hepatitis C related deaths 

Hepatitis C in Cheshire & Merseyside     31 
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Introduction to the HepCATT 

project in Liverpool 
Dr Steve Ryder, Consultant Hepatologist, Nottingham University 

Hospitals NHS Trust and Chair, HCV Action 
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Figure 5: Annual number of individuals in England¹, Scotland², Wales¹ and 

Northern Ireland3 hospitalised with HCV-related ESLD* or HCV-related HCC: 

1998-2012 

 

PHE: HCV in the UK report 2014 

Figure 6: Deaths from ESLD* or HCC in those with hepatitis C mentioned on 

the death certificate in the UK: 1996-2012 
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Figure 23: Hepatitis C prevalence* in those who began injecting in the last three years: England 2003-2013 

 

 

 

 

New 

infections 
95% in current injectors 

 

2 key targets: 

SMS  

Prisons 
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50% 

undiagnosed 
Long term ex injectors 

• In primary care  

• Not symptomatic 

• Unaware of risk 

Estimated total number of HCV-positive patients treated 
based on national supply of pegylated interferon (2006-

2011), and number of individuals who have undergone a first 
course of HCV treatment since 2002 from sentinel 

surveillance testing data¹ (2002-2012) 
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G1 treatment options with a 

licence/evidence 

• 8 weeks Harvoni   Kowdley NEJM 

2014:370;1879 

• 12 weeks Harvoni   Afdhal NEJM 2014:370;1889 

• 12 weeks Abbvie (+Riba 1a) Feld NEJM 2014:370:1554 

• 12 weeks Sof/PEG/Riba  Lawitz NEJM 2013:368:1878 

• 12 weeks Sofosbuvir/Simiprevir Lawitz Lancet 2014:384;1756 

• 12 weeks Sofosbuvir/Daclatasvir Sulkowski NEJM 2014:370;211 

 

All have SVR 93-100% bar Sof /PEG/Riba (90%) 
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BUT: 

To achieve the huge decline in HCV we will need to: 

• Increase testing 2.5 fold 

• Increase treatment rates 2.5 fold 

Evaluation of interventions designed to increase 

diagnosis of patients with hepatitis C virus infection in 

primary care and drug treatment settings 

 

 

(Department of Health Policy Research Programme) 
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University of Bristol 

University of Nottingham 

The Hepatitis C Trust 

London School of Hygiene & Tropical Medicine 

Queen Mary University of London 

Nottingham University Hospitals Trust 

Public Health England 

United Lincolnshire Hospitals NHS Trust 

Walsall Healthcare NHS Trust 

Royal Liverpool and Broadgreen University Hospitals 

NHS Trust 

Addaction 

 

 

Interventions-primary care (Bristol) 

• Increase GP awareness (education etc) 

• Identification via GP records (electronic) 

• Comparator practices without interventions 
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• 3 intervention sites,  

• Liverpool 

• Lincoln 

• Walsall  (+ 5 control sites) 

• Part time facilitator at each site 

funded for 18 months and peer 

support via Hepatitis C Trust  

• Qualitative assessment lead by 

LSHTM 

Intervention 

• Training of  drug treatment centre 

staff 

• Peer support teams (Hepatitis C 

Trust) 

• Increase patient awareness 

(posters and leaflets) 

• In-reach therapy 

• Streamlining service provisions for 

assessment and treatment 

 

  

Intervention 
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What should HEPCATT give us? 

• What interventions work in primary care 

• What interventions work in drug services 

• What increase in identification/treatment is achieved 

BBV opt-out testing in 

prisons 
Natalie Robinson, Healthcare Support Worker, HMP Kirkham 

Mike Rolland, Nurse Practitioner, Blackpool Fylde and Wyre 

Hospitals NHS Trust 
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Adult Community 

 

 

 

 

 

HMP 

KIRKHAM  

Opt-out 

Testing    

If you have any questions about any of the aspects of 

the branding guidelines please contact 

communications@lancashirecare.nhs.uk  

Natalie Robinson  

Healthcare Support 

Worker   

 

Mike Rolland  
Nurse Practitioner.  
 

Kirkham Prison  

 

• Male Category D open prison.  

 

• Operational capacity of 657 adult males. 

 

• Largest open prison in Europe (220 acres).  

 

• Primary Care Team includes 8 Qualified 
Nursing staff and 2 Healthcare Support 
Workers. 

 
 

Adult Community 
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What is Opt-out  

 

An instance where we presume that the 

patient will be partaking in BBV screening 

unless otherwise stated by the by the 

patient.  

Adult Community 

 Staff concerns 

“What about pre and post test counselling”? 

 

“Are we giving patients the opportunity to refuse 
treatment”? 

 

“I refuse to force someone the have a test when we 
have not counselled the patient.”  

 

“We are testing patients that may not want it.” 

 

“Are we really gaining consent if we adopt this 
method”?  

 

 

 
 

Adult Community 



06/03/2015 

28 

Opt-out  -  challenges 

• Re education for Healthcare staff.  

 

• Education for patients.  

 

• Increased workload.  

 

• Cost implications.  

   

 

 

 
 

Adult Community 

Consent  

Permission for something to happen or 

agreement to do something. English 

National dictionary  

 

For consent to be valid, it must be voluntary 

and informed, and the person must have 

capacity to make the decision. NHS Choices 

Adult Community 
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Why Opt Out Testing?  

August 2002 - Strategy for Hepatitis in 

England. (DoH 2002) 

 

July 2012  - National Survey of Hepatitis 

C in prisons.  

 

 

Adult Community 

North West Figures 

(July 2012) 
 

 

 

Adult Community 
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Statistics  

January-June 2014  

 

 

 

Adult Community 

Statistics  July -

December  2014 

 

 

 

Adult Community 
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Refusal reason  

 

 

Adult Community 

• Rationale for opting out 
 

• Education around risk exposures to 
BBV’s 
 

• Normalizing testing, remove the 
stigma 
 

 
 

Sending results to 

patients 

 

 

 

Adult Community 

 
• All patients that are screened will receive 

their blood results in line with data 
protection via the internal post system. 

• Each envelope is marked “private and 
confidential”  

• Positive results are always given in clinic. 
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Our results  

• Throughout 2014 we found 23 patients 
with positive results:  

 

   19 HCV  

   4   HBV 

 

• Effective treatment pathways are in 
place.  

 
Adult Community 

  

Conclusion 

 

Acceptance of  Opt-out  

Adult Community 
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Treatment of hepatitis C and 

possibilities for elimination 
Professor Martin Lombard, Consultant Hepatologist, Royal 

Liverpool University Hospital 

 

 

 

 

Treatment of Hepatitis C 
& possibilities for elimination 

 

Is eradication any closer? 

Professor Martin Lombard  
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1. Prevent further infections 
2. Continue to find undiagnosed cases 
3. Get better at offering treatment to diagnosed cases 

i. Reduce variability (clinical judgement!) 
ii. Community treatment 
iii. Prison treatment 
iv. Engagement services 

4. Develop & use more effective treatments 
5. More care in treating previous non-SVR patients 
6. Optimise prevention of premature mortality 

Future treatment of hepatitis C? 

2001 

1998 

2011 

Standard 
IFN 

RBV 

PegIFN 

1991 

DAAs 

90+ 

2013 

2014+ 

95+ 

Adapted from the US Food and Drug Administration, Antiviral Drugs Advisory Committee 
Meeting, April 27-28, 2011, Silver Spring, MD.  

IFN 
6 m 

PegIFN/RBV  
12 m 

IFN 
12 m 

IFN/RBV 
12 m 

PegIFN 
12 m 

PegIFN/RBV 
+ DAA 

IFN/RBV 
6 m 

DAA  
+ RBV  
± pegIFN 

DAA  
+ RBV  

 

Courtesy Mark Thurz 
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1990-2015 

• “Mature system” 
– Detection 

– Referral 

– Treatment services 
• Experience 

• Adverse effects 

• Support systems 

• PEG-Riba-PI 

• DAAs (oral, EAP) 
– Highly effective 

– 12wk course 

– Low A/E profile 
 

 

• System limits 
– Prevention 

– Testing 

– Engagement 

– Support co-morbidities 

– Capacity 

 

• Commissioning 

• DAA costs/funding 

• DAA resistance? 

Early Access Program:   
(Sofosbuvir + Daclatasvir /Ledipasvir +/- Ribavirin) 

 
• Early Access Program:  (Sofosbuvir + Daclatasvir /Ledipasvir +/- Ribavirin)  

– Patients eligible: significant risk of death or irreversible damage within 12m 

– <40 wks, >900 patients (~100 NW), very sick, ~Hi% eradication rate 

– ~20 per wk steady state  
• Governance, MDT expert review, exceptions panel, data 

• Travel, direct contact, support systems 

• Extended Access Program 
– Patients with cirrhosis (including incipient cirrhosis)  G1/G3 regimens 

– ~3000 patients, anticipate >90% eradication 

– NW: ~300-500 (1/3 C&M), as well as NC ‘biz-as-usual’ treatments? 
• Governance, MDT expert review, exceptions panel, (data) 

• Local delivery, local contact, support systems crucial 

• NIHCE approved; NHSE valuations? 
– Capacity, overload, assessment, access 

– Testing & engagement, co-morbidities 
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HCV: ‘Early’ to ‘Extended’ Access 

 

 

 

• NW - extended  

– 300-500 Cirr 

– ~’000 Non-cirr 

– 1/3 C&M 

Impediments to eradication 

• Case finding 

– Testing 
• Incl ethnic, language, prisons etc 

– (PCR follows Ab+ve) 

– Inform result 

– Offer treatment 

– Refer to centre 

– (Adverse effects) 

 

• Engagement 

• Access 

• Travel 

• PWID ongoing 

• Alcohol XS 

• Co-morbidity 
• Real limitation 

• Interpretation & 
judgement 

• Variation in attitude 
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WHERE ARE WE NOW & WHERE DO WE WANT TO BE? 

SVR (of total) 

Deaths 

ESLD 

Treated non-SVR (of 
total) 

Not yet treated - patient 
choice 

Not yet 
diagnosed 

Best 'Ambition' Outcome 
(Find 90%, Treat 90%, SVR 90%) 
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Summary 

• Detection process continues to improve 
– Concerns about commissioning reforms 

• Access & Assessment better 
– Concerns about commissioning reforms 
– Concerns about operational networks 

• Treatment much better 
– Concerns about commissioning reforms 

• Outcomes ceiling  
– Better treatments improve outcomes 
…..but ! 
– ‘Treatment’ will not be enough for eradication 

Summary 

• Detection process continues to improve 
– Concerns about commissioning reforms 

• Access & Assessment better 
– Concerns about commissioning reforms 
– Concerns about operational networks 

• Treatment much better 
– Concerns about commissioning reforms 

• Outcomes ceiling  
– Better treatments improve outcomes 
…..but ! 

– ‘Treatment’ will not be enough for eradication 
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HCV eradication - Avoid the mirage !!! 
 
Effective ‘treatment’ is only 1 aspect! 
Prevention of transmission: NEP, OSP 
Exploding myths & bias for both patients & professionals! 
 
Commissioning whole system for outcomes 

Value = Quality (Outcome + experience + safety)  
        ÷ Cost (commission + omission) 

Data to manage performance 
 
HCV cannot be managed in isolation: esp alcohol ! 

 
 
 

Commissioning landscape 

for hepatitis C 
Alison Tonge, Regional Director, Specialised Services, NHS 

England 
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www.england.nhs.uk 

Commissioning 

landscape for 

hepatitis C 

Alison Tonge, Regional 
Director for Specialised 
Services, NHS England 

06.03.15 

www.england.nhs.uk 

 

• Overview of NHS England as a commissioner of 

services  

 

• What this means for the commissioning of hepatitis C 

services in particular  

 

• Achievements to date  

 

• Plans for 15/16   

 

What I’m going to cover    
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www.england.nhs.uk 

 

• 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 an annual NHS Mandate from government 

• 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 

 

NHS England as a commissioner of 

services     

www.england.nhs.uk 

 

• NHS England operates a national single operating model for 

commissioning in each of its direct commissioning functions 

• Commissioning is undertaken at a regional or sub regional level 

• Focus on equity, reducing inequalities and improving outcomes  

• Deliver NHS The 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, 

Police services, Local Authorities, and third sector organisations, 

patients and carers and many others  

 

How we commission services    
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www.england.nhs.uk 

• Specialised Commissioning now has its own Director & 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 CCG’s and Local Authorities  

• Strong national architecture and support to specialised 

commissioning. 

• Consultation on the way investment decisions in specialised 

commissioning will be taken – open until 27th April 

https://www.engage.england.nhs.uk/consultation/investing-in-

specialised-commissioning 

• Specialised Service Committee to be established to support 

decision making 

 

Specialised Commissioning  

www.england.nhs.uk 

• Complex pathway: Treatment of Hepatitis C occurs in different 

settings: infectious diseases, substance misuse and sexual 

health services  

• NICE TA guidance available to direct clinical management teams 

• A number of new drugs becoming available, subject to NICE 

Technology Appraisal process during 2015 

• Drug costs are the responsibility of NHS England specialised 

services  

• Costs of pathway attendances fall to different commissioning 

bodies 

• Opportunities to transform the experience of patients of Hep C 

right care, right place- patient focused commissioning 

• Implementation challenge to improve access to right treatment 

for most clinically and cost effect care in view of the current 

model of care delivery.   

 

Commissioning Hep C Services 

https://www.engage.england.nhs.uk/consultation/investing-in-specialised-commissioning
https://www.engage.england.nhs.uk/consultation/investing-in-specialised-commissioning
https://www.engage.england.nhs.uk/consultation/investing-in-specialised-commissioning
https://www.engage.england.nhs.uk/consultation/investing-in-specialised-commissioning
https://www.engage.england.nhs.uk/consultation/investing-in-specialised-commissioning
https://www.engage.england.nhs.uk/consultation/investing-in-specialised-commissioning
https://www.engage.england.nhs.uk/consultation/investing-in-specialised-commissioning
https://www.engage.england.nhs.uk/consultation/investing-in-specialised-commissioning
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www.england.nhs.uk 

Who makes Treatment Decisions? 

• Health & Justice: Prison health services 

• Local Authorities: sexual health clinics 

• NHS England: Infectious Dis / Gastro / Liver services 

• Clinical Commissioning Groups: DGH / community 

services 

 

Costs of Drug Treatment 

• NHS England 

 

 

Who decides treatment for individual 

patients with Hepatitis C in England? 

www.england.nhs.uk 

• Technology appraisals: single product assessments 

(multiple technology process when reviewing and 

updating recommendations)  

 

• Currently schedule for single appraisals in 2015 and 

anticipate multiple review in 2016  

 

Role of NICE Appraisals 
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www.england.nhs.uk 

• Patient population increased due to increased injecting 

drug use and resulting severe disease 

• Improved Diagnosis: Targeted testing of high risk groups in 

prison & sexual health services or from ethnic groups (< 

50% of those infected are aware of their HCV status)  

• New Treatment technologies: improved side effects profile 

so demand likely to increase, including retreatment  

• Service impact: Significant increase in patients anticipated 

and subject to modelling e.g. NICE estimates a minimum 

c11,000 per annum.  

 

Preparing to commission new Hep C 

treatments  

 

www.england.nhs.uk 

Improving treatment for Hepatitis C:  

Drug pipeline 
Drug Name Company License  

status 

Expected  

NICE publication 

Date 

Expected Implementation 

date for NICE guidance 

Sofosbuvir Gilead Licensed Feb 2015 August 2015 

Simeprevir Janssen Licensed February 2015 May 2015 

Sofosbuvir + 

Ledipasvir 

Gilead Licensed June 2015 Sept 2015 

Daclatasvir BMS Licensed August 2015 November 2015 

Panitaprevir / 

Ombitasvir/ 

Dasabuvir  

Abbvie Licensed Sept 2015 Dec 2015 
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www.england.nhs.uk 

 

• Early Access Scheme supported by interim policy 

statement  

 

• Focus on patients with present / previous 

decompensated cirrhosis; HCV infection likely to 

lead to irreversible damage within 12 months  

 

• C. 800 patients registered for treatment 

 

Improving treatment for Hepatitis C:  

Achievements to date  

www.england.nhs.uk 

 
• Interim proposals to allow a wider group of patients 

with cirrhosis to receive some of the new combination 

therapies.  

 

• The aim is that these interim policies will be in place 

by the first half of 2015. These schemes would 

provide access to these new products in advance of 

the scheduled NICE Technology Appraisals which are 

due to be published  later in 2015. 

 

 

 

 

 

Improving treatment for Hepatitis C:  

Plans for 15/16  

i) Expanded Early Access Scheme 
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www.england.nhs.uk 

 

• Clinicians support a model of Clinical Networks comprising 
Specialised Centres working in partnership with other care 
services to combine access to medical expertise and local 
delivery of care  

• Ensure increased specialist MDT decision making on treatment 
by clinicians with ID / Hepatology expertise (currently <50% 
referred to specialist)  

• Ensure treatment targeted effectively in treatment pathway  

• Consultation on specification for networks just completing, 
centres responsible for MDT, improved clinical governance 

• Implementation of networks through Regional teams by August 
2015 Partnership working across services key to balance 
expertise and access to local care 

Improving treatment for Hepatitis C:  

Plans for 15/16  

ii) Model of care for new treatments  

www.england.nhs.uk 

 

 

• Centre development role for each network  

• Focus on clinical governance and pathways 

• 15-16 CQUIN for Hep C networks- depending on tariff 
options 

• Collaborative commissioning structures developing for 
15-16 across the North covering all prescribed services 

• Priorities selected 

• Pathway focused 

• Total resource identified 

• Place based focus  

Improving treatment for Hepatitis C:  

Plans for 15/16  

iii) Local opportunities for collaborative 

commissioning  
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Hepatitis C patient 

perspective 
Kelly-Ann Hughes, Recovery Sponsor, Drugs and Alcohol, 

Cheshire and Wirral Partnership NHS Foundation Trust 

 

 

 

 

 

 

HCV Action: Sharing good 

practice  
Charles Gore, Chief Executive, The Hepatitis C Trust 

 

 

 

 

 

 

 



06/03/2015 

50 

HCV Action: Sharing 

best practice 
CHARLES GORE, CHIEF EXECUTIVE OF THE HEPATITIS C 

TRUST & MEMBER OF HCV ACTION STEERING GROUP 

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 
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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: Workforce 
Development Programme 

 
• 600 front-line Addaction key workers trained in hepatitis C 

 
• 100% relevant services to offer Dry Blood Spot Testing 

 
• 90% of those tested +ve to be referred into treatment 

 
• 2,000 extra people tested for hepatitis C 

 
• Care pathways improved 

 

 

 

http://www.hepctrust.org.uk/
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Best Practice Examples 
 

 Community-based, nurse-
led treatment in Weston-
super-Mare 

 

 Clinical Nurse Specialist based 
within an Addaction centre. 

 

 Acts as a ‘one stop shop’ for 
the delivery of testing and 
treatment & allows for intensive 
support from drug workers. 

 

 Has resulted in higher diagnosis 
and treatment rates, as well as 
increased support to those 
undertaking treatment. 

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 7% of Tayside’s 
chronically-infected population. 
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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 
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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 

 Use our resources 

 Share your good practice stories 

 

 

 

 

Thank you 

www.hcvaction.org.uk 

 

c/o The Hepatitis C Trust 

 

020 7089 6220 
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Hepatitis C in primary care: 

The Brownlow model 
Dr Diane Exley and Jayne Wilkie, Brownlow Health  

 

 

 

 

 

 

 

Hepatitis C Treatment in  
Primary Care 
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• Background 

• The pilot 

• Role development 

• Results so far 

• Lessons learnt 

• Why it works 

• Drug service work 

• The future 

 

Background.. 

• Inner city general practice established 1994 

• Diverse practice population 

• RCGP substance misuse qualifications 

• RCGP substance misuse national conference 

• Recognised need… 
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• City Centre Neighbourhood; Brownlow, 
Vauxhall and Marybone.  Total population size 
approx 45,000 patients 

• Joint working with secondary care 

• GP with Special Interest 

• Specialist nurse employed by Primary Care 

• Aims-increase testing and treatment 

• Robust governance process 

Pilot 2009 

Role Development 

• Intensive training 
• Screening 
• Outreach 
• Awareness raising 
• Breaking down barriers 
• Education 
• Liason 
• Audit 
• Recall 
• Referral 
• Patient forum/feedback 
• FIRST PRIMARY CARE LED HEP C TREATMENT SERVICE IN 

COUNTRY…. 
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Results over 6 year period  

• over 800 Patients assessed 

• 348 PCR +ve patients seen in 6 yr period 

• Currently have 172 PCR +ve patients registered with 
BGP 

• 28 Referred and treated in RLUBH 

–  4 from Vauxhall Health Centre 

–  24 from Brownlow Group Practice 

• 46 treated in Community 

–  4 in Vauxhall Health Centre 

–  42 in Brownlow Group Practice 

61% 

13% 

4% 

4% 

4% 

3% 

1% 

7% 
3% SVR

stopped due to side effects

relapsed

non compliant with medication

lost to follow up

RIP (not due to treatment)

non responder

currently on treatment

a/w post treatment results
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• Publications-Medeconomics, RCN community 
health nursing journal (May 2013 Vol 23 
Number 4) 

• Award-2013 national GP award for innovation 

• Holistic approach 

• Patient engagement 

• Immediate response to symptoms 

• Liver disease 

• Secondary care support 

Why it works… 
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Lessons Learned 

• Not possible to run Hep c service in Community in isolation  

• Understanding roles in primary care, secondary care and drug 
services 

• Drug costs 

• Patience….. 

• Agreed strategies for data sharing (repetition of testing, 
vaccinations)  

• Importance of raising awareness and erasing myths 

 -All pregnant women are screened 

 -High viral load means more at risk of liver disease 

 -Genotype 1 is the worst 

 -Cannot be treated whilst on methadone 

 -Once treated and achieved SVR you cannot re infect 

 -Alcohol causes hep c  

 -Only drug users can get hep c 
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Working with Drug services 

• All drug workers trained to do Hep C antibody 
swab 

• 20 drug workers trained to do Hep C DBS (dry 
blood spot) 

• Pathways in place 

Addaction DBS Pilot 
 

• Out of the 31 positive tests, 16 clients were 
referred to the assessment clinic at the 
RLUBH 

• 57 DBS tests complete 
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Patient referred to Royal Hospital 
during pilot by Drug worker 

The future 

• Community Fibroscan 

• Community Treatment centres 

• Better data (to ensure no repetition) 

• Join up services 

• Working together (Hostels, Drug services, 
Secondary care, Primary care) 

• Better communication 

• New & Better treatments 
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Dr Diane Exley diane.exley@livgp.nhs.uk 

Jayne Wilkie jayne.wilkie@livgp.nhs.uk  

Tel: 0151 2854578  

 

Hepatitis C testing in 

Liverpool: Presentation and 

workshop 
Dr Sandra Oelbaum, Clinical Lead, Liverpool, Addaction 

 

 

 

 

 

 

 

 

mailto:diane.exley@livgp.nhs.uk
mailto:jayne.wilkie@livgp.nhs.uk
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Hepatitis C Testing in 

Liverpool 
Presentation and Workshop 

Liverpool community 

collaborative HCV testing 

pilot 
 

Public Health Liverpool  

Addaction Liverpool (community drug services)   

RLUH 

 

 

Oct 2014 to Jan 2015 
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PATHWAY 
 

ORAL 

SWAB 

GPs 

notified 

DBS TEST 

RLUH 

if positive 

if positive 

Nurse facilitator 

Keyworkers  

 

All keyworkers trained to do oral swabs 

Some keyworkers trained to do DBS tests 
 
 
Data co-ordinator 

 

TEAM 
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TESTING MAKES  

A DIFFERENCE 

 

You can save a life 
 
 

Mouth swabs offered   347 

Mouth swabs accepted   203 (58%) 

Antibody positive   55 (27%) 

DBS offered at same appointment   51 (92%) 

DBS hepatitis C positive   25 (48%) 

Referrals to RLUH   11 (44%) 

 

RESULTS 
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A collaborative pilot 

Reaching a hard-to-reach group 

Facilitation is needed to make changes 

Drugs keyworkers can deliver HCV testing 
 
Community treatment of HepC  

can be anchored in community drug services 
 

SUMMARY 
 

  TheAnchor 
   Model of Care 
    

   Securing people  

   in health  

   and recovery 
Dr Sandra Oelbaum 

BSc MRCP  

GPwSI  

Substance Misuse 

Clinical Lead  

Addaction Liverpool  
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Who are the target group? 
 

Target group 

The Anchor point 
 

 

Where do they most reliably  

access  

the system? 
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The Anchor point 
 

 

What interventions do we 

want to  

deliver? 

 

 

 

KPIs 
 

The Anchor point 
 

 

Who is going to deliver  

the interventions? 
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The Anchor point 
 

 

Who are the other key 

partners? 
 

The Anchor point 
 

 

How can this be 

sustainably  

delivered? 
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The big picture 
 

 
Understand the wider 

context 

 

 

 

Socio-political-economic 

Government policy 

Local strategies 

 
 

The big picture 
 

 

Identify and work with the 

Key Stakeholders 
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Dr Sandra  

Oelbaum 

Tel 07827  

356488 

s.oelbaum@addaction.org.uk 

www.addaction.org 

Thank you 
 

 

 

 

 

 

 

 

mailto:s.oelbaum@addaction.org.uk

